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3. GLOSSARY OF TERMS

Annual Implementation Report (AIR)

The Criminal Justice (Scotland) Act 2003 Section 9(4) requires the Lead Authority to report annually

to the Risk Management Authority (RMA) regarding the implementation of the Risk management Plan
(RMP). The purpose of the AIR is to provide assurance and evidence that the Lead Authority and those
who have functions under the plan have implemented the RMP, that identified measures have been co-
ordinated and delivered as planned, and that this has been done with regard to the RMA's Standards and
Guidelines. To meet annual reporting requirements the Lead Authority submits a current version of the
RMP' alongside a Progress Record.? The Progress Record provides a means to track implementation and
change against the identified risk factors.

Indeterminate Sentence for Public Protection (IPP)

The IPP was a type of indeterminate sentence, available in England and Wales, introduced under the
Criminal Justice Act 2003 (CJA 2003). It was intended to detain people in prison who posed a significant
risk of causing harm to the public. It contained a minimum term an individual had to serve in custody
before they were considered for release by the Parole Board. The sentence was withdrawn in 2012 but
remains in place for those who received the sentence between 2006 and 2012.

Lead Authority

The Lead Authority has responsibility for the risk management of the individual who is subject to an Order
for Lifelong Restriction (OLR). The Lead Authority is dependent on the location of the individual subject to
an OLR. In custody, the Lead Authority is Scottish Ministers, in the community it is the appropriate Local
Authority and in secure care settings the Lead Authority is Hospital Managers.

National Top End (NTE)

The purpose of NTE is primarily to provide the opportunity for those serving life sentences (including
those sentenced to an OLR) to prepare for release, have increased self-responsibility and be gradually
tested in the community so they are better prepared and more likely to be successful when transferring
to open conditions. NTE supports gradual community re-integration and gives the individual an
opportunity to evidence reduction in risk (Scottish Prison Service, 2018). In the event of adverse
circumstances evidence risk that is no longer considered manageable in this environment an individual
can be subject to a Return to Closed Conditions (RTCC).

Non-Departmental Public Body (NDPB)

A public organisation that is self-governing but accountable to and funded by government. An NDPB

is not part of the Scottish Government or the Scottish Administration. They carry out administrative,
commercial, executive or regulatory functions on behalf of Government; and operate within a framework
of governance and accountability set by Ministers.?

Open Estate (OE)

OE refers to any prison which is designated for the confinement of prisoners who are assigned a low
supervision level and who are eligible for temporary release in terms of Part 15 (Temporary Release) of
The Prisons and Young Offenders Institutions (Scotland) Rules 2011. Prisoners must meet criteria for
progression before they can be considered for a move to less secure conditions. The purpose of the
Open Estate is to provide an opportunity for individuals to have exposure to additional responsibilities
associated with increased freedoms in the community and to allow the individual to further evidence

1 The current RMP template can be accessed here.
2 The current Progress Record template is on pg. 79 of the Standards & Guidelines for Risk Management (RMA, 2025).
3 Definition taken from https://www.gov.scot/publications
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reduction in their risk and demonstrate to the Parole Board they are suitable for release. In the event of
adverse circumstances evidence risk that is no longer considered manageable in this environment an
individual can be subject to a Return to Closed Conditions (RTCC).

Order Lifelong Restriction (OLR)

An indeterminate sentence introduced by Section 1 of the Criminal Justice (Scotland) Act 2003.

Where an OLR is imposed, the individual will be subject to an RMP approved by the RMA for the rest

of their life regardless of whether the individual is in custody, the community, in secure care or within
the mental health system. An OLR has a punishment part which must be served before an individual

can be considered for release. Release (or discharge) into the community will not be granted until the
Parole Board for Scotland are satisfied that it is no longer necessary for the protection of the public that
the individual remains confined in custody, and that any risk presented can be safely managed in the
community.

Risk Assessment Order (RAO)

Issued by the High Court for an individual who is being considered for an OLR. RAOs are set outin
Section 1 of the Criminal Justice (Scotland) Act 2003; becoming Section 210B of the Criminal Procedure
(Scotland) Act 1995.

Risk Assessment Report (RAR)

A report prepared by a Risk Assessor accredited by the RMA and produced for the Court on someone
subject to an RAO. RARs are set out in Section 1 of the Criminal Justice (Scotland) Act 2003; becoming
Section 210C of the Criminal Procedure (Scotland) Act 1995.

Risk Management Authority (RMA)

An NDPB established in 2005 by the Criminal Justice (Scotland) Act 2003 and sponsored by the Scottish
Government Community Justice Division. The RMA has a wide range of legislative duties which focus on
protecting the public by promoting effective risk assessment and risk management. Within this remit, the
RMA has specific responsibility to oversee the risk assessment and management processes supporting
the OLR sentence. This includes the accreditation of risk assessors to carry out duties on behalf of the
High Court, and the approval of RMPs for those subject to an OLR.

Risk Management Plan (RMP)

This is a plan prepared by the lead authority for the individual sentenced to an OLR and evaluated against
the Standards and Guidelines for Risk Management by the RMA (2025a). It is based on a formulation

of risk, and includes preventative, restrictive, supportive and contingency strategies. These strategies
link factors relevant to an individual's offending to proportionate actions, detail who is responsible for
those actions, and set appropriate review periods. RMPs are set out in Section 6 of the Criminal Justice
(Scotland) Act 2003. Section 26B of the Prisoners and Criminal Proceedings (Scotland) Act 1993 also
references risk management plans when stating that 'The Parole Board shall, whenever it is considering
the case of a person in respect of whom there is a risk management plan, have regard to the plan'.



https://www.legislation.gov.uk/asp/2003/7/section/1
https://www.legislation.gov.uk/asp/2003/7/section/1
https://www.legislation.gov.uk/ukpga/1995/46/section/210B
https://www.legislation.gov.uk/ukpga/1995/46/section/210B
https://www.legislation.gov.uk/asp/2003/7/section/1
https://www.legislation.gov.uk/ukpga/1995/46/section/210C
https://www.legislation.gov.uk/asp/2003/7/contents
https://www.rma.scot/publications/standards-and-guidelines-for-risk-management/
https://www.legislation.gov.uk/asp/2003/7/section/6
https://www.legislation.gov.uk/asp/2003/7/section/6
https://www.legislation.gov.uk/ukpga/1993/9/section/26B

4. INTRODUCTION

This section firstly provides an overview of the Order for Lifelong Restriction (OLR), followed by a
summary of the current literature and research relating to the OLR, as well as reference to similar
evaluative work relating to the implementation of the Indeterminate Sentence for Public Protection (IPP).*

L1 Whatisan OLR?

The MacLean Committee

Prior to the introduction of the OLR in Scotland, a review was commissioned to consider sentencing
disposals for individuals convicted of serious violent and sexual offending. The MacLean Committee on
Serious Violent and Sexual Offenders® was established in 1999 by the UK government to make proposals
for sentencing disposals for individuals convicted of serious violent and sexual offending who may
present a continuing danger to the public. In particular, their remit was to compare practice, diagnosis and
treatment in Scotland with that provided elsewhere, and to consider whether the legislative framework
available at the time provided the courts with an adequate range of options to ensure public protection.®

Despite the IPP and the OLR being formulated in legislation and introduced to the courts around the
same time, the work of the MacLean committee identified and considered a range of issues which later
impacted the implementation of the IPP sentence. As outlined below, the groundwork undertaken by

the MacLean committee sought to ensure that any new sentence introduced in Scotland would robustly
protect the public, whilst also serving to rehabilitate and reintegrate the individual subject to the sentence
back into their community.

Sentence structure and inclusion criteria

In determining the most appropriate sentence for individuals convicted of serious violent and sexual
offending, the MacLean committee considered a range of existing sentencing options, including
determinate sentences, extended sentences and the discretionary life sentence. They quickly dismissed
determinate sentencing options, including extended sentences, as it was noted that these sentences
(and the associated supervision element) must come to an end on a specified date, regardless of any
ongoing risk posed by the individual. The need to protect the public was therefore not considered to be
met.

The committee also considered extending the use of mandatory life sentences for serious violent and/
or sexual offences. As with the IPP, this would have resulted in the imposition of a sentence in response
to conviction for specific offences. The committee concluded that this approach would fail to meet

its primary aim of protecting the public as it would fail to catch those who present a high risk, but

whose offence doesn't fall within the statutory criteria. Additionally, the committee recognised that the
legislation would also capture those who present a lower risk, but whose offences fall within the statutory
criteria, thus contributing to the ‘net widening' later seen with the IPP sentence. It was concluded that
mandatory life sentences were not the answer, and that sentencing should be based on a structured
assessment of risk which aligns with clear risk criteria, rather than on the basis of commission of specific
offences.

This conclusion was further enforced when the discretionary life sentence was considered. Sentencing
guidelines issued by the High Court indicate that the discretionary life sentence should only be used in
the case of a grave offence and where there are expert reports indicating that the perpetrator represents
a significant danger to the public at large, or to a particular group. These guidelines appeared to provide
judicial discretion regarding the offences which may be considered, but also greater emphasis on the

4 For more information on the IPP the following websites can be accessed: Home Office, Prison Reform Trust, and/or Criminal
Cases Review Commission.

Hereafter referred to as the MacLean Committee.

The MacLean Committee produced the ‘Report of the Committee on Serious Violent and Sexual Offenders’.

o O
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importance of the role of expert reports in decision making. In further considering the discretionary

life sentence the committee commissioned research to consider the factors which influenced a judge

in deciding whether to impose a discretionary life sentence as opposed to a determinate sentence. All
discretionary life sentences given between 1994 and 1998 were compared with a representative sample
of comparable offences for which determinate sentences were imposed. Findings indicated that the main
justification for imposing a discretionary life sentence was the level of continuing risk presented by the
individual. Despite the importance of risk evident in these decisions, the committee noted that decisions
about risk were being made in an unstructured way and considered that more needed to be done to make
the assessment of risk a more “overt and transparent part of the system” (MacLean Committee, 2000, p.
28).

Having considered feedback from a range of stakeholders, the committee concluded that the sentencing
provisions in Scotland were insufficient. Specifically, the committee reported:

[the] current sentencing provisions are deficient since they do not require the courts to impose on
exceptional individuals an exceptional sentence which both marks the gravity of what they have
done and provides an appropriate level of public protection, having regard to the risk that such
individuals pose (MacLean Committee, 2000, p. 34).

Risk assessment was viewed as central to the new sentence, both in terms of establishing suitability
for the sentencing disposal, and for consideration of future progression, release and community
management.

The Order for Lifelong Restriction

The MacLean Committee (2000) concluded that special sentencing considerations were necessary
for “persons convicted on indictment of a violent or sexual offence, or exceptionally another category
of crime, whose offence(s) or antecedents or personal characteristics indicate that they are likely to
present particularly high risks to the safety of the public” (p. 4). It was highlighted that individuals who
commit violent and sexual offences are not a homogenous group and there are multiple factors which
may contribute to such offending. As such, any sentencing framework must be robust enough to take
account of these factors, whilst also being flexible enough to meet the needs of such individuals whilst
protecting the public.

The committee proposed the introduction of the OLR, a new sentence which would largely replace the
discretionary life sentence in Scotland. The principles of risk assessment and risk management were
considered crucial to the new sentence, and to ensure that best practice in these areas would be an
ongoing consideration, the introduction of the Risk Management Authority (RMA) was also proposed.
The MacLean Committee outlined that the RMA should have specific roles, including development

of policy, standard setting and an operational role relating to the OLR. Key responsibilities included
establishing and continuously updating best practice in risk assessment and risk management; and
legislative responsibilities for ensuring that an individualised risk management plan was developed and
implemented for individuals who received the sentence.

Crucially, the committee also highlighted that any decision on imposition of the OLR should be based
on a robust assessment of risk. Such systems of risk assessment should be based on the best available
research and should only be completed by appropriately trained and experienced individuals. It was
recommended that the RMA would have responsibilities for appointing accredited assessors to
undertake a high quality assessment which would be used to inform judicial decision making.

The committee were clear that a fundamental aspect of the new sentence was that individuals should not
be released into the community until they had served an adequate period of punishment,and no longer
presented an unacceptable risk to public safety. However, they also made clear that the period spent

in the community should be regarded as an integral part of the sentence. In fact, committee members
highlighted within the report: “The term indeterminate sentence should not be seen as synonymous with
indeterminate incarceration” (p. 58). The committee therefore indicated that a further responsibility of
the RMA was to ensure protection of the public from individuals convicted of seriously violent and sexual

9



offences while restricting their freedoms no more than is necessary for public protection.

The OLR became available to the Scottish High Court in 2006; a true lifelong, indeterminate sentence.
The OLR can be described as a risk-based sentence which is not imposed for the crime committed but
instead, imposed based on the characteristics of the individual and other indicators of risk including
prior offences (Ferguson, 2021). The work of the MacLean Committee contributed to a number of unique
aspects being integrated into the OLR sentence. Specifically the OLR differs from other sentence types
in the following ways:

* ARisk Assessment Report (RAR) is completed by an RMA accredited risk assessor to inform
sentencing. The risk definitions used within the RAR align with prescriptive risk criteria to ensure
that the assessed risk is communicated clearly to the judge to inform decision making.

* Anindividualised Risk Management Plan (RMP) is developed by the Lead Authority (a responsible
authority, such as the Scottish Prison Service (SPS)) for each individual with an OLR sentence.
This plan is central to the management of risk and must align with the Standards and Guidelines
published by the RMA (2025a). The individual will always have a plan in place for the rest of their
life. To ensure the plan remains current and relevant it must be updated annually, and amended
in response to any significant changes. The RMP must be approved by the RMA before it can be
implemented (and following each significant change) to ensure that it meets a minimum standard
and appropriately manages all identified risks.

* A Case Manager is appointed for each individual sentenced to an OLR. The Case Manager has
responsibilities for co-ordinating the management of the individual and for updating and amending
the RMP.

* The Lead Authority is required to report annually to the RMA on the implementation of the approved
RMP. This is done through an Annual Implementation Report (AIR). This external scrutiny ensures
that the approved RMP is being fully implemented and any changes or shortcomings are addressed
within the updated RMP.

* The RMA provides independent scrutiny of operations relating to the OLR, including appointment
of independent risk assessors to complete RARs, approval of RMP's and evaluation of the
implementation of approved RMP's. The RMA have powers within the Criminal Justice (Scotland)
Act 2003 which require the Lead Authority to have regard to published Standards and Guidelines
and may issue legal direction to a Lead Authority where such regard has not been evidenced. This
external scrutiny was considered essential by the MacLean Committee to ensure best practice
when working with individuals convicted of serious violence and sexual offending.

* The sentence calculation applied when an OLR is passed by the court typically results in a
punishment part (minimum period of time which must be served in custody) which is shorter than
would have been set if a determinate sentence was given. This is due to time typically added for
public protection being deducted as it is considered that public protection is integrated into the
nature of the sentence.’

It is these unique aspects of the OLR sentence which will form the basis of the current research study

to ensure that focus is anchored on the OLR sentence and not issues within the justice system more
generally.

L.2 Researchonthe OLR

There have been several studies conducted relating to the OLR (Ferguson, 2021; Fyfe & Gailey, 2011;
Gailey et al., 2017; RMA, 2022, 2023, 2025b; Van Zyl Smith & Morrison, 2020).

7 For further discussion see RMA blogs: ‘'What is a Punishment Part?’ and ‘The Punishment Part: Life and Order for Lifelong
Restriction'.
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Fyfe and Gailey (2011) examined the early implementation of the OLR. They concluded that the OLR

had effectively replaced the discretionary life sentence as anticipated by the MacLean Committee.
Additionally, at that stage (2006-2011) it had avoided the net widening effect that had resulted from
similar legislation in England and Wales. Despite considering that the initial review broadly indicated
effective targeting of the sentence, they stated that there was need for further refinement, particularly in
relation to the sentence being applied to young people. Fyfe and Gailey highlighted that the opportunity
to examine implementation of the OLR would come as the number of individuals assessed and receiving
the sentence increased over time. Additionally, they reflected that the true effectiveness of the sentence
would only be measurable when individuals were released into the community —which in itself presented
a challenge to Scottish agencies who would require to provide adequate opportunity for this to be
achievable.

More recently, Gailey and colleagues (2017) explored the implementation of the OLR. Similar to the Fyfe
and Gailey (2011) findings, they found the OLR had effectively replaced the discretionary life sentence
with no evidence of net-widening. In terms of gender, as anticipated the sentence at that time had only
been passed on males (although two women had been assessed).? There had also been a reduction

in the number of young people receiving the OLR since 2013, with no OLR's being given to under 21's
between 2013 and the paper being published in 2017. Gailey and colleagues also considered the
profiles of individuals subject to the OLR and the numbers of appeals against the punishment parts

set by the sentencing judge. This review led them to question whether a number of the individuals
given an OLR sentence could have been effectively managed by less restrictive means given that a
small percentage of the cohort had no previous convictions, and others had never served a custodial
sentence. To start answering this question, the authors compared a subset of individuals sentenced to
an OLR with individuals who had received an extended sentence using risk assessment data. The authors
found an elevated profile of risk/need levels and diversity of offending in individuals sentenced to the
OLR, however noted the need for further research. The authors also commented on the human rights
implications associated with shorter punishment parts, particularly those less than two years. Gailey
and colleagues highlighted the importance of these individuals having the opportunity to demonstrate
the capacity to manage their risk prior to Parole Board consideration, which practically was likely to be
challenging due to a short punishment part.

Van Zyl Smit and Morrison (2020) examined the implementation of life sentences in Scotland, including
the OLR. The authors highlighted the high rate of life sentences imposed in Scotland and made proposals
for how this trend may be reduced. With regards to the OLR, it was observed that between 2007 and
2017 an average of 17 OLR's were made per year, in comparison to an average of 43 life sentences

per year. The authors noted that the sentence was intended for small numbers of individuals but was
considered to initially be used ‘quite freely' by sentencing judges, with the example of 27 OLR's imposed
in 2009 provided to illustrate this point. Van Zyl Smith and Morrison (2020) highlight concerns about

the potential for ‘net widening' for OLR's due to the sentence being based on future risk an individual is
assessed to pose, and also due to the use of allegation information within RARs. Additionally, the issues
of progression and parole were considered. As with Gailey and colleagues, the authors raised concerns
regarding instances of short punishment parts associated with the OLR and the potential that this would
contribute to it being difficult for individuals to demonstrate that their risk was manageable by the time
that they were considered for release. It was noted that the Prison Service may be unable to respond to
the ‘complexity of [their] risk and needs' within the punishment part of their sentence.

Ferguson (2021) offered a critical analysis of the OLR and proposed several amendments to the OLR
legislation to improve implementation. For example, in instances where the index offence is of ‘other’ type
(non-violent and non-sexual), the individual must have been previously convicted of a violent, sexual or
life endangering offence. Furthermore, it was recommended that allegation information only be used to
establish patterns of behaviour and inform risk management and should not contribute to conclusions on
risk.

The RMA (2022)° examined the offending behaviour characteristics of individuals sentenced to an

8 Note that the OLR sentence has been given to less than five individuals assigned female at birth.
9 Available at https://www.rma.scot/publications/the-offending-behaviour-of-those-sentenced-to-the-order-for-lifelong-
restriction/
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OLR. This study involved analysis and coding of RARs in relation to offending behaviour across various
dimensions (index offending, previous offending, alleged offending, and self-reported offending), types
(violence, sexual violence, intimate partner violence (IPV), and ‘other’ — non-sexual/non-violent), and
characteristics (for example, frequency, onset, duration). This study was an early exploration into the
characteristics of the population and also explored sub-groups relating to; IPV, young people,’ index
offending of an ‘other’ (non-sexual/non-violent) nature, no previous convictions, and high vs. medium
risk groups. Notable findings included the frequency of offending in the population with the majority of
individuals having multiple index offences (ranging from two to 49), 95% of individuals having previous
offending and the majority of these having multiple previous convictions (ranging from two to 164) of
mixed types (violent, sexual, IPV, and/or other), and the majority also having alleged offending (ranging
from two to 110 instances). The diversity of offending was another theme, with violent and ‘other’
offending both individually featuring in nearly 90% of individuals’ offending history. Additionally, the
majority of individuals had offending encompassing more than one type of offence, and a fifth had
convictions for all four offence types (violence, sexual, IPV, and ‘other’). The study also found IPV was a
growing feature of the offending within the population, with the discussion reflecting the potential impact
of relevant policy changes (for example, domestic abuse legislation). In contrast, but with similar policy
based explanations, findings revealed less young people were being sentenced to an OLR.

The RMA (2023)"" also conducted a qualitative study into the experiences of individuals subject to the
OLR. It specifically focused on experiences of release from custody, community integration and recall
(where applicable). This study involved interviewing eight individuals who had experienced community
release during the time they had been sentenced to an OLR. Reflexive thematic analysis revealed three
overarching themes of; “a never-ending journey”, “release from custody is challenging, but supported”,
and “positive coping strategies help to navigate the OLR”. The findings indicated individuals on the
OLR experienced working towards release and the transition from prison to community as challenging.
However, once in the community, support from justice services was reported to be largely positive and

this combined with internal coping strategies supported community integration.

A further RMA study was published in 20252 and related to the prevalence of psychopathy in individuals
sentenced to an OLR. Using the outcomes from PCL-R's™ included in RARs this study found that across
181 individuals (where total and item scores on the PCL-R were available) the average PCL-R score was
23.32 (SD = 8.14). This included 46.96% (n = 85) meeting the 225 threshold often used in UK and Europe
(for example, Cooke & Michie, 1999) to indicate the presence of clinically significant psychopathy, and
25.41% also meeting the 230 threshold detailed in the PCL-R manual and typically applied in North
America. Both of these proportions were reported to be descriptively high in comparison to other studies
citing against these thresholds. This study also analysed prevalence of psychopathy by looking at the
rates of assessor diagnosis within RARs across the full sample of 269 individuals. This revealed that

just under a half of the sample were described as having ‘psychopathic traits’, and just under a quarter
were said to have psychopathic personality disorder. These findings were used to underpin a number of
implications and recommendations relating to areas inclusive of prison management, treatment planning,
treatment delivery, formulation, and decision-making.

4.3 Evaluating sentence implementation - the IPP

Research has sought to evaluate the implementation of other indeterminate sentences. The IPP for
example has drawn significant research attention during its life as a sentencing option and beyond in
England and Wales. Between 2005 and 2012, 8,711 IPP sentences were imposed, far beyond what was
initially envisioned for the sentence. The His Majesty’s Prison & Probation Service (HMPPS) Annual Report
on the IPP Sentence 2023/24 (HMPPS, 2024) set out that there were just over 3,000 individuals serving
an IPP sentence in the community as of the end of 2023. The Centre for Crime and Justice Studies (2025)
indicated that as of March 2025 there were 2,544 individuals sentenced to an IPP still in custody, with

10 These were individuals under the age of 21 at time of sentencing.

11 Available at https://www.rma.scot/wp-content/uploads/2023/11/2023-24-Initial-Insights-Full-Version.pdf

12 Available at https://www.rma.scot/publications/psychopathy-the-olr-an-analysis-of-the-prevalence-of-psychopathy-in-
individuals-sentenced-to-an-order-for-lifelong-restriction-olr/

13 The PCL-R (Hare, 2003) is the most widely used and researched approach to measuring psychopathy. It contains 20 items
and is used to assess the presence of traits and behaviours indicative of psychopathy in an individual. 12
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just over 1,000 who had never been released and six individuals who had not passed their tariff date.
Beard (2024) published a Research Briefing paper which indicated that as of the end of June 2023, the
age profile of those sentenced to an IPP represented an older distribution in comparison to the rest of
the sentenced population. This was reflected in 99% of those sentenced to an IPP being over 30 years
old (compared to 72% in the rest of the sentenced population) and over one third (37%) being aged 50 or
over (compared to one fifth, 19%, in the rest).

The Prison Reform Trust considered failings in the implementation of the IPP sentence which contributed
to these spiralling numbers (Jacobson & Hough, 2010). Their review drew on data from multiple
perspectives, including judges, solicitors, prison staff, family members of individuals on the IPP and
individuals on the sentence. Four primary issues were identified in the study:

* Thethreshold for ‘dangerousness’ was arbitrary, and too low

* Questionable efficacy of risk assessments used to make decisions relating to the IPP

* Proportionality of an indeterminate sentence

* Problems of exit: barriers to release of individuals on the IPP

Considering first the concept of ‘dangerousness,’ the authors considered that the definition of
‘dangerous’ as applied in the IPP legislation contributed to ‘net widening' (Hebenton & Seddon,

2009), wherein a greater number of individuals met the definition than anticipated. Initial criteria to be
considered ‘dangerous’ (and therefore eligible for the IPP) included a conviction for any one of 96 violent
or sexual offences; a previous conviction for a ‘specified’ offence; and finally, the individual had to present
‘a significant risk....of serious harm'’ to the public'. Only three years after its introduction, the criteria for
dangerousness was amended by the Criminal Justice and Immigration Act 2008 which reserved the

IPP sentence for more serious offences by introducing a minimum term of two years and abolishing the
presumption of dangerousness where there was a previous conviction for a specified offence. However,
the Prison Reform Trust, amongst others, contended that even under the revised definition, individuals
were still sentenced to the IPP whose offences were not serious enough to warrant an indeterminate
sentence (Jacobson & Hough, 2010).

Jacobson and Hough (2010) further highlighted issues with risk assessment as contributing to problems
with the implementation of the IPP. Risk assessment was identified as important in decision making at the
point of sentencing, ongoing management in custody and consideration of release by the Parole Board.
The risk assessment in question was typically a structured assessment completed by a probation officer
to inform the judge or Parole Board. Issues were considered to arise as the categorisations of risk within
the risk tool used did not clearly align with the definition of ‘dangerousness’ as outlined in legislation.
Additionally, poor quality pre-sentencing reports, reliance on actuarial outcomes, scepticism on the part
of judges about the value of structured risk assessment tools and a risk assessment not being required
in every case were considered to contribute to greater numbers of individuals being sentenced to the IPP
than anticipated.

It is not only at the sentencing stage that risk assessment plays a role. Jacobson and Hough (2010)
also obtained feedback from Parole Board members making decisions on IPP cases. Panel members
acknowledged having access to a wide range of documents, including risk assessments to inform
decision making, but that decision making often remained ‘subjective and uncertain’ (p. 28). Panel
members spoke of the importance of instinct, common sense and intuition, as well as the impression
they formed of the prisoner during the tribunal, suggesting that structured risk assessment may not be
central to decision making.

Respondents in the 2010 study were split on the issue of proportionality of the IPP sentence - the extent
to which the severity of the sentence reflects the seriousness of the crime committed. For example,
many lawyers who contributed expressed that the IPP sentence made it too easy for public protection to
override the need for proportionality in sentencing. Conversely, psychologists and judges reported that
the departure from proportionality was not problematic, but rather presented an opportunity to work with
individuals for however long it takes to reduce the risks they present to the public.

When the Jacobson and Hough study was published in 2010, it was evident a low number of individuals
on the IPP sentence were achieving release to the community. By 2010, 4% of approximately 2,500
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post-tariff IPP prisoners had been released from custody; bringing significant resource implications

for the prison service regarding the majority that remained in prison. Factors thought to contribute to
releases being so low included: the Parole Board having insufficient capacity to hear all IPP cases when
their tariff expired; difficulties accessing Offending Behaviour Programmes (OBP) which were the primary
mechanism for individuals to evidence addressing their risk(s); and inherent difficulties the individual then
faced in evidencing reduced risk, particularly when they remain in closed conditions where opportunities
to evidence their ability to manage their own risk were severely limited.

A later study by Edgar and colleagues (2020) considered the ongoing problems associated with the
implementation of the IPP sentence following its withdrawal in 2012. Abolition of the sentence was

not retrospective in nature, therefore those already subject to the sentence remained so. Edgar and
colleagues reported ongoing difficulties accessing OBPs, slow parole processes and negative risk
assessment outcomes as contributing to individuals being held in custody post-tariff. Additionally, it was
acknowledged by respondents that their own negative behaviours in custody contributed to the delays
experienced. For those who had been recalled, it was reported by respondents (including Parole Board
members and individuals on the IPP) that recall decisions were taken without considering alternatives,
often in response to minor compliance issues. Despite this view, most interviewees were reported to
have taken some responsibility for being recalled, with almost half reporting that they believed recall
was inevitable. Once back in prison, individuals reported being unclear what was required of them to
achieve re-release, difficulties with trusting professionals and with motivation, and frustration due to slow
progress (Edgar et al., 2020).

The experiences of individuals sentenced to an IPP have also been examined. Mackenzie and colleagues
(2023) included families of people serving an IPP. They found that families perceived the IPP sentence

to impede an individual's ability to visualise a future and to progress with their lives. Findings concluded
that families perceived similar experiences of harm to those of families of prisoners in general, but with
additional experiences related to perceived injustices linked to the history and legal elements of the IPP
sentence.

In 2024 HMPPS set out an action plan aimed at IPP improvements. This plan included a focus on ensuring
systems and processes were able to effectively support individuals in achieving a safe release that

could be maintained in the community towards licence termination. The action plan included numerous
work streams and a robust governance structure. Progress against this was published in a report by
HMPPS (2025)™ and included restructuring the plan to increase the focus on front-line delivery. Key
areas of progress included (but were not limited to) improved data collation and reporting on the IPP
cohort, awareness-raising events, and improved staff training provisions. The 2025 report also indicates
a commitment to actions with measurable changes to the number of people serving an IPP sentence,
enhancing quality assurance on recall to custody requests, and improving the support for individuals on
release (pg. 3).

The Victims and Prisoners Act 2024 also introduced a number of changes relevant to the IPP. This
included individuals who have been in the community for at least 5 years without recall being
automatically considered for licence termination. Additionally, it reduced the qualifying period for
licence termination from 10 to 3 years. This included a statutory presumption that the IPP licence will
be terminated by the Parole Board at the end of the three-year qualifying period, along with a provision
of automatic termination after a further two years if the individual has not been recalled in that period
(Beard, 2024; HMPPS, 2024).

L.L Aims

The OLR became available to the Scottish High Court as a sentencing option in 2006. In the 16 years
since implementation, and at the cut-off date for sampling for this study (March 2023), there had been
343 individuals assessed for the order (made subject to an RAO) and 248 individuals had received an
OLR. Since implementation there has not been a detailed evaluation of the sentence to consider whether
it is being implemented as intended, and to consider whether there are improvements to implementation
which could be recommended.

14 Available at https://www.gov.uk/government/publications/hmpps-annual-report-on-the-ipp-sentence-2025-t0-2025 14
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The aims of the present study were to:

* conduct an evaluation of the implementation of the OLR to identify areas of effective practice and
development.

* increase understanding of the characteristics and behaviours relevant to the individuals sentenced
toan OLR; and

* inform discussions with Lead Authorities and Scottish Ministers on strengthening areas of effective
practice and making improvements as highlighted (including the consideration of pilot schemes)
and to inform advice to Scottish Ministers.

5. METHOD
5.1 Ethics

As aresult of the RMA's remit and legislative functions, documents such as Risk Assessment Reports
(RAR) and Risk Management Plans (RMP) can be used as sources of data where processing is necessary
for the performance of a task carried out in the public interest. In this instance, it is in the public interest
to have a greater understanding of the Order for Lifelong Restriction (OLR) and those subject to it in order
to review current and future implementation of the sentence. A research proposal was submitted to the
RMA's Research & Ethics Committee for review and feedback, and the Committee concluded that the
research was supported without modification.

5.2 Participants

Data was collated for 50 individuals subject to the OLR sentence. Of the 50 individuals reviewed, 47
individuals continued to serve their OLR sentence at the March 2023 cut-off, and three had died.

Demographics / Core Information

The age at the time of sentencing of the cohort was variable, with the youngest individual being under 18
years old and the oldest being over 60 (mean of 35.2 years).

All individuals' sentences were mapped until death, or until 31st March 2023 which was the agreed cut off
for data coding. The average age of the 47 individuals still serving their OLR at sample cut-off was 45.40,
and the average age of those who had died was 48.33 at the time of their death.

All 50 individuals were assigned male at birth, and identified as male at the time of their RAR. In

terms of sexuality at the time of the RAR and as recorded in the RAR, 32 individuals were stated to be
heterosexual, five homosexual, four bisexual, and nine unclear. It was rare for religion and/or ethnicity to
be clearly stated in a RAR and as such these were coded as unclear for the vast majority. Where religion
was identified it varied across Christian, Catholic and Other. Regarding marital status at the time of the
RAR, 26 individuals were single, 10 were in a relationship, eight had separated from a spouse, and there
were several instances of someone being married, divorced/dissolved, or it was unclear. Furthermore, 23
individuals had children, as well as several further individuals where it was unclear (meaning around half
the sample did not have children). Across the 23 individuals with children, there was an average of 2.83
children each.

5.3 Materials

Data for this study was predominantly extracted from RARs, RMPs, and AIRs. Broadly, information from
the RAR provided relevant details relating to the point of sentencing, and the RMPs and AIRs provided
details linked to the management of the individual post-sentencing.
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Risk Assessment Report (RAR)

This is a detailed report completed by an RMA Accredited Assessor as part of the High Court process for
considering whether to sentence someone to an OLR. It is an extremely detailed report that must adhere
to the Standards & Guidelines for Risk Assessment Report Writing (RMA, 2018). As such it includes a
wealth of information on; personal history, risk assessment tools applied, formulation of the case, and
recommendations for working with the individual.

Risk Management Plan (RMP)

A plan prepared by the Lead Authority for the individual sentenced to an OLR. It is required by law and
is evaluated against the Standards and Guidelines for Risk Management by the RMA. It is based on a
formulation of risk, and includes preventative, restrictive, supportive and contingency strategies. These
strategies link identified risks to actions, detail those responsible for those actions, and set appropriate
review periods.

Annual Implementation Report (AIR)

The Criminal Justice (Scotland) Act 2003 Section 9(4) requires the Lead Authority to report annually

to the Risk Management Authority (RMA) regarding the implementation of the Risk management Plan
(RMP). The purpose of the AlR is to provide assurance and evidence that the Lead Authority and those
who have functions under the plan have implemented the RMP, that identified measures have been co-
ordinated and delivered as planned, and that this has been done with regard to the RMA's Standards and
Guidelines. To meet annual reporting requirements the Lead Authority submits a current version of the
RMP’® alongside a Progress Record.'® The Progress Record provides a means to track implementation
and change against the identified risk factors.

Additional Documents

As the oversight and evaluation processes governing the OLR have evolved there have been changes

to the templates of the documents above. This means that some versions of RARs and RMPs were
submitted to the RMA with varying appendices. Where these were included these could also be used to
inform this study. Most typically this would be risk assessment tools or reports, clinical assessments or
reports, and/or the minutes from multi-disciplinary meetings (for example, Integrated Case Management,
or Risk Management Teams (RMT).

5.4 Procedure
Pre-pilot

A coding framework was developed which set out the variables included in this study, along with their
definitions. A database was created to enable researchers collecting the data to record the outcomes
of coding a case. Information was firstly collected on a timeline for each case, and then transferred into
the database. Timelines involved reviewing each individual's documentation (for example, starting with
the RAR, then the Initial RMP, then alternating between the annually submitted Progress Record and
updated RMP, then any amended RMPs submitted by the Lead Authority during an individual's sentence)
in chronological order and recording meaningful events in line with the categories reported below.
Timelines essentially became detailed case chronologies with qualitative data. Variables were extracted
from the timelines and collated within an excel spreadsheet. Regular project meetings were held between
those involved in coding cases to discuss any issues and seek consistency. A proportion of the cases
were quality assured by a senior member of staff to further promote consistency amongst coders.

15 The current RMP template can be accessed here
16 The current Progress Record template is on pg. 79 of the Standards & Guidelines for Risk Management (RMA, 2025).
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Pilot Phase

The coding framework and process was initially applied to the casefiles of 15 individuals sentenced to

an OLR and who had been serving the sentence for longer than 10 years. As such this phase involved
purposive sampling. This approach was done to provide an opportunity to test the variables and
approach for ease of coding, feasibility, and consistency. Having individuals included in this phase who
were amongst those who had been on the sentence the longest was intended to open a wider pool of
data to apply the framework and process to. Testing on a smaller sample prior to a larger sample was also
aimed at providing an opportunity for variable refinement and learning that could be applied to the full
sample. As such the following were learning points taken from the pilot phase:

* Data collection was streamlined to support completion of the project within reasonable timescales.
Variables relating to the outcomes of RMP and AIR evaluations (including any guidance issued)
were removed."” Variables relating to coding for risk-relevant behaviour across the sentence were
also removed. This was due to the time and resource required to code for these areas, difficulties
consistently defining and coding 'risk-relevant behaviours', existing variables overlapping (for
example, perpetrated serious violence during the sentence) and limited gain from coding further
risk-relevant behaviours.

* Variables relating to adverse childhood experiences (ACEs) were enhanced by the addition of three
variables: a) in Local Authority care as a child; b) in secure care as child, and; c) in prison as child.

* \Variables regarding offending behaviour, responsivity issues and protected characteristics were all
significantly expanded (see section below for full list of final variables, but as an example variables
relating to Attention Deficit Hyperactivity Disorder (ADHD), Cancer, Psychotic illness, etc., were
introduced).

Main Study Phase

This involved applying the refined set of variables to a further 35 cases. These cases were selected via

a random number generator but had to have been serving an OLR for long enough to have a RAR, an
initial RMP (produced 9 months into the sentence) and at least one annual report on implementation of
the RMP. Based on legislative timelines related to these processes this meant an individual had to have
been sentenced to the OLR prior to June 2021. Data collection for the entire sample then focused on the
period from sentencing through to 31st March 2023. As such this phase involved probability sampling,
and the whole study therefore adopted a mixed sampling strategy. The drawbacks of this are discussed in
the limitations section.

Data capture was extensive and broken down into the following categories:
a) Core Information

The demographic information captured included date of birth/age, date of death (where applicable),
age at time of sentence, gender, sexuality, religion, ethnicity, marital status, and whether they had any
children.

Sentence-related information was also captured and included: appellant status (including whether the
individual had appealed their sentence and/or conviction and the outcome, and any sentence reductions)
and the sentencing period (including the sentence start date, the number of years spent on the OLR at
the time of data collection, the punishment part given at point of sentencing, when the punishment part
commenced, the Punishment Part Expiry Date (PPED), whether the punishment part had expired, and
time over tariff (including instances where this dovetailed with additional sentences during the OLR and
delayed an individual's eligibility for release)).

17 This is termed collecting baseline data on the quality of RARs, RMPs and AIRs and is outlined in the RMA Corporate Plan.
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b) Offending Behaviour

This was the offending behaviour the individual had been convicted of at the point of being sentenced
to the OLR. The coding approach to this section adopted a similar framework to the study — The
Offending Behaviour of those sentenced to the Order for Lifelong Restriction (see RMA, 2022). However,
adjustments were made when calculating the number of offences per individual to improve accuracy.

In the 2022 study (which was based only on RAR data) cases were more likely to be omitted if the RAR
did not provide sufficient information to accurately calculate the number of offences an individual

had committed. In the current study, RMP data was used in 21 cases (42%) to provide supplementary
information relating to convicted and alleged offending.

The current study also adopted a ‘minimum confirmed’ approach to coding offending behaviour. In

the 2022 study cases or offences were excluded where there was uncertainty, and this reduced the
sample size available for analysing features like frequency and duration of offending. This uncertainly
often occurred where an individual had a significant number of offences, and being confident in the
exact number of offences was challenging. Introducing a ‘'minimum confirmed’ variable in the current
study allowed for the production of the absolute minimum number of offences per individual that could
be identified based on the available information (from RARs, RMPs). For example, where information
stated something like “the individual was convicted of numerous assaults” this would be coded as "2’
under the minimum confirmed approach (but would have been ‘unclear’ in the 2022 study). This enabled
the inclusion of more offences and cases, and was intended to provide a more detailed picture of the
offending behaviour of individuals sentenced to an OLR.

Offences were coded into four categories/types. See Appendix A — Offence Categories Table —for the
offences coded under each category.

Offence Categories Definition

Violence “Actual, attempted or threatened infliction of bodily harm on another person. Bodily
harm included physical or psychological harm” (Douglas & Reeves, 2011). Offences in
this category did not include violence with a sexual element.’®
Sexual “Actual, attempted, or threatened sexual contact with another person that is non-
consensual” (Hart, 2009). Offences in this category did include violence with a sexual
element.
Intimate Partner Any offences against a current or former partner. Offences in this category were often
Violence (IPV) double-counted (as in they also appeared under one of the other three categories).
Exceptions related to 'IPV-specific’ offences such as behaviours like coercive control.™
Other (non-sexual/non- These were non-sexual and non-violent offences, such as fraud, shoplifting.
violent)

Offences were also coded regarding whether they were: index, previous, alleged, or self-reported
offending. Index and previous offending were also combined into overall offending. Index offending was
the offending the individual committed at the time they were sentenced to the OLR. Previous offending
was anything prior to this. Allegations were defined as any non-convicted offending behaviour that met
at least one of two criteria: it was listed in the Allegation Information table in a RARs appendix, and/or it
involved the police. If supporting information was not clear that behaviour had led to a conviction, then
this was coded under allegations. The same approach of a ‘minimum confirmed' variable and type of
behaviour (violent, sexual, IPV, other) were applied to alleged offending.

Self-reported incidents were defined as offences the individual reported to the assessor, but where
there was no corroborating information. For example, several individuals claimed to have been involved

18 This is slightly different to the 2022 study (RMA, 2022) that coded offending behaviour, which included analysis around when
the category of violence both included offences involving violence with a sexual element and when these were included
under the category of sexual.

19 As an example, if someone was convicted of an Assault then this would be coded under Violence. If the supporting
information indicated that this Assault had been committed against the individual's current or former intimate partner then
this was also coded under IPV. Whereas, if someone was convicted of coercive control as an offence (brought in by the
Domestic Abuse (Scotland) Act 2018) then this could be coded solely under IPV.
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in gang fights in their youth, though their self-report was the only source of information about this. These
were also counted and categorised using the same categories and ‘minimum confirmed’ variable as both
convicted and alleged offending.

Totalling the number of convicted or alleged offences was not always aligned with the total number of
offences detailed either independently or against each of the four offence categories. For example, the
report writer may have specified the total number of previous offences an individual had been convicted
of (for example, Mr X has been convicted of 12 offences), and this was taken as the individual's number
of previous offences. However, there were instances where analysis of the full RAR (or on occasion

the RMPs) led to a different total when setting out each of the individual's offences (for example, Mr X
then has seven violent offences, two sexual offences, and two ‘other’ offences, meaning the ‘added

up total’ would reach nine offences, suggesting either the reported total was incorrect or there were
three offences lacking details). Where these totals did not align this was captured as ‘unclear’, and
added further weight and use to the ‘'minimum confirmed'’ variable. Furthermore, dovetailed with the IPV
offences being double counted in most instances, it meant that each offence category, as well as index
and previous offending, was not simply added together to produce overall offending figures.

c) Additional Convictions

This involved capturing serious incidents post-sentencing that led to further convictions, along with the
frequency and nature of the behaviour. Post-sentencing did not always mean behaviour occurring post-
sentencing as it could have involved charges brought for historical behaviour (for example, historical
sexual offending and/or further victims coming forward).

d) Custodial Incidents where the individual was a victim

These were incidents occurring during the sentence that led to hospitalisation and/or referral to the
police, and related to the individual subject to the OLR being a victim.

e) Serious custodial incidents where the individual was perpetrator

These were incidents occurring during the sentence. It included identifying where the individual had
perpetrated serious violence during the sentence (where it had led to referral to the police but not
necessarily dependent on a conviction like the ‘Additional Convictions' section) and the total number of
incidents. Data was also captured on whether the individual had been violent to staff. Further ‘serious
custodial incidents' included other adverse incidents such as being returned to closed conditions (RTCC)
from NTE or OE, being recalled to custody following release into the community, and absconding.

f) Self-harm in custody

Regarding self-harm, information was recorded on the frequency and nature of self-harming behaviours,
whether it resulted in hospitalisation, and the response from the Lead Authority. Historical self-harm
(occurring prior to receiving an OLR) was included under the ‘Responsivity at sentencing' section,

and current or active self-harming behaviours were included in the 'Responsivity during the sentence’
section. These sections also included attempted suicide and suicide. Furthermore, whether self-harm
was considered in the RMP strategies and contingency planning was also considered. Finally, this section
involved analysis of dual-harm by bringing together data on self-harm and violence against others.

g) Implementation of RAR Recommendations

When completing a RAR assessors must adhere to the Standards and Guidelines for Risk Assessment
(RMA, 2018). This, in part, involves including recommendations relating to treatment and management
(p. 23). As such, this study firstly identified the number and nature of the recommendations made as
part of an individual's RAR. The recommendations made by assessors were most typically categorised
into strategies for supervision, monitoring, intervention/treatment and victim safety planning. These
categories were retained in the majority of cases, but where it was clear that a strategy was recorded
in the RAR under the supervision sub-heading but the content clearly related to monitoring then it
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was the latter category used for coding. Furthermore, there were occasions where assessors set out
recommendations in a long narrative which made coding that as one recommendation, and under a
category, challenging. In these instances, recommendations were extracted based on being individual
actions to enable separate coding (as such, what may have looked like one recommendation in a RAR,
could have been coded as two, in a small number of instances).

There were also recommendations that could not be readily categorised into supervision, monitoring,
intervention/treatment, or victim safety planning. As such the final categories and their definitions were:

Recommendation Definition

Type

Recommendations involving changing an approach, working in a particular
way, or being mindful of an individual's characteristics and adapting. Typical
recommendations included adapting an intervention or case management
approach around a responsivity characteristic such as personality disorder or
learning disability.

Recommendations for further assessments or for assessments to be reviewed
at particular points in the future. Typical examples included recommending
further cognitive functioning testing, or reviewing the outcome of a personality
assessment in the future.

Broad recommendations that didn't necessarily fit with the latter categories of
Offending Behaviour Programmes (OBP), or Psychological Therapies. Typical
recommendations included things like working with Addictions Services,
specific pieces of psychoeducation, and medications.

Recommendations encompassing observational activities aimed at assessing
compliance, identifying progress and detecting signs of deterioration or
imminent offending. Typical recommendations related to things like mood
monitoring, or alcohol or substance testing.

Recommendations directly targeting reducing risk or working in a particular
area of offending. Typical examples included completion of Moving Forward
Making Changes (MFMC) (for sexual offending) or the Self-Change Programme
(SCP) (for violent offending). They could also be less specific, for example “Mr X
should complete offence-focused work aimed at his sexual offending”.

Recommendations relating to the completion of therapeutic work, not
necessarily prescriptively linked to an individual's offending behaviour. Typical
examples included therapies targeting attachments, schemas, or trauma.

Recommendations relating to building a strength, skill or asset within the
individual. Typical examples included focusing on schemes or approaches
aligned with education or employment, but could also be more specific
suggestions for work in areas like life skills or communications.

Recommendations related to engaging the individual in a process of
change and/or overseeing or administering the order or sentence. Typical
Supervision recommendations related to activities like: motivational interviewing, goal-
setting, offence-specific work in context of supervisory relationship or case
management, or particular licence conditions or restrictive measures.

Recommendations aimed at reducing the likelihood of future harm to known
or potential victims. Typical examples included using disclosures, monitoring
access to children and/or family members, and conditions related to managing
potential victim access.

Adapt approach to
risk management

Assessment

Interventions

Monitoring

Offending Behaviour
Programmes (OBPs)

Psychological
Therapies

Skill Development

Victim safety planning

Each recommendation was coded in line with these categories to enable analysis. Each recommendation
was also coded as to whether it was fully implemented, partially implemented or not implemented during
the sentence. Where a strategy was not implemented the reasons relating to non-implementation were
considered and could be coded as either ‘defensible’ or ‘non-defensible’. Defensible non-implementation
related to matters like a recommendation no longer, or not yet, being relevant (for example, it is for when
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the person is in the community and that individual has not yet had community access). Whereas non-
defensible non-implementation was attached to recommendations where there was no identifiable and
clear rationale as to why the recommendation in the RAR had not been implemented during the sentence.
Typically, this involved situations where the original recommendation did not thread through into the
RMPs, or where it did but had not been implemented.

h) Implementation of Further Recommendations

This involved detailing the recommendations made once the individual had commenced their OLR
sentence. In the majority of instances these were recommendations produced by the Lead Authority
responsible for managing the case, and they occurred in the process of working with the individual.
However, within that they could be generated via different mechanisms, such as via the Risk Management
Team (RMT), the Programmes Case Management Board (PCMB), Integrated Case Management (ICM),

or Care Programme Approach (CPA) reviews. However, recommendations could also be generated and
incorporated into an individual's RMP via their involvement with other agencies, or those with functions
under the plan (for example, via the NHS, psychiatry, clinical psychology). To be considered a ‘further
recommendation’ it had to be materially different than those made at the RAR. For example, the RAR
recommending a specific OBP (such as MFMC) but the SPS then identifying the individual for MF2C (the
revised version of MFMC) would not constitute a further recommendation due to the similarity in nature
and purpose of these recommendations. Whereas the SPS, or another Lead Authority, identifying the
individual for a cognitive functioning assessment, where the RAR had not mentioned this, would be coded
as a further recommendation.

The same categories used to code recommendations in the RAR (see prior section, for example,
supervision, monitoring) were applied to further recommendations regarding number, nature/type of
recommendation, outcome (fully, partially or not implemented) and the rationale (defensible or non-
defensible).

i) Responsivity at Sentencing

This section specifically focused on using the content of the RAR to identify what responsivity
characteristics were relevant to an individual at the point of their sentencing. This included responsivity
categories (generated for this study and detailed below) along with associated variables. Each
responsivity variable coded as a 'Yes' represented a score of 1 which enabled totals to be produced
across both the categories set out below, and across all responsivity variables. See Appendix B —
Responsivity Characteristics (Full List) — for the categories and variables associated with each.

Where coding related to a diagnosis (for example, diagnosed learning disability, or psychosis) this had
to be from a clear and appropriate assessment either conducted as part of the RAR, or cited within the
RAR, that clearly stated this as a diagnosis. Relevant assessments would typically be completed by a
psychologist, psychiatrist or healthcare professional.

Self-harm

The self-harm section above sets out what was included here. Frequency of self-harm was also included
for information and was coded across: none, occasional, frequent, persistent, or unclear. The maximum
total score in this domain was two.

Learning and communication

These variables were coded as stated in the RAR, RMP or AIR (for example, low cognitive functioning,
learning disability, learning difficulties). As such, diagnosed learning disability had to be clearly stated,
and learning difficulties was more broad. An individual could not be coded as ‘Yes' for both. However
there were challenges in extracting this from documentation (see Limitations section) due to language
often being used interchangeably across documentation. In instances where this posed significant
coding challenges a judgement was made on the basis of what more accurately conveyed the individual's
presentation as set out across the whole report. Learning disability was approached as being a lifelong
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condition affecting how a person understands information, learns new skills, and copes independently.
Whereas learning difficulties were considered to be where an individual experienced challenges in
learning impacting specific areas like reading and writing.

A further variable on low cognitive functioning / low intelligence enabled the capture of instances
where there were broad references to issues in this area. The most typical example was reference to an
individual having 'borderline intelligence’ following the outcome of an assessment using a tool like the
WAIS-IV. The highest score across this responsivity category was ‘four’.

Development

Similar to cognitive and intellectual functioning, this was coded if it had been assessed and diagnosed.
The highest score was ‘three’ as it covered Autism Spectrum Disorder (ASD), ADHD, and Foetal Alcohol
Spectrum Disorder (FASD).

Neurological

This category included brain and head injuries, as well as cognitive impairment, dementia, and alcohol-
related brain damage (ARBD). Traumatic brain injury (TBI) was defined as a form of acquired brain injury
which occurs when a sudden trauma cases damage to the brain. To code 'Yes' for brain injury the RAR
had to clearly state the individual had a brain injury. Otherwise, if there were references to impairment
(for example, executive functioning) then this was coded under cognitive impairment. Alternatively, if
there were references to loss of consciousness or head trauma(s) then this was coded under head injury.
An individual could not be coded 'Yes' for brain injury and head injuries. ARBD included diagnoses like
Korsakoff's and Wernicke's. The maximum score for this responsivity category was ‘four’.

Physical

Physical health issues was a discrete variable included within this category and was intended to capture
documented but specified ongoing health problems. Disability?® was a variable coded on the basis of
reference to the individual being in receipt of disability benefits. A separate variable for whether an
individual was a wheelchair user was also included. Cancer and Chronic Obstructive Pulmonary Disease
(COPD) had to be stated as diagnoses to be coded as 'Yes'. Documented health issues with unknown
impact long-term, or where there were general but vague references to medical contact, were coded as
‘unclear’. The highest score attainable for this responsivity category was ‘five'.

Mental Health

Psychotic illness had to be labelled as some form of psychosis or specifically diagnosed. The most
common examples were Schizophrenia and Drug-induced Psychosis. Variables relating to hallucinations
and delusions were included to capture individuals who had potentially experienced subthreshold
psychotic symptoms, or as a one off. If an individual was coded as 'Yes' to psychosis then they could not
be coded as 'Yes' to either hallucinations or delusions. Anxiety and depression were symptom-based
and not dependent on a specific diagnosis with an anxiety disorder or depressive disorder (although that
would have led to a coding of ‘Yes'). A variable relating to other mental health was used to capture other
instances of mental health problems, for example panic disorder, Post-traumatic Stress Disorder (PTSD),
insomnia, etc. If an individual coded as 'Yes' for psychosis then the maximum score in this category was
‘four’, but if they coded as ‘No' then they could get a score of ‘five'.

Alcohol & Substances

This included two variables on alcohol use, and two on substance use. Each was split into a diagnosis (for
example, diagnosed alcohol dependence) and problematic use (for example, problematic alcohol use).
The diagnosed variables had to be clearly labelled as alcohol dependence, or a substance use disorder.
The problematic use variables could only be coded as ‘Yes' if the related diagnosis variable was coded

20 Itis acknowledged that this is not an official term. It was used to capture instances where an individual would be recognised
as disabled for services or support, and protection of discrimination under the Equality Act 2010. 29



as a 'No'. Problematic use was coded on the basis of the individual's use being labelled problematic, it
being linked to their offending behaviour, it causing significant health problems such as hospitalisation
or requiring treatment, and/or leading to life problems such as loss of employment or relationships. The
maximum score for this category was a ‘two'.

Personality

This section involved coding and collapsing variables related to personality including psychopathy
and other personality disorders in line with the DSM and ICD manuals?' (antisocial/dissocial, avoidant,
borderline/femotionally unstable, dependent, histrionic, narcissistic, obsessive compulsive, paranoid,
schizoid, schizotypal, and personality disorder not otherwise specified (PDNOS)) as these were all
relevant at the time of the RARs being undertaken.

All personality disorders, apart from psychopathy, were composed of three variables: traits, probable,
and definite. Each could be coded as 'Yes' or 'No'. Psychopathy was composed of two variables: traits
or psychopathic disorder. If an individual was coded as ‘Yes' for one of the levels (traits, probable, or
diagnosis) they could not be coded as ‘Yes' for another. The maximum score for this section was 12.

Sexual

This section related to responsivity needs included information relating to sexual preference, sexual
behaviours, and motivations, as well as gender identity. It was composed of three variables: paedophilic
disorder, sadism, and gender dysphoria. To be coded as ‘Yes', in all instances these had to be clearly
stated within the RAR as either paedophilic disorder, sadism, or gender dysphoria. Anything considered
close in language, particularly in relation to paedophilic disorder (for example, sexual deviance, sexual
interest in pre-pubescent children) or sadism (for example, sadistic interests, sadistic behaviours) was
coded as ‘Unclear’. The maximum score for this section was ‘three’.

Overall

The grouping of responsivity characteristics into the sections set out above meant that the data

could be grouped in three ways for this section: 1) individually (looking at each separate responsivity
characteristic, 2) grouping (looking at them in the categories set out above), and 3) overall (the total
number of responsivity characteristics). The maximum score across all the responsivity characteristics
was either 39 or 40, depending on whether an individual scored ‘Yes' to psychosis (39) or ‘No' (40).

j) Responsivity during the Sentence

Responsivity factors identified during the course of the OLR sentence (whether in custody, hospital or the
community) were coded using the same categories and definitions as outlined above. Coding considered
any changes in responsivity factors from those identified in the RAR. This typically occurred where
further assessment indicated change; or reported factors which had not previously been identified.
Typical examples included diagnoses or professional assessments indicating different outcomes to

the RAR, or where issues or behaviours had developed during the sentence and led to assessment

and diagnosis of something not identified at the sentencing stage. The exceptions to this were acute
behaviours - self-harm, attempted suicide, mental health, and substances —which were focused on
whether these matters presented during the sentence.

k) Offending Behaviour Programmes (OBPs)

This section involved capturing information relevant to the identification and engagement of OBPs.
Activities were coded as an OBP if it was clearly stated as such in the documentation reviewed, where
the activity was named and this reflected an OBP (typical examples included SCP - a high intensity group
based programme delivered within Scottish Prisons targeting violent offending —and MFMC - a high
intensity programme delivered within Scottish Prisons and Local Authorities targeting sexual offending),

21 Note that the sample date of relevance ranged from the introduction of the OLR in 2006 to sample cut-off in March 2023. This
meant that both DSM-IV and DSM-V had been in effect, as well as ICD-10 and ICD-11, at various points. The DSM-V came
into existence in 2013, and the ICD-11in 2019. 23



or where the activity was described as being focused on targeting offending behaviour (for example, the
focus was on reduced risk, targeting criminogenic needs, etc.). In terms of the data captured in relation to
OBPs, this included:
* Whether an individual had engaged in any OBPs at any point in their sentence.
* Length of time between an individual's sentence start and commencing their first OBP.
* The total number of OBPs an individual had attended, and within that the status: completion, partial
completion, attending, deselection, or on the waiting list.
* Where there were partial completions or deselections then the reasons were recorded as either
‘individual’ (related to the individual's own motivations and desire to deselect), ‘facilitator’ (related
to the individual being removed from the OBP), ‘'health’ (related to health problems preventing
attendance), or ‘other’ (related to any other reasons preventing attendance).
* Format that any OBP was delivered in: group, 2:1, or 1:1.
* Where available, the start and end months for each OBP were also recorded, to enable calculation
of the time spent on OBPs per and across individuals. There were 11 instances where a programme
start and/or end date was not identifiable.

I) Psychological Therapies

This section involved capturing where individuals had been identified and participated in therapeutic
intervention(s). This was work that was not necessarily specifically implemented to target offending
behaviour (typical examples included targeting areas like anxiety, or trauma). In terms of the detail coded
this related to:
* What the therapy was (for example, Schema Therapy, Eye Movement Desensitization and
Reprocessing (EMDR), etc.).
* What the focus, target or intentions of the approach was (for example, address childhood trauma,
develop insight into personality traits, etc.).
* Whether it had been offered to the individual.
*  Whether the individual had engaged in it.
*  What the outcome was in terms of completion or non-completion.

For clarity this section did not always directly correspond to RAR Recommendations or Further
Recommendations categorised under ‘Psychological Therapy'. This was due to instances where
individuals were offered and engaged in therapies that had not been identified via formally recorded
recommendations. However, therapies that were recommended were ‘pulled through' into this section
where their status and focus were examined.

m) Adverse Childhood Experiences (ACESs)

Trauma variables were coded using the ACEs framework.?? ACEs are potentially traumatic experiences
that occur in childhood (birth to 17). Whilst no objective assessment of ACEs was conducted with any
of the 50 individuals reviewed, consideration was given to the presence or absence of the 10 ACEs
identified by the CDC-Kaiser Permanente Adverse Childhood Experiences Study (Felitti et al., 1998).
Factors could be organised as either relating to the individual (Personal), and the family environment
(Family):

Personal Family

Physical abuse Parental drug or alcohol use
Verbal abuse A mother who is a victim of domestic violence
Sexual abuse A family member who is in prison
Physical neglect A family member diagnosed with mental iliness
Emotional neglect Parental separation or divorce

Information was largely gathered from RARs at the time of sentencing; however, in some instances ACEs
were disclosed by the individual at a later stage and recorded within their RMP. This information could

22 Available at https://www.gov.scot/publications/psychological-trauma-and-adversity/pages/aces/
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then be used to increase the quality of data recording in relation to ACEs. The total number of ACEs

for each individual was calculated as well as averages across the 50. Following the pilot study, three
additional ACE-relevant variables were added based on a recognition of their potential prevalence in, and
relevance to, this population. These were: 1) In Local Authority care as a child, 2) In secure care as a child,
and 3) In prison as a child (under 18). These were considered separately to the 10 ACEs set out above and
were labelled as 'additional ACEs'.

n) Sentence & Case Management

This section was a collection of variables considered to be relevant to an individual's overall sentence and
case management.

Firstly, information was coded in relation to an individual's RMP. The OLR has a number of safeguards
designed to manage risk and ensure robust coordination of each individual case. As outlined in Section 6
of the Criminal Justice (Scotland) Act 2003, all individuals subject to the OLR should have an RMP which
is approved by the RMA. The first of these plans should be in place within nine months of the OLR being
made. This is called an Initial RMP and all 50 individuals had these in place within legislative timelines.

Itis also a requirement that an RMP should be reviewed by the Lead Authority in the event that there

is a significant change in an individual's circumstances. If, as a result of that review, the Lead Authority
deem that the current RMP is no longer suitable then they must amend that RMP (this is called an
amended RMP). What constitutes a significant change is for the Lead Authority to determine, however
typical examples might be completion of treatment, new risks becoming apparent, a deterioration or
improvement in behaviour or a change in location, such as a proposed move to less secure conditions.
An amended plan typically includes updated risk assessments to reflect changes in the individuals
circumstances. This process ensures that the RMP always remains current, and restrictions placed on
the individual are proportionate to the risk presented. This study captured the number of amended RMPs
in each case, and the longest period between amended RMPs.

The Standards and Guidelines for Risk Management (RMA, 2025a) also outline that each individual
subject to an OLR should have an allocated Case Manager. This individual has responsibilities for co-
ordinating the case, maintaining the RMP and compiling an implementation report to the RMA on an
annual basis. The number of changes in Case Manager was included in this study to consider how
frequently oversight of a case changed during the sentence.

Other dimensions captured in relation to sentence and case management were:

* Whether the individual had ever been in Segregation & Reintegration Units (SRU) and, if they had, for
what proportion of the OLR sentence.

* Whether the individual had ever been transferred to and managed at The State Hospital (TSH).

* Whether at any point during the sentence it had been clearly stated that the individual had
experienced hopelessness, and the circumstances or context of this (for example, was this prior to
the individual's PPED, post-PPED, at sentencing, etc.). Due to this variable being developed to be
'Yes' solely in instances of clearly stated hopelessness, an additional variable was included which
was labelled 'sub-threshold hopelessness’ and related to when hopelessness was not clearly
labelled as such but there were indications of related issues (for example, a pattern of frustrations,
concerns over lack of progress, “giving up”, etc.). An individual could not be coded as 'Yes' for both.

*  Whether the individual had ever attended education or employment during their sentence.
Attendance at education was accompanied by recording any evidence of any qualifications and/
or skills gained. Engagement in employment was accompanied with a frequency variable which
captured whether attending something like a work party had been stable or sporadic. Where there
was evidence of disengagement then the reasons were also captured.

* If any new risks were identified during the sentence, and what they were (for example, fire setting,
terrorism, etc.). These had to be behaviour(s) not identified at sentencing.

* Whether an individual displayed denial at the point of sentencing and in the RAR. This also captured
if denial was categorical or partial. Furthermore, any changes in denial during the sentence
were then captured (whether that involved increases in denial or decreases and a move towards
demonstrating acceptance of responsibility) along with the context, such as whether this occurred
pre, during, or post-intervention.
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o) Progression & Returns to Closed Conditions (RTCC) or Custody

As individuals on the OLR address their identified risk factors and demonstrate an increasing ability to
manage their own risks, new skills will typically be tested through progression to conditions of increased
freedom. In Scotland, there are two steps individuals can take: progression from closed conditions to
National Top End (NTE; semi-open) and/or progression to fully open conditions, called the Open Estate
(OE). Many factors will be considered when determining an individual's individual progression pathway;
including whether or not a period of time at NTE is required, prior to progression to open conditions.
Decisions about the progression pathway are made by the RMT.23

Data collected in this area related to any instances of progression or RTCC. In relation to progression

this included whether an individual had ever progressed (and if so the total number of times this had
occurred), and whether they had ever progressed to NTE, OE, and/or the community. For each of these
the data recorded related to the total times they had progressed to that context, the shortest and longest
periods of time spent in that setting, and the total months spent there. In relation to RTCC this involved
recording when anyone had been moved back to closed conditions from NTE or OE, or gone from OE

to NTE. Furthermore, whenever anyone had been recalled to custody from the community this was

also recorded. In the case of RTCC and recalls to custody the reasons were also captured (for example,
increased risk, substance use, further offending, absconding).

p) Parole Hearings

Information was also coded in relation to parole tribunals (now called Oral Hearings). This included the
frequency, the outcome and any rationale behind the decision taken by the Parole Board.

q) Release & the Community

In relation to release from custody, the nature of release was captured, including whether this was

a parole board release on licence, compassionate release or deportation. Where the individual was
released to was also captured (for example, their own accommodation, supported living). Additionally,
as stated in the section above on Progression and RTCC, if the individual was recalled this was coded
along with reasons for recall, and the number of days in the community. In terms of the time spent in the
community, this also included capturing any engagement in community interventions, any interventions
completed, and whether the person engaged in education and employment opportunities. Furthermore,
data was captured on whether an individual had received any warnings whilst in the community, the
associated reasons, and any evidence of increasing or decreasing restrictions.

r) Limitations

As well as general limitations (see section on Limitations) data on case-specific limitations was also
collated, which enabled some analysis on this (reported under the Limitations section). Data was
recorded on whether a case had any limitations impacting on the coding of any of the data categories
set out above. The nature of any limitations was also recorded (for example, reporting issue, document
missing, inconsistent recording, or other).

5.5 Data Analysis

Data was stored and cleaned in Microsoft Excel. Descriptive analysis was conducted in Microsoft

Excel (for example, averages and ranges). Data was then transferred into SPSS for inferential analysis,
and Microsoft Copilot was also used to support data organisation and visualisation (for example, table
formatting). Inferential statistics included the use of Spearman’s Correlation (Spearman, 1987) on both a
binary, and a continuous, set of variables. Spearman’s Correlation was considered suitable for the binary
analysis because binary variables are not continuous and not normally distributed, which violates the
assumptions associated to the use of a test like Pearson’s. Furthermore, Spearman’s method is non-
parametric and based on rank order, which makes it more robust for binary data. It was also considered
the more suitable approach for the continuous dataset because the data was likely to contain non-linear

23 For more information access SPS Risk Management, Progression & Temporary Release Guidance. 26
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relationships and non-normal distributions. It was also apparent from the depth of data input that certain
cases represented outliers (for example, one or two cases accounting for a significant proportion of
variance in a particular variable). Furthermore, the use of percentages in many of the continuous variables
meant the data was bounded and Spearman'’s method was considered to be more robust. The strength
of correlation was considered as follows based on Spearman’s rho (p): 0.00 to +0.09 (Negligible), £0.10

to £0.39 (Weak), £+0.40 to +0.69 (Moderate), £0.70 to £0.89 (Strong), £0.90 to £1.00 (Very Strong) (see
Schober et al., 2018 for discussion on the use and interpretation of correlation coefficients). The results
section also sets out the Bonferroni adjustments (see Haynes, 2013) made to the p significance values
based on the number of variables and tests conducted in both the binary and continuous data analyses.

For the binary correlational analysis, there were 79 variables included, and for the continuous
correlational analysis, there were 78 variables included. This did not include collinear variables (for
example, overall offending was included and not index and previous offending, or any progression was
included and not progression to NTE and progression to OE). This was based on increasing the power of
the analysis, and the expected collinearity between such variables. Variables that were completely absent
(for example, FASD) were also excluded.

6. RESULTS

Findings have been reported in line with the categories set out in the Method section, and considered
relevant to the implementation of an individual's OLR sentence:

6.1 Core Information

In terms of appellant status, 19 individuals had at some stage during their OLR appealed either the
conviction (n = 3), sentence (n = 12), or both (n = 4). None had the OLR sentence overturned, but nine

out of the 19 individuals had their sentence reduced, meaning the length of the punishment part was
reduced.? In less than five instances there was an appeal ongoing at the time of sample cut-off (31 March
2023).

The average number of months individuals had spent on a OLR was 130.10 months, or just short of

11 years. The average punishment part was 60.76 months, or just over five years. The range was quite
varied, with the shortest being under two years and the longest being over a decade. As stated in the
Participants section, three individuals had died. Of the other 47 individuals, 43 had passed their original
Punishment Part Expiry Date (PPED).2® On average, individuals' were 85.93 months past their PPED (or just
over seven years).

However, 17 individuals had accrued additional convictions (see later section Additional Convictions for
more details). The longest additional sentence was over 15 years and the shortest was under a year. The
average additional sentence was 50.76 months (just over four years). For seven of the 17, this additional
sentence resulted in their PPED being changed (becoming later); for the remaining ten, the additional
sentence was concurrent to their OLR (served at the same time), therefore did not result in a change to
the PPED. At the time of data coding, 13 of the 17 individuals with additional convictions had passed their
PPED (four with an adjusted PPED and nine of those whose dates did not change). Overall, this meant that
based on qualification dates, 40 of the 47 individuals still serving an OLR were eligible to be considered
for release by the Parole Board.

24 The RMA (2024) has produced several blogs explaining punishment parts in relation to the OLR: What is a punishment part?
and The Punishment Part: Life and Order for Lifelong Restriction.

25 The term ‘original PPED’ is used here due to some individuals accruing additional sentences and this eligibility for
consideration for release being changed following this.
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6.2 Offending Behaviour

a) Index Offending Behaviour

Table 1 (below) shows that the most common type of index offending was sexual offending (n = 30, 60%)
closely followed by violence (n = 27, 54%). Where individuals had sexual index offending the average
number of sexual index offences was 3.40, and where individuals had violent index offending the average
number of violent index offences was 3.04. However, when an individual had IPV index offending then the
average number of IPV index offences was over eight. The lowest number of index offences in each type
was one offence, whereas as can be seen in Table 1 there were instances where individuals had a large
number of that type of index offence.?®

Table 1
Index offending rates across type, frequency, and average.

Offending Total Average Highest Average

Type Offences (Type)? (Sample)P
Violence 27 54% 82 3.04 18 1.64
Sexual 30 60% 102 3.40 14 2.04
IPV 9 18% 75 8.33 17 1.50
Other 5 10% 10 2.00 5 0.20
Total 50 100% 194 - 18 3.88

Table 1 Notes:

@ This is the average across the individuals with that type of index offending, for example across the 27 individuals with
violent index offending, the average was 3.04 index offences.

b This is the average across the entire sample of 50 individuals.

b) Previous Offending Behaviour

Table 2 (below) shows that violent offending was the most common type of previous offending, with over
90% evidencing this and an average of 9.53 offences across the 47 individuals with violent previous
offending. Whereas just under a half (48%) evidenced sexual previous offending, and just under a third
(30%) had IPV previous offending. Across both sexual and IPV previous offending, where individuals had
these type of previous offences the average number of previous offences of that type was much lower
than compared to those with violent previous offending (sexual, M = 3.08; IPV, M = 2.47). Out of the 50
individuals, 48 individuals had some form of previous offending, and the average number of previous
offences across these 48 was 35.67 offences.

Table 2
Previous offending rates across type, frequency, and average.

Offending Total Average Lowest Highest Average
Type Offences (Type)? (Sample)®
Violence 47 94% 448 9.53 1 30 8.96
Sexual 24 48% 74 3.08 1 13 1.48
IPV 15 30% 37 2.47 1 9 0.74
Other 45 90% 848 18.84 1 134 16.96
Total 48 96% 1712 35.67 3¢ 180 34.24
Table 2 Notes:

@ This is the average across the individuals with that type of previous offending, for example across the 47 individuals
with violent previous offending, the average was 9.53 previous offences.

26 If including all 50 cases then the lowest number was always ‘0’ as there were individuals who did not have that type of index

offending.
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b This is the average across the entire sample of 50 individuals.

€ This is the lowest total previous offences around the 48 individuals who had prior offences. There were also two

individuals that had no prior offences.

See Appendix C for further breakdown of priort offending rates in relation to the impact of adopting the
‘minimum confirmed' approach detailed in the Method section.

c) Overall Offending Behaviour

Table 3 (below) shows that over 95% of the sample had violent offending (M = 11.04), compared to

just three quarters for sexual offending (M = 4.76), and just under a third for IPV (M = 7.00). The range

in number of offences is notable, with one individual having two index offences but no prior offences
compared to the highest number of offences for one individual being 181. The average across the whole

sample was 38.12 offences per individual.

Table 3

Overall offending rates across type, frequency, and average.

Offending I\ % Total Average Lowest Highest Average

Type Offences (Type)d (Sample)®
Violence 48 96% 530 11.04 1 38 10.60
Sexual 37 74% 176 4.76 1 14 3.52
IPV 16 32% 112 7.00 1 25 2.24
Other 46 92% 858 18.65 1 134 17.16
Total 50 100% 1906 = 2 181 38.12

Table 3 Notes:

4 This is the average across the individuals with that type of offending, for example across the 48 individuals with violent
offending, the average was 11.04 offences.
b This is the average across the entire sample of 50 individuals.

See Appendix C for further breakdown of priort offending rates in relation to the impact of adopting the
‘minimum confirmed' approach detailed in the Method section.

d) Allegations

Table 4 (below) shows that over 90% of the sample had alleged offending (M = 10.40). By type, the most
common was violence in 70% of the sample (M = 7.37), closely followed by sexual allegations in just under
two thirds (M = 3.66).

Table 4

Allegation rates across type, frequency, and average.

Allegation N % Total Average Lowest Highest Average
Type Allegations (Type)? (Sample)®
Violence 35 70% 258 7.37 1 39 5.16
Sexual 32 64% 117 3.66 1 10 2.34
IPV 19 38% 96 5.05 1 17 1.92
Other 25 50% 93 3.72 1 20 1.86
Total 47 94% 489 10.40 1 44 9.78
Table 4 Notes:

@ This is the average across the individuals with that type of allegation, for example across the 35 individuals with

violence allegations, the average was 7.37 allegations.
b This is the average across the entire sample of 50 individuals.
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Analysis was also conducted on similarities and differences between the nature of offending and
alleged offending. This revealed that (see Table 5 below) there were no instances where individuals had
violent allegations but no violent offending. 70% of the overall sample of 50 individuals had both violent
offending and violent allegations and 72.92% of those with violent offending also had violent allegations.
Regarding sexual offending, 60% of the overall sample had sexual offending and allegations and 80.08%
of individuals with sexual offending had sexual allegations. 4% of individuals had sexual allegations but
no sexual offending. For IPV, 20% of the overall sample had IPV offending and allegations and 62.5% of
those with IPV offending also had IPV allegations. 18% of individuals had IPV allegations with no history
of IPV offending.

Table 5
Allegation and offending behaviour rates across type and frequency.

Presence of Offending + Absence of Offending + Presence
Presence of Allegations of Allegations
Violence 35 (70%)? 0 (0%)
Sexual Violence 30 (60%) 2 (4%)
IPV 10 (20%) 9 (18%)

Table 5 Notes:
2 This is the average across the overall sample of 50 individuals and is the same for all percentages reported in
Table 5.

e) Self-reported offending

Table 6 (below) shows that just over two fifths of the sample had self-reported offending (M = 4.44). The
most common type was violence, in just over a third (M = 2.18). Sexual (M = 1.90) and IPV (M = 1.20) self-
reported offending occurred in a tenth of the sample.

Table 6
Self-reported offending rates across type, frequency and average.

Offence N % Total SR Average Lowest Highest Average

Type Offences (Type)? (Sample)®
Violence 17 34 37 2.18 1 6 0.74
Sexual 5 10 9 1.90 1 4 0.18
IPV 5 10 6 1.20 1 2 0.12
Other 13 26 33 2.54 1 7 0.66
Total 22 44 80 4.44 1 11 1.16

Table 6 Notes:

@ This is the average across the individuals with that type of self-reported offending, for example across the 17
individuals with self-reported violence, the average was 2.18 self-reported offences.
b This is the average across the entire sample of 50 individuals.

6.3 Additional Convictions

Table 7 (below) shows that just over a third of the sample had additional convictions, at an average of
4.24 additional convictions each. The most common additional conviction type was violence (n =11,
22%), with an average of 2.82 offences across those with violent additional convictions. There were no
additional IPV convictions. It should be noted that in both violent and sexual additional convictions, a
significant proportion of variance could be accounted for by one individual in relation to each type (as can
be seen by the highest number of additional convictions for each type).
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Table 7
Additional conviction rates across type, frequency and average.

Total Average Lowest Highest Average
Additional (Type)? (Sample)®
Convictions
Violence 11 22 31 2.82 1 10 0.62
Sexual 3 6 23 7.67 1 14 0.46
IPV 0 0 0 - - - =

Other 10 20 18 1.80 1 4 0.36
Total 17 34 72 4.24 1 14 1.44

Table 7 Notes:

@ This is the average across the individuals with that type of additional conviction, for example across the 11 individuals
with additional convictions for violence, the average was 2.82 additional convictions.

b This is the average across the entire sample of 50 individuals.

6.4 Custodial Incidents (Victim)

There were five individuals (10%) in the sample who were victims of serious violence during the OLR
sentence. Each individual had one incident, for a total of five incidents across the subgroup of five. Three
of the identified incidents resulted in hospitalisation. There were a further five individuals where reporting
by the Lead Authority suggested that an individual may have been a victim, however it had not resulted in
formal reporting to the police (which was the coding requirement for this study and particular subgroup
of variables). For example, information was self-reported and isolated with no corroborating or further
information, or there was no action taken following a potential incident (such as reporting to the police or
hospitalisation).

6.5 Custodial Incidents (Perpetrator)

Out of the sample of 50 individuals, 11 had perpetrated serious violence during their sentence. This
consisted of 33 incidents, at an average of three each (or 0.67 when averaged across the entire sample).
It is worth noting that several individuals accounted for 12 out of the total of 33 incidents, and one
individual had double the average number of incidents. There were also a further three individuals beyond
the 11 that had behaviour encroaching very closely to the threshold of serious violence adopted in this
study (see Method section). In relation to violence towards staff, this was observed in a fifth (n = 10), with
a further two individuals displaying frequent aggressive behaviour towards staff (for example, verbal
abuse, threats, etc.).

Regarding adverse incidents as a whole (including referral to police, absconding, recalls to custody, and
Return To Closed Conditions (RTCC)), there were 21 individuals (42%) who displayed at least one of these
during the sentence. In total there were 62 adverse incidents, at an average of 2.95 across the individuals
who had adverse incidents, or 1.24 across the study sample of 50. Similar to the numbers relating to
perpetrating serious violence, a high proportion of adverse incidents was accounted for by a small
proportion of individuals. For example, four individuals accounted for 28 out of the 62 adverse incidents
(or 19.05% of the individuals displaying adverse incidents accounted for 45.16% of all the adverse
incidents).

There were four individuals who had experienced RTCC, one who had been recalled to custody, and

one that had absconded. There were 19 individuals who had been reported to the police on at least

one occasion during the sentence, to a total of 53 referrals. This translated into 13 individuals receiving
police charges at an average of 2.79 per person and inclusive of one individual who accounted for

10 of these instances. Out of the total of 62 adverse incidents, 40 (64.52%) had led to police charges
being received. Examples of the incidents that led to police referrals and charges were: assaulting staff,
assaulting another prisoner, weapon possession, possession of unauthorised articles (for example,
substances, mobile phones), breaching existing orders or conditions (for example, by contacting victim or
communication breaches), and indecent exposure. 31



6.6 Self-harm in Custody

There were 22 individuals who had self-harmed prior to their OLR sentence, and one individual where it
was ‘unclear’.?” There were 12 individuals who evidenced self-harming behaviours during the sentence,
with a total of 54 incidents. This averaged out at 1.08 across the entire sample, or 4.50 per individual
who had evidenced self-harm during their sentence. Similar to other sentence-related behaviours a large
proportion of incidence could be accounted for by a small sub-sample. For example, one individual had
17 self-harming incidents during their sentence. Removal of this outlier alone, reduced the average from
4.50 to 3.36 self-harming incidents per individual who had evidenced self-harm during their sentence.
Table 8 (below) presents the 22 individuals who displayed historical self-harm split into 12 individuals
who did not display self-harming behaviours during the sentence, and 10 individuals (20% of the overall
sample, or 45.45% of those who had a history of self-harm) who had both historical self-harm and self-
harm during the sentence. Furthermore there were two individuals who displayed self-harm during the
sentence having not historically.

Table 8
Prevalence and relationship of self-harm (SH) historically and during the sentence.

SH during the Sentence No SH during the Sentence

Historical SH 10 (20%) 12 (24%)
No Historical SH 2 (4%) 26 (52%)

Out of the 12 individuals who had engaged in self-harm during the sentence, five had self-harming
behaviour included in their risk management strategies, six did not, and for one individual it was unclear.
For nine individuals it was clearly included in the contingency measures within their RMP, for one it was
not, and for two it was unclear. None had it included in the strategies but not the contingencies, whereas
for five individuals it was included in the contingencies but not in the strategies, and for four individuals it
was included in both parts of the plan. In all 12 cases where self-harm was an active concern, there was
evidence of strategies or contingency measures to manage this risk within the RMP. The most common
self-harming behaviours evidenced during the sentence were ligatures, cutting, and overdoses.

In relation to attempted suicide, there were 18 individuals who had attempted this prior to their OLR
sentence, with an additional five that were ‘unclear’ (note none of these individuals attempted suicide
during the sentence). Whereas there were five individuals who had attempted suicide during the
sentence, and one individual within this sub-sample who had completed suicide. As is shown in Table

9 (below) the majority of the 18 individuals who had attempted suicide historically had not attempted it
during the sentence (n = 14, 77.78% of those with historical attempts or 28% of the overall sample). Just
under two thirds had no history of suicide attempts nor did they evidence it during the sentence, whereas
one individual had attempted suicide during the sentence having not evidenced it historically.

Table 9
Prevalence and relationship of attempted suicide historically and during the sentence.

Attempted suicide during the No attempted suicide during the

Sentence sentence
Historical suicide attempts 4 (8%) 14 (28%)
No historical suicide attempts 1 (2%) 31 (62%)

As is shown in Table 10 (below), there were five individuals who had perpetrated serious violence in
custody and engaged in self-harm, translating into 10% of the overall sample. Alternatively 45.45% of
those who had perpetrated serious violence also displayed self-harm during the sentence or 41.67% of
those who had engaged in self-harm also engaged in serious violence during the sentence. Furthermore,
there were six individuals who had perpetrated serious violence in custody but did not engage in self-
harm in custody. This equated to 12% of the overall sample, or 54.55% of those who had perpetrated

27 More is reported on this under the ‘Responsivity Characteristics’ section
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serious violence not engaging in self-harm. Additionally, there were seven individuals (14% of overall
sample) who had not perpetrated serious violence in custody but did engage in self-harm in custody, or
58.33% of those who self-harmed in custody not engaging in serious violence during the sentence. Just
under two thirds of the entire sample did not engage in either behaviours during their sentence.

Table 10
Prevalence of self-harm and perpetration of serious violence during the sentence.

Serious violence in custody No serious violence in custody
Self-harm in custody 5(10%) 7 (14%)
No self-harm in custody 6 (12%) 32 (64%)

6.7 Implementation of RAR Recommendations

In line with the Criminal Justice (Scotland) Act 2003 provisions, all of the individuals reviewed

were subject to a RAR as part of their sentencing process. All of the RARs reviewed included
recommendations for how the individual should be managed. Across the 50 individuals, there were 502
recommendations, at an average of 10.04 per person or report. The lowest number of recommendations
in a report was three and the highest was 29. As indicated in Figure 1 (below) the most common number
of recommendations was five, seven, nine or 14, and the bulk of individuals had between three and 15
recommendations in their RARs.

As shown in Table 11 (below) just over a half of RAR recommendations were fully implemented, and just
under three quarters were either partially or fully implemented. This meant just over a quarter (28.88%)
were not implemented. Dividing these into defensible (where there was a clear rationale for non-
implementation) and non-defensible (no clear rationale for non-implementation), also shown in Table
11 (below), indicated that over two thirds of non-implemented RAR recommendations had a defensible
reason.

One individual out of 50 had all their recommendations implemented. There were 47 individuals who had
at least one recommendation fully implemented. On average, individuals had just over half of their RAR
recommendations fully implemented. There were 29 individuals who had at least one recommendation
partially implemented, with on average an individual having 16.62% of their recommendations partially
implemented. There were 41 individuals who had at least one recommendation that had not been
implemented (meaning there were nine individuals who had all their RAR recommendations either fully or
partially implemented). Out of the 41 individuals with non-implemented recommendations, there were 31
who had at least one recommendation where the lead authority had provided a defensible rationale, and
28 individuals that had at least one recommendation where no defensible rationale had been provided.
On average each individual had 30.15% of their RAR recommendations not implemented, and just under
half of these had an associated defensible reason.

33


https://www.legislation.gov.uk/asp/2003/7/contents

Figure 1

Cumulative frequence of number of RAR recommendations across 50 individuals.
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Table 11
Implementation rates of RAR recommendations.

Number of Individuals

N % I\ %

Fully implemented 283 56.37 = =

Partially implemented 74 14.74 - =

Not implemented 145 28.88 = =
Defensible non-implementation 99 68.28
Non-defensible non-implementation 46 31.72
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RAR recommendations were also broken down by the type of recommendation (see Table 12 below).

The most common type of RAR recommendation across individuals were supervision-related, which
were made across 88% of individuals, followed closely by monitoring at 84%. OBP recommendations
were also made in over three quarters of the sample. The least common type of recommendation across
individuals related to assessment (30%) and Victim Safety Planning (VSP) (38%). In terms of total number
of recommendations across RARs, supervision recommendations were the most common and made up
just under a quarter of all RAR recommendations. In comparison, psychological therapy were the least
common and made up less than 5% of all RAR recommendations. Supervision and monitoring were areas
where it was fairly typical for multiple recommendations to be made, as can be seen by the highest being
nine for one individual in relation to supervision recommendations.

In terms of full implementation, the highest rates related to VSP and intervention recommendations, with
both evidencing three quarters, or near three quarters, full implementation. Over two thirds of monitoring
recommendations were also fully implemented. The lowest rates of full implementation related to
psychological therapy recommendations, with just over a fifth being fully implemented. This was closely
followed by OBP, assessment, and skill development recommendations, all under half full implementation.

Proportionally, supervision (24.83%), monitoring (20%) and OBP (13.10%) accounted for the largest
proportions of non-implemented RAR recommendations. However, the highest rates of non-
implementation related to assessment and psychological therapy, with both around two fifths not being
implemented.

In relation to assessment recommendations the majority were defensibly not implemented, and typical
examples related to it being recommended something be reviewed if necessary (and the ‘if necessary’
had not become relevant, such as ‘in the community’ and the person hadn't yet been released) or the
RAR assessor suggesting a particular consideration in the future (for example, further personality testing)
and the Lead Authority either disagreeing with this and providing a rationale or using evidence from
observation and case management to formulate the case differently.

Regarding psychological therapy recommendations, where they were fully implemented it typically
related to Cognitive Behavioural Therapy (CBT) or formulation-based work, or it closely tied to the
delivery of work related to Offending Behaviour Programmes (OBP). Partial implementation often related
to commencing work with an individual before emerging engagement issues or there were changes in
priorities or sequencing. Whereas, non-implementation spanned a range of recommendations but most
commonly related to areas like Schema Therapy or general personality-related therapy, trauma-related
therapy (for example, Eye Movement Desensitisation and Reprocessing (EMDR) or counselling), or a need
to focus on and explore the impact of an individual's early experiences. There was often a reference to

a need for 1:1 clinical intervention from an experienced clinician. Of the 13 recommendations relating

to psychological therapy that were not implemented, over two thirds were evaluated as not defensibly
not implemented. Defensible reasons included engagement issues (for example, an individual refusing),
sequencing changes, or the current focus being on another area and psychological therapy was planned.
Non-defensible reasons included no relevant strategy appearing in the RMP following the RAR, or a

lack of rationale as to why it had not been delivered. There was one instance of it being stated that the
required therapy was not available. In terms of defensible or non-defensible non-implementation more
widely, the majority of assessment, monitoring, skill development and supervision recommendations
that were not implemented were evaluated as defensible. In addition to psychological therapy, the other
type of recommendation that had high rates of non-defensible non-implementation were those related to
adapting approaches to risk management (60%). Although in comparison to psychological therapy it had
a much higher rate of being fully implemented in the first instance.
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Table 12
Rates of implementation for RAR recommendations split across type of recommendation.

Type of Total Average Average Lowest  Highest Fully Partially Not implemented (%)
Recommendation (subgroup)@ [sample]b implemented (%) implemented (%) overall Defensible Not
defensible

Adapt approach to 30 60.00 36 1.20 0.72 0 2 58.33 13.89 27.78 40.00 60.00
risk management

Assessment 15 30.00 25 1.67 0.50 0 3 44.00 16.00 40.00 80.00 20.00

Interventions 27 54.00 47 1.74 0.94 0 4 72.34 10.64 17.02 50.00 50.00

Monitoring 42 84.00 111 2.64 2.22 0 9 68.47 5.41 26.13 86.21 13.79

OBP 39 78.00 65 1.67 1.30 0 4 43.08 27.69 29.23 52.63 47.37

Psychological 22 44.00 23 1.05 0.46 0 2 21.74 21.74 56.52 30.77 69.23

Therapy

Skill Development 27 54.00 42 1.56 0.84 0 4 45.24 26.19 28.57 91.67 8.33

Supervision 44 88.00 117 2.66 2.34 0 9 52.99 16.24 30.77 86.11 13.89

VSP 19 38.00 36 1.89 0.73 0 4 75.00 2.78 22.22 50.00 50.00

Table 12 Notes:

@ This is the average across the individuals with that type of RAR recommendation. For example, across the 30 individuals with RAR recommendations falling under ‘Adapt Approach to Risk
Management’ the average number of RAR recommendations of that type was 1.20 per individual.

b This is the average across the entire sample of 50 individuals.
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6.8 Implementation of Further Recommendations

As indicated in the Method section, further recommendations relate to recommendations made after
an individual has been sentenced to an OLR and therefore they are produced during the sentence. Out
of the 50 individuals, 35 (70%) had at least one further recommendation. In total, there were 110 further
recommendations, with an average of 3.15 across the 35 individuals with further recommendations,

or 2.2 across the entire sample. Where individuals did receive further recommendations, the lowest
was one and the highest was eight. As can be seen in Figure 2 (below) the most common number of
further recommendations (beyond the 15 individuals who did not have any) was for individuals to have
one further recommendation. Beyond that, as the number of further recommendations increases then
generally the number of individuals decreases.

Figure 2
Cumulative frequency of number of further recommendations across 50 individuals.
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As shown in Table 13 (below), just under half of further recommendations were fully implemented, and
over two fifths were not implemented. Regarding those not implemented, the majority (63.04%) were
evaluated as being not defensible.

Table 13
Implementation rates of further recommendations.

N % N %

Fully implemented 52 47.27 - =

Partially implemented 12 10.91 = =

Not implemented 46 41.82 = =
Defensible non-implementation 17 36.96
Non-defensible non-implementation 29 63.04

There were 22 individuals with at least one further recommendation fully implemented. Five individuals
had all their recommendations fully implemented (10% of the overall sample, or 14.29% of those
with further recommendations). The average percentage of fully implemented recommendations
across the 35 individuals with further recommendations was 41.08% per individual. There were 12
individuals with at least one further recommendation partially implemented, with an average of one
per individual. The average percentage of partially implemented recommendations across those who
had further recommendations was 9.24%. There were 27 individuals who had at least one further
recommendation that had been not implemented (meaning there were eight individuals who all their
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further recommendations either fully or partially implemented). Of the 27 individuals, 10 of these had at
least one further recommendation that was defensibly not implemented and 19 individuals had at least
one not implemented where a defensible rationale was not provided. This was an average of 1.53 per
individual with non-defensibly non-implemented recommendations, or 1.07 across all individuals with
non-implemented recommendations. On average each individual that had further recommendations had
49.68% of them not implemented, and on average 33.33% of these were defensible (meaning 66.67%
were not defensible).

Table 14 (below) provides a breakdown of the type of further recommendations. The most common
type of further recommendation was further assessment. These type of recommendations made up
over half (52.73%) of all further recommendations, and over three quarters of the individuals who had
further recommendations had at least one relating to further assessment. The next most common
type of further recommendation related to psychological therapy (accounting for 16.36% of all
further recommendations). Whereas, the least frequent related to VSP (where there were no further
recommendations), then supervision, monitoring, and adapt approach to risk management (which
collectively accounted for 12.73% of all further recommendations).

Regarding full implementation, the highest rates were observed in relation to further recommendations
involving interventions and monitoring. However, the small numbers involved here should be noted (see
Limitations). The lowest rate of full implementation was related to supervision but again this involved only
one further recommendation. Excluding this and focusing on those with higher frequencies, the lowest
rate of full implementation was regarding psychological therapy further recommendations, with just over
a tenth being fully implemented and over 70% not being implemented, and accounting for over a quarter
of all non-implemented further recommendations. Assessment further recommendations also had just
under half fully implemented and over two fifths not implemented, and accounted for over half of all non-
implemented further recommendations. Together, assessment and psychological therapy accounted for
over 80% of all the non-implemented further recommendations.

Focusing on psychological therapy in more detail, the only fully implemented strategy related to CBT.
Partial implementation covered strategies like trauma-related work and CBT, and the reasons for partial
implementation related to matters like the individual initially declining but then choosing to engage and
being on a waiting list, or where individuals had started the work but deselected, or where reporting
was quite vague but enough to show work was done in a particular area (for example, ‘trauma-related
work’). Where psychological therapy further recommendations were not implemented, nearly half of the
13 strategies related to trauma therapy, and if specific further recommendations relating to EMDR were
then included this increased to eight out of the 13 not being implemented. Further examples included
Schema Therapy, and individual examples of Dialectical Behaviour Therapy (DBT) and CBT. Defensible
non-implementation of these types of recommendations was evaluated in a quarter of instances, and
reasons included lack of engagement or motivation from the individual, current issues like drug use,
and the strategy itself acting more as a contingency measure (for example, if ‘X" happens then this
strategy should be implemented) and it had not been necessary. Non-defensible non-implementation
was evaluated in just over three quarters of psychological therapy further recommendations and related
to issues like a strategy just not being delivered, access issues (for example, the individual being on
protection), and most commonly cited were resource and availability issues. Of the non-defensible
recommendations relating to psychological therapy, two thirds of them were related to trauma-related
work.
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Table 14
Rates of implementation for further recommendations split across type of recommendation.

Type of N  %(sub % Total Average Average Average Lowest Highest = Fully ~ Partially Not implemented (%)
Recommendation group)® (sample)® (subgroup)® (furtherrec)? (sample)® L e — Defensible -
defensible
Adaptapproach | 4 | 11.43 8 4 1 0.11 0.08 0 1 50.00 50.00 0.00 - -
to risk
management
Assessment 27 | 77.14 54 58 2.15 1.66 1.12 0 5 50.00 8.62 41.38 29.17 70.83
Interventions 9 |25.72 18 9 1 0.26 0.18 0 1 77.78 11.11 11.11 100.00 =
Monitoring 2 5.71 4 4 2 0.11 0.08 0 3 75.00 0.00 25.00 100.00 -
OBP 9 | 25.72 18 11 1.22 0.31 0.22 0 2 63.64 0.00 36.36 75.00 25.00
Psychological 12 | 34.29 24 18 1.50 0.51 0.36 0 4 11.11 16.67 72.22 23.08 76.92
Therapy
Skill 5 [ 14.29 10 5 1 0.14 0.10 0 1 40.00 20.00 40.00 50.00 50.00
Development
Supervision 1 2.86 2 1 1 0.03 0.02 0 1 0.00 0.00 100.00 100.00 -
VSP 0 = 0 0 S - - - - - - - - -
Table14 Notes:

@ This is the percentage of individuals who had that type of further recommendation across all individuals who had any further recommendations. For example, there were 35 individuals
with further recommendations, four of these had further recommendations relating to ‘Adapt Approach to Risk Management' and this represented 11.43% of 35 individuals with further

recommendations.

b This is the percentage of all 50 individuals that had further recommendations relating to that type of further recommendations. For example, 8% of the sample of 50 had further
recommendations relating to ‘Adapt Approach to Risk Management'.
€ This relates to the subgroup of individuals who had that specific type of further recommendation. For example, there were four individuals who had further recommendations relating to
‘Adapt Approach to Risk Management’ and the average number of these type of further recommendations across this subgroup was 1.00 per individual.

This relates to the subgroup of individuals with any further recommendations. For example, there were 35 individuals with at least one further recommendation. The average number of

further recommendations relating to ‘Adapt Approach to Risk Management’ across this subgroup was 0.11 per individual.

e This relates to all 50 individuals. For example, the average number of further recommendations relating to ‘Adapt Approach to Risk Management' across this subgroup was 0.08 per

individual.
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In terms of further recommendations related to assessment, the most commonly fully implemented
activities related to functioning assessments such as cognitive, memory, speech and language, and
neuropsychological assessments. These accounted for 12 out of the 29 fully implemented assessment
recommendations. Further examples included more specific functioning assessments such as Autism
Spectrum Disorder (ASD), Attention Deficit Hyperactivity Disorder (ADHD), learning disability, traumatic
brain injury (TBI), and dementia; collectively accounting for eight of the 29. The least frequent examples
related to personality and sexual sadism assessments, conducting reviews of existing assessments,
and areas like addictions, mental health, or occupational health. Partial implementation of assessment
recommendations was infrequent and examples related to cognitive functioning, trauma, and
psychopathy. Reasons for partial implementation related to individuals choosing to disengage, work
being attempted unsuccessfully, or the individual was on a waiting list at the sample cut-off date. In terms
of non-implementation, cognitive and neuropsychological functioning made up just under half of the

24 non-implemented assessment recommendations. Personality assessments made up another five,
and there were individual examples relating to autism, psychopathy, and occupational health. Defensible
non-implementation was evaluated in just under a third of assessment further recommendations and
reasons included disengagement or decline, a strategy being reviewed and a different approach taken,
active mental health issues, and the recency of the recommendation to the sample cut-off date. Whereas
just over 70% of these recommendations were evaluated as not implemented or deprioritised without
evidence of a defensible rationale. The most frequent non-defensibly not implemented assessment
recommendations related to cognitive and neuropsychological functioning, with individual examples
related to autism, psychopathy, trauma, mental health, and occupational health.

6.9 Responsivity Characteristics

This section reports on the prevalence of responsivity characteristics identified either at sentencing
(from extracting information out of the RAR) or during the sentence (from extracting information out of
RMPs and/or AIRs). Information from during the sentence could either be characteristics presenting as
acute issues during the sentence (for example, mental health issues) or it could relate to a new diagnosis
(for example, ASD). This is specified throughout the section as necessary.

a) Overall Responsivity
i. At sentencing

All 50 individuals were identified as having some form of responsivity characteristic at sentencing, at
an average of 8.50 each. As can be seen in Figure 3 (below) the most common number of responsivity
characteristics for an individual to have was seven, the lowest was one and the highest was 20.

When considering solely formal diagnoses (excluding physical health), 84% of individuals had at least
one at an average of 1.90 across the entire sample, or 2.26 when across people with a formal diagnosis
(excluding physical). The lowest was one and the highest was nine. Diagnoses accounted for over a fifth
of all the responsivity characteristics identified.

As shown in Table 15 (below), the most common types of responsivity characteristic were: personality

(92%), alcohol and substances (86%), and mental health (70%). The least common were sexual (14%) and
developmental (2%).
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Figure 3
Cumulative frequency of number of responsivity characteristics at sentencing across 50 individuals.
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Table 15
Prevalence of responsivity characteristics at sentencing by type.

Area (max) Average Average % total Highest

(subgroup)® (whole)® responsivity

ISSUes

Self-harm / 28 56.00 |1.43 0.80 9.41 1 2
suicide (2)
Learning & 26 52.00 |2.04 1.06 12.47 1 4
Communication
(4)
Development (3) |1 2.00 1.00 0.02 0.24 1 1
Neurological (4) |19 38.00 |1.16 0.44 5.18 1 2
Physical (5) 14 28.00 |1.14 0.32 3.76 1 2
Mental health 35 70.00 |2.20 1.54 18.12 1 4
(4/5)
Alcohol & 43 86.00 |1.72 1.48 17.41 1 2
Substances (2)
Personality (12) 46 92.00 |2.91 2.68 31.53 1 9
Sexual (3) 7 1400 [1.14 0.16 1.88 1 2

Table 15 Notes:

@ This is the average of that type of responsivity characteristic in the group of individuals identified with at least one type
of responsivity characteristic in that domain. For example, 28 individuals were identified with a responsivity
characteristic related to self-harm or suicide, with the average across this group of 28 being 1.43.

b This is the average across the entire sample of 50 individuals

Personality responsivity characteristics accounted for nearly a third of all the responsivity characteristics
identified, and for individuals with at least one personality-related responsivity characteristic the

average was 2.68 (across either traits, probable diagnosis, and/or definite diagnosis). The highest was

an individual with nine. In terms of diagnoses of personality disorder, 74% of individuals had at least

one, with an average of 1.22 across the entire sample or 1.65 across the subgroup of individuals with

a personality disorder diagnoses. Figure 4 (below) indicates that it was most common for an individual

to have one personality disorder diagnosis, and the vast majority did not have more than two. However,
there were individual examples of people having three or more diagnoses relating to personality disorder.

Figure 4
Cumulative frequency of number of personality disorder diagnoses per individual at sentencing.
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When focusing on diagnoses that excluded personality disorder (labelled 'non-PD’ diagnoses), there were
21 individuals with at least one, at an average of 0.68 across the 50 individuals, or 1.62 across those who
had a non-PD diagnosis. Most commonly, where an individual had a non-PD diagnosis they had just the
one (see Figure 5 below).

Figure 5
Cumulative frequency of number of non-PD diagnoses per individual at sentencing.
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When relating the absence or presence of a personality disorder or non-PD diagnosis to each other
(see Table 16 below) it was most common for an individual to have a personality disorder diagnosis and
no non-PD diagnosis (42%), compared to a tenth that had the opposite, that is they had no personality
disorder diagnosis but they did have a non-PD diagnosis. Just under a third had both types of diagnosis,
and just under a fifth had neither a PD or non-PD diagnosis.

Table 16
Distribution of PD and non-PD diagnoses at sentencing.

Non-PD diagnoses No Non-PD diagnoses

PD Diagnosis 16 (32%) 21 (42%)
No PD Diagnosis 5 (10%) 8 (16%)

ii. During the sentence

There were 42 individuals that had at least one new responsivity characteristic identified during their
sentence. As can be seen in Figure 6 (below), the highest number of new responsivity characteristics
identified for an individual was eight, with the majority between two and three new responsivity
characteristics. In total, there were 130 new responsivity characteristics identified during individuals'
sentences at an average of 3.10 across the 42 individuals, or 2.60 when averaged across all 50
individuals.

When considering formal diagnoses (excluding physical health), 32% of all individuals had at least

one new formal diagnosis, or 38.10% of those identified with a new responsivity characteristic. The
average was 0.44 across the entire sample, or 1.38 across those individuals with a new formal diagnosis
(excluding physical). One individual had the highest of three new diagnoses (excluding physical).
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Figure 6
Cumulative frequency of number of new responsivity characteristics (identified during the sentence)
across 50 individuals.

Number of New Responsivity
Characteristics

Number of Individuals

As can be seenin Table 17 (below), the most common types of new responsivity characteristic identified
during the sentence were: mental health (52%), alcohol and substances (38%), and physical health
issues (32%). It should be noted that these were all ‘active or acute’ characteristics in that they involved
presenting issues (for example, alcohol and substances involved active alcohol or substance use during
the sentence).

Nearly two thirds of individuals with a new responsivity characteristic had one related to mental health,
and mental health responsivity characteristics represented just under a third of all the new responsivity
characteristics identified during the sentence. Physical health also represented just under a fifth of all the
new responsivity characteristics identified during the sentence. In terms of characteristics that reflected
a different view of past behaviour, the most frequent new responsivity characteristics were personality
(18%) and learning and communication (10%) related. The least common related to development (6%)
and neurological (6%) responsivity characteristics.

In terms of new personality disorder diagnoses, six individuals had at least one identified during their
sentence, at an average of 0.18 across the entire sample or 1.50 across those six individuals. New
personality disorder diagnoses made up 6.92% of the new responsivity needs identified during the
sentence. Conversely, 11 individuals had at least one new non-PD diagnosis (diagnoses that excluded
personality disorder), at an average of 0.26 across the entire sample, or 1.18 across those 11 individuals.
New non-PD diagnoses made up 10% of the new responsivity characteristics identified during the
sentence. When relating the absence or presence of a new personality disorder or non-PD diagnosis

to each other (see Table 18 below) it was most common for an individual to have neither during their
sentence. However, a fifth did have a new non-PD diagnosis and no new personality disorder diagnosis,
and a tenth had the opposite. Only one individual had both types of new diagnosis during their sentence.
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Table 17
Prevalence of new responsivity characteristics identified during the sentence by type.

Area (max) Average  %individuals Average % totalnew Lowest Highest
(subgroup)® withnew  (whole)® responsivity
responsivity issues?
issues)P
Self-harm/ 12 24 1.33 28.57 0.32 12.31 1 2
suicide (2)
Learning & 5 10 1.00 11.90 0.10 3.85 1 1
Communication
(4)
Development (3) 3 6 1.00 7.14 0.06 2.31 1 1
Neurological (4) 3 6 1.00 7.14 0.06 2.31 1 1
Physical (5) 16 32 1.56 38.10 0.50 19.23 1 4
Mental health 26 52 1.42 61.90 0.74 28.46 1 3
(4/5)
Alcohol & 19 38 1.05 45.24 0.40 15.38 1 2
Substances (2)
Personality (12) 9 18 1.89 21.43 0.34 13.08 1 2
Sexual (3) 4 8 1.00 9.52 0.08 3.08 1 1

Table 17 Notes:

@ This is the average of that type of new responsivity characteristic in the group of individuals identified with at least one
type of new responsivity characteristic in that domain. For example, 12 individuals were identified during their sentence
with a responsivity characteristic related to self-harm or suicide, with the average across this group of 12 being 1.33.

b This is the percentage of all individuals identified with a new responsivity characteristic during their sentence that were
identified with a new responsivity characteristic in that particular domain. For example, 42 individuals were identified
with a new responsivity characteristic during their sentence, and 28.57% of these individuals were identified with a self-
harm/suicide-related responsivity characteristic.

€ This is the average of that type of new responsivity characteristics across the entire sample of 50 individuals.

9 This is the percentage of all new responsivity characteristics identified that were related to that particular domain. For
example, there were 130 new responsivity characteristics identified during the sentence, and 12.31% were related to

self-harm/suicide.

Table 18
Distribution of PD and non-PD diagnoses identified during the sentence.

Non-PD diagnoses No Non-PD diagnoses

PD Diagnosis 1(2%) 5 (10%)
No PD Diagnosis 10 (20%) 34 (68%)

b) Self-harm / Suicide
This section focuses on the individual aspects within the self-harm / suicide responsivity domain.

i. At sentencing
As can be seenin Table 19 (below) just under a half of individuals had engaged in self-harm at some point
prior to receiving an OLR, and just over a third had previously attempted suicide. Furthermore, as shown

in Figure 7 (below), half of those identified with historical self-harm had engaged in it occasionally, with
just under a quarter considered to have engaged in persistent self-harm.
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Table 19
Rates of self-harm and suicide identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)¢
Self-harm 22 44 78.57 55 5.18 1
Suicide 18 36 64.29 45 4.24 5

Table 19 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
28 individuals identified at sentencing with a responsivity characteristic relevant to self-harm / suicide (see Table 15).
Within this group, 78.57% of individuals had a history of self-harm.

¢ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the
responsivity characteristics identified in that type. For example, self-harm accounted for 55% of the 40 responsivity
characteristics identified in relation to self-harm / suicide.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, self-harm accounted for 5.18% of all the responsivity characteristics identified at
sentencing.

Figure 7
Frequency of historical self-harm identified at sentencing.
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. Frequent (6)

Occasional (11)

None (27)

. Unclear (1)

In relation to attempted suicide there were instances — coded as ‘No's' — where an individual had made
remarks or threats relating to suicide but had not attempted suicide. As seen in Table 19 (above) there
were a number of ‘unclears’ and these tended to capture where RARs referred to patterns of ideation and/
or suggestive behaviours or indications that someone may have intended to harm themselves, but it was
either never clarified or stated that the individual had attempted suicide.

ii. During sentence
This section, when referring to self-harm / suicide as a new responsivity characteristic, is reflecting active
or acute behaviours during the sentence (for example, someone engaging in self-harm, or attempting

suicide, during the sentence).

As shown in Table 20 (below), just under a quarter of the sample evidenced self-harm during their
sentence, and a tenth had attempted suicide.
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Table 20
Rates of self-harm and suicide during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)¢
Self-harm 12 24 891.67 68.75 8.46 0
Suicide 5 10 41.67 31.25 3.85 0
Table 20 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there
were 12 individuals identified during the sentence with a new responsivity characteristic relevant to self-harm / suicide.
Within this group, 91.67% of individuals engaged in self-harm.

€ This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, self-harm accounted for 68.75% of the 16 new
responsivity characteristics identified in relation to self-harm / suicide during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, self-harm accounted for 8.46% of all the new responsivity characteristics

identified during the sentence.

As shown in Figure 8 (below) where individuals did engage in self-harm during the sentence, this was
most commonly evaluated as being occasional.

Figure 8
Frequency of self-harm identified during the sentence.
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Due to the coding for self-harm / suicide being about the presence of the behaviour during the sentence,
it was possible to compare the rates during the sentence to historical self-harm / suicide identified in the
RARs. There were 22 individuals identified at sentencing with historical self-harm, compared to the 12
who engaged in self-harm during the sentence. Furthermore 10 of those 12 individuals had engaged in
self-harm historically, meaning two had only engaged in it during the sentence. In relation to attempted
suicide, 36% of individuals had engaged in it historically, compared to 10% during the sentence.

c) Learning & Communication

This section focuses on the individual aspects within the learning and communication responsivity
domain.

i. At sentencing

As shown in Table 21 (below) the most common responsivity characteristic in this domain was literacy
47



issues, followed by low cognitive functioning / low intelligence. Due to diagnosed learning disability
and learning difficulties not being double-counted they can be combined to consider their collective
presence. Doing so would mean they collectively accounted for 22.64% of all the learning and
communication responsivity characteristics identified, or 2.82% of all responsivity characteristics
identified. It is also noteworthy that the coding of ‘unclear’ was quite common across learning and
communication. Typically this was related to interchangeable use of language in a RAR (for example,
switching between learning disability, learning difficulties, low cognitive functioning, etc., throughout a
report). For other areas, such as dyslexia it was due to the use of language like ‘tendencies’ or ‘possibly
that led to coding ‘unclear’.

]

Table 21
Rates of learning and communication responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)® responsivity)¢
Diagnosed 4 8 15.38 7.55 0.94 4
learning
disability
Learning 8 16 30.77 15.09 1.88 3
difficulties
Dyslexia 7 14 26.92 13.21 1.65 2
Literacy 19 38 73.08 35.85 4.47 2
Issues
Low cognitive 15 30 57.69 28.30 3.53 3
function

Table 21 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
26 individuals identified at sentencing with a responsivity characteristic relevant to learning and communication (see
Table 15). Within this group, 15.38% of individuals had a diagnosed learning disability.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the
responsivity characteristics identified in that type. For example, diagnosed learning disability accounted for 7.55% of
the 53 responsivity characteristics identified in relation to learning and communication.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, diagnosed learning disability accounted for 0.94% of all the responsivity characteristics

identified at sentencing.
ii. During the sentence

This section relates solely to new responsivity characteristics identified during the sentence
relating to learning and communication. As shown in Table 22 (below) there were few new learning
and communications responsivity characteristics, and the majority of them related to low cognitive
functioning / low intelligence.

Table 22
Rates of new learning and communication responsivity characteristics identified during a sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°t responsivity)¢

Diagnosed learning 1 2 20 20 0.77 1
disability

Learning difficulties 0 - - - - 0

Dyslexia 0 - - - - 0

Literacy issues 1 2 20 20 0.77 0

Low cognitive functioning | 3 6 60 60 2.31 1
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Table 22 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there were five
individuals identified during their sentence with a new responsivity characteristic relevant to learning and communication. Within
this group, for 20% of individuals the new responsivity characteristic was a diagnosed learning disability.

¢ This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across the new
responsivity characteristics identified in that type. For example, diagnosed learning disability accounted for 20% of

the five new responsivity characteristics identified in relation to learning and communication during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity characteristic
accounted for. For example, diagnosed learning disability accounted for 0.77% of all the new responsivity characteristics

identified during sentencing.

In relation to diagnosed learning disability there was one instance of an ‘unclear’ at RAR (at sentencing)
becoming a 'no’ and the Lead Authority focusing more on the use of the WAIS-IV and low cognitive
functioning / low intelligence. The remaining ‘unclears’ in relation to diagnosed learning disability related
to similar issues as observed in RARs (at sentencing) where language remained unclear and was often
used interchangeably. There was also one ‘unclear’ at RAR that became the 'yes' in Table 22 (above)
following multiple assessments that concurred and outweighed contrary assessments. There were also
several examples of low cognitive functioning / low intelligence being reassessed and concurring with the
RAR from sentencing.?®

d) Development
This section focuses on the individual aspects within the development responsivity domain.

i) At sentencing
As can be seen in Table 23 (below) there were minimal development responsivity characteristics
identified, with the only one at sentencing relating to ADHD. However, it should be noted that there were
an additional three ‘unclears'’ related to ADHD. These related to instances where in the RAR itself there

was reference to a historical diagnosis, but also reference to the individual growing up, and inference by
the assessor they did not agree with the prior diagnosis.

Table 23
Rates of development responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)¢
ASD 0 = - - - 0
ADHD 1 2.00 100.00 100.00 0.24 3
FASD 0 - - - - 0
Table 23 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there was
one individual identified at sentencing with a responsivity characteristic relevant to development (see Table 15). Within
this group, 100% of individuals had ADHD.

¢ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the
responsivity characteristics identified in that type. For example, ADHD accounted for 100% of the responsivity
characteristics identified in relation to development.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, ADHD accounted for 0.24% of all the responsivity characteristics identified at sentencing.

ii) During the sentence

This section relates solely to new responsivity characteristics during the sentence relating to

28 This is a good example of where this would not have been coded as a ‘new’ responsivity characteristic. It would have
been coded as ‘yes' under Responsivity (at Sentencing) and included in the data and analysis for that section. However,
professionals then concurring during sentencing would not mean it was a ‘'new’ responsivity characteristic and so it would not
have been coded as ‘yes' in the Responsivity (during the sentence) section. 49
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development. As can be seen in Table 24 (below) the notable finding is the two individuals, plus three
‘unclears’ relating to ASD. As indicated in the section on responsivity at sentencing, this is an increase
from no individuals. At most this would indicate (including the ‘unclears’) a prevalence rate of 10% being
identified during the sentence. The ‘unclears’ related to matters like ongoing assessments at time

of sample cut-off, and in relation to ADHD and FASD it was due to a vague statement within the case
information which suggested an individual may meet several features or criteria, but there was no follow
up to that information.

Table 24
Rates of new development responsivity characteristics identified during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)¢
ASD 2 4 66.67 66.67 1.54 3
ADHD 1 2 33.33 33.33 0.77 1
FASD 0 - - - - 1
Table 24 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there
were three individuals identified during the sentence with a new development responsivity characteristic. Within this
group, 66.67% of individuals were identified with ASD.

C This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, ASD accounted for 66.67% of the new
development responsivity characteristics identified during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, ASD accounted for 1.54% of all the new responsivity characteristics
identified during the sentence.

e) Neurological
This section focuses on the individual aspects within the neurological responsivity domain.
i) At sentencing

The most common responsivity characteristic in this domain was head injuries, in just under a third

of the 50 individuals. Head injuries also accounted for over two thirds of the neurological responsivity
characteristics identified. Cognitive impairment?® being identified in 10% of individuals is also noteworthy
(see Table 25 below), and if the ‘unclears’ were included this would double to 20%. Reasons for the
‘unclears’ related to issues like a mix of language and terminology reducing clarity, reference to historical
assessments or findings, and reference on one occasion to solely self-report.

Table 25
Rates of neurological responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)®

Brain injury 1 2 5.26 4.55 0.24 4

Head injuries 15 30 78.95 68.18 3.53 2

Cognitive 5 10 26.32 22.73 1.18 5
impairment

Dementia 0 - - - - 0

ARBD 1 2 5.26 4.55 0.24 0

29 Cognitive functioning (included under Learning & Communication) related to level of functioning and intelligence. Cognitive
impairment related to deterioration in executive functioning and skills (for example, memory, intelligence). 50



Table 25 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
19 individuals identified at sentencing with a neurological responsivity characteristic (see Table 15). Within this group,
5.26% of individuals had a brain injury.

¢ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the
responsivity characteristics identified in that type. For example, brain injury accounted for 4.55% of the neurological
responsivity characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, brain injury accounted for 0.24% of all the responsivity characteristics identified at
sentencing.

i) During the sentence

This section relates solely to new responsivity characteristics during the sentence relating to
neurological issues. As shown in Table 26 (below) there was one individual identified with a brain injury,
and two individuals identified with head injuries. However, one of the two individuals related to disclosures
of additional head injuries during the sentence and so did not represent an additional person beyond
those identified at sentencing. The ‘unclears’ related to individuals awaiting assessment, with the one
relating to cognitive impairment being an individual who declined assessment.

Table 26
Rates of new neurological responsivity characteristics identified during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)®

Brain injury 1 2 33.33 33.33 0.77 1

Head injuries 2 4 66.67 66.67 1.54 0

Cognitive 0 - - - - 1
impairment

Dementia 0 - - - - 1

ARBD 0 - - - ; 0
Table 26 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there
were three individuals identified during their sentence with a new neurological responsivity characteristic. Within this
group, 33.33% of individuals had a brain injury.

C This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, brain injury accounted for 33.33% of the new
neurological responsivity characteristics during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, brain injury accounted for 0.77% of all the new responsivity characteristics

identified during the sentence.
f) Physical
This section focuses on the individual aspects within the physical responsivity domain.

i) At sentencing

As shown in Table 27 (below) physical health issues were identified in just under a quarter of the 50
individuals. Physical health issues included sensory problems, nerve damage, joint and pain-related
issues, angina, and epilepsy. The ‘unclears’ were related to where the RAR presented professional debate
over presenting physical issues (for example, whether it was part of a behavioural presentation of ‘faking’
or ‘exacerbating’ physical problems).
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Table 27
Rates of physical responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)¢

Physical 12 24 85.71 75.00 2.82 3
health issues

Wheelchair 0 - - - - 0

user

Disability 4 8 28.57 25.00 0.94 1

Cancer 0 - - - - 1

COPD 0 - - - - 0
Table 27 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
14 individuals identified at sentencing with a physical responsivity characteristic (see Table 15). Within this group,
85.71% of individuals had physical health issues.

¢ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the
responsivity characteristics identified in that type. For example, physical health issues accounted for 75% of

the physical responsivity characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, physical health issues accounted for 2.82% of all the responsivity characteristics identified

at sentencing.
i) During the sentence

This section, when referring to physical health issues as a new responsivity characteristic, reflects active
or acute issues during the sentence (for example, someone being diagnosed with cancer, or developing
new or additional physical health issues).

As shown in Table 28 (below) just under a third of all individuals were identified during their sentence as
having either an additional or new physical health issue,® which also represented over a tenth of the all
the responsivity characteristics identified during the sentence. Physical health issues related to terminal
illness (both related to cancer) and multiple instances of hypertension, asthma, diabetes, and gallstones/
stomach problems. Other examples included angina, arthritis, osteoporosis, tendonitis, sciatica, stroke,
seizures, and renal disease.

Table 28
Rates of physical responsivity characteristics identified during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°® responsivity)®

Physical 16 32 100 64 12.31 1
health issues

Wheelchair 3 6 18.75 12 2.31 0

user

Disability 2 4 12.50 8 1.54 1

Cancer 2 4 12.50 8 1.54 0

COPD 2 4 12.50 8 1.54 0
Table 28 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there
were 16 individuals identified during their sentence with a physical new responsivity characteristic. Within this group,
100% of individuals had physical health issues.

30 Some individuals may have had physical health issues identified at sentencing, but then developed additional issues which
would lead to a coding of 'Yes' at both stages (at sentencing, and during the sentence). 52



C This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, physical health issues accounted for 64% of
the new physical responsivity characteristics identified during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, physical health issues accounted for 12.31% of all the new responsivity
characteristics identified during the sentence.

g) Mental health
This section focuses on the individual aspects within the mental health responsivity domain.
i) At sentencing

Table 29 (below) shows that mental health issues were quite prevalent across the sample. A tenth of
individuals had experienced psychosis at some point prior to sentencing, and this included issues like
Schizophrenia, Drug-induced Psychosis, and Schizoaffective Disorder. There was a further 20% who had
experienced hallucinations but not been diagnosed with psychosis. Symptoms of anxiety and depression
were common across individuals. Anxiety included social anxiety and general anxiety symptoms;

nearly two thirds of individuals who had some form of mental health responsivity characteristic were
identified as having experienced anxiety. Depression included reactive depression, depressive patterns,
and depressive symptoms, and nearly three quarters of individuals who had some form of mental

health responsivity characteristic were identified as having experienced depression. Both anxiety and
depression accounted for roughly 5% of all the responsivity characteristics identified. Furthermore, 17
individuals had both anxiety and depression. Other mental health issues were also identified in just over a
quarter of individuals, and included paranoia, sleep issues, panic, Post-Traumatic Stress Disorder (PTSD),
and Obsessive-Compulsive Disorder (OCD).

Table 29
Rates of mental health responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°® responsivity)®

Psychotic 5 10 14.29 6.48 1.18 1
illness

Hallucinations 10 20 28.57 12.99 2.35 0

Delusions 1 2 2.86 1.30 0.24 0

Anxiety 23 46 65.71 29.87 5.41 1

Depression 25 50 71.43 32.47 5.88 5

Other mental 13 26 37.14 16.88 3.06 1
health

Table 29 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were 35
individuals identified at sentencing with a mental health responsivity characteristic (see Table 15). Within this group, 14.29% of
individuals had experienced psychotic illness.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the responsivity
characteristics identified in that type. For example, psychotic illness accounted for 6.48% of the mental health responsivity
characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, psychotic illness accounted for 1.18% of all the responsivity characteristics identified at
sentencing.

i) During the sentence

This section, when referring to mental health as a new responsivity characteristic, reflects active or acute
issues during the sentence (for example, someone experiencing psychosis). Table 30 (below) shows that
anxiety was evident in just under a third of individuals and represented the most commonly identified
mental health responsivity characteristic identified during the sentence. There was a fifth of individuals
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identified with depression during the sentence, and exactly a fifth fell under ‘other mental health’ (which
mostly related to paranoia, sleep issues, and PTSD).

Table 30
Rates of mental health responsivity characteristics identified during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°® responsivity)®

Psychotic 4 8 15.38 10.81 3.08 0
illness

Hallucinations 1 2 3.85 2.70 0.77 1

Delusions 0 - - - - 0

Anxiety 14 28 53.85 37.84 10.77 0

Depression 8 16 30.77 21.62 6.15 0

Other mental 10 20 38.46 27.03 7.69 1
health

Table 30 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there
were 26 individuals identified during their sentence with a mental health responsivity characteristic. Within this group,
15.38% of individuals had experienced psychotic illness

¢ This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, psychotic illness accounted for 10.81% of the
new mental health responsivity characteristics identified during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, psychotic illness accounted 3.08% of all the new responsivity
characteristics identified during the sentence.

Regarding psychosis and the four individuals experiencing it during their sentence, two had historical
psychosis (identified at sentencing), and the other two did not. There were three further individuals
identified with historical psychosis at sentencing who had not displayed it during their sentence. This
meant 42 individuals had never experienced psychosis (there was one individual coded as ‘unclear’
historically but ‘'no’ during the sentence). Typical examples of psychosis were Drug-induced Psychosis
and Schizophrenia. There were no individuals coded as 'yes' for delusions during the sentence, and the
one individual with hallucinations during the sentence had not previously experienced hallucinations. This
meant there were 10 individuals who historically experienced hallucinations but not during their sentence.

In terms of anxiety, there were less individuals identified with issues during the sentence compared to
historically. Of the 14 individuals identified during the sentence, four of these had historical issues with
anxiety, and therefore 10 who had not. There were also 19 individuals with historical anxiety that had not
shown it during the sentence. This meant that 34 individuals (68%) were identified with anxiety either at
sentencing or displayed it during their sentence.

With depression, of the eight individuals identified during the sentence, two had displayed it historically
and five had not (with one ‘unclear’ historically that had not displayed it during the sentence). This meant
there were 23 individuals with historical depression but not during the sentence, and 15 with neither.
Overall, there were 35 individuals (70%) identified with depression either at sentencing or displayed it
during their sentence. There were four individuals who displayed both anxiety and depression during their
sentence, compared to 17 at sentencing.

Rates of other mental health issues were comparable during the sentence to the ‘at sentencing'’ rates
(between 20-26%). Of the 10 individuals identified during the sentence as having other mental health
issues, three of them were identified at sentencing. There were a further 10 individuals identified at
sentencing who had not displayed other mental health issues during their sentence, and 28 had not
displayed any issues either at sentencing or during their sentence. There were two ‘unclears’ with one at
sentencing and one during the sentence.
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h) Alcohol & Substances
This section focuses on the individual aspects within the alcohol and substances responsivity domain.
i) At sentencing

As can be seenin Table 31 (below) alcohol and substances responsivity characteristics were frequent.
Just over three quarters of individuals were identified with problematic alcohol use, and just under three
quarters for problematic drug use. Due to the diagnosis and problematic variables being independent
they can be viewed collectively. For example, collating diagnosed alcohol dependence and problematic
alcohol use totals to 41 individuals (or 82%) of the entire sample. It is notable that collectively problematic
alcohol and substance use accounted for over 15% of all the responsivity needs identified. Furthermore,
there were ‘unclears’ related to both the diagnosis variables. This was where dependence was entirely
self-reported, or there were references to features of dependence or a disorder but it was never formally
stated.

Table 31
Rates of alcohol and substance use responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)® responsivity)®
Diagnosed 7 14 16.28 9.46 1.65 3
alcohol
dependence
Problematic 34 68 79.07 4595 8.00 0
alcohol use
Diagnosed 2 4 4.65 2.70 0.47 4
substance
abuse disorder
Problematic 31 62 72.09 41.89 7.29 0
drug use

Table 31 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were 43
individuals identified at sentencing with responsivity characteristic relating to alcohol and substances (see Table 15). Within this
group, 16.28% of individuals had diagnosed alcohol dependence.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the responsivity
characteristics identified in that type. For example, diagnosed alcohol dependence accounted for 9.46% of the alcohol and
substances responsivity characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, diagnosed alcohol dependence accounted for 1.65% of all the responsivity characteristics
identified at sentencing.

It was also possible to identify themes relating to the types of substances individuals consumed. It was
common for RARs to state that individuals had started engaging in alcohol and/or substance use from
an early age, often in adolescence or in some cases earlier. The most frequently mentioned substances
—across individuals with substance use — were Cannabis (in over 40%), then Heroin, Cocaine and LSD
(in just under a third), then Ecstasy and Benzodiazepines in just over a fifth, and Speed, Mushrooms,
and Novel Psychoactive Substances (NPS) in around a tenth. The least mentioned were Solvents, other
Hallucinogens, Temgesics, Ketamine, and Barbiturates.

i) During the sentence

This section, when referring to alcohol and substances as a new responsivity characteristic, reflects
active or acute issues during the sentence (for example, someone engaging in substance use). The
majority of the responsivity characteristics identified in this domain related to problematic drug use
(accounting for nearly 90% of the alcohol and substances responsivity characteristics identified during
the sentence, and over a tenth of all new responsivity characteristics during the sentence).
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Table 32
Rates of alcohol and substances responsivity characteristics identified during the sentence

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°® responsivity)®
Diagnosed 0 - - - - 0
alcohol
dependence
Problematic 3 6 15.79 15 2.31 0
alcohol use
Diagnosed 0 - - - - 0
substance
abuse disorder
Problematic 17 34 89.46 85 13.08 1
drug use
Table 32 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there were 19
individuals identified during the sentence with a responsivity characteristic relating to alcohol and substances. Within this group,
15.79% of individuals had problematic alcohol use.

C This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all the new
responsivity characteristics identified in that type. For example, problematic alcohol use accounted for 15% of the new alcohol
and substances responsivity characteristics identified during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity characteristic
accounted for. For example, problematic alcohol use accounted for 2.31% of all the new responsivity characteristics identified
during the sentence.

In relation to problematic drug use, of the 17 displaying this during the sentence, only one had not
experienced it historically. There were also 16 individuals across the whole sample of 50 individuals with
neither problematic drug use prior to or during the sentence. The most commonly mentioned substances
were NPS (around a quarter of those individuals with issues during the sentence related to the use of
NPS), followed by cannabis and heroin (both closer to a sixth of individuals). Problematic drug use made
up just over quarter of all the responsivity characteristics identified during the sentence.

i) Personality
This section focuses on the individual aspects within the personality responsivity domain.
i) At sentencing

From Table 33 (below) it can be seen that 78% of all individuals had either psychopathic traits or
psychopathic personality disorder indicated in their RAR. A definite diagnosis of Anti Social Personality
Disorder (ASPD) was also identified in nearly half of all individuals. Both psychopathic traits and a definite
diagnosis of ASPD each accounted for around 5% of all the responsivity needs identified. Across the
trait level the most commonly identified were psychopathy, in half of all individuals, and Narcissistic
Personality Disorder (NPD) in just under a fifth. Paranoid and Schizoid were also present in more than a
tenth, alongside ASPD. The least common at a trait level (excluding those not identified in any individual)
were Avoidant, Obsessive-Compulsive Personality Disorder (OCPD), and Schizotypal. At a definite
diagnosis level, the most common was ASPD in nearly half of the entire sample, then psychopathy in just
under a third, and Borderline (BPD) in a fifth. The least common at a definite diagnosis level (excluding
those not identified in any individual) were Schizoid and Dependent.
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Table 33
Rates of personality responsivity characteristics identified at sentencing.

% % Unclear

% (subgroup % (all

(whole)® (subgroup)® needs)® responsivity)¢
Psychopathy Traits 25 50 54.35 18.66 5.88 0
Disorder | 14 28 30.43 10.45 3.29 0
ASPD Traits 5 10 10.87 3.73 1.18 1
Probable 0 - - - - 0
Definite | 23 46 50.00 17.16 5.41 0
Avoidant Traits 2 4 4.35 1.49 0.47 0
Probable 0 - - - - 0
Definite 3 6 6.52 2.24 0.71 0
Borderline Traits 5 10 10.87 3.73 1.18 1
Probable 4 8 8.70 2.99 0.94 0
Definite 10 20 21.74 7.46 2.35 0
Dependent Traits 0 - - - - 0
Probable 0 - - - - 0
Definite 1 2 2.17 0.75 0.24 0
Histrionic Traits 0 = - - - 0
Probable 0 - = - - 0
Definite 0 - - - - 0
Narcissistic Traits 9 18 19.57 6.72 2.12 0
Probable 0 - - - - 0
Definite 5 10 10.87 3.73 1.18 0
Obsessive- Traits 3 6 6.52 2.24 0.71 0
Compulsive  I"propable | 1 2 2.17 0.75 0.24 0
Definite 0 - - - - 0
Paranoid Traits 6 12 13.04 4.48 1.41 0
Probable 2 4 4.35 1.49 0.47 0
Definite 4 8 8.70 2.99 0.94 0
Schizoid Traits 6 12 13.04 4.48 1.41 0
Probable 1 2 217 0.75 0.24 0
Definite 1 2 2.17 0.75 0.24 0
Schizotypal Traits 3 6 6.52 2.24 0.71 0
Probable 1 2 217 0.75 0.24 0
Definite 0 - - - - 0
PDNOS Traits 0 - - = 0
Probable 0 - - - - 0
Definite 0 - - - - 0

Table 33 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were 46
individuals identified at sentencing with a personality responsivity characteristic (see Table 15). Within this group, 54.35% of
individuals had psychopathic traits.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the responsivity
characteristics identified in that type. For example, psychopathic traits accounted for 18.66% of the personality responsivity
characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, psychopathic traits accounted for 5.88% of all the responsivity characteristics identified at
sentencing.
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i) During the sentence

This section relates solely to new responsivity characteristics identified during the sentence relating to
personality (such as a new personality disorder diagnosis). As shown in Table 34, these occurrences were
infrequent, but the most common was a new diagnosis of ASPD, followed by a new diagnosis of BPD or
NPD, or being identified with traits of psychopathy or ASPD.

Table 34
Rates of new personality responsivity characteristics identified during the sentence.

Items % % % (subgroup % (all Unclear

needs)® responsivity)¢

(whole)® (subgroup)®
4 22.22 11.76 1.54
2 11.11 5.88 0.77

Psychopathy Traits
Disorder
ASPD Traits
Probable
Definite
Avoidant Traits
Probable
Definite
Borderline Traits
Probable
Definite
Dependent Traits
Probable
Definite
Histrionic Traits
Probable
Definite
Narcissistic Traits
Probable
Definite

4 22.22 11.76 1.54

8 44.44 23.53 3.08
2 11.11 5.88 0.77

2 11.11 5.88 0.77

4 22.22 11.76 1.54
2 11.11 5.88 0.77
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Compulsive
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Table 34 Notes:
@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of new responsivity characteristic. For example, there 58



were nine individuals identified during the sentence with a new personality responsivity characteristic. Within this
group, 22.22% of individuals had psychopathic traits identified during their sentence.

C This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all
the new responsivity characteristics identified in that type. For example, psychopathic traits accounted for 11.76% of
the new personality responsivity characteristics identified during the sentence during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, psychopathic traits accounted for 1.54% of all the new responsivity
characteristics identified during the sentence.

In terms of psychopathy there was one instance of a RAR (at sentencing) having an individual with the
disorder, but during the sentence this was adjusted to problematic psychopathic traits. A diagnosis of
ASPD at the sentencing stage (RAR) was also ‘removed’ during the sentence. Of the four new diagnoses,
two of these were considered to not have ASPD at sentencing whereas the other two were but during the
sentence had been subject to further assessments which concurred with the diagnosis at sentencing.
There was also one diagnosis of Avoidant Personality Disorder which was ‘removed’ during the sentence
having been made at sentencing, and was adjusted to the individual displaying traits (no longer meeting
diagnostic criteria). For BPD, there was a probable diagnosis at RAR which was changed to a 'no’ during
the sentence; one labelled with traits at sentencing which became a diagnosis during the sentence; and

a further new diagnosis during the sentence. Regarding Dependent Personality Disorder, there was one
diagnosis at RAR removed during the sentence and adjusted to the individual experiencing traits. With
NPD, there was one instance of an individual having traits at sentencing which became a diagnosis during
the sentence, and one instance of traits being identified during the sentence which had been a 'no’ at
sentencing.

j) Sexual
This section focuses on the individual aspects within the sexual responsivity domain.
i) At sentencing
As shown in Table 35 (below) the most common sexual responsivity characteristic was paedophilic

disorder, accounting for nearly two thirds of all the sexual responsivity needs identified and in 10% of all
individuals in the sample.

Table 35
Rates of sexual responsivity characteristics identified at sentencing.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)°® responsivity)®

Paedophilic 5 10 71.43 62.50 1.18 9
disorder

Sadism 3 6 42.86 37.50 0.71 9

Gender 0 - - - - 0
dysphoria
Table 35 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
seven individuals identified at sentencing with a sexual responsivity characteristic (see Table 15). Within this group, 71.43% of
individuals had paedophilic disorder.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the responsivity
characteristics identified in that type. For example, paedophilic disorder accounted for 62.50% of the sexual responsivity
characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, paedophilic disorder accounted for 1.18% of all the responsivity characteristics identified at
sentencing.

The rates of ‘unclears’ were particularly notable and impactful in this domain. These occurred due to
RARs not labelling or specifying that an individual had ‘paedophilic disorder’ or ‘sexual sadism disorder’,
but including consistent references to terms like sexual interest in children, sexual preference, sexual

deviance, sadistic tendencies, sadistic urges, and sadistic behaviours. 59



To indicate the impact of the 'unclears’, Table 36 (below) has them added to the 'definites’ from Table 35
(above).®' This altered the prevalence rates markedly, with both paedophilic disorder and sadism being
identified in around a quarter of all individuals.

Table 36
Rates of sexual responsivity characteristics identified at sentencing when unclears are combined.

% (whole)? % (subgroup)® % (subgroup % (all responsivity)?

needs)°t
Paedophilic 14 28 58.33 56 3.16
disorder
Sadism 12 24 50.00 48 2.71
Gender dysphoria 0 - - = =
Table 36 Notes:

2 This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were
seven individuals identified at sentencing with a sexual responsivity characteristic (see Table 15). Within this group, 71.43% of
individuals had paedophilic disorder.

€ This is the percentage that the prevalence of that particular responsivity characteristic accounted for all the responsivity
characteristics identified in that type. For example, paedophilic disorder accounted for 62.50% of the sexual responsivity
characteristics identified.

9 This is the percentage of all the identified responsivity characteristics that that particular responsivity characteristic
accounted for. For example, paedophilic disorder accounted for 1.18% of all the responsivity characteristics identified at
sentencing.

ii) During the sentence

This section relates solely to new sexual responsivity characteristics identified during the sentence (such
as a diagnosis). The only new characteristics identified related to sadism, as shown in Table 37 (below).

Table 37
Rates of new sexual responsivity characteristics identified during the sentence.

% (whole)? % % (subgroup % (all Unclear
(subgroup)® needs)° responsivity)®

Paedophilic 0 - - - - 0
disorder

Sadism 4 8 100 100 3.08 0

Gender 0 - - - - 0
dysphoria
Table 37 Notes:

@ This is the percentage of all 50 individuals.

b This is the percentage of all individuals identified with that type of responsivity characteristic. For example, there were four
individuals identified during the sentence with a new sexual responsivity characteristic. Within this group, 100% of individuals
had sadism.

€ This is the percentage that the prevalence of that particular new responsivity characteristic accounted for across all the new
responsivity characteristics identified in that type. For example, sadism accounted for 100% of the new sexual responsivity
characteristics identified during the sentence.

9 This is the percentage of all the identified new responsivity characteristics that that particular new responsivity
characteristic accounted for. For example, sadism accounted for 3.08% of all the new responsivity characteristics

identified during the sentence.

31 To do this combination and produce the percentages in Table 26, it involved adding 17 to the sexual responsivity
characteristic subgroup because one individual was ‘unclear’ for both, and then 18 to the sexual needs (26), and all

responsivity needs (443). 60
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k) Overall Prevalence

This section draws out the lowest and highest prevalences rates of all the responsivity characteristics
explored across the Responsivity Characteristics section.

i) At sentencing

In relation to the frequency of a responsivity characteristic across individuals, or in terms of a proportion
of the overall sample of 50 individuals, the lowest prevalence rates related to: alcohol-related brain
damage (ARBD), brain injury, Dependent Personality Disorder, Schizoid Personality Disorder, delusions,
OCPD probable, Schizoid probable, Schizotypal probable, and ADHD. Furthermore there were a number
of responsivity characteristics identified in <10% of the entire sample: diagnosed substance use
disorder, probable Paranoid, Avoidant (traits and a definite diagnosis), sadism, OCPD traits, Schizotypal
traits, Paranoid Personality Disorder, diagnosed learning disability, probable BPD, and disability. There
were also a number of responsivity characteristics not identified in any of the 50 individuals: ASD, Foetal
Alcohol Spectrum Disorder (FASD), dementia, wheelchair user, cancer (although there was one ‘unclear’),
Chronic Obstructive Pulmonary Disease (COPD), probable ASPD, probable Avoidant, Dependent (traits
and probable), all levels of Histrionic, probable Narcissistic, OCPD, Schizotypal, all levels of PDNOS, and
gender dysphoria. The most frequent responsivity characteristics across individuals were problematic
drug use and problematic alcohol use (both in over 60% of the entire sample), followed by psychopathic
traits, depression, and ASPD (all in over a quarter of individuals). Above a quarter of individuals also had:
other mental health, psychopathic personality disorder, low cognitive functioning / low intelligence, head
injuries, prior suicide attempts, literacy issues, self-harm, and anxiety.

In terms of the percentage of individuals who had a particular responsivity characteristic within their
specific domain (for example, the percentage of individuals who had literacy issues, within the number
of people who had learning and communication issues),®? the least frequent (<5%) were: Dependent
Personality Disorder, Schizoid Personality Disorder, probable OCPD, probable Schizoid, probable
Schizotypal, probable Paranoid Personality Disorder, Avoidant traits, and diagnosed substance use
disorder. The most frequent (>75%) were: ADHD, physical health issues, problematic alcohol use, head
injury, and self-harm.

When analysing the percentage of all the needs in a particular domain (for example, the percentage
of the learning and communication needs identified that were literacy issues),* those accounting for
the smallest proportion within their domain (<2.5%) were: Dependent Personality Disorder, Schizoid
Personality Disorder, probable OCPD, probable Schizoid, probable Schizotypal, delusions, probable
Paranoid Personality Disorder, Avoidant traits, Avoidant Personality Disorder, OCPD traits, and
Schizotypal traits. Those that made up the largest proportion (>50%) of their domain were: ADHD,
physical health issues, head injury, paedophilic disorder, and self-harm.

Finally, when looking at the percentage of all the responsivity needs identified that related to a specific
responsivity characteristic (for example, what percentage of all responsivity characteristics identified
were literacy issues)®* those that made up the least proportion (<0.5%) were: Dependent Personality
Disorder, Schizoid Personality Disorder, probable OCPD, probable Schizoid, probable Schizotypal,
delusions, ARBD, brain injury, ADHD, probable Paranoid Personality Disorder, Avoidant traits, and
diagnosed substance use disorder. Whereas those that made up the highest proportion (>5%) were: self-
harm, ASPD, anxiety, psychopathic traits, depression, problematic drug use, and problematic alcohol use.

It should be noted that the highest frequency of ‘unclears’ (minimum of four individuals) occurred in
relation to: paedophilic disorder, sadism, depression, prior suicide attempts, cognitive impairment, brain
injury, diagnosed substance use disorder, and diagnosed learning disability.

32 For example, there were 26 individuals identified with some sort of learning and communications need, and 73.08% of those
individuals had a literacy issue within that.

33 For example, there were a total of 53 learning and communication needs identified, and 35.85% of these related to literacy
issues.

34 For example, there were 425 responsivity needs identified, and 5.18% of all the responsivity needs identified were literacy

issues.
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i) During the sentence

In relation to the frequency of a new responsivity characteristic across individuals, or in terms of a
proportion of the overall sample of 50 individuals the highest prevalence rates related to problematic
drug use, closely followed by physical health issues, with other mental health, self-harm and anxiety all
evidencing prevalence in a fifth or more of individuals. Whereas, when analysing the percentage of all the
new responsivity characteristics identified during the sentence (for example, what percentage of all new
responsivity characteristics identified were new ASPD diagnoses),*® those accounting for >10% were
anxiety, physical health issues, and problematic drug use; with wheelchair user, depression, other mental
health, and self-harm all accounting for >5%.

Beyond the responsivity characteristics captured in this section there was also one individual who was
reported to have changed their gender identity on multiple occasions (who had not been diagnosed with
gender dysphoria).

There were also eight individuals awaiting assessment for various responsivity characteristics at the time
of the sample cut-off (31 March 2023). Four individuals were awaiting personality disorder assessment,
and three individuals ASD assessment. The rest were individual instances and related to: brain injury,
cognitive functioning, learning disability, physical health, and psychopathy.

6.10 Offending Behaviour Programmes (OBPs)

There were 47 individuals identified where OBPs were of relevance, with an additional individual where
it was ‘unclear’. As shown in Figure 9 (below), the majority (76%, n = 38) engaged in some form of OBP.
There were also seven who were on a waiting list at the time of the sample cut-off.

Figure 9
OBP engagement status across individuals.
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The average time between sentence start and an individual accessing their first OBP was 33.89 months,
with the lowest being three months, and the highest being 123 months. In total there were 133 OBPs
attended across the 38 individuals who had engaged in at least one OBP (an average of 3.5 each, or an
average of 2.66 across the entire sample). As shown in Figure 10 (below) the most OBPs anyone had
attended was seven (n = 3).

35 For example, there were 130 new responsivity characteristics identified during the sentence, and 3.08% of these related to a
new ASPD diagnosis. 62



Figure 10
Number of OBPs attended across individuals.
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As shown in Table 38 (below), of the 133 OBPs attended, 106 (79.70%) were completed. This related to
32 individuals who had completed at least one OBP (with the average number of completed OBPs per
this same subgroup being 3.31). There were 13 individuals who had been deselected from at least one
OBP, and where an individual had any form of deselection they averaged 1.69 deselections per individual.
There were also 15 instances of an individual being on a waiting list for some form of OBP, which split into
eight individuals who had already attended at least one OBP, and seven where they were on the waiting
list for their first OBP.

Table 38
Status of attended OBPs.
OBP Status N®@ N (OBPs)® % of OBPs® Average (OBP Average
attendees)¢ (subgroup)®
Completed 32 106 79.70 2.79 3.31
Deselected 13 22 16.54 0.58 1.69
Partial 2 2 1.50 0.05 1.00
completion
Attending 3 3 2.26 0.08 1.00
Table 38 Notes:

@ This is the number of individuals relevant to that OBP status. For example, 32 individuals had completed some form of OBP.
b This is the number of OBPs relevant to that OBP status. For example, there were 106 completed OBPs across the 32
individuals who had completed at least one OBP.

¢ This is the percentage of all attended OBPs relevant to that OBP status. For example, there were 133 OBPs attended and
79.70% were completed.

9 This is the average across all 38 individuals who had attended some form of OBP.

€ This is the average across the individuals relevant to that subgroup. For example, there were 32 individuals who had
completed some form of OBP and the average number of OBPs completed across these 32 individuals was 3.31.

Of 22 deselections, 13 were recorded as being related to the individual in terms of them disengaging,
choosing to drop off the OBP, or refusing to continue. There were five related to increased risk and
problematic behaviours from the individual, two for health-related matters, and two for operational
reasons (such as transferring prisons).

Where there were start and end dates available it was possible to calculate time spent on OBPs per
individual and collectively (of the 133 OBPs, there were dates for 122). Across these the average length
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of time spent on OBPs was 17.03 months across 37 individuals. The shortest was two months, and the
longest was 69 months.*¢

In terms of where an individual had completed multiple OBPs of the same ‘type’, there were 12 individuals
who had repeated some type of OBP. Table 39 (below) shows that the overwhelming majority related to
repeating sexual offending-related OBPs, with 11 out of the 12 individuals having been deemed to have
completed multiple sexual offending OBPs. For six of these individuals they had completed three sexual
offending-related OBPs.

Table 39
Number of repeated OBPs by type of OBP.

Type of OBPs
Participant Sexual Offending General Violence Anger General Offending
Management
1 g - - -
2 8 - - -
3 - 2 - 2
4 2 - - -
5 s - - -
6 s - - -
7 3 - 2 -
8 3 - - -
9 2 = = s
10 2 - - -
1M 2 - - -
12 2 = - -

Type of OBP was also explored in more detail, however in many instances the exact OBP was difficult to
discern due to descriptions like “a violence reduction programme” or “sexual offending intervention”.
This was not a common issue but meant that the analysis here is draws out themes, and should be
viewed as “there were at least this many". Regarding sexual offending OBPs this included at least 54
OBPs, composed of: 29 instances of Moving Forward Making Changes (MFMC) (with a further eight
relating to specific additional work on Healthy Sexual Functioning), eight relating to the Good Lives
Programme, three for the Adapted SOTP, two instances of Moving Forward 2 Change (MF2C) and

Sexual Offender Treatment Programme (SOTP), and one for Self-Change Programme: Sexual Violence
(SCP:SV) and Rolling STOP (RSTOP). There were also 24 OBPs linked to general violence, and included:
15 for SCP, seven for Violence Prevention Programme (VPP), and one each for Life Minus Violence and
‘other'. For anger management OBPs, these exclusively related to 18 instances of Controlling Anger
Regulating Emotions (CARE), as was the case for general offending OBPs where all 18 instances related
to Constructs. There were also 24 instances of substance-related OBPs, composed of: 12 for Substance-
Related Offending Behaviour Programme (SROBP), two for Pathways, eight Alcohol Awareness, and two
for ‘other’. Finally, there were also 14 general references to structured offence-focused work carried out.

In terms of the format of OBPs, 75.19% of the 133 OBPs were a group, 16.54% were delivered 2:1, and
8.27% delivered 1:1.

6.11 Psychological Therapies

There were 35 individuals where psychological therapy was highlighted as being relevant. For 16
individuals it was highlighted as a RAR recommendation, for five it was from a further recommendation,

36 This is the total time an individual has spent on any form of OBP collectively, not time spent in one-go on a particular OBP.
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and for six there were both relevant RAR and further recommendations. There were eight individuals
where there was no formal recommendations but they had been offered a psychological therapy. Most
commonly (see Figure 11 below) individuals were highlighted for one psychological therapy. However, for
17 individuals they were identified for more than one.

Figure 11

Number of psychological therapies identified per individual.
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There were 69 psychological therapies identified across those 35 individuals, at an average of 1.97 each
for the 35 individuals identified for psychological therapies. Out of the 69 identified, 48 had been offered
(across 24 individuals), equating to 69.57% of the psychological therapies identified having been offered.
Whereas 21 (30.43%) were evaluated as not having been offered.

In terms of the 48 offered, these could be split into two groups: ‘engaged in' versus ‘not engaged in’. Out
of the 48 therapies offered, individuals engaged in 37 (77.08% of the psychological therapies offered),
and this spanned across 18 individuals. There were 10 instances of an individual not engaging (across

10 individuals), equating to 20.83% of the psychological therapies offered. There was one individual on a
waiting list at sample date cut-off.

Psychological therapy outcomes could also be split into different outcomes, as shown in Table 40 (below).
This shows that just under 40% of the psychological therapies offered were completed, with a fifth
relating to both to non-completions, and the individual not engaging.

Table 40
Outcomes of psychological therapies offered to individuals.

Outcomes Individuals N % of those offered
Completed 12 19 39.58
Ongoing 2 3 6.25
Did not complete 7 11 22.92
Discontinued 2 2 417
On waiting list 1 1 2.08
Did not engage 10 10 20.83
Unclear 1 2 417

In terms of the different types of psychological therapies being mentioned. The most commonly
identified was CBT (15 instances), followed by trauma counselling (eight instances), Schema Therapy
(five instances), and EMDR (four instances - plus one further instance of reference to ‘trauma processing
work’). The only other examples relating to more than one instance were Art therapy, Survive and Thrive,
and Mentalisation-Based Therapy. Singular instances included DBT, Pet Therapy, and Cognitive Analytic
Therapy (CAT). There were 23 instances of ‘other’ psychological therapies where they were not specified
but related to targeting general areas or having a particular focus. In terms of the focus on psychological
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therapies, it was possible to group these based on the language used in a recommendation or across
case documentation. The most commonly cited were 27 instances relating to focusing on trauma,

12 instances linked to interpersonal, coping or emotional management skills, six instances to safety

and stabilisation, five instances to personality, schema or thinking styles, and four instances to both
addiction, and mental health. There were 11 instances where the focus of the psychological therapy was
unclear.

6.12 Adverse Childhood Experiences

As shown in Figure 12 (below) 48 individuals (96%) had at least one ACE. The average was 4.78, with the
lowest being 0 and the highest being eight.

Figure 12
Number of ACEs across individuals.
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Table 41 (below) shows that the most common ACE was emotional neglect (76% of individuals), followed
by physical abuse (72%). Substance using parent and IPV in the home were also evident in two thirds, and
parental separation in more than half. The least common ACEs were family member in prison (16%) and
family member with mental iliness (14%).

Table 41
Prevalence of individual ACEs.

Adverse Childhood Experiences N % Unclears
Physical abuse 36 72 3
Verbal abuse 12 24 3
Sexual abuse 23 46 1
Physical neglect 21 42 2
Emotional neglect 38 76 0
Substance use parent 33 66 0
IPV in home 33 66 1
Family member in prison 8 16 4
Family member mental illness 7 14 1
Parental separation 28 56 1

As discussed in the Method section, coding was also done for three ‘additional’ ACEs: Local Authority

care as child, secure care as a child, and prison as a child. There were 26 individuals that had at least 66



one additional ACE, at an average of 0.80 across the entire sample. As shown in Figure 13 (below) most
individuals who had additional ACEs had one additional ACE.

Figure 13
Number of additional ACEs across individuals.
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As shown in Table 42 (below) the majority of additional ACEs related to local authority care as a child.

Table 42
Prevalence of additional ACEs.

N % Unclears
LA care as a child 22 44 0
Secure care as a child 8 16 1
Prison as a child 10 20 1

To get the fullest picture of the prevalence of ACEs, the additional ACEs in Table 42 (above) were
combined with those from Table 41 (above). This increased the average to 5.58 ACEs per individual.

6.13 Sentence & Case Management

There were 41 individuals who had had at least one amended RMP (or 92% of individuals). This averaged
out as 2.38 per individual across the entire sample, or 2.90 across the 41 who had had at least one
amended RMP. The average length of time to the first amended RMP was 39.69 months.

The time between amended RMPs was also recorded, and the average longest period of time between an
amended RMP, across individuals, was 64.38 months. This consisted of the shortest example being one
month (this was a clear outlier and the next shortest was 13 months), and the longest being 126 months.
This included eight instances of the longest period being above 96 months, and 25 where it was above
60 months.

In terms of changes to an individual's Case Manager, there were 46 individuals who had experienced

at least one change in Case Manager during their sentence (see Figure 15 below). The highest was 15
changes to Case Manager, and the average was 5.22 changes per individual.
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Figure 14
Number of amended RMPs per individuals.

Figure 15
Number of changes to case manager per individual.
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There were 22 individuals who had spent time in a Segregation & Reintegration Unit (SRU) during their
sentence. As shown in Figure 16 (below) there were three individuals who had spent over half of their
sentence in SRU, and seven above 10%.

Figure 16
Time spent in SRU per individual.
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There were four individuals who had at some point in their sentence been transferred to The State
Hospital (TSH) for active mental health issues. There were 26 individuals with mental health issues
presenting during the sentence but four individuals deemed to be psychotic and requiring management
by TSH.

Regarding hopelessness, 38% of the sample (n = 19) were evaluated as having experienced
hopelessness during their sentence and it was clearly reported as such. The associated reasons

were (could be more than one per person): post-PPED (n = 7, although this could be considered nine if
including two instances of broad references to progression-related hopelessness), RTCCs (n = 4), having
an OLR (n = 4) (for example concerned about how others might view them, and perceiving a lack of a
future), and pre-PPED (n = 3). Other reasons were singular instances and related to programme access,
COVID, nearing parole, having issues with professionals involved in their RMP, sentencing, and appearing
in court for further offending. There were eight further individuals (16%) where there were indicators of
hopelessness but it was never stated clearly, for example there were references to them experiencing
frustrations and concerns over the future. Collectively this meant 54% of the sample evidenced some
degree of hopelessness for a variety of reasons.

There were 33 individuals (66%) who had engaged in education at some point in their sentence. This
included 14 individuals who had gained qualifications, and a further 10 where this was unclear. In terms of
the qualifications gained they covered areas like hospitality, science, constructions, communications, and
various SCQF, BICSc, SVQ and Rehis courses.?” There was also mention of particular skills individuals had
gained through education and these covered areas like accountancy, mathematics, English and literacy,
music and art, computing, communication, sociology, history, philosophy, and various practical skills
(including food hygiene, biohazards, painting/decorating, cookery, hospitality, peer tutoring, bricklaying,
employability, hairdressing, emergency life support, and budgeting). In relation to employment, there was
evidence of 92% of individuals (n = 46) having engaged in a work party (in custody) at some point in their
sentence. This included 30 individuals demonstrating largely consistent (coded as 'stable’) engagement,
and 16 where it was more sporadic. The reasons observed for engagement ending varied across: unfit for
work (n = 6), SRU (n = 2), personal (n = 5), operational (n = 3), and risk (n = 3).

New risk(s) identified during custody were also evaluated. There were 16 individuals (32%) with new
risk(s) identified, and it was possible for an individual to have more than one new risk. New risks identified
across multiple individuals were: IPV, stalking, and mental health. All other new risks identified were single
instances and related to: sexual sadism, personality traits, general offending, health, sexual violence,
indecent exposure, risk to adult females, insecure attachment, learning disability, self-management,
drugs / violence to pay off drug debts, general/reactive violence in custody to other prisoners, emotional
management, community integration, terrorism / politically motivated violence, and violence to staff.

The final component of sentence management analysed was denial. There were 26 individuals (52%)

37 SCQD: Scottish Credit and Qualifications Framework; BICSc (The British Institute of Cleaning Science); SVQ (Scottish

Vocational Qualifications); REHIS: Royal Environmental Health Institute of Scotland. 69
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who presented with some level of denial of offending at the point of the RAR. These could be split into

12 categorical (complete denial that any offending took place), and 14 partial (denial of an aspect of the
offending). During the sentence 11 individuals evidenced changes in the status or level of denial. This
included two individuals who evidenced increased denial, and 11 who evidenced increased responsibility
(inclusive of two individuals showing both at various points in their sentence). These changes were
spread evenly across predominantly pre-, during, and post-intervention.

6.14 Progressions & Returns to Closed Conditions or Custody

There were 14 individuals who had experienced some form of progression during their sentence, and one
further individual who had a compassionate release directly from closed prison conditions to community.
In total there were 30 instances of progression, at an average of 0.60 per individual across the entire
sample of 50, or 2.14 across the 14 individuals who had experienced some form of progression. The
most instances of progression for any individual was five.

There were 13 individuals who had progressed to National Top End (NTE) at some point during their
sentence, or 92.86% of individuals who had experienced progression. In total there were 17 instances of
progression to NTE, at an average of 0.34 per individual across the entire sample or 1.31 across the 13
individuals with experience of progressing to NTE. The most instances an individual had of progressing
to NTE was three. The shortest single period an individual had spent in NTE was five months, and the
longest single period was 71 months. The average total time spent in NTE across the 13 individuals was
24.38 months. There were six individuals who had experienced Return To Closed Conditions (RTCC)
from NTE. This represented 12% of the entire sample, or 46.15% of the 13 individuals who had ever
progressed to NTE. The reasons for RTCC largely related to substance use (n = 5), and then single
instances of absconding, breaching conditions, and other.

There were five individuals who had progressed to Open Estate (OE) at some point during their sentence.
This represented 10% of the entire sample, or 35.71% of those had ever experienced progression. In
total there were nine instances of progression to OE, at average of either 0.18 across the entire sample,
or 1.80 across the five individuals who had ever progressed to OE. The most instances of progression

to OE for any one individual was four. The average total time spent in OE across the five individuals was
19.60 months. There were three individuals who experienced RTCC from OE. This represented 6% of the
entire sample, or 60% of the individuals that had ever progressed to OE. The reasons for RTCC from OE
almost exclusively related to substance use, with one instance of increased risk being the cited reason.

Overall, eight individuals had experienced some form of RTCC. This included five individuals who had
progressed again after a RTCC, and three who had not. Out of the 14 individuals who had experienced
progression 57% had also experienced at least one RTCC. Regarding the RTCC reasons, for nine out of
the 13 it related to substances, meaning there was a 69.23% chance any RTCC related to substance use.

6.15 Parole Hearings
There were 45 individuals (90%) who had had at least one parole hearing during their sentence, at an

average of 4.31 across those 45 individuals. The most parole hearings one individual had was 9, as can
be seenin Figure 17 (below).
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Figure 17
Number of parole hearings per individual.
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As indicated under the Progression and Release sections there were four individuals who had been
granted parole at some point during their sentence.

The reasons the parole board provided for release not being granted were also evaluated. There could

be more than one reason per individual. This is reported in Table 43 (below). This showed that over half

of the individuals who had at least one parole hearing, had ‘outstanding OBP work' cited as a reason for
instances of declined parole. The second most common reason across individuals was that they did

not seek release. These two most commonly cited reasons occurred collectively in just over half of all
the parole hearings with discernible reasons for declined parole. Another fifth of parole hearings had
‘requires testing in less secure conditions' cited as a reason for declined parole. Collectively, outstanding
OBP, testing in less secure conditions, and an individual not seeking release, accounted for over half of all
the reasons cited.

There were 30 individuals who had at least one parole hearing where the reasons for declined parole were
unclear.® This equated to 66.67% of individuals who had at least one tribunal, who then had at least one
tribunal where the reasons for declined parole were unclear. In total, there were 69 instances where the
reasons for declined parole were unclear from the data analysed. Alternatively, 35.56% of parole hearings
had unclear reasons for declined parole.

38 Note that 'reasons unclear’ here is simply reflecting the reasons were unclear from the reviewed documentation which would
often be secondary data and not a direct parole hearing minute. That is, ‘reasons unclear’ is not a judgement that the actual
reasons for declined parole were unclear, but rather from review of the available documentation for this study, they were

unclear.
7
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Table 43
Reasons for parole being declined.

Reasons Number of % of Number of % of parole % of reasons Maost times a
individuals®  individuals times® hearings (158)¢° person had
who had where this quotedf
parole reasons
hearings were clear
(45)P (125)¢
Outstanding 24 53.33 43 27.22 18.94 5
OBP work
Testing in 16 35.56 36 22.78 15.86 4
less secure
conditions
Lack of 4 8.89 4 2.53 1.76 1
engagement
Issues with 1 2.22 2 1.27 0.88 2
mental health
Did not seek 20 44.44 37 23.42 16.30 5
release
Poor 4 8.89 5 3.16 2.20 2
behaviour
Lacks insight 7 15.56 7 4.43 3.08 1
into risk
Stability 7 15.56 9 5.70 3.96 2
required
Other 8 17.78 15 9.49 6.61 4
Table 43 Notes:

@ This is the number of individuals that had a particular reason for declined parole cited in at least one of their parole hearings.
For example, there were 24 people who had ‘outstanding OBP work’ cited on at least one occasion in relation to declined parole.
b This is the percentage of individuals who had at least one parole hearing who had a particular reason for declined parole cited
at least once. For example, there were 45 individuals who had at least one parole hearing, and 53.33% had ‘outstanding OBP
work’ cited as a reason for declined parole on at least one occasion.

C This is the number of times a particular reason for declined parole was cited. For example, there were 43 instances of
‘outstanding OBP work’ being cited as a reason for declined parole.

9 This is the percentage of parole hearings, where the reasons for declined parole were clear, that a particular reason for
declined parole was cited. For example, there were 125 parole hearings where reasons for declined parole were discernible and
in 27.22% of these ‘outstanding OBP work’ was cited.

€ This is the percentage of all the reasons cited that related to a particular reason. For example, there were 158 reasons for
declined parole cited, and 18.94% of these related to ‘outstanding OBP work’.

f This is the most times an individual had a particular reason cited. For example, ‘outstanding OBP work’ was cited five times in
relation to one individual’'s parole hearings.

6.16 Release & the Community

There were four individuals who had experienced being released into the community via progression
(plus one further individual who had a compassionate release). This represented 8% of the whole sample
or 28.57% of those who had experienced progression at some point. One individual had been recalled
to custody due to further offending. There were no individuals in this cohort of 50 who had experienced
release, recall and then re-release. The shortest single time in the community was three months, and
longest single period was 58 months. The average for total time in the community across the four
individuals was 28.75 months.

There were two individuals who had participated in some form of community-based intervention.
One related to MFMC and the other was bespoke individual work. There were two individuals who
had engaged in employment, and two who had engaged in education. Three individuals had received
warnings (relating to failure to notify, substance use, and breach of conditions). The individual recalled
due to further offending had no prior warnings. There were three individuals who had experienced
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restrictions easing, and these came in the form of their Multi-Agency Public Protection Arrangements
(MAPPA) level reducing, electronic monitoring conditions reducing, and review periods being reduced in
frequency.

6.17 Binary Correlations

As described in the Data Analysis section, a Spearman'’s correlation was applied. The Bonferroni
adjustment was also applied to the p value which led to an adjusted p value of .00001622. Table 44
(see below) sets out the pairwise comparisons that met the adjusted p value and the strength of the
correlation.

Table 44
Pairwise comparisons meeting the adjusted p value via Bonferroni adjustment of binary variables.

Variable 1 Variable 2 Spearmanp p value Strength
Sexual Overall Offending Sexual Allegations .600 .000004054 Moderate
Additional Convictions (during | Perpetrated serious violence .638 .000000623 Moderate
sentence) (during sentence)
Victim of serious violence Diagnosed Substance Use 611 .000006628 Moderate
(during sentence) Disorder
Perpetrated serious violence In secure care as a child .598 .000005610 Moderate
(during sentence)
Self-harm (during sentence) Attempted suicide (during .593 .000005640 Moderate
sentence)
Psychopathic Traits Psychopathic Personality -.624 .000001313 Moderate
Disorder
Avoidant PD Definite Schizoid Traits .684 .000000043 Moderate
Avoidant Traits Schizoid PD Definite .700 .000000016 Strong
Violent to staff Perpetrated serious .700 .000000015 Strong
violence (during sentence)

Table 44 Note:
Each variable had a Yes/No coding and was collated from information in RARSs (at point of sentencing).

There were two strong statistically significant positive correlations. One was between an individual
perpetrating serious violence during the sentence, and being violent to staff (o =.70, p = <.001) and

the other was between avoidant personality traits and schizoid personality disorder (0 =.70,p = <

.001). As shown in Table 44 (above) the rest were considered moderate correlations, and all but one

were positive associations. The only negative correlation was between psychopathic personality traits
and psychopathic personality disorder (o = -.624, p = <.001). However based on the coding rules an
individual could not be coded ‘Yes' for both of these anyway so this is unsurprising. Pairwise comparisons
that reached the significance level of p < 0.001 and p < .05 are available in Appendix D.

6.18 Continuous Correlations

As described in the Data Analysis section, a Spearman'’s correlation was applied. The Bonferroni
adjustment was also applied to the p value which led to an adjusted p value of .00001665. Table 45
(below) sets out the pairwise comparisons that met this adjusted p value and also indicates the strength
of the correlation.

There were several notable moderate positive correlations. Time past PPED (months) was significantly
associated to total number of OBPs completed (o =.687, p <.001), number of OBPs delivered in a group
format (o =.657, p = <.001), and number of OBPs declined (o =.687, p <.001). Further notable moderate
positive correlations were found between the number of serious violence instances an individual had
during their sentence and the number of psychological therapies completed (o = .683, p <.001), as well
as the number of violence allegations being associated to the number of IPV allegations (o =.657,p =
<.001). 73



In terms of notable strong correlations, the number of supervision recommendations made in the RAR
was negatively associated to the number of OBPs during the sentence delivered in a 2:1 format (o =
-.7299, p <.001). Additionally, the total number of RTCCs was positively associated to the total times
‘stability required’ was cited as a reason in declined parole hearings (o =.7146, p <.001). Whilst there are
a number of very strong correlations observed these associations all represented variables expected
to be related to one another. For example one of the strongest correlations observed was between
total times an individual had progressed to OE and the total amount of months spent there. All pairwise
comparisons that reached the significance level of p < 0.001 and p. < .05 without applying the Bonferroni
adjustment are available in Appendix E.

Table 45

Rates of implementation for further recommendations split across type of recommendation.

Variable 1 Variable 2 Spearman p p value Strength
Time past PPED (months) Total number of OBPs completed .687 .000003754 Moderate
Time past PPED (months) Number of OBPs in group format .657 .000013703 Moderate
Time past PPED (months) Total Declined (Parole Outcomes) .687 .000003650 Moderate
Violence Allegations (total) IPV Allegations (total) .657 .000013275 Moderate
Serious violence (number during Total Number of therapies .683 .000004478 Moderate
sentence) completed
Number of RAR Monitoring RAR .664 .000010264 Moderate
Recommendations Recommendations (Number)
Number of RAR Supervision RAR .671 .000007654 Moderate
Recommendations Recommendations (Number)
Monitoring Further Supervision Further .676 .000006007 Moderate
Recommendations (Number) Recommendations (Number)
Number of Parole Hearings Total ‘Testing in Less Secure’ .674 .000006504 Moderate
(Parole Reasons)
Time past PPED (months) Number of Parole Hearings 725 .000000571 Strong
Violence Allegations (total) Total Number of Allegations .846 .000000000 Strong
Supervision RAR Number of OBPs in 2:1 format -.730 .000000438 Strong
Recommendations (Number)
Number of Further Assessment Further .841 .000000000 Strong
Recommendations Recommendations (Number)

Total number of OBPs Completed | Number of OBPs in group format .823 .000000001 Strong
Total number of progressions Total number of RTCCs 721 .000000704 Strong
Total times progressed to NTE Total number of RTCCs 733 .000000368 Strong

Total months in NTE Total number of RTCCs .706 .000001506 Strong
Total number of RTCCs Total 'Stability Required’ (Parole 715 .000000981 Strong
Reasons)
Number of Parole Hearings Total Declined (Parole Outcomes) 973 .000000000 Very Strong
Other Offending (number of Total Offences .927 .000000000 Very Strong
overall offences)
Total number of progressions Total times progressed to NTE .935 .000000000 Very Strong
Total number of progressions Total months in NTE 916 .000000000 Very Strong
Total times progressed to NTE Total months in NTE 973 .000000000 Very Strong
Total times progressed to OE Total months in OE .999 .000000000 | Very Strong
Total times progressed to Total months in Community .999 .000000000 Very Strong

Community
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7. DISCUSSION

This section draws out and analyses the key findings from the various subsections within the Results
section.

7.1 Core Information

It is firstly notable that 86% of the entire sample had passed their original Punishment Part Expiry Date
(PPED), at an average of over seven years past their PPED. Factoring in additional convictions and
adjusted dates for release eligibility, it meant 80% of the entire sample were eligible to be considered

for release. The Punishment Part of the sentence is the minimum period of time the individual must

serve within custody, and is not in isolation an indication of suitability for release. Furthermore, when a
Punishment Part is calculated at sentencing it will always be set at a shorter period than if the individual
had received a determinate sentence (a sentence with a fixed release date) (RMA, June 2024). Calculation
involves firstly determining what the sentence may have been if the individual had received a determinate
sentence, and then the judge will determine the portion of that period that serves public protection

and this will be taken out as there is no need to consider this as it has already been accounted for by
imposing the Order for Lifelong Restriction (OLR) which is a lifelong sentence. Once this revised number
has been arrived at, a downward adjustment is typically made and it is usually half. This is to account for
the fact that if the judge had imposed a determinate sentence of four years or more then the individual
would have been eligible to apply for parole at the halfway point. Whereas for the indeterminate OLR

the individual is eligible for consideration of release by the Parole Board once they have served the full
punishment part of the sentence. However, an individual will only ever be released when the Parole Board
are satisfied that imprisonment is no longer necessary for public protection. It is of further interest that
the overall trend for punishment parts relating to the OLR appears to be reducing, notwithstanding an
increase in 2023-24 (RMA, June 2024).

7.2 Offending Behaviour

The average number of IPV index offences per individual was notably higher than other types of index
offending. This may reflect a repeated nature to this type of offending. For example, Hanmer and Stanko
(1985) found that 90% of IPV involved systematic abuse, often escalating over time. The repeated and
escalating features may then relate to the reporting and prosecution processes. These cases can involve
numerous offences across multiple intimate partners and/or ex-partners, which results in the individual
being convicted of a cluster of IPV offences. This could occur due to several reasons such as increases
in victim confidence when one victim comes forward, and this leads to additional victims coming forward.
It may also be that it takes several victims to evidence patterns of abuse which then strengthens the
likelihood of prosecution. What was evident though in this study was that individuals convicted of IPV
engaged in persistent IPV, in line with Laycock’s (2001) description of IPV as the “the quintessential
repeat crime"”. There was only one individual who had IPV index offending and no IPV previous offending,
although being labelled ‘index offending’ doesn’t necessarily mean it all took place at the same time
(meaning this is not a proxy for duration). However, there was a pattern across this sample of more IPV
index offending than IPV previous offending.

This study’s cohort of individuals with persistent IPV and repeated patterns of abuse align with the
typology of Coercive Controlling Violence (CCV) proposed by Johnson and colleagues (for example,
Johnson & Ferraro, 2000; Kelly & Johnson, 2008). CCV refers to “a pattern of emotionally abusive
intimidation, coercion, and control combined with physical violence perpetrated against an intimate
partner” (Kelly & Johnson, 2008, p. 478). It involves the perpetrator controlling the actions of the partner
through tactics like surveillance and rules. The violence involved is often more severe, frequent and
escalates over time (Johnson & Leone, 2005; Leone et al., 2004). Future research could consider if these
IPV-related findings were a product of the sampling method or whether it is representative of the full
sample of individuals sentenced to an OLR.

Analysis of instances where the nature of an individual's allegations did not match the nature of their
offending behaviour (for example, someone having violent allegations but no violent offending) also
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revealed that just under a fifth of the sample had IPV allegations but no IPV offending. This strengthens
the findings regarding the persistence of IPV across the sample. This also has implications for managing
risks related to non-convicted behaviours that are relevant to lead authorities. Furthermore, there will be
a balance for lead authorities between implementing risk management strategies based on information
related to allegations (and the legal and ethical implications of this) against the necessity for public
protection and the potential victim safety planning measures that may be required in relation to IPV in
custody. This finding in a small sample, although adding to the findings from the 2022 study, would be
worthy of further investigation for wider prevalence rates (of when allegations and convictions don't
match in terms of nature) across the full OLR population.

The high prevalence of violence was another theme. Violent offending behaviour was present in over 95%
of individuals, with 70% of individuals also having violent allegations, and it was also the most common
type of self-reported offending. Furthermore, across all these dimensions the average rates were higher
than other types of behaviour. This is consistent with the findings from the 2022 RMA study on rates of
offending behaviour and reinforces the pervasive violence evident across individuals sentenced to an
OLR (at sentencing, during the sentence, and across index, previous, and overall offending, as well as
featuring heavily in alleged and self-reported offending).

Sexual offending was also a common feature of individuals' offending behaviour. A moderate positive
association was also found between the presence of sexual offending and sexual allegations, which
suggests that where an individual had convicted sexual offending it was likely there were also allegations
relating to sexual offending.

Regarding self-reported offending, it appeared that individuals were more comfortable with disclosing
additional violent offences over other types of offending. This could firstly reflect the gap between
actual violent instances and convicted violence. For example, Theobald and colleagues (2014) found
that just under two thirds of those who admitted serious violence were convicted. It could also reflect a
higher incidence effect (there are simply more violent incidents to self-report). Theobald and colleagues
(2014) explored this 'scaling up’ from official to self-reported offending and found that, on average, 22
offences were self-reported for every conviction, whereas Farrington and colleagues (2013) estimated
39 self-reported offences per conviction. The current study did include alleged offending and so it is
likely captures some of the ‘missing’ offending behaviour via this mechanism. However, these examples
of prior research would suggest likely significant self-reported offending that remains unconvicted or
unreported. However, this does not explain why the tendency was towards self-reported offending being
violent in nature. It may also be that individuals interpret others’ views of violence to be different to other
types of offending (for example, they self-report more violence because they interpret more accepting
views of violence than other types of offending). For example, Atkin-Plunk (2020) found respondents
more likely to endorse punishment-oriented approaches to the sanctioning of individuals engaged in
domestic violence offending compared to other types of violent offending (this study did not include
sexual offending). Thompson (2024) also explored public perceptions and found that sexual offending
was viewed particularly negatively, proposing this may be linked to cultural ideas such as sex being a
taboo topic and the impact of sexual offences on victims.

There is also the potential that personality traits may be interacting with types of offending and reporting
patterns. For example, Huesmann and Guerra (1997) discussed the presence of schemas relating to the
normalisation of aggressive behaviour, with several longitudinal studies with children showing that the
belief of aggression being acceptable predicts antisocial behaviour (for example, Henry et al., 2000; Zelli
et al., 1999). As such if participants in the current study tended to view violence as normal and acceptable
this could have increased their readiness to talk about it more readily. There have also been studies
demonstrating aggressive individuals overestimate their own competency and acceptance by others
(for example, Calvete & Connor-Smith, 2005; Prasad-Gaur et al., 2001) which could suggest individuals

in this study misinterpreted how the self-reporting of further offending might be viewed. Calvete (2008)
also explored the role of grandiosity and justification of violence schemas as predictors of adolescents'
antisocial behaviour, and found that these schemas were both associated with and predictive of this
behaviour.
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However, the rates of self-reported offending in this study —which echo the findings from the 2022 study
- do pose the question as to why any individual being interviewed and assessed in relation to possibly
receiving a lifelong sentence would self-report any further offending at all. It may reflect effective
interviewing techniques that lead to increased engagement from individuals, or potentially individuals
attribute truth-telling to a perceived higher likelihood of a better outcome. Based on the prevalence

of offending across the population, what appears more likely is this is identity-driven and represents
individuals' willingness and desire to exude a certain persona which outweighs practical decision-making
processes. This could potentially be supported by the findings found in relation to the prevalence of
particular personality traits across this sample such as narcissism and psychopathy. Further research

to better understand this could look at the types of self-reported offending in relation to responsivity
characteristics such as personality

7.3 Additional Convictions

The fact that just over a third of the sample had additional convictions (M = 4.24) evidences that for

a proportion of those on an OLR their offending behaviour does not cease whilst in custody. Whilst
sexual offending did appear in the additional convictions of this sample, this was largely accounted for
through the prosecution of historical offences (prior or ongoing cases that concluded during the OLR
sentence and resulted in further convictions) and not sexual offences occurring during an individual's
sentence. This was supported by the data on adverse incidents and perpetration of serious violence
during the sentence. Violence, like with convictions, featured prominently in the adverse incidents and
was evidenced in individual's additional convictions. It should be noted that several individuals in the
sample account for most of the variation seen in relation to additional convictions. The risk criteria®® that
the judge uses when determining whether an individual should receive an OLR references the fact that

if at liberty the person is likely to seriously endanger the lives, or physical or psychological well-being,

or members of the public. Furthermore, assessors producing the RAR use risk definitions, of which the
‘High' risk definition features language like “persistent”, “pervasive”, “not likely to be amenable to change”,
"without changes...the individual will continue to pose a risk of serious harm”. As such, it is perhaps
unsurprising to find evidence in this sample of additional serious convictions being accrued whilst in
custody.

7.4 Custodial Incidents (victim)

The inclusion of ‘potential’ incidents would have doubled the prevalence of individuals serving an OLR
being victims of serious violence during their sentence. This provides initial suggestions of potential
under-reporting and difficulties in initiating formal procedures. Worthey and colleagues (2022) found that
more than three quarters of prisoner on prisoner assaults were witnessed by other prisoners but not by
prison staff, emphasising the role and importance of under-reporting. A possible explanation for under-
reporting could be perceptions of prisoners around reporting and co-operating with the authorities. For
example, Brown and colleagues (2023) stated that masculinity was often provided as a reason behind the
lack of reporting of sexual assault in prison.

Being the victim of serious violence in custody was also positively correlated to having a diagnosed
substance use disorder (at sentencing). Studies have indicated that substance use can increase
victimisation risk (for example, Kaysen et al., 2006; Testa et al., 2003) with some studies reporting a
particular link between males and self-reported physical victimisation (for example, Meade et al., 2007;
Reed et al., 2009). One explanation could be individuals with pre-sentencing substance use problems
continuing to have issues with substances during their sentence. This could lead to practical and
economic consequences such as securing substances through running up debts. Violence may then
occur in situations where the individual is unable to pay back the debts. Another explanation could be the
vulnerability of individuals, both in terms of their general vulnerability (for example, Brooke and colleagues
(2000) found that individuals with problematic substance use were more likely to report childhood
adversity, antisocial behaviour and previous self-harm) as well their state of vulnerability when under

the influence. The moderate association found in this study between substance use and being a victim
of violence during the sentence does provide a potentially useful indicator from the RAR that could be

39 Section 210E of the Criminal Justice (Scotland) Act 2003 sets out the risk criteria.
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used by lead authorities as part of sentence planning to implement effective care and risk management
strategies.

7.5 Custodial Incidents (perpetrator)

Several individuals accounted for just over a third of the identified incidents of serious violence during the
sentence. This included one individual who had double the average number of incidents. This suggests a
small proportion of individuals sentenced to the OLR engage in repeated violence during their sentence
in custody. The evidence of further individuals engaging in behaviour nearing but not reaching the
threshold of ‘serious violence' used in this study also suggests the prevalence of general aggressive
behaviours. Overall findings from this domain support the notion that a proportion of individuals
sentenced to an OLR continue to pose a risk of serious harm within the custodial environment and to
those present within it.

This is further evidenced through the positive association found between violence towards staff and an
individual being in secure care as child. This could firstly be reflective of over-representation within the
prison system of those with care experiences. For example, the United Kingdom Joint Working Party

on Foster Care (1999) reported that children in state care were up to 60 times more likely to be sent

to prison than most children. It is also possible that this association between violence towards staff

and experiences in secure care is reflective of particularly problematic early attachments which leads

to relational issues in adult life (for example, not trusting others, and anti-authoritarian beliefs) which
experiences in care and prison exacerbate. Studies have shown an association between institutionalised
care and negative cognitive outcomes (for example, Berens & Nelson, 2015; Van ljzendoorn et al., 2008).
Other studies have linked separation from a parent during childhood to later elevated risk for violent
offending (Mok et al., 2018). There is also the comorbidity explanation across numerous studies that
have found young people in different types of secure care to have high rates of early childhood trauma
(for example, Hill et al., 2019; Stewart et al., 2020) and high rates of mental health problems (for example,
Ford et al., 2007; Hill et al., 2016). It may also be that this association between violence to staff and
secure care experiences are indicators of desensitisation to violence. Scottish data from 2020 (Gibson,
2020) reported that young people who went into secure care were more likely to come from deprived
areas and more likely to have experienced several adverse childhood events than their peers. As such,
the association found in this study may be, at least in part, moderated by other co-occurring matters
such as early parental separation and traumatic experiences, the frequency and severity of traumatic
experiences, and the impact on the forming and maintenance of healthy relationships. Similar to the prior
section, the experience of secure care as a child in someone's background could be a useful indicator to
inform sentence planning.

7.6 Self-harm, suicide & dual-harm

This study found that nearly half of the sample had evidenced historical self-harm, a quarter self-harmed
during their sentence, and a fifth had both historical self-harm and self-harm during their sentence. Firstly,
the prevalence of historical self-harm alone is a marker for the likelihood of this behaviour presenting
during the sentence. Kent and colleagues (2024) found that having historic self-harm was an established
risk factor for self-harm in prison, and so it is perhaps unsurprising that just under half of individuals with
historical self-harm self-harmed during their sentence.

In terms of how this study’s prevalence of self-harm compares to other potential prevalence rates, there
are some uncertainties regarding true rates due to issues like under-reporting. For example, the National
Institute for Health and Care Excellence (2025) stated that UK data suggested 60% of adults do not
contact medical or psychological services after self-harming. Where there are rates to compare to, they
vary. For example, the Adult Psychiatric Morbidity Survey (2023/24) reported that 8.5% of men aged 16-
74 reported ever self-harming (NHS, 2024), and Favril and colleagues (2020) stated that it was less than
1% of adults in the general population annually. For comparison, in the current study, the prevalence of
individuals with a history of self-harm was 44%.

In terms of self-harm within custody, Stephenson and colleagues (2025) found that prevalence rates

had increased from 300 per 1,000 prisoners in 2013 to 805 per 1,000 in September 2023, and Kent
78



and colleagues (2024) found that 11% of their participants had historic self-harm. Whereas Favril and
colleagues (2020) reported the annual prevalence of self-harm in prison to be estimated at 5-6% in
men, which was similar to the 6% annual rate of self-harm in prisons in England and Wales reported by
McTernan and colleagues (2023). This would mean prevalence rates of between 5-8% in comparison to
this study identifying 24% of individuals engaging in self-harm during their sentence.

It is worth noting that not everyone with historical self-harm evidenced self-harm during their sentence,
and there were two individuals who evidenced self-harm during their sentence and had not done so
historically (or at least it had not been identified as part of the RAR at sentencing). Further enquiry into
the rate of self-harm in this population may benefit from exploring the presentation and life histories

of individuals (for example, traumatic experiences, responsivity characteristics, etc.) rather than
environmental contributors. Although, based on the two individuals evidencing self-harm during their
sentence having not done so historically, it can't be ignored that environmental factors related to the
sentence and its consequences may play a role for some individuals and should always be monitored and
considered by those responsible for the care of individuals. For example, Favril and colleagues (2020)
found that serving a life sentence doubled the odds of self-harm in prison, and other studies have found
factors like frequent cell moves (Stephenson et al., 2025), single cell placement (McTernan et al., 2023;
Stephenson et al., 2025), and being on remand (McTernan et al., 2023) have been associated with a higher
number of self-harm behaviours. Whereas homelessness (Favril et al., 2020), unemployment before
imprisonment (Favril et al., 2020), being younger than 30 years (Favril et al., 2020), previous self-harmin
prison (Ryland et al., 2020) and current suicidal ideation (Ryland et al., 2020) have been associated with a
higher likelihood of self-harming in prison.

This study also found that just over a third of the entire sample had attempted suicide at some point prior
to their sentence, a tenth had attempted suicide during their sentence, and 8% had done both. The Adult
Psychiatric Morbidity Survey (2023/24) (NHS, 2024) reported that 6.9% of men had ever made a suicide
attempt, and Kent and colleagues (2024) reported a forensic sample with 12% self-reporting a history of
suicidality. Both of these are markedly below the 36% of individuals identified at sentencing in this study.
Furthermore, Kent and colleagues (2024) reported that having historical suicide attempts increased

an individual's odds of a suicide attempt in prison, which provides context to the 8% of individuals with
both (a history and more recent attempts) in this study but also reinforces the relevance of identifying
historical self-harm and suicide attempts in the context of sentence management.

Regarding dual-harm —the co-occurrence of self-harm and violence (Pickering et al., 2021) - this study
found that 10% of individuals had engaged in self-harm and violence during their sentence. There
appeared to be a small group of individuals within this study that accounted for a large proportion of the
adverse incidents, inclusive of perpetrating serious violence against others and self-harming behaviours.
However, individuals who perpetrated serious violence during their sentence, were equally as likely to
have engaged in self-harm, as they were to have not. Conversely, someone who engaged in self-harm
was as likely to have perpetrated serious violence in custody as not. This does not, however, mean that
these subgroups represent the same risks and needs. Studies by O'Donnell and colleagues (2015) and
Slade and colleagues (2020) found that those who engage in both harm of self and others engaged

in more severe harmful behaviours than those who engaged in sole harm. Certainly, the current study
found that dual-harming individuals did engage in more frequent harmful behaviours. Furthermore, Slade
and colleagues (2020) found that when compared to those who self-harm, prisoners who engaged in
dual harm were involved in significantly more incidents, including fire-setting and property damage,

took higher risks with self-harming behaviours (for example, the use of ligatures), experienced more
punishment, longer periods in segregation and typically spent 40% longer in prison. The findings

from this study may provide some initial support to Slade's findings that individuals involved in dual

harm present a distinct group. If this is the case, it would be helpful to better understand this subset

of individuals subject to an OLR to refine guidance and support to lead authorities tasked with their
management and care.

7.7 Implementation of RAR Recommendations

Risk assessment is an individualised process and there is not a recommended minimum or maximum
number of recommendations. However, the level of variance is notable and may reflect different assessor
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backgrounds, professions, styles, and assessment approaches.

It is perhaps unsurprising that the least common type of RAR recommendation was further assessment
when considering the depth of the RAR and that it informs a decision around a lifelong sentence. There
is an argument that the individual should be assessed to the level necessary to inform this, and as

such there may be an expectation that the necessary assessments are conducted and concluded.
Furthermore, whilst under half of these type of recommendations were fully implemented the majority
of non-implementation was evaluated as defensible and related to recommendations generally saying
things like “review this area” or “conduct this if necessary”, and the Lead Authority often providing a
rationale for a change in direction regarding risk management.

Recommendations relating to psychological therapy accounted for just under 5% of all RAR
recommendations, but nearly half of these were not implemented (only a fifth were fully implemented)
and over two thirds of these were evaluated as not having defensible reasons for non-implementation.
A similar finding was found in relation to recommendations relating to adapting the approach to

risk management. These accounted for less than 10% of all RAR recommendations, with just over
half being fully implemented, and over half of those not being implemented considered not to have
defensible reasons. Furthermore, the pattern of recommendations relating to supervision, monitoring
and skill development largely having defensible reasons when not implemented would suggest that

it is not a case of lead authorities simply omitting recommendations. It does appear that in certain
areas, like supervision, they are more likely to provide a rationale for non-implementation. Whereas
recommendations relating to psychological therapy and adapt approach to risk management are not
typically evidencing this pattern and are therefore an area for development.

Amongst the recommendations it was common (in 60% of cases) for there to be a recommendation
for those working with the individual to adapt interventions, often due to cognitive functioning and/

or personality traits. These types of recommendations being identified is perhaps unsurprising, and
the need to adapt approaches in response to an individual's responsivity needs has been highlighted
in the research base. For example, V6lim and colleagues (2019) discussed how the link between
personality disorder, treatment attrition, and increased likelihood of sexual reoffending, meant that
treatment needed to be adapted in response to personality disorder. Zara (2018) also highlighted the
importance of adapting interventions to suit an individual's cognitive needs. Out of the recommended
adaptations a sixth were evaluated as not having defensible reasons for non-implementation. Related
to this, the frequency of not implementing recommendations relating to psychological therapy and

not having a defensible reason is a concern. These areas are important when considering the specific
responsivity principle as part of the Risk Need Responsivity (RNR) model (Bonta & Andrews, 2007).
Specific responsivity is about adapting evidence-based interventions to take account of an individual's
characteristics (such as their strengths, learning style, personality, motivation, etc.). Adapting approaches
in this way (whilst still being proportionate to risk and directed at addressing criminogenic needs) can
enhance the effectiveness of initiatives like interventions by ‘fine tuning' the approach around personal
factors that facilitate the individual's learning. Research has shown that adherence to RNR principles,
inclusive of the responsivity principle, leads to greater reductions in recidivism (Hanson et al., 2009). The
lack of adapting approaches, and not engaging individuals in recommended psychological therapies,
may have implications for individuals' ability to engage more effectively with and benefit from later
approaches such as OBPs.

The breadth of recommendations made in the 50 RARs included in this study suggests a wide range of
risks and needs across the sample (for example, general violence, sexual violence, personality, etc.). This
poses a challenge regarding prison management, especially when considering the dosage, intensity and
service requirements often associated with interventions in these areas. Conversely this sample also
evidenced instances where individuals were accessing groupwork when the RAR had recommended
that this may not be suitable. This relates back to effective application of the responsivity principle
because the group format may not be suitable for everyone. Some individuals might have difficulties
operating in groups, may feel uncomfortable in a group setting, or have specific needs that require
individualised focus (for example, such as low cognitive functioning, or personality disorder). For example,
O'Brien and colleagues (2016) talk about individual treatments potentially helping to prevent high-risk
individuals from engaging in problem behaviours that could result in their removal from the group-based
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programme. They reviewed the outcomes of individual and group-based offence-focussed psychological
treatments in studies published between 1990 and 2014. Findings suggested comparable outcomes for
group-based and individual treatment but the authors proposed that individual interventions may help
effectively prepare individuals for group treatment, and/or promote possible benefits particularly when
stable internal factors impair responsivity. They concluded that identifying and responding effectively to
responsivity factors through both individual and group-based treatments increases the likelihood that
interventions are effective by being appropriately adapted to the individual's needs.

Recommendations relating to supervision and monitoring were areas that tended to be largely
implemented. This suggests these areas of implementation are relative strengths regarding sentence
implementation. Whereas difficulties appear to more commonly occur in relation to responding to
responsivity needs and offence focused work. Recommendations relating to victim safety planning (VSP)
strategies were not as frequently observed (in just over a third of cases). One explanation for this is that
this is a more recently developed and evolving area within assessment practices. For example, it is now
more routine for a number of structured professional judgement (SPJ) risk tools (for example, HCR-20v3,
RSVPv2, SARAvV3) to support the production of VSP strategies. In fact, the SARAv3 (used to assess IPV),
as part of its update from the previous version, moved to inclusion of victim vulnerability items. This is an
example that reflects the changing practices in the area of VSP regarding risk assessment.

7.8 Implementation of Further Recommendations

Under half of the further recommendations made during an individual's sentence were fully implemented,
with nearly two thirds of those not implemented being evaluated as defensible. The high rates of hon-
implementation raises questions unique to the nature of further recommendations. These are produced
during an individual's sentence, and almost exclusively via the Lead Authority who are also responsible
for an individual's sentence management. It creates a dynamic that could be reasonably perceived as
barriers to progression being placed on an individual which potentially would not be the case where a
further recommendation is highlighted and actioned, with a clear purpose and outcome.

Within the non-implemented recommendations, a large proportion related to further assessment. This
was also reinforced by the number of further recommendations being significantly and strongly positively
associated to the number of further assessment recommendations. This may reflect lead authorities
having a bigger sample of behaviour to draw from and observe (for example, individuals' behaviour

can present quite differently within the prison environment) and this eliciting different interpretations

and conclusions. For example, within the Offence Parallelling Behaviour (OPB) framework put forward

by Daffern and colleagues (2010) there is the concept of a unique custodial reaction (UCR) which is
"behaviour provoked by the abnormality of the custodial context that is not evident outwith custody”

(pg. 80). There is also the potential that highlighting the need for further assessments reflects risk
aversiveness and uncertainty in the approach of lead authorities.

Within the further recommendations relating to further assessments there was a theme of cognitive

and neuropsychological assessments. The pervasiveness of this type of recommendation meant that
both implementation and non-implementation were frequent outcomes. This may suggest a resource
issue where there aren't enough qualified assessors to carry out the assessments being identified. It
raises questions regarding whether this is being assessed or explored frequently enough at the RAR
stage (with the argument underpinning this perspective being ‘why do lead authorities frequently
identify the need during their sentence?’). Additionally, it was clear from the current study that there were
inconsistencies in how issues relating to learning disability, learning difficulties, and cognitive functioning
were communicated in assessments (as evidenced by the prevalence of ‘unclears’ in these areas). If this
is unclear in the RAR then it is possible that this is contributing to lead authorities perceiving a need to try
and clarify this via further assessment, which is then elevating the number of further recommendations
relating to cognitive functioning assessments.

Psychological therapy was another common theme to the further recommendations in terms of these
often not being implemented and in the majority of such instances without a defensible rationale.

For example, just under a quarter of individuals had at least one further recommendation relating

to psychological therapy, and just over half of these were not implemented and lacked a defensible
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rationale. This represents a pervasive issue in psychological therapy not getting delivered for those who it
is deemed to be relevant and potentially beneficial to during their sentence.

Trauma-related work (considered under ‘Psychological Therapies' in this study) being identified and

not implemented was another theme in the further recommendations. It was notable that similar types
of therapies were being identified in RARs and also not being delivered. As such, it appears that the
number of individuals this work is highlighted for accumulates, but does not clearly lead to a service
delivery plan. There are potential consequences related to outstanding trauma-related work. For the
individual, they may continue to experience difficulties associated with trauma-related symptoms, such
as intrusive memories or dreams, negative self-talk, and increased physiological arousal (American
Psychiatric Association, 2013). Individuals exposed to cumulative and complex trauma (which based

on the high prevalence rates identified in the current study could be considered fairly typical) are also
more vulnerable to prolonged or significant activation of the body’s stress response, which can result
in alterations in brain structures associated to changes in cognition and behavior (Briere & Scott, 2015;
Martin et al., 2013). If lead authorities are highlighting the need for trauma-related work, which is then
not being delivered it stands to reason that an individual's ‘unresolved trauma’' could continue to lead to
them experiencing triggers; stimuli that reminds an individual of a prior traumatic experience and cues
associated extreme responses related to the memory rather than the present situation (van der Kolk,
1994). These behaviours, often driven by self-protection, can lead to challenging behaviours such self-
harm or aggression (both demonstrated in the current study) and pose barriers to engagement, stability,
and reducing risk.

7.9 Responsivity characteristics

The prevalence of responsivity characteristics across this sample is significant. Using the discrete
variable definitions adopted in this study meant a total could be computed, and this showed on average
each individual had 8.50 discrete responsivity characteristics at the point of sentencing. This evidences
the complex and co-occurring needs within this group of individuals. Furthermore, on average over
three responsivity characteristics were identified per individual during the sentence, suggesting further
complex needs in the population beyond those identified at sentencing.

It would be useful for future research to apply the same responsivity framework across everyone
sentenced to an OLR, as well as potentially those who received a Risk Assessment Order (RAO) and
had a RAR completed, but did not receive an OLR. This would allow for the identification and analysis of
potential factors evaluated as relevant to different sentencing outcomes and decision-making.

a) Personality
i) At sentencing

Personality responsivity characteristics were the most commonly identified area of responsivity across
individuals at sentencing, with over 90% evidencing some form of personality disorder or problematic
traits. Notably, a third of these individuals also had a non-PD responsivity characteristic, evidencing
comorbidity issues within this population. This is aligned with a study by Watson and Clark (2023) who
found that most individuals diagnosed with Borderline Personality Disorder (BPD) met the criteria for
multiple other conditions including mood disorders, substance use disorders, Post-Traumatic Stress
Disorder (PTSD) and Attention Deficit Hyperactivity Disorder (ADHD).

Psychopathy and Anti-Social Personality Disorder (ASPD) were the most common conclusions in relation
to identified problematic traits and/or personality disorder. In comparison to the RMA (2025b)414° study
on the prevalence of psychopathy in those sentenced to an OLR, in both studies the prevalence rate

of psychopathic traits was around 50% whereas this study evidenced a slightly higher prevalence of
psychopathy (28%) compared to the 2025 study (24.16%). The 2025 study provides a comprehensive
overview of the implications of psychopathy that will not be replicated here, however it is worth noting
that psychopathy has been linked to: recidivism (for example, Leistico et al., 2008; Walters, 2003),

40 Available at https://www.rma.scot/wp-content/uploads/2025/08/Psychopathy-and-the-OLR-August-2025.pdf
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violence (for example, Hare, 1991; Skeem & Mulvey, 2001), increased frequency and diversity of offending
for example, Anderson et al., 1999; Smith & Newman, 1990), more serious offending (for example, Kruh

et al.,, 2005; Serin, 1991), sexual offending (for example, Hawes et al., 2013; Quinsey et al., 1995) and
behavioural disruption in custody (for example, Edens & McDermott, 2010; Walters, 2003).

Rates of personality disorder in prison populations have been frequently reported across different
research studies. Whilst prevalence rates do vary, what is consistent is the notion that personality
disorder is more frequent in the prison population compared to the general population. For example,
the National Institute for Health and Care Excellence (2014) reported that 64% of male sentenced
prisoners had a personality disorder and international studies have shown prevalence rates as high
as 80% (for example, Black et al., 2007; Fazel & Danesh, 2002; Roberts & Coid, 2010). For comparison
the current study found that 74% of individuals had at least one personality disorder which appears
broadly comparable to the previous studies. However, in this study 24% had two or more personality
disorder diagnoses, suggesting the significant relevance of comorbidity, which is further reinforced
when considering 32% of individuals had at least one personality disorder diagnosis and one non-PD
diagnosis.

Prior studies have also found that the most prevalent personality disorders tend to be ASPD (for example,
Coid, 2002; Fazel & Danesh, 2002) and BPD (for example, Black et al., 2007; Coid, 2002; Sansone &
Sansone, 2009). The current study aligns with these findings, with a prevalence rate of 46% for ASPD
and 20% for BPD. However, psychopathy was also identified in 28%. Furthermore, there are other
studies that have found high rates for other personality disorders. For example, Slade and Forrester
(2013) found that 77% of their respondents reached the threshold for one or more personality disorders
and the most common types were Paranoid (44.5%), Anankastic (40.3%), Schizoid (35%) and Dissocial
(25.8%). Notably the rate of individuals having one or more personality disorder diagnoses in the current
study is comparable to Slade and Forrester's. However, the current study had a much lower prevalence
rate of Paranoid personality disorder (8%) and even lower rates of Obsessive-Compulsive Personality
Disorder (OCPD) and Schizoid Personality Disorder. From the current study it is evident the personality
presentation of the cohort is complex and likely to present challenges with effective care, engagement
and compliance.

The current study also evidenced the prevalence rates of certain personality disorders and associated
traits tended to cluster together. For example, ASPD, BPD and Narcissistic Personality Disorder (NPD)
evidenced some of the highest prevalence rates across the personality-related variables. These are all
Cluster B personality disorders (also known as dramatic, emotional, or erratic disorders) as they all involve
intense emotions, impulsivity, and unstable relationships.

There was also the finding that Avoidant and Schizoid traits were significantly positively associated

to one another. This is not the only study to have found a link or co-morbidity (for example, Meyer

and colleagues (2004) found a modest correlation, and Morse and colleagues (2002) a slightly larger
correlation).*’ This association could be a reflection of a similarly observed characteristic of social
detachment across both presentations. However, Livesley (1986) suggested social detachment could be
viewed on a continuum with Schizoid at one end with detachment due to an aversion to social contact,
and Avoidant at the other end with withdrawal being motivated through fears of social rejection. This
could suggest that further formulation of cases and enquiry around an individual's views of social
relationships and desire for social contact might better detangle and differentiate between Avoidant and
Schizoid traits in individuals.

i) During the sentence

Personality was the most revisited area of responsivity during the sentence. That is, lead authorities
would more commonly carry out reviews and/or re-assessments in this area than in other areas of
responsivity. These types of responsivity characteristics also represented the main area where any
diagnoses would get changed or removed, and in these few instances it often only occurred following
multiple assessments. It appears that, similar to at sentencing, personality continues to be a particularly

41 See Winarick and Bornstein (2015) for commentary on the associations and differences between Schizoid and Avoidant
personality.
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pertinent area of responsivity relating to individuals sentenced to an OLR.
b) Learning & Communication - at sentencing

It is important to set the context of findings in this domain prior to further analysis of their meaning. The
prevalence of ‘'unclears' in this area was notable and had an impact on prevalence rates. This is discussed
under the Limitations section but as an example the combining of ‘unclears’ with confirmed diagnosed
learning disability would increase the prevalence rate from 8% to 16%. In general, there appears to

be language and definitional issues in relation to learning disability, learning difficulties, Intellectual
Developmental Disorder (IDD), and cognitive functioning. These terms are often used interchangeably
despite having different definitions and meaning.

Due to the coding process in this study considering learning disability and learning difficulties separately
meant figures could be combined (as they represented separate individuals). This meant 24% of
individuals had either a learning disability or learning difficulty. For comparison, the Prison Education

and Accredited Programme Statistics 2023 to 2024 (Ministry of Justice, 2024) published that over half
(55%) of prisoners who took an initial assessment and then enrolled on a course had a learning difficulty/
disability (LDD) across public prisons in England. The figures in the current study — even when combining
learning disability and learning difficulties and adding in the ‘unclears’ (38%) — do not align with those
reported figures. Although the Ministry of Justice (ModJ, 2024) figures appear to firstly relate to a cohort
of individuals who enrolled in education, and not all prisoners. It is also important to highlight that the
Mod cohort will have had some form of assessment, whereas not all individuals subject to an OLR have
had their cognitive functioning and learning needs assessed. This means there could be individuals with
cognitive functioning issues that have not been identified.

Focusing specifically on diagnosed learning disability, a Scottish Government (2022a) publication on the
mental health needs of the Scottish Prison Population found that 0-3% of people in prison were found
after clinical assessment to have an intellectual disability, although it suggested that as many as 10% may
have borderline intellectual disability. Furthermore, Mencap*? report on their website that 2.16% of adults
in the UK (excluding Scotland) are believed to have a learning disability. They also detail that these figures
may be conflated with learning difficulties, suggesting that communication and definitional issues are not
unique to the context of the current study. The Scottish Commission for People with Learning Disabilities
(SCLD, 2019) reported a prevalence rate of 0.52% in Scotland. The figure of 8% with diagnosed learning
disability found in the current study is higher than the 2-3% cited by Mencap, and clearly higher than the
Scottish 0.52% cited by SCLD; but falls below the 10% related to borderline intellectual disability cited in
the 2022 publication on the mental health needs of the Scottish Prison Population (Scottish Government,
2022a). Factoring in the limitations regarding coding variables in this area due to varied assessment
practices it would be difficult to conclude on the basis of this sample of 50 that there definitely is a higher
rate of learning disability within the individuals sentenced to an OLR. Application of the responsivity
framework used in this study to the entire cohort of individuals sentenced to an OLR, as well as
recommendations to target improved communication in this area, would help improve understanding of
its prevalence and relevance.

Furthermore just under a third of individuals were recorded as having low cognitive functioning.*® The
term borderline intellectual functioning describes a group of people who function on the border between
normal intellectual functioning and intellectual disability, between one and two standard deviations below
the mean on the normal curve of the distribution of intelligence, with roughly an 1Q between 70 and

85. According to the normal curve, as much as 13.6% of the general population falls into this category
(Wieland & Zitman, 2016). As such, the prevalence rate of 30% in the current study is markedly higher
than in the general population. Borderline intellectual functioning is not a disorder according to DSM

or ICD classifications; however, it has been strongly associated with negative outcomes for individuals

in this category. Problems with adaptive functioning are common, along with increased vulnerability to
mental health problems, substance use disorders and personality disorder (Weiland & Zitman, 2016).

42 Available at https://www.mencap.org.uk/learning-disability-explained/research-and-statistics/how-common-learning-
disabilit
43 Note these were not necessarily separate individuals to those coded under learning disability or learning difficulties.
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In terms of dyslexia, the current study found that 14% were stated to be dyslexic at sentencing. Dyslexia
Scotland (2024) reported that dyslexia affects 10% of the Scottish general population, and the Centre

for Social Justice (2021) reported the same figure in relation to the UK but that the prevalence rate could
be up to 50% of the adult prison population. The figures in this current study appear to be more in line
with general population rates than prison population rates. It is important to note that it is possible RARs
do not always comment on whether someone is dyslexic, and potentially other factors such as learning
disability may take precedence in reporting. However, this should be balanced against the fact it is routine
for RAR assessors to review education information (if available) as part of their assessment process and
use this to inform their case history.

A broad variable capturing literacy issues was included in this study, and was relevant to 38% of
individuals. The National Literacy Trust (2025) reported that one in four adults in Scotland experienced
challenges due to a lack of literacy skills. This equated to 26.7% and indicates the current study had a
higher rate of literacy issues. However, the joint report on reading in prisons by His Majesty’s Inspectorate
of Prisons (HMIPS) and Ofsted (2022) indicated that 57% of adult prisoners in England and Wales had
literacy levels below those of an 11 year old. Taken together this suggests the prevalence of literacy
issues in the current study aren't exceptionally high but they still indicate the relevance and likelihood of
literacy issues in those sentenced to an OLR.

The prevalence of ADHD could be considered quite low (2-8% depending on the inclusion of ‘unclears’).
The Scottish ADHD Coalition (2025) stated that around 2.5-4% of the adult population would likely
benefit from treatment for ADHD. Young and colleagues (2018) reported that around 25% of prisoners
met the diagnostic criteria for ADHD, and Young and Thome (201 1) reported that 14% of male adults
experienced a childhood history of ADHD that persisted into adulthood. Furthermore, where it persisted,
this was linked to an earlier onset of offending, a higher rate of recidivism and an eightfold increase in
institutional aggressive behaviour compared to individuals who did not meet the criteria for ADHD. Young
and colleagues (2018) concluded that when comprehensive clinical assessments were conducted using
DSM-IV criteria in prison settings then the rates of persistent ADHD symptoms were around 30% for male
adults. Finally, an evaluation of critical incidents in a Scottish prison showed a clear relationship between
participation in critical incidents and persistence of ADHD symptoms (Young et al., 2009). These prior
prevalence rates and links to relevant behaviours like violence and aggression suggest that the ADHD
prevalence rate found in the current study — even with ‘unclears’ included —would appear to be quite low.
This could suggest that assessments are not actively considering what could be a potentially relevant
and under-diagnosed area. However, further research with the responsivity framework applied to all
individuals sentenced to an OLR would shed further light on this.

b) Development - during the sentence

Despite a prevalence rate of 0% for Autism Spectrum Disorder (ASD) at sentencing, this increased to
between 4-10% (depending on the inclusion of ‘unclears’) during the sentence. This included instances
of individuals awaiting assessment and reflects the view of lead authorities identifying or considering
the relevance of ASD after an individual has received the OLR sentence. Explanations for this could be
that ASD may be difficult to identify at sentencing, and relevant behaviours and indicators potentially
becoming more evident and observable during the course of the sentence. It may also be that several
possible presentations can have quite similar features and this complicates assessment processes

at both sentencing and during the sentence. For example, psychopathy and ASD can bear some
similarities in terms of presentation and there is an argument they can co-occur. For example, Maguire
and colleagues (2024) reported, across all ages, an increased prevalence of psychopathy in autistic
individuals or those with high autistic traits (for example, 22-56% compared to an estimated prevalence
of psychopathy in the general population of 4.5%). However, the same writers comment on how ASD

and psychopathy are both characterised by dysfunctional empathy and whilst they can appear to share
observable similarities, what underlies them and the associated difficulties differs. Psychopathy may

be associated to impaired affective empathy and functional cognitive empathy, with the opposite in
individuals with ASD. Further studies have linked ASD and other personality disorders, such as BPD (Dell-
Osso et al., 2023). This link could be due to shared vulnerability to traumatic events, with higher levels of
autistic traits reported in BPD individuals who suffered from abuse compared to those without a history
of trauma. In general, a recent literature review reported that around 50% of individuals with ASD may also
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meet the diagnostic criteria for at least one personality disorder (Rinaldi et al., 2021).

In terms of the general prevalence of ASD, SCLD (2019) reported that 18.6% of adults known to local
authorities were identified as being on the autism spectrum. Whereas a 2011 Scottish census reported
0.6% of the Scottish population were known to have autism, and Scottish Government (2018) reported a
1.03% prevalence rate. Worldwide figures and research vary on the view regarding whether ASD is over-
represented in the justice system. For example, Collins and colleagues (2023) reported wide ranging
offending rates in autistic individuals from 0.2% to 62.8%, and concluded that it was over-represented.
Whereas, de Villiers (2024, as cited by Scottish Sentencing Council), stated that the rates of autism in
criminal justice reflect those in the general population at around 2%. De Villiers also commented that
individuals with autism typically have another co-occurring condition(s) that significantly influence

their risk of violent offending. The current study prevalence rate —based on being identified during the
sentence —would potentially indicate alignment with slightly higher prior prevalence rates if ‘unclears’ are
included. However, the sample size is small and the impact of ‘'unclears'’ is significant in this area because
without them the prevalence rate is comparable to the general population and the view of De Villiers. It
would be beneficial to explore this across the entire cohort of individuals sentenced to the OLR and to
compare it to individuals who did not receive an OLR having been assessed.

The absence of Foetal Alcohol Spectrum Disorder (FASD) across individuals (both at sentencing and
during their sentence) could be considered a surprising finding. However, as reported by Alcohol Focus
Scotland (2025b) there is little to no information regarding rates of FASD in the UK or Scottish prison
populations. It is expected that it would be higher than the general population, with those estimates
being 3-5%. Popova and colleagues (201 1) stated that the estimated numbers of imprisoned individuals
with undiagnosed FASD may be quite high and it is likely that people with FASD are over-represented in
the justice system. The current study does not appear to align with that perspective, however there is
the possibility of FASD being overlooked as a diagnosis across individuals. For example, two thirds of
individuals in the current study were coded as having the ACE of a substance using parent. This does
not, however, directly evidence that this was their biological mother nor that alcohol and/or substance
use occurred during pregnancy. However, it provides initial support for further exploring the prevalence
of FASD in this group of individuals. Application of the responsivity framework used in this study to

the entire cohort of individuals sentenced to an OLR would provide a more informed perspective on
prevalence of FASD.

c) Neurological
i) At sentencing

Traumatic brain injury (TBI) is a form of acquired brain injury which occurs when a sudden trauma cases
damage to the brain. Such injuries are common in prison populations where individuals have commonly
been involved in fighting or reckless behaviours. TBI can be wide ranging in severity and can have

both immediate and long lasting effects on the individuals functioning. Studies have indicated that
severe head injuries can be associated with cognitive impairment, personality change, impulsiveness,
impatience, intolerance, impaired insight, lack of concern for others, impaired concentration and memory,
poor planning and problem solving, aggression and social disinhibition (McAllister, 2008; Worthington
etal., 2017). TBl is also now considered to be a risk factor for dementia (for example, Nordstrom &
Nordstrém, 2018).

General Scottish population estimates have suggested a prevalence rate of 5.5-6% (Scottish
Government, 2022b). The frequency of TBI within Scottish prisoners has also been well researched.
Some findings have indicated that one in four Scottish prisoners have experienced TBI, with one in ten
having suffered a severe head injury, or multiple head injuries, and 24% having been admitted to hospital
as a result of a TBI (McMillan et al., 2019). McMillan and colleagues (2025) reported in a sample of 286
adult male prisoners in Scotland, that significant head injury was found in 86% of prisoners, with 35%
experiencing head injuries routinely over long periods of time.

The current study found a prevalence rate of brain injury (at sentencing) of 2-8% (inclusive of ‘unclears’).
Factoring in those coded under head injuries — a further 30-34% — would place estimates around 32-42%
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that capture individuals with a stated brain injury or head injury. This would suggest lower prevalence
rates in those sentenced to an OLR. Explanations for this could include alternative sentences being
considered for individuals where this is highlighted at or prior to sentencing. Alternatively, it is possible
that brain and head injuries are not being actively considered at the point of the RAR to the level that prior
research suggests they potentially should be. For example, the McMillan and colleagues (2025) study
reported that across their Scottish prisoner sample the most frequent cause of head injury was violence,
and the current study as well as the RMA (2022) study found prolific violence across the sample. To better
understand these findings a future option could be to conduct research on individuals who were subject
to a RAR but did not receive an OLR (for example, comparing responsivity characteristics). It should

also be noted that, like the coding of learning and communication variables, information and language

in assessments was often variable and terms like TBI, brain injury, head injury and cognitive impairment
appeared to be used interchangeably within reports. Better understanding of head injury could be an

area of crucial development, not just in relation to those sentenced to an OLR but also more generally in
better understanding individuals pathways into (and hopefully out of) crime. The McMillan and colleagues
(2025) study referenced that prisoners who had experienced significant head injuries were more likely

to have had more arrests, charges and convictions and at younger ages, and were at greater risk of
involvement in violent crime and property offences than prisoners without head injury. As such improving
our understanding of the relevance of brain and head injury to those subject to an OLR is important.

i) During the sentence

Evidence across this study indicates low prevalence of alcohol-related brain damage (ARBD) but high
rates of alcohol use and dependence (as discussed in the prior section on responsivity at sentencing).
The Mental Welfare Commission for Scotland (2019) highlighted that ARBD was present in 1.5% of

the general population, but in up to 30% of alcohol dependent individuals. There could be several
possible explanations for the dissonance between such prior findings and those in the current study.
Firstly, indicators of ARBD could potentially be being either missed, overlooked, or interpreted through

a different lens (for example, ARBD can lead to executive functioning issues and so the focus may be

on such symptoms). Alternatively, it may be that as the individuals sentenced to an OLR get older then
increasing rates of ARBD may start to emerge. For example, the Mental Welfare Commission for Scotland
(2019) found that the mean age of referral to specialist ARBD services was 55 years and three quarters
were male. A fuller sample to explore this in more detail would be useful, however the high prevalence of
alcohol problems across the sample is sufficient to suggest to lead authorities that this area may need to
be monitored to see if it becomes more impactful over time.

The low rates of dementia observed in this study (2% ‘unclear’) may also be worth considering as
something that could shift as individuals' age on the sentence. Scottish Government (2024) reported

a prevalence rate of 1.6% of Scotland'’s population, and Alzheimer Scotland (2024) stated that 7.2%

of individuals in prison aged 50 or over had dementia. With the OLR being an indeterminate lifelong
sentence it is likely that variables like dementia, and ARBD, could become highly relevant and prevalent as
individuals' sentences continue, which then poses unique challenges to the lead authorities responsible
for their care and risk management. Exploration of a larger sample would also support a better
understanding of the current landscape regarding these areas.

There was also evidence of several individuals being identified with low cognitive functioning during
their sentence. This aligned with evidence of lead authorities identifying a need for neuropsychological
assessments, and a split between some of these being implemented and others not.

c) Physical Health Issues - during the sentence

Just under a third of individuals evidencing physical health issues during their sentence is an important
finding from this study, with just under a fifth of all new responsivity characteristics identified during

the sentence being related to physical health responsivity characteristics. The 2019 Scottish Prison
Survey (Scottish Government, 2022d) revealed that just over a quarter of prisoners reported having a
long-term iliness that staff were aware of. The current study —and the coding of physical health issues -
encompassed long-term illness and other issues but evidences similar, if not a slightly higher, prevalence
of physical health issues.
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This study also evidenced several individuals being diagnosed with cancer, and several with Chronic
Obstructive Pulmonary Disease (COPD) during the sentence. The general population rate has been
suggested to be 4.4% (Macmillan Cancer Support, 2024) across the UK for cancer, indicating comparable
rates to this study (albeit this study has a small sample to compare this to). In terms of COPD, Public
Health Scotland (2025b) reported that 2.5% of the Scottish population had a diagnosis of COPD, with the
rate in the current study being slightly higher (but again this is a small comparative sample).

e) Alcohol & Substances
i) At sentencing

The prevalence of historical problems with alcohol use —identified at sentencing —was an evident

pattern across individuals in this study, with over 80% of individuals flagging for either diagnosed alcohol
dependence or problematic alcohol use. The Prison Survey 2024 (SPS, 2025) highlighted that 55% of
respondents used alcohol in the community prior to imprisonment, with 31% saying they were under the
influence of alcohol at the time of their offence(s). Alcohol Focus Scotland (2025a) also reported that
22% of Scottish people engaged in ‘harmful or hazardous drinking’ (based on a regularly drinking more
than 14 units per week). Whilst there are limits in comparing across these studies, the prevalence of
alcohol use problems in the current study appears particularly important and relevant to this cohort. From
a qualitative perspective across the 50 cases there were frequent themes relating to hospitalisation, daily
and chronic use, and links to offending behaviour.

Two thirds of the sample met the criteria for either diagnosed substance use disorder or problematic
drug use. Public Health Scotland (2025a) estimated the prevalence of opioid dependence in Scotland
was 1.74% in adult males. The Scottish Centre for Crime & Justice Research (Toomey et al., 2022) found
that 40-75% of individuals reported a drug problem or tested positive for illegal substances on entering
prison. The current study had a prevalence rate of 4-12% (depending on the inclusion of ‘unclears’) with
a diagnosed substance use disorder with a further 60% having problematic drug use. Cumulatively this
would place the current study’s prevalence rates at the higher end of those reported by Toomey and
colleagues (2022). This reinforces the relevance of substance use to those individuals sentenced to an
OLR.

i) During the sentence

The low prevalence rate of alcohol use during the sentence in comparison to individuals with historical
problematic alcohol use can be explained by the majority of individuals being in closed conditions
where access to alcohol is prohibited, and subversive access is likely to require a process of making
alcohol. However, ‘during the sentence’ does also include individuals spending time at National Top End
(NTE), Open Estate (OE), and in the community, with the latter re-introducing easier access to alcohol.
The sample size for the more open environments is small within this study and it is possible that rates
of problematic alcohol use may evidence a rise in those sentenced to the OLR as the proportion of
individuals' experiencing community access increases.

Just over a third of individuals in this study evidenced problematic substance use during their sentence.
Toomey and colleagues (2022) reported that nearly 40% of individuals had used illegal drugs in prison,
which would suggest a broadly comparable rate. However, Toomey and colleagues were referring to use
whereas this study is problematic substance use which is suggestive of more pervasive use. For example,
an individual in this study would not have been coded ‘yes' for problematic substance use based on

an isolated incident of substance use. It also perhaps surprising that the historical prevalence rate of
problematic substance use in this study was 62%, compared to 34% during the sentence. Explanations
for this could be hidden substance use not captured in this study (for example, it went undetected, it
wasn't reported, or it was observed and reported as something else) or it could reflect some individuals
experiencing stability within custody and being engaged with services like NHS Addictions.
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e) Mental health
i) At sentencing

The Scottish Government (2012) reported that 1-2% of the Scottish population had a diagnosed
psychotic disorder, with a prevalence rate of 3-18% cited in relation to the UK prison population
experiencing psychosis in the preceding month (Scottish Government, 2022a). The current study found
historical rates of psychosis to be 10% of the entire sample, which appears to be towards the higher end
of prevalence rates but not notably different. In terms of hallucinations (not attributed to psychosis) Yates
and colleagues (2021) reported a prevalence rate of between 3-7% depending on age, which is markedly
lower than the 20% reported in the current study. It is possible that the apparently high prevalence rate in
this study is significantly impacted upon by the co-occurring prevalence rates regarding substance use.

Historical symptoms of anxiety and/or depression were a common feature of this study’'s sample (both
around half). Scottish Government (2022c) reported that 17% of adults (in 2021/2022) had reported
having two or more symptoms of anxiety, and this reached as high as 25-26% in the 16-34 age group.
This figure closely resembles the 27% stated by the Mental Health Foundation (2023) when referencing
the proportion of individuals who had experienced anxiety to level of it stopping them doing things
they wanted or needed to do, or the 21% who felt anxious most or all of the time. In terms of the prison
population, Gilling McIntosh and colleagues (2023) produced an estimated figure of 16% for anxiety
within Scotland's prison population. Regardless of the comparison, the historical figures found in this
study of 46% are markedly higher and suggest anxiety is a particularly relevant mental health need

for those subject to the OLR. Gilling McIntosh and colleagues (2023) also produced an estimated
figure of 17.9% for depression in the Scottish prison population, whereas the Scottish Health Survey
2022 (Scottish Government, 2022c) reported 13% of individuals reported two or more symptoms

of depression. Akin to the findings around depression, this suggests that depressive symptoms are
experienced more frequently historically in those sentenced to the OLR. Furthermore, the quarter of
individuals with other mental health issues (such as PTSD, sleep issues) provides further weight to the
importance of mental health in this group of individuals.

i) During the sentence

In terms of acute mental health issues presenting during an individuals' sentence, a notable finding was
just under a third of individuals experiencing anxiety symptoms. However, this is set against a backdrop
of high rates at sentencing. Interestingly, 20% of the entire sample evidenced issues with anxiety during
the sentence but this was not evident historically from the RAR. It could be that individuals’ simply hadn't
sought help or support regarding issues in the past, or it could be that the prison environment and related
factors increased the likelihood of individuals’ experiencing anxiety. For example, prison sentences
impact on social connections and factors like familial disconnection have been found to have significant
psychological impact such as inducing anxiety (for example, Douglas et al., 2009; Harner & Riley, 2012). A
recent study by the Prison Reform Trust (2025) also reported on prisoners' experiences and an element
of their findings related to the perceived negative impact on factors like delays to progression and
communication and relationships with family members. With over two thirds of individuals experiencing
anxiety either historically or during their sentence it was clear that anxiety is a particularly relevant mental
health need in individuals sentenced to an OLR. A similar pattern was observed in relation to depression
symptoms with a total of 70% of individuals experiencing them either historically or during the sentence.
Interestingly, of those who experienced depressive symptoms during their sentence, just under two
thirds had not experienced it historically.

One explanation for the higher historical rates is simply that this is capturing lifetime prevalence, whereas
during the sentence will reflect varying time periods depending on how long individuals’ have been on
their OLR. Some individuals will have been on the sentence for nearer the minimum period for inclusion in
this study (minimum of a year) whereas others may have had the sentence for over 15 years. As such, the
differences in historical and sentence rates could be due to the sampling method and comparing lifetime
prevalence to a more acute and recent period. It is also possible that individuals with historical anxiety
and/or depression are experiencing issues during their sentence but they are not disclosing or seeking
help and support. For example, Sheikh and colleagues (2024) identified a number of barriers to help-
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seeking behaviour and evidenced the importance to individuals of perceived conformity to masculine
norms and self-stigma. Furthermore, Byrne and colleagues (2023) specifically explored prisons and
found they were portrayed as negative environments where prisoners believed expressing vulnerability
could increase their risk of exploitation. As such, prisoners formed identities around strength, and felt
the prison environment was not conducive to mental health help-seeking behaviour. It is important to
interpret the findings of the current study regarding rates of anxiety and depression during the sentence
against this context of possible under-reporting due to the impact of perceived environment, culture, and
self-preservation.

It is also worth noting that a fifth of the current sample displayed other mental health issues during their
sentence. A fairly common theme within this subgroup was reference to either PTSD, PTSD symptoms,
or trauma-related symptoms. At this time this represents a small cohort of individuals but this is worth
monitoring in this group of individuals, especially when considering the high rates of ACEs as presented
in the results section and discussed below.

f) Sexual
i) At sentencing

The notable finding in this domain was the frequency of 'unclears'. In relation to paedophilic disorder

and sadism, if these are included then it results in each of these areas being present in a quarter of the
sample. In terms of paedophilia, studies in the general population have estimated prevalence rates of
0.3% (Joyal & Carpentier, 2017), 2.1% (Bjelajac et al., 2020) and 3.8% (Ahlers et al., 2011) with varying
samples, definitions and measurements. Regarding forensic samples, Eher and colleagues (2019)
reported that a third of their sample of individuals convicted of sexual offending had paedophilic disorder,
which could be split into 2.1% of those who sexually offended against adults compared to 67.1% of
those who sexual offended against children. The current study — with the highest end of prevalence being
potentially a quarter of individuals —is indicative of a sample of individuals with a mix of violent and sexual
offending across a wide range of victim characteristics.

The prevalence of sexually sadistic behaviour (not disorder) in the general population has been estimated
at about 2% to 5% (for example, Arndt et al., 1985; Baur et al., 2016). Whereas, in samples of individuals
convicted of sexual offending, the prevalence of sexual sadism disorder has been estimated to be
somewhat higher, with percentages ranging up to 10% of individuals convicted of rape (Eher et al.,

2016) and up to a third in perpetrators of sexual homicide (Briken et al., 2005). The inclusion of ‘unclears'
regarding sadism in this study could suggest a particularly high prevalence of sadistic behaviour and
disorder (dependent on further assessment). For context, when considering responsivity characteristics
identified during an individual's sentence, for four individuals who were ‘unclear’ at sentencing these
were assessed and confirmed as sexual sadism disorder (representing 8% of the sample going on to

be confirmed). Whilst this clearly requires further consideration to increase accuracy it does appear to
suggest, at least at a preliminary level, that sadism may be particularly prevalent in this population.

i) During the sentence

At sentencing there were a noticeable amount of ‘unclears’ in relation to formal diagnoses of paedophilic
disorder and sadism. Several of those that related to sadism became areas of assessment during the
sentence and changed from ‘unclears’ to definite. It appears that lead authorities had a stronger tendency
to formally assess sadism following a RAR, as opposed to clarifying similar uncertainties in relation to
paedophilia. One possible explanation could be related to professional backgrounds. At sentencing,
RARs are conducted by assessors representing a wide range of professionals across forensic psychiatry,
forensic psychology and clinical psychology. Paedophilic disorder, as a diagnosis, may represent more

of a clinical-oriented approach as opposed to other backgrounds potentially phrasing it around things
like sexual deviance, sexual attraction, etc., which in this study would have led to an ‘unclear’ rating. The
majority of Case Managers within the prison service, which will have made up the majority of the lead
authorities for the cases sampled in this study, have a forensic psychology background.** It is therefore

44 Itis acknowledged that since the sample cut-off date of March 2023 there have been operational changes within prison
environments around the case management model. However, up to this sample cut-off the case manager role was
predominantly relevant to forensic psychologists (in the context of the prison as the lead authority). 90
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possible that better understanding something like sadism is more akin to the forensic background, and
there is not a perceived need to specifically diagnose someone with paedophilic disorder.

7.10 Offending Behaviour Programmes

This study found that four fifths of Offending Behaviour Programmes (OBP) were completed. For
comparison, a study by Hollin and colleagues (2008) regarding court mandated community based

OBPs found non-completion rates ranging from 25% to as high as 80%, whereas in North American,
Wormith and Olver (2002) reported a 37.6% rate in the secure estate of non-completion of OBPs. This
also compares to a range of 3% to 44% (average of 16%) in a study by Pelissier and colleagues (2003)
when looking at a prison based substance use programme delivered in the United States. In the UK,
Cann and colleagues (2003) reported a lower non-completion rate of 11% in relation to non-completion
of a cognitive skills programme.*® This suggests that the non-completion rate in the current study is
comparable to the lower to moderate rates of non-completion in other studies. However, the implications
and motivations for reducing the attrition rate are discussed below in the Implications section.

It is also notable that individuals tend to complete multiple programmes (3.31 per each person who ever
completed an OBP, or just above 2 per individual in the current study). Due to the nature of the OLR as

a sentence it means those sentenced to it are likely to represent a group of ‘high risk and high need'
individuals, and the findings in the current study regarding high rates of responsivity characteristics and
frequent and diverse offending behaviour would appear to support this conclusion. As such, it may not
be surprising that individuals are highlighted for multiple OBPs. Furthermore, over 90% of a sample of
over 200 individuals sentenced to an OLR were given a ‘'high’ risk rating as part of their RAR (RMA, 2022)
and some of the key features of the high risk rating are “The individual has problematic, persistent, and
pervasive characteristics that are relevant to risk and which are not likely to be amenable to change,

or the potential for change with time and/or intervention is significantly limited" and "The nature of the
difficulties with which the individual presents are such that intervention is unlikely to mitigate the need
for long-term monitoring and supervision." (RMA, 2018). These elements of the high risk definition do
suggest that treatment-related issues are likely across this cohort based on their assessments.

However, this can also be considered alongside the findings that 24% of the sample had repeated the
same type of OBPs at some point. At the time of writing there does not appear to be any literature or
research on the impact of repeating the same type of OBPs. The repeating of interventions, based on
limited gains, alongside the views of practitioners and agencies that there are outstanding treatment
needs could suggest a need for further consideration and attention be given to an individual's readiness
to change. Readiness to change hasn't always been associated with decreased recidivism (for example,
Alward et al., 2020; Maldonado & Murphy, 2018). However, it has been linked to an improved therapeutic
alliance, treatment engagement (particularly post-release) (for example, Alward et al., 2020) and
retention (for example, Longshore & Teruya, 2006), and others have detailed the importance of aligning
interventions with an individual's level of readiness (Serin & Kennedy, 1997; Ward et al., 2004; Williamson
et al., 2003). What is clear is the significant treatment-related resource invested in this group of
individuals, and for what appears to be minimal benefits — inferred from the repeating of programmes and
remaining treatment needs. This suggests alternative approaches may be a prudent consideration.

There is also an argument regarding the benefit of individuals engaging in the same kind of work if

the initial attempts were evaluated as unsuccessful. The evidence regarding responsivity in this study
(particularly relating to rates of psychopathy, personality disorder, and cognitive functioning) would
suggest that it is common for individuals sentenced to an OLR to have characteristics that may make
effective OBP engagement challenging, particularly within a standardised group setting. Furthermore,
recommendations at the RAR stage have included the need to adapt approaches. Taken together it may
suggest a need for the approach regarding identifying, planning, delivering and evaluating OBPs to be
revisited in order to maximise the likelihood of positive outcomes.

Furthermore, the vast majority of repeated OBPs related to sexual offending OBPs. It is unclear as to
why there would be such a clear tendency for repeated OBPs to relate to work in this area. In the current

45 For fuller discussion around attrition see Hatcher (2009). 91
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study, 96% of individuals had some form of violence in their offending behaviour, compared to sexual
offending rates of 74%. However, there was only one instance of an individual repeating OBPs targeting
violence. There is an argument that this does not make sense from an evidence-based perspective as
the lower recidivism rates related to sexual offending —in comparison to other forms of offending like
violence —would not support a need for ‘'more’ OBPs in this area. For example, follow-up studies of adult
males with a history of sexual crime have generally found sexual recidivism rates of between 5% and

15% after 5 years, and between 10% and 25% after 10 years (see reviews by Hanson & Bussiére, 1998;
Hanson et al., 2017; Helmus et al., 2012). Furthermore, Scottish data published by Scottish Government
(2025a) on the 2021-22 offending cohort evidenced that individuals who committed sexual crime had
the lowest rate of reconviction within 12 months (10.6%), and 3.5% of individuals were reconvicted

for a further sexual crime. For comparison, 22.4% of individuals convicted of non-sexual crimes of
violence were reconvicted, with 16.3% for further non-sexual crimes of violence. In fact, for all index
convictions combined, the most common reconviction was for non-sexual crimes of violence (15.4%

of all individuals). It is acknowledged across all studies that observed rates will underestimate the real
recidivism rates because not all sexual offences are reported and available in the databases used by
researchers. However, this could also be said of other types of offending. As such, the disparity found

in this study between repeated OBPs being almost entirely in the domain of sexual offending appears
incongruent with the evidence base regarding recidivism rates and misaligned with the principle of
proportionality detailed in the RNR model of offender rehabilitation (Bonta & Andrews, 2007). Evidence
does indicate the belief that individuals convicted of sexual offending present an enduring risk is now well
entrenched among the public (for example, Harris & Socia, 2016; Levenson et al., 2007), policymakers (for
example, Sample & Kadleck, 2008), and those working in the justice system (for example, Lawson & Savell,
2003; Zevitz & Farkas, 2000). Requiring an individual to repeat an OBP is not beneficial to the individual's
motivation and sense of progression, and it is also not beneficial from a resource perspective, particularly
when set against an existing system where accessing programmes has been highlighted as one of the
main barriers to progression identified by prisoners (HMIPS, 2024).

In general, the current study evidences the high frequency of OBPs across individuals. This itself is
perhaps not surprising when considering it solely from a risk perspective and against the level and
diversity of offending behaviour also evident across individuals. However, it can also be considered
against the high frequency with which the parole board appear to cite ‘outstanding OBP work’ as a
reason for declined parole, and the evidence and discussion set out above regarding multiple and
repeated OBPs. Collectively this could suggest the question of what does meaningful change look like
for individuals sentenced to an OLR and where it is deemed that multiple, and often repeating, OBPs
are required. It also elicits the question as to whether progress and completion is credited as much, or
balanced against, the perceived need for outstanding work.

There were 24 OBPs, out of 133 (18.05%), that targeted alcohol and/or substances. When considered
against the high prevalence of alcohol and/or substance-related responsivity characteristics identified
this study, this could be considered quite a low frequency of these type of OBPs. One caveat to this could
be that for it to be an OBP targeting these areas the alcohol and/or substance issue identified needs to
be related to the individual's offending behaviour (typically through either directly increasing the risk of
offending, or indirectly through either reducing the effectiveness of risk management or contributing to
other proximal risk factors). In this study, the coding for alcohol and/or substance-related responsivity
characteristics was related to the person’s life and not solely relevant to risk. As such, it is possible that
much of the work targeting these areas is done through routes alternative to OBPs (such as working with
NHS Addictions).

The majority of OBPs were delivered in a group format. Group work is the typical approach to OBPs,
however given the responsivity characteristics identified in this study the reliance on this format may
contribute to individuals demonstrating limited treatment gains. For example, O'Brien and colleagues
(2016) commented that the group format may not be suitable for everyone. Some individuals may
struggle with group dynamics, feel uncomfortable sharing in a group setting, or have specific needs that
require more individualized attention. Relating this back to recommendations made at the RAR stage,
often recommendations don't specify “"don’t do groupwork” or specifically state “do this work 1:1, or 2:1".
It is more common for recommendations to say something like “adapt approaches in line with individual's
learning, intelligence, or personality”. As such it does not preclude groupwork being a focus, and there
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are undoubtedly benefits associated to delivering OBPs in a group format. For example, Garrett and
colleagues (2003) had participants that reported the benefits of shared experiences, the opportunity to
learn from others with different perspectives, and the experience of other group members challenging
them. There have been particular arguments made that group treatment may be the preferred modality
for sexual offending. One argument is that sexual offending is a relational behaviour and sexual offenders
tend to demonstrate pervasive relational deficits (for example, Jennings & Sawyer, 2003; Marshall et al.,
1999) with group treatment providing the opportunity for relevant interpersonal skills training (Ward et
al., 2006). Furthermore, group treatment can bring multiple sources of constructive challenge, positive
feedback and support, vicarious learning, and (particularly within a setting such as a prison) reflection
upon possible relationships between behaviours outside of the intervention to those within the group
(Frost & Connolly, 2004; Marshall et al., 1999). There is also the argument that individuals convicted of
sexual offending are a particularly stigmatised group across most countries and cultures and as such
the shame and distress often linked to experiencing such stigma can be somewhat mitigated by finding
others in a similar situation.

The challenge presented by the findings from the current study is that the level of responsivity
characteristics identified in this study would suggest groupwork may often not be the most suitable
approach or at a minimum it will be challenging for the individual and facilitators, and as such there is a
requirement for detailed consideration and planning on how to maximise its likely effectiveness.

7.11 Psychological Therapies

Nearly three quarters of individuals were identified as having psychological therapy as relevant to their
sentence management (either via a RAR recommendation, further recommendation identified during
the sentence, or via psychological therapy being delivered). About a third of these individuals were not
then offered the opportunity to engage in psychological therapy. This presents a barrier to effective
engagement, especially in instances where it is highlighted that such work would help address areas
like trauma, and potentially lead to increased stability and engagement more broadly. Furthermore, the
completion rate for those commencing psychological therapies was low, with only two out of every five
(40%) completing. This 60% non-completion rate broadly compares to around 20-35% in other studies
of psychological therapies (for example, Cooper & Conklin 2015; Roos & Werbart 2013). Therapy non-
completion has also been associated with poorer clinical outcomes (Cahill et al., 2003) with Saxon and
colleagues (2017) reporting that just over 10% of non-completers made statistically reliable and clinically
significant improvements while just over 3% deteriorated, which compared to just over 60% and 1% for
completers.

One explanation for the low completion rate could be that often these approaches are intended to

be long-term (for example, taking at least two years) and as such this opens up a greater possibility
for things to deteriorate for an individual or their circumstances to change and they don't complete.
Additionally, often psychological therapies are aimed at exploring and working with particularly difficult
parts of people’s lives and behaviours (for example, discussing childhood trauma). Creating and
maintaining an environment of trust and safety is crucial to the success of these approaches and itis
possible that with the majority of this sample attempting this work within prison that this is a difficult
context against which to deliver effective psychological therapy. For example, Vaswani and Paul (2019)
reported that a "them and us” culture impacts on work that by its very nature is reliant on trust and
relationships. They comment that work can be undermined and negatively impacted on by a wider
culture that doesn't support trauma-informed work, and that the prison environment brings additional
complexities to the development of trusting relationships. What is clear from the current study is that
psychological therapy is viewed as an important requirement for many individuals on an OLR, that the
focus of this is often trauma, and there are difficulties in both offering and maintaining an effective
provision.

7.12 Adverse Childhood Experiences (ACES)

This study found that 96% of individuals had experienced at least one ACE. The average across the

sample was 4.78 each (or 5.58 if the three additional ACES relating to being in care, secure care, or

prison as a child, were included). The 2019 Scottish Health Survey (Scottish Government, 2019) provided
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data about the proportion of adults experiencing adversity in their childhood and how this relates to
their current health. Findings indicated that ACEs were common, with 71% of the population having
experienced at least one ACE. Additionally, Ford and colleagues (2019) looked at the prevalence in a
Welsh forensic population and found that more than 80% had at least one ACE. The prevalence rate

of 96% in this study is much higher than these prior studies indicating individuals sentenced to an

OLR appear to have a higher prevalence of ACEs than both the general public, and the general prison
population. This is likely to have implications for health and offending outcomes of this cohort. It is noted
that this is a sample of 50 individuals and there would be utility in exploring the prevalence of ACEs
across the entire cohort.

Furthermore, in the Scottish Health Survey, 15% of individuals had experienced four or more ACEs, and
approximately 50% of those in Ford's study met this threshold. Whereas, in the current study 72% of
individuals had experienced four or more ACEs. Research has consistently found a dosage effect, with
higher numbers of ACEs being associated with poorer outcomes. Adults experiencing four or more ACEs
were statistically more likely to have negative health outcomes (for example, higher rates of obesity,
Type 2 diabetes, cardiovascular disease, life limiting conditions); experience problems with drugs and/
or alcohol, experience poor mental health and have committed and/or been the victim of violence.
Additionally, within prison populations, individuals reporting four or more ACEs are more frequently
involved in violent acts in custody, and have been imprisoned more frequently than their peers who have
experienced fewer ACEs (Ford et al., 2019). Ford and colleagues (2019) also found that around 60% of
individuals engaged in prolific offending had four or more ACEs compared to around 40% of those not
categorised as prolific. The 72% of individuals in the current study who had experienced four or more
ACEs is comparatively higher than those considered as prolific offenders in Ford's study.

Itis also possible to examine the prevalence rates of specific ACEs in the current study and compare
them to other prevalence rates cited in the literature. From Table 46 (below) it is clear that there are a
number of ACEs that occur much more frequently in the current study.

Table 46
Prevalence of ACEs across the current study compared to SG (2020) and Ford and colleagues (2019)
studies.

Adverse Childhood Experiences RMA (2025) SG (2020)+¢ Ford et al.
(2019)+
Physical abuse 72 28 41
Verbal abuse 24 47 50
Sexual abuse 46 7 18
Physical neglect 42 - 12
Emotional neglect 76 = 19
Substance use parent 66 - -
Alcohol Abuse in the house - 16 7
Drug abuse in the house = 31 32
IPVin home 66 24 40
Family member in prison 16 3 33
Family member mental illness 14 19 28
Parental separation 56 23 58

Firstly, rates of physical abuse are much higher in this study than in both the Scottish Government and
Ford studies. Prior studies have found that children who have been abused are at heightened risk for
physical and mental health problems during childhood and later in their life (for example, Lansford et
al., 2007; Widom et al., 2012). Furthermore, research has shown that in adults who report childhood

46 The Scottish Health Survey 2019: summary report (Scottish Government, 2020)
47 Understanding the prevalence of adverse childhood experiences (ACESs) in a male offender population in Wales: The Prisoner
ACE Survey (Ford et al. 2019) oL
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physical abuse there are links to increased health and behavioural problems (for example, Chen et al.,
2016; Pinto Pereria et al., 2019). A study by Lansford and colleagues (2021) found that in individuals
experiencing physical abuse in the first five years of life they had worse outcomes across several areas
of adult functioning: likelihood of having received special education services, repeating a grade in school,
on government assistance in early adulthood, lower physical health index, meeting diagnostic criteria

for any externalising disorder, any internalising disorder, or the specific disorders of ASPD and ADHD,
and self- or peer-reported criminal conviction. Such findings provide some context and explanation to
the current study’s outcomes in terms of understanding the high prevalence of prior physical abuse and
its likely relationship to the offending behaviour and other presenting issues evidenced in this group of
individuals.

Rates of verbal abuse appear to be lower in this study than other studies. However, as referenced in the
Limitations section, it is likely that this study has been impacted on by a seriousness and reporting effect.
Due to the prevalence of areas like physical and sexual abuse (which could be perceived as more serious
than verbal abuse) there is the potential that individuals evidence a tendency to focus on reporting these
aspects of abuse (if they occurred) and assessors tend to focus on reporting them, and as a result verbal
abuse could be implied but is never clearly stated (which is what was required under the coding process
for this study). For context, Olais (2022) explored the co-occurrence of ACEs in the general population
and found that 5.6% of their sample had experienced verbal abuse, 3.2% physical abuse, and 1.9% had
experienced both. Furthermore, Kim and colleagues (2017) explored co-occurrence rates in young
people. When using multiple reports made for the prior four years they found the combination of physical
and emotional abuse (noted to not quite be the same as verbal abuse, and likely similar to both verbal
abuse and emotional neglect in the current study) was present in 34.4% of cases (in 26.8% it was in
additional to other ACEs as well). This study also found a 4.7% prevalence rate of physical abuse only, and
4.0% for emotional abuse only. Both studies would appear to support the view that the prevalence rates
of verbal abuse identified in the current study appear to be under-estimated when balanced against the
identified rates of physical abuse.

The rates of sexual abuse in the current study are more than double the Welsh study. However, it is
broadly aligned with studies that have explored the rates of childhood sexual abuse amongst children
and adolescents who display harmful sexual behaviour (see Faure-Walker & Hunt, 2022). For example,
some of the higher prevalence rates have been reported by Bladon and colleagues (2005) and Vizard
and colleagues (2007) at over 70%, with lower rates at around 30-35% (for example, James & Neil, 1995;
Manocha & Mezey, 1998). The comparison between the findings from the current study to those studies
demonstrating a potential association between childhood sexual abuse and later sexualised behaviour is
unsurprising considering the prevalence of sexual offending within this study and individuals sentenced
to an OLR (around two thirds of individuals with sexual offending in their overall offending). Akin to the
outcomes associated with physical abuse, sexual abuse as an ACE has been linked to poor mental health
outcomes (for example, Dube et al., 2005; Tyler, 2002), alcohol and substance abuse (for example, Bryer
et al,, 1987), and risky sexual behaviours (for example, Steel & Herlitz, 2005; Van Dorn et al., 2005). In
addition to this myriad of biopsychosocial outcomes childhood sexual abuse has also been identified as
a risk factor for rape, IPV, and peer violence (for example, Lalor & McElvaney, 2010; Messman-Moore &
Long, 2002). This means that individuals who are victims of childhood sexual abuse can be considered
particularly susceptible to later sexual offending (for example, Breitenbecher, 2001; Desai et al., 2002).
These relationships shown in prior studies go some way to explaining the rates of sexual offending and
sexual abuse observed in those individuals sentenced to an OLR.

The rates of both physical and emotional neglect are much higher in the current study than the Ford and
Scottish Government prevalence studies. Emotional neglect in particular was found in three quarters

of individuals in this study compared to just under a fifth in the Ford study. The Scottish Government
study did not include both neglect variables. Generally research has consistently found that physical
and emotional neglect are the most prevalent forms of child maltreatment across the world (for
example, Finkelhor et al., 2013; Stoltenborgh et al., 2013). Neglect has been linked to the development
of psychological distress, particularly internalising disorders (Norman et al., 2012), and both physical
and emotional neglect can be linked to outcomes such as PTSD, substance use, and smoking (Cohen et
al., 2017) with some studies emphasising a link between emotional neglect and depression, anxiety and
stress (Grummitt et al., 2022). Based on the evidence regarding neglect and such outcomes it is perhaps
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unsurprising to see the high rates of neglect evidenced in the current study, dovetailed with the findings
around the prevalence of other factors such as mental health and substance use.

The Scottish Government and Ford studies looked at alcohol and drug abuse in the home as separate
variables, meaning a direct comparison to the current study is not possible as it is possible that the

same individuals cross both categories in prior studies. However, what is apparent is that even when
those categories are added together within those studies, the prevalence rates of substance use by a
parent would not be as high as the two thirds of individuals identified in the current study. Research has
established links between parental substance use and the child going on to show alcohol dependence
(Ohannessian et al., 2004), negative school-related outcomes (Frederiksen et al., 2022; Lowthian, 2022),
violence, experiencing other forms of abuse within the home, and negative emotionality (Velleman &
Templeton, 2007). There have also been studies showing long-term negative impacts on the child's
health and wellbeing (for example, Kuppens et al., 2020; Velleman & Templeton, 2016) as well as increased
risk of demonstrating externalising behaviours such as hyperactivity (Finan et al., 2015; Hussong et al.,
2010) and internalising symptoms such as depression or anxiety (Lee & Cranford, 2008; Pisinger et al.,
2016). There have also been studies that have shown a link between being a child of a parent with alcohol
dependence and behavioural problems (Loukas et al., 2001; Reich et al., 1993), psychological problems
(Chassin et al., 1999; Reich et al., 1993), and substance use problems (Chassin et al., 1999; 2002). Akin

to the findings regarding neglect, and the associated outcomes, the findings from the current study of
high rates of substance using parents alongside other findings such as rates of substance use, learning
related issues, and mental health problems, are all likely related.

Two thirds of individuals in this study also witnessed IPV in their homes, which was also higher than the
prevalence rates in previous ACEs studies. Other studies have also reported prevalence rates of 24% in
the UK (Radford et al., 2011) and 25% in the US (Finkelhor et al., 2015) which indicates the current study
had much higher prevalences rates of witnessing IPV. Studies have linked witnessing IPV to impaired
cognitive development (Kliem et al., 2019), educational difficulties (DePrince et al., 2009; Kiesel et al.,
2016), childhood behavioural problems (for example, Maneta et al., 2017; Pingley, 2017), aggression
(Beckmann, 2020; Steketee et al., 2021), as well as poor mental and physical health (for example, Cannon
et al., 2010; Monnat & Chandler, 2015) and a heightened risk of future violence (for example, Forke et

al., 2018; Ireland & Smith, 2009). Specific issues relating to mental health outcomes have been cited as
anxiety, depression and PTSD (Edleson, 1999) as well as impaired self-regulation (Perkins et al., 2012).
The latter may be explainable through a lens of attachment theory whereby witnessing IPV interferes with
the learning process linked to the social and developmental context of the family environment and can
lead to issues like confusion and uncertainty, hypervigilance, and poor emotional management (Vetere,
2011). The relationship between witnessing IPV and associated outcomes, similar to commentary relating
to previous ACEs, is of relevant consideration based on the high prevalence identified in the current
study.

Interestingly, for both family member in prison and family member with a mental illness, the current
study found lower prevalence rates in comparison to the Ford study. One explanation is that this is
underreported or simply an area that is unknown to both professionals and the individuals. For example,
just under half of individuals in the current study had experienced some form of being in care as a child,
and there was a general theme of family problems and separations. As such, it is possible that individuals’
are unaware of other family members being in prison or being diagnosed with mental health problems.
Alternatively, data for ACEs in the current study was largely drawn from RARs and so it is possible that
when being interviewed for this assessment (and with an awareness that it was to inform sentencing)
individuals did not actively look to disclose information relating to family members either being prison

or having a mental illness. Additionally, assessors don't typically apply psychometrics or questionnaires
specifically aimed at gathering information on ACEs and so this may contribute to potential
underreporting where interview approaches and information-gathering methods support the elicitations
of information for some ACEs and not others.

Rates of parental separation in the current study were comparable to the Ford study, and both reflect
more than half of individuals having experienced parental separation as a child. Research has linked
experiences of parental separation to outcomes inclusive of poor mental health such as internalizing
symptoms (for example, depression, anxiety, withdrawal) as well as externalizing behaviors (for example,
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aggression, theft, and vandalism), and social and cognitive difficulties leading to issues with self-control,
relationships and educational performance (Makariev & Shaver, 2010). Separation from parents has

also been shown to be significantly related to symptoms of PTSD, bi-polar disorder and schizophrenia
(Paksarian et al., 2015) and separation from fathers has been associated to later violent offending (Mok
et al,, 2018). Crittenden and Spieker (2023) also found that parental incarceration, especially maternal
incarceration, produced marked negative effects including poor physical and mental health. In line with
the findings and associated outcomes within the current study and across prior research, the high
prevalence of parental separation in this sample co-occurs with prevalent issues across physical health,
mental health, and behavioural issues such as violent offending in the vast majority of individuals.

The current study also included ACEs relating to being in care or prison as a young person. This showed
that just under half had experienced some form of local authority care as a child. This compares to a
rate of less than 1% of children aged 0-17 years, in Scotland, being placed in residential care (Scottish
Government, 2025b). Studies have linked care experiences to poorer mental and physical health (for
example, Martin et al., 2014; Williams et al., 2001), poorer educational outcomes (for example, Armfield
et al., 2020; Jay & McGrath-Lone, 2019), increased behavioural problems and offending (for example,
Pilowsky & Wu, 2005; Harkess-Murphy et al., 2013) and greater rates of self-harm and suicidal behaviour
(for example, Leslie et al., 2005; Martin et al., 2014). The current study also found that a fifth of the sample
had been in prison as a young people. Studies have linked incarceration as a youth to negative health
outcomes (Committee on Adolescence, Braverman et al., 2011; Dumont et al., 2012) and even short
periods of less than a month have been linked to adult depressive symptoms, with durations of over a
year being linked to adult functioning issues, depressive symptoms, and suicidal thoughts (Barnert et al.,
2017). The relevance of care and prison experiences as a child, within this sample, and their relationship
to other ACEs discussed in the current study as well as other outcomes (for example, self-harm, mental
health, physical health, etc.) can’t be understated.

Across all the ACEs it is recognised that the sample size is 50, and it would be useful to apply the ACEs
framework across the entire cohort of individuals sentenced to an OLR.

7.13 Sentence & Case Management

This study found that the average length of time to an individual's first amended RMP was just over 3
years, and the average longest period between two RMPs (either between an initial and amended RMP,
or two amended RMPs) was just over 5 years. As detailed in the Criminal Justice (Scotland) Act 2003 it

is for the Lead Authority to decide whether something represents significant change, and to produce an
amended RMP should they, upon review of the current RMP, deem it to be unsuitable. As such, the locus
for amendment lies with the Lead Authority. However, examples like 126 months between RMPs, and the
average longest periods being over 5 years, do appear quite excessive as this would suggest there has
been no significant change (either positive or negative) in the case in this time period. Whilst legislative
compliance may be maintained there is a question of effective risk assessment and management related
to an approach remaining the same for over 10 years. This seems particularly pertinent when considering
some of the findings in other domains of this study, such as offending behaviour and additional
convictions during the sentence, adverse incidents, etc., which could be suggestive of typical examples
of significant change. It could also be argued that with average punishment parts being around 5 years
across this sample —and whilst the time between RMPs and average punishment parts can't be truly
compared - it may perhaps be that lead authorities largely view the custodial / punishment part of the
sentence prior to any progression as not regularly requiring amended RMPs. The issue, however, is that
for the majority of individuals they remain in custody past their punishment parts and so such averages
appear to be at best a weak proxy for explaining why RMPs are not amended for long periods.

Relationships between staff and individuals within environments such as prisons have been frequently
identified as being important for an effective, positive and successful environment (for example,
Greenacre & Palmer, 2018). It is difficult for meaningful relationships to be established and maintained
when they are frequently changing. An average of 5.22 changes to Case Manager per person would
suggest frequent change. Sandbukt (2025) reported the experiences of 23 individuals convicted of
sexual offending who placed emphasis on the importance of predictability and trust. This study was

97


https://www.bing.com/search?q=Criminal+Justice+(Scotland)+2003+Act&cvid=0b4c04e5b30f4be38627ae425e360115&gs_lcrp=EgRlZGdlKgYIABBFGDkyBggAEEUYOTIGCAEQABhAMgYIAhAAGEAyBggDEAAYQDIGCAQQABhAMgYIBRBFGDwyBggGEEUYPDIGCAcQRRg8MgYICBBFGEEyCAgJEOkHGPxV0gEHNTQzajBqM6gCCLACAQ&FORM=ANAB01&PC=U531

specific to the context of effective therapeutic interventions but it bears important implications regarding
the continuity of professionals involved in managing individuals. It is acknowledged in the current

study that changes in some instances will have been necessary due to situations like prison transfers,
progression through the prison estate and levels of security, and models of case management changing
during the course of the last 20 years. There will also be the impact of individual's changing roles, and
staff sickness and annual leave. However, the level of change appears excessive.

As reflected above, this cohort also has a high incidence of personality problems, a history of

problems with engagement and compliance with professionals and difficulties building and maintaining
relationships. The frequent changes could therefore have implications for the effectiveness of case
management processes and the building and maintenance of a collaborative relationship. For example,
Livesley (2005) talked about effective principles and strategies for treating personality disorder. This
includes commentary on the increased likelihood of confusion and inconsistency when an individual has
contact with several professionals. Further importance is placed on aspects like maintaining a consistent
treatment process, and having a consistent therapeutic relationship, with the latter specifically modifying
expectations from individuals of there being unpredictability due to the experiences and resulting beliefs
from early problematic relationships. It is also worth noting that, albeit an extremely small sample, those
individuals who had experienced community access had a pattern within their sentence of consistent
and active case management apart from when changes were necessary (for example, when moving
settings) and these changes were planned and managed effectively. This will be an area worthy of future
monitoring as more individuals experience progression and community access.

In terms of time spent in SRU, a fifth of the sample had spent more than 10% of their sentence in SRU,
and 6% above half of their sentence. This appears to reflect a small proportion of individuals presenting
with consistent issues requiring time in the SRU. This is consistent with the findings from sections on
self-harm, dual-harm, additional convictions, and adverse incidents, in that there appears to be a small
proportion of individuals who evidence chaotic behaviours and present significant prison management
issues. Attention should be retained on the potential impact of time in SRU for the fifth of individuals who
have spent more than 10% of their sentence in SRU and especially for those where it is above half their
sentence. A recent Scottish study of individuals in SRU by Brisbane and colleagues (2025) adopted a
mixed method composed of questionnaires and semi-structured interviews. They found that participants
experienced negative impacts such as rumination, lack of control/autonomy, and boredom which then
contributed to issues re-integrating back into mainstream due to factors such as anxiety and fear. This
study found that length of time in particular was an important variable which further emphasises the
relevance to the cohort of individuals in the current study who had spent over half of their sentence in an
SRU.

Evidence from this study also found that 54% of individuals had demonstrated either stated
hopelessness or indicators of hopelessness and this appeared to happen at various stages of their
sentence but most commonly post their punishment part expiring. It is hard to truly understand this from
a quantitative perspective, and the RMA (2023) study into experiences of release and recall showed
some initial indications of hopelessness and its potential relationship to the OLR. However, many of the
factors identified in the 2023 study, and in the current study, could also be attributable to other types of
sentences (for example, others’ perceptions of an individual's type of offending, being labelled as certain
types of offenders, worrying about the long-term impact of a sentence). The current study evidences
that hopelessness is a relevant consideration to individuals sentenced to an OLR. Studies, such as one
by Gu and colleagues (2021) suggested that individuals frequently experiencing negative life events
during imprisonment may lead to feelings of hopelessness, which may increase engagement in self-
harming behaviours as a method of relieving negative affect. The suggestion from this study was that
hopelessness may be considered as a potentially relevant ‘bridge’ linking negative experiences and life
events within prison to the use of self-harm as a coping mechanism. The findings from the current study
regarding the prevalence of potential hopelessness (or at a minimum indicators of hopelessness) and
behaviours like self-harm suggest a potentially similar pattern. To better understand the context, nature
and impact of this on individuals' and any relationship to their OLR, it would be beneficial to apply a more
qualitative approach which gathers and analyses individuals experiences. This could consist of interviews
with those sentenced to the OLR to better understand their experiences in relation to hopelessness,

but to enable comparison and differentiation from the experiences of those on other sentences it could
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also be beneficial to interview professionals for their views of different sentences and also potentially
individuals on other types of sentences.

The prevalence of some level of denial in over half of individuals is relevant to working with individuals on
an OLR. As a reference, prior studies have found rates of around a third of individuals convicted of sexual
offences who denied their offence outright (Hood et al., 2002; Kennedy & Grubin, 1992), with the current
study finding categorical denial in a quarter of individuals (without considering the relationship to offence
type). There has been an historical assumption that denial led to a higher risk of reoffending (for example,
Levenson & MacGowan, 2004; Schlank & Shaw, 1996). However, there have been numerous studies that
have not found a consistent and direct relationship between denial and sexual recidivism (for example,
Hanson & Bussiére, 1998; Hanson & Morton-Bourgon, 2005; Mann et al., 2010). Where a relationship
between denial and risk has been found in studies it has typically been nuanced and impacted on by
offence type and risk level (for example, Harkins et al., 2010; Nunes et al., 2007; Thornton & Knight,
2007). For example, Nunes and colleagues (2007) found that denial was associated with increased
recidivism for individuals convicted of incest offending but not for unrelated victims. Whereas Thornton
and Knight (2007) found that denial was associated with decreased recidivism among those with child
victims, but increased recidivism among those with adult victims, and Harkins and colleagues (2010) and
Kingston (2010) found that for low risk men with sexual convictions, categorical denial was associated

to increased reoffending rates. There have also been studies indicating denial could potentially reduce
risk, particularly in higher-risk individuals convicted of sexual offending (Craissati, 2015) and that this
counter-intuitive interaction may be a result of denial functioning to manage internal issues like shame
and external issues like maintaining effective support networks.

7.14 Progression & Returns to Closed Conditions or Custody

Findings relating to progression should be set against the small sample size, with 14 individuals having
experienced some form of progression to less secure conditions.

The average times in NTE and OE were both around two years. When considering the purpose of testing
in less secure conditions and the incremental increases in community access that characterise these
steps in the custodial journey, this does not appear to be excessive. However, just over half of those

who had experienced a RTCC had not progressed again since then, and the majority of RTCCs were
related to substance use which could be potentially considered less serious behaviour. However, it has
to be acknowledged that the relevance of substance use to each individual and their risk of offending
behaviour will vary. Whilst it may reasonably be assumed that failures in conditions of increased freedom
would happen soon after progression, this was not found to be the case. Typically, individuals appear to
have coped within the NTE environment for a sustained period prior to incidents occurring or warning
signs emerging. It could be anticipated, and considered fairly typical, that progression may involve both
steps forward and backward. Progression is rarely a linear process, with backward steps common in
response to indications of increasing risk. Desistance from further offending has consistently been
depicted as a non-linear — ‘'zigzag' — journey which will almost always include lapses and relapses (for
example, Phillips, 2017; McNeill & Weaver, 2010). Furthermore the high risk level definition relating to

the OLR includes aspects like “problematic, persistent and pervasive characteristics that are relevant

to risk and which are not likely to be amenable to change or the potential for change with time and/or
intervention is significantly limited", "concerted long-term measures are indicated to manage the risk...",
and “the nature of difficulties with which the individual presents are such that intervention is unlikely

to mitigate the need for long-term monitoring and supervision” (RMA, 2018). All of these definitional
features may suggest that as restrictions reduce as the individual progresses through less secure
conditions they may experience instability and coping difficulties which lead to signs of increased risk.
When considered alongside some of the initial findings regarding the complexity of the risks (RMA, 2022)
and characteristics (RMA, 2025b) of the individuals sentenced to an OLR it is perhaps not surprising to
see individuals progress and then experience RTCCs.

7.15 Parole Hearings

The main finding in this domain was the frequency with which outstanding OBP work was highlighted as
part of the reasons for an individual being declined parole. Alongside testing in less secure conditions
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these were the most frequently cited reasons, and this suggests the importance placed on these areas
as markers for evidencing reduced risk and manageability. Interestingly, findings from this study would
not appear to suggest that individuals are not engaging in OBPs, rather it appears that most individuals
do multiple OBPs, and repeating them is not uncommon. One possible contributing factor could be a
reliance on OBPs, and testing in less secure conditions, as reliable markers of change which makes
decision-makers feel more comfortable in supporting release. However, what is unclear from this
quantitative approach is the process that decision-makers go through to arrive at citing OBPs, and other
factors, as reasons for declining a parole application. It is possible that a wide range of factors, such

as knowledge regarding OBPs and their perceived effectiveness, goes into eliciting the findings of this
study. A more qualitative approach, potentially involving interviews with decision-makers (both in the
context of progression and release) could elicit more depth and meaning in relation to this dynamic.

7.16 Release & the Community

Similar to the section on progression but to a greater extent this section relates to a small sample and
this must be considered in relation to any preliminary conclusions drawn here. From the small sample
there are initial indications that individuals' who have been released have managed to stay out in the
community for prolonged periods. Furthermore, it has been quite common across the small group of
individuals for warnings to be used by social work to manage behaviours, and despite slight fluctuations
in behavioural stability, individuals' have maintained positive engagement with their case management.

7.17 Patterns across sections

a) PPED's & progression

The majority of individuals in this study were past their PPED, and including those with additional
convictions and adjusted dates, were eligible to be considered for release by the Parole Board. One
perspective regarding this is that the nature of the OLR as a lifelong sentence, and with relevant facets to
the related risk definitions such as ‘enduring risk’, ‘persistence’, 'pervasiveness’, 'not likely to be amenable
to change’, and ‘concerted long-term measures are indicated to manage the risk' (RMA, 2018), it means
it is perhaps unsurprising to see individuals still in custody past their PPED due to concerns around the
risk to the public. The frequency, nature and pervasiveness of the responsivity characteristics identified
in this study could also further explain individuals being in custody past their PPED more often than not.
The level of need and complexity that appears to be evident in this population not only requires intensive
support and risk management but may also mean that each case brings its own complexities and
comorbidities relevant to the individuals risks and needs. For decision-makers the decision to progress
or release is one where the potential negative outcomes could be extremely serious (for example, further
serious offending) and so it is understandable that in such high stakes situations there may be a level

of cautiousness. Furthermore, for a proportion of individuals there are additional convictions, serious
violence, and adverse incidents that occur during their sentence which are all likely to make decision-
makers less likely to progress or release an individual, at least until significant periods of stability are
evidenced (which when considering the identified responsivity characteristics in this study stability

is something individuals are likely to struggle to evidence). The difficulty is judging, recognising and
understanding when caution in decision-making unnecessarily veers towards aversiveness.

Where a lack of progress and engagement is less defensible is where there are situations — as identified
in this study — when further recommendations (particularly relating to further assessment and/or
psychological therapy) are produced during the sentence and not implemented or take a long time

to action. With a group of individuals where evidencing stability is likely to be challenging, and where
hopelessness is frequent, it is problematic that individuals are faced with long periods of stagnation
and resulting frustration. The high risk definition relating to an individual getting an OLR references
the notion of continuing risk and endangerment of others in the absence of identified measures.

As such, highlighting the need for a particular assessment or therapy and then not implementing it
could create a period where such measures are absent (after having been considered relevant) and
therefore an individual is at greater risk of adverse behaviours (which then further contribute to a lack
of progress). For example, there have studies with the general public that have found links between

individuals experiencing long waits for psychological therapy and decreased motivation, increased -



physical health risks, and increased risks to self and others (for example, Mind, 2010; Wenger &
Rosenbaum, 1994). A study by Loumidis and Shropshire (2014) also found that non-attendance to clinical
psychology appointments was related to prolonged waiting times (over six months), young age, complex
psychological problems, and new patients. These findings are particularly striking when considering

the findings from the current study would clearly link to issues like prolonged waiting times of over

six months and complex psychological problems based on the prevalence of ACEs and responsivity
characteristics identified. This raises the importance of not just relevant but timely risk management.
The longer an individual is left waiting for a psychological therapy (often with a trauma focus) the longer
those identified issues are contributing to a potentially problematic presentation which has negative
consequences for the individual, others, and prison management. Furthermore, the longer an individual is
awaiting a further assessment then this could suggest there remains uncertainty in the understanding of
the risks and needs of the individual, and a clear pathway forward remains some distance away.

A further facet of the high risk definition is the idea that an individual ‘may not being amenable to change'.
On one hand evidence in the current study of nearly a quarter of individuals repeating the same type of
OBP would appear to lend some support to the presence of difficulties with being amenable to change.
However, the impact and purpose of repeated programmes is questionable when considering the
findings from this stud on the prevalence and diversity responsivity characteristics identified. These
characteristics are likely to have a considerable impact on someone's ability to meaningfully engage with
an OBP, particularly delivered in a standard and non-adapted modality. Furthermore, the need to adapt
approaches is something recognised at sentencing by RAR assessors and there is evidence that such
recommendations are not always implemented, and in some instances without a defensible rationale.
This study also found hopelessness or indicators of hopelessness were quite common across individuals
which, from a motivational perspective, poses further challenges for engaging individuals meaningfully.
Repeating OBPs (often lengthy undertakings) also provides a simple logistical and procedural explanation
that contributes to individuals frequently past their PPED's. This approach is also an ineffective use

of specialised resources. All of these factors underpin the perspective that repeating OBPs is not an
effective approach to managing individuals sentenced to an OLR.

Itis also important to draw attention to the patterns evidenced across this study regarding opportunities
to progress to less secure conditions (once again set against the context of a small sub-sample in

this regards). For many individuals (around 70%) in this study they had not experienced any form of
progression. That is against a backdrop of engagement in multiple and, in some instances, repeating
OBPs. Furthermore, time past PPED was found to be significantly positively correlated with various
aspects of OBPs (the number completed, the number done in a group format, and the number declined).
The likelihood is that this association is, at least in part, reflective of the time taken to complete an

OBP, and therefore the more of them completed, the more time taken and the more likely someone
passes their PPED. However, this explanation should be balanced against the findings also indicating a
pattern across the sample of multiple OBPs, long periods on OBPs, and repeating OBPs often following
conclusions that there were outstanding treatment needs.

Lack of progression also collides with the findings regarding the frequency of further recommendations
relating to further assessment and psychological therapy, and the lack of implementation frequently
evidenced in relation to these. For those who have experienced progression there is also evidence
(albeit limited and emerging) that setbacks are likely and tend to be followed by either deterioration or
prolonged stagnation in sentence management. Firstly, regarding setbacks, when considered alongside
the evidence set out in this report regarding the frequency of responsivity characteristics (for example,
mental health, personality disorder, self-harm, substance use, etc.) as well as high rates of ACEs and the
pervasiveness of offending behaviour, it appears understandable (if not expected) that pathways are
going to be non-linear. The evidence that the majority of RTCCs have related to substance use could
then be taken as promising signs of less serious behaviours than those individuals received the OLR

for, or it could be argued that this is the nature of the OLR and the prison progression system working
effectively because it is identifying and responding to behaviours before they escalate. The reality is that
the pervasiveness of trauma — and later issues with personality, mental health, physical health, offending
behaviour, etc. —is unlikely to lend support to the idea of stability and healthy coping mechanisms being
the norm across individuals sentenced to an OLR. Furthermore, if individuals are unable to access
psychological therapies then it suggests difficulties for them progressing, maintaining progression, and
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reaching community release. Early indications are that the average time in NTE, and OE, is roughly two
years in each setting to community release. This requires an individual who evidences no major setbacks
to demonstrate four years of stability, when there is an argument that for the majority of individuals, they
haven't experienced such a period previously across their lives.

b) OLR Typologies

Across several domains in this study — additional convictions, adverse incidents, police charges, time
spent in SRU, and self-harm — it was evident that a small number of individuals accounted for a high
proportion of related incidents. This was suggestive of potentially a sub-sample of particularly chaotic
individuals sentenced to an OLR. There was also evidence of two other ‘groupings’ based on engagement
and behaviour during the sentence. This included another group of essentially ‘disengaged’ individuals
who didn't really show much adverse behaviour but did not want to engage with case management or the
sentence, and as a result there would be minimal reporting relating to either progress or deterioration.
Another qualitative grouping appeared to be individuals demonstrating some fluctuations in behaviour
and engagement but a general forward trajectory characterised by aspects like engaging in OBPs,
education, etc. It should be noted that these potential sub-groups emerged through the coding of cases
and the depth of information included in this study and the study itself did not aim to explore this. Future
studies could look to examine the potential of groupings like ‘chaotic’, ‘disengaged’, and ‘engaged'’ further
as itis possible that could inform future approaches such as potentially triaging, or staged motivational
and stability-focused work. The current study is a small sample, particularly when divided into sub-
groups.

c) The psychological therapy problem

Psychological therapy was a key theme across the findings with 44% of individuals who had a RAR
recommendation relating to psychological therapy, and just under two fifths of such recommendations
not implemented without a defensible rationale. As for further recommendations, just under a quarter
of individuals had at least one relating to psychological therapy, and just over half of these were not
implemented without a defensible rationale. Additionally, where individuals did get access to and
engage with psychological therapy the completion rate was 40%. This is all reflective of significant
access, availability, and engagement problems relating to an area deemed to be relevant to almost

half of the individuals in this study. There is also an ethical question raised regarding making further
recommendations and then, under the responsibilities of a lead authority, not being able to deliver on
it in relation to an individual serving an indeterminate sentence where it could be viewed that access to
particular provisions is important in terms of them evidencing progress. Additionally, there is an argument
that highlighting the need for work relating to areas like trauma or personality, and not implementing

it but continuing with other forms of risk management, creates a situation where the effectiveness of
risk management approaches is reduced until the provision targeting trauma or personality has been
implemented. If traumatic experiences, or particular personality traits, are considered to be critical

to understanding an individual’'s behaviour and functioning but no remedial approach is implemented
then the likelihood of the individual reducing harmful behaviours or succeeding in engagement and
completion of other interventions would seem to be reduced significantly.

The finding that the number of serious violence instances in custody being significantly positively
associated with the number of therapies completed may appear concerning on face value and throw
doubt on the potential effectiveness of therapies. However, this is a correlation and, of particular
relevance to this association, it lacks any form of temporal analysis. This means that it is quite possible,
and likely, that this association could reflect individuals initially engaging in serious violence which draws
the attention of the Lead Authority and psychological therapy is then highlighted as a response to these
issues.

d) Responsivity & Trauma (Complexity & Comorbidity)

Every individual had at least one responsivity characteristic identified at sentencing (in their RAR), with
the average being over eight per individual. To indicate the level of complexity this reflects in this group of
individuals, the following were notable at the point of sentencing:
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A third of individuals had a personality disorder and co-occurring non-PD diagnosis

* Almost half of individuals evidenced historical self-harm, and over a third with historical suicide
attempts

* Over a third of individuals with literacy issues, and just under a third with low cognitive functioning
or low intelligence

* Justunder a third of individuals with head injuries, and just under a quarter with physical health
issues

* Almost half of individuals with anxiety, and half with depression, and a quarter with other mental
health

* Just over four fifths of individuals with diagnosed alcohol dependence or problematic alcohol use,
and just over two thirds with diagnosed substance use disorder or problematic drug use

* Half of individuals identified with psychopathic traits, and just over a quarter met the criteria for
psychopathy

* Nearly half of individuals with definite ASPD, a fifth with definite BPD, and a fifth with NPD traits

* Potentially up to fifth (noting the high frequency of ‘unclears’) relating to paedophilic disorder, and

similar for sadism.

These reflect the kinds of presentations and behaviours that become the responsibility of a lead
authority to assess and manage during the individual's sentence. Furthermore, for over 80% of individuals
there were responsivity characteristics identified during the sentence (either an active or acute issue like
self-harm, mental health, or substance use, or a revised/new diagnosis). Key features included:
* A quarter of individuals with self-harm during their sentence
* Potentially up to 10% of individuals where ASD is being actively considered as a diagnosis
dependent on awaiting assessments
* Athird of individuals with physical health issues beyond those identified at sentencing (noting this
includes some individuals who had physical health issues at sentencing but they were different to
those identified during the sentence)
* Over a quarter of individuals with anxiety, and a fifth with other mental health concerns
* Athird with problematic substance use during their sentence

Mental health, self-harm, personality, and alcohol and substances all represented particularly prominent
areas of responsivity across individuals. This reflects both acute, or state-related, issues (for example,
under the influence, acute mental health problems, etc.) and chronic, or trait-related, problems (for
example, impulsivity, issues with authority, aggression, etc.). The general pattern of acute responsivity
issues would appear to reflect a pattern of instability and chaotic lifestyles across individuals. McTernan
and colleagues (2023) found rates of self-harm in prison were linked to mental health issues/mental
illness with links to poor coping skills, problematic substance use and difficulties managing emotions.
This is in line with Gulati and colleagues (2019) who found the prevalence of psychotic disorders,
substance use disorders and alcohol use disorders were higher in prisoners than in the general
population. Furthermore, Kent and colleagues (2024) reported that nearly a tenth of their sample

of individuals evidencing self-harm had experienced a TBI, and a fifth had problems with substance

use. These prior findings support the findings from the current study where prevalent responsivity
characteristics did appear to cluster around areas that have shown a relationship in the literature.
However, there is also some evidence of links to responsivity characteristics found to be of lower than
anticipated prevalence (for example, TBI). For example, Kent and colleagues (2024) found that reporting a
TBI multiplied the odds of having both historic self-harm and suicide attempts by over threefold.

Self-harm was another common responsivity characteristic identified, particularly historically but also in a
proportion of individuals during their sentence. Favril and colleagues (2020) reported that high self-harm
has historically been linked to high violent offending, with the latter being evident in the current study and
so the prevalence of self-harm is perhaps unsurprising. They also found that self-harm was associated
with major depression, anxiety disorder, psychosis, and BPD. All of these areas were of relevance in

the current study, to varying degrees, but prior findings do appear to support some of the clustering of
issues identified in the current study.

In terms of trait-based responsivity characteristics, personality-related matters dominated the current
study’s findings, with the most frequent being psychopathy and ASPD, followed by BPD and NPD
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traits. There is a wealth of literature on the links between these presentations and other outcomes, as
well as matters like treatability, effective approaches, etc. For example, the treatability of psychopathy
continues to be debated between the pessimistic view that psychopathy is unresponsive to treatment
(for example, Edens & McDermott, 2010; Hare, 2016) and emerging evidence showing promise regarding
psychopathy potentially being treatable (for example, Lewis, 2018; Olver, 2018; Polaschek, 2014). Studies
reporting negative findings have included increased recidivism following treatment (for example, Hare

et al.,, 2000). Others have concluded psychopathy increases the likelihood of poor treatment outcomes
(for example, Ogloff et al., 1990; Serin, 1995) and that this could be related to impaired active and
meaningful participation (Hobson et al., 2000; Ogloff et al., 1990). The findings from the current study
regarding psychopathy rates in isolation could begin to explain some of the findings regarding the extent
of OBP participation. For emphasis, this is when considering the evidence base regarding treatment

and just one of the responsivity characteristics covered in the current study. Individuals averaged

over eight responsivity characteristics each, with each related to its own outcomes, associations, and
possible treatment pathways. Sticking with psychopathy as an example, the treatable perspective would
support the need to explore the treatment approach and type (for example, Polaschek & Skeem, 2018).
For example, Salekin (2002) concluded that highly structured, intensive treatment programs can be
successful in treating psychopathic individuals, and Moosburner and colleagues (2024) have reported
positive findings regarding an alternative approach within Social Therapy Facilities (STFs) in Germany.
STFs integrate psychotherapeutic, educational, and occupational approaches with a particular focus on
the role of environment, and on establishing a therapeutic community inside the STF (Wischka & Specht,
2001). STFs included individual and group therapy, education, and vocational training.*®

In terms of personality disorder, Chow and colleagues’ (2025) recent publication demonstrated

that individuals diagnosed with ASPD evidenced an increased risk of violence compared to general
population controls. Within the current study, the 96% prevalence rate of violent offending, and the 46%
prevalence rate of ASPD at sentencing, would appear to align with Chow and colleagues findings. They
also reported a link between BPD and violence. Beyond violence, they also found that among males

with personality disorder 28.3% also had a substance use disorder. Again, this appears to align with the
prevalence of substance and personality-related issues found in the current study. Further studies have
found co-morbidities between Cluster B personality disorders and substance use and attempted suicide
(Massaal-van der Ree et al., 2022) as well as BPD, substance use disorders, and internalising symptoms
(for example, Bailey & Finn, 2020; Trull et al., 2018) with Howe and colleagues (2021) suggesting that BPD
symptoms represented a potential link between the severity of substance use problems and anxiety
and depression. These prior findings are particularly pertinent when considering the prevalence of BPD,
substance use and mental health identified in the current study.

The current study also found that rates of paedophilic disorder and sadism may increase substantially

if those cases currently considered ‘unclear’ were confirmed. The existing evidence regarding relevant
comorbidities in these areas may also help explain the general high prevalence and co-occurrence of
multiple responsivity characteristics identified in this study. For example, studies have found paeodphilia
to be most commonly comorbid with mood disorder, anxiety disorder, addiction, personality disorder,
and other sexual disorders (Raymond et al., 1999; Fagan et al., 2002). In particular, Cohen and Galynker
(2002) also found that between 50 to 70% of individuals with paeodphilia could be diagnosed with other
paraphilia such as frotteurism or exhibitionism. This could suggest further unexplored responsivity
characteristics not identified in the current study. In terms of sadism, studies have also found links
between psychopathy scores and sadism (Mededovic et al., 2022; O'Connell & Marcus, 2019). Some
studies have found links between all elements of psychopathy (for example, interpersonal, affective,
behavioural) and self-reported sadism (Mededovi¢ et al., 2022) whereas others have found psychopathy
factor 1 (affective and interpersonal) to be strongly related to sexual sadism in crime scene behaviour,
and factor 2 (behavioural) related more strongly to sadism disorder (Darjee, 2019). A study by Sofra
(2020) also found that higher levels of sadism were associated with NPD over a mixed group of BPD,
Dependent, Avoidant, and Passive-aggressive personality disordered patients. The prevalence of

48 For a detailed discussion focused specifically on the prevalence and impact of psychopathy across individuals sentenced
to the OLR see the RMA publication ‘Psychopathy & the OLR: An analysis of the prevalence of psychopathy in individuals
sentenced to an Order for Lifelong Restriction (OLR)". For the purposes of this paper there will be no further discussion on
psychopathy, however it should be kept in mind as an additional context against which to consider the depth of findings
reported in this study.
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psychopathy and personality disorder (both at a diagnosis and trait level) identified in the current study,
considered alongside prior research, do suggest the rates of unclears identified (and in some instances
being confirmed during the sentence) may be indicative of a relationship between personality disorder
and sadism and of this being of particular relevance to individuals sentenced to an OLR.

The presence, frequency and dosage of ACEs across individuals in the current study could be added to
the responsivity issues highlighted above to further emphasise the level of complexity across individuals.
Firstly, the ACEs experienced by individuals could be a fundamental driver to many of the presenting
risks and needs evidenced by individuals. For example, ACEs have been linked to obesity, diabetes, heart
disease, alcohol and drug problems, mental health issues, being a victim of violence, as well as violence
in custody and frequency of imprisonment (Ford et al., 2019). Furthermore, Serafini and colleagues (2017)
reported that experiences of childhood maltreatment increased the likelihood of adverse outcomes later
on in someone’s life, using the example of linking sexual abuse in childhood to later suicidal behaviours
and non-suicidal self-injury. It could therefore be argued that the level of ACEs found in individuals
sentenced to an OLR are fundamental drivers for what goes on to become the level of offending and
responsivity characteristics also evidenced.

Taken together, the findings regarding the high prevalence of ACEs and responsivity characteristics is
compelling evidence of the level of complexity and co-morbidity evidenced across individuals sentenced
to an OLR. The problem of co-morbidity may also help explain the presence of further recommendations
relating to further assessments. This may reflect the lead authorities almost ‘uncovering' another issue,
or the individual presenting with another difficulty. These shifts in behaviour or presentation may then
drive a perceived need to further assess. The difficulty with this approach is it becomes highly reactive to
what is a pattern of instability that is likely to continue without purposeful, structured and organised risk
management. It would appear that in many instances case management then becomes stuck in a cycle
of problem identification, planning, and assessment, and struggles to move out of this cycle to solutions
and pathways.

7.18 Strengths in Sentence Implementation

The findings presented in the current study also reveal patterns and themes relating to indicators of
effective practice which have been grouped into the themes presented below.

a) Managing responsivity characteristics and adverse incidents

There does appear to be evidence of, where relevant, historical self-harm and suicide attempts being
identified and factored into sentence management. Over half of those identified with historical self-harm
don't appear to be engaging in self-harm during their sentence. Appropriate caveats can be placed
around this regarding the potential time since someone's historical self-harm, whether all self-harm is
being identified or reported, and the fundamental desirable outcome of there being no self-harm across
individuals. However, the data from the current study would appear to suggest some individuals evidence
cessation of self-harming behaviour during their sentence.

Lead authorities also evidenced a willingness to explore alternative explanations and diagnoses (for
example, ASD) during an individual's sentence. Whilst the extent of this and its impact on efficient and
effective sentence management is discussed in other sections, it should be acknowledged that a

lack of this willingness could also lead to the pursuit of ineffective treatment pathways. Related to this
was evidence of further recommendations relating to assessment sometimes being used to clarify
particular areas of uncertainty evident in RARs (for example, ASD, sadism, cognitive functioning, cognitive
impairment, executive functioning, personality, etc.). The next step regarding improvement in this area is
for this willingness to adapt and adjust to efficiently link to timely actions (for example, the recommended
further assessments, and potential therapies).

Evidence from the current study indicated that very few individuals spent more than half of their sentence
in SRU. This could be considered alongside the prevalence of historical and current responsivity
characteristics, the prevalence of self-harm, and violence in custody, to suggest that SRU is a last resort
mechanism as opposed to a routine and long-term measure for managing adverse situations.
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The average periods in NTE and OE both being two years would appear to be fairly reasonable in relation
to the intended purpose of testing individuals in less secure conditions and with increasing levels of
community access and when balanced against the level of offending behaviour (which could be indicative
of the nature of the presenting risk/s) and responsivity characteristics identified).

b) Progression and Community Cases

The current study found that individuals who did progress to NTE and OE and experienced RTCCs did not
necessarily immediately destabilise upon their move to a different environment. The immediate period

of transfer or change would be considered a period of adjustment where it would seem likely that most
issues and signs of instability might occur. What appears to be evident is that there are processes in
place that are effectively managing this period.

In the small sample of cases where release into the community had occurred there was some qualitative
evidence of consistent and active case management. Further narrative examination of these cases for
learning that could be applied across other cases, as well as continued monitoring of future community
cases, could be particularly helpful.

Additionally, in those cases that have been managed in the community (again a small sample size) there
appears to have been relatively consistent, stable and positive case management. Furthermore, in those
cases with evidence of prolonged periods in the community there is a potential emerging pattern of using
warnings and increases in restrictions and risk management to manage adverse situations rather than
returns to custody.

In the small cohort of those who have experienced progression and/or release into the community,
there has been a lack of serious reoffending relating to recalls to custody and RTCCs. The majority of
the reasons for recalls and RTCCs relating to substance use could be used to argue that this reflects
effective risk management and contingency planning. This suggests issues are being identified prior to
serious harm becoming more imminent or occurring.

Historical problems with alcohol use was identified as extremely prevalent across individuals, whereas
there was a low prevalence rate during the sentence. Whilst in closed conditions this may simply reflect
a change in opportunity and accessibility, for those who have experienced progression to the point of
unsupervised community access (around a tenth) such conditions of opportunity and accessibility will
have changed. This may provide some initial evidence that individuals with historical alcohol problems
are able to manage this as they move into stages of their sentence where triggers and opportunities are
more readily experienced.

c) Implementing recommendations

There are aspects of implementing both RAR and further recommendations that evidenced strengths.
Firstly, it should be acknowledged that RARs frequently contained upwards of 20 recommendations.
Evidence that half of these were fully implemented, a further 15% were partially implemented, and

just under a fifth had a defensible rationale for non-implementation, meant that nearly 90% of RAR
recommendations fell into these three categories. When considering that recommendations ranged from
relatively simple areas like monitoring a particular behaviour, through to complex and long-term measures
like specific supervision methods, robust victim safety planning, and a range of interventions, OBPs

and psychological therapies, there was evidence of significant efforts on the part of lead authorities to
implement intensive risk management.

Analysis by type of recommendations also revealed particular areas of strength regarding
implementation. RAR recommendations relating to interventions (not related to OBPs or psychological
therapies but could be psychoeducation, health interventions, etc.) evidenced a full implementation
rate of just under three quarters, with a further 10% partially implemented, and 10% more had
defensible reasons for not being implemented. This meant that around 95% of these type of RAR
recommendations were accounted for across these categories. Furthermore, over three quarters of
further recommendations relating to interventions (during the sentence) were fully implemented, and

there were none that were not implemented without a defensible rationale. 106



Monitoring and supervision RAR recommendations evidenced similar patterns. Only 3.6% of monitoring
recommendations were evaluated as being not implemented without a defensible rationale, which
suggests that acute risk factors and early warning signs identified in the RAR are either threaded through
into the individual's risk management or where they are not there is a clear rationale (for example, they
are not yet relevant or there has been a change of approach). Three quarters of further recommendations
relating to monitoring (albeit this became a small sub-sample) were also fully implemented and there
were none evaluated as not having a defensible rationale for not being implemented. For supervision
recommendations in the RAR there was an almost identical pattern to monitoring, with only 3.09% being
evaluated as not having a defensible rationale for not being implemented. Whilst having a slightly higher
proportion (4.7 1%) the same pattern was also seen in skill development RAR recommendations. Finally,
three quarters of RAR recommendations relating to victim safety planning were fully implemented.

d) OBPs

Despite the concerns and issues highlighted elsewhere in this report regarding the evidence relating to
OBPs there were also several strengths. Firstly, the completion rate of nearly 80% once individuals' had
engaged was notable. Secondly, there was a significant negative association found between the number
of supervision RAR recommendations and the number of 2:1 OBPs completed. One possible explanation
for this association could be that the implementation of supervision recommendations was quite high
(or where it wasn't there were defensible reasons) and usually supervision by its very nature involves a
1:1 or 2:1 delivery method. It is possible that the implementation of supervision, and in this modality, led
lead authorities to be less likely to perceive a need to also engage in the individual in 2:1 OBPs. However,
this is speculative and should be balanced against the general prevalence of OBPs across this cohort,
the tendency for OBPs to be delivered in groups, and the lack of implementing some recommendations
relating to adapting an approach to risk management (of which considering 1:1 or 2:1 delivery was a
common theme).

Whilst sexual offending OBPs made up the majority of the repeated OBPs identified in the current study,
in the areas of non-sexual violence, general offending and substance-related offending it was extremely
rare for individuals to repeat these types of OBPs. In particular, when considering the prevalence,
frequency and severity of violence evidenced in this cohort (and from a much larger sample in the 2022
RMA study) it raises questions as to whether there are features of the general violence OBPs that are
felt to be more effective or reliable, and if so then it is possible that learning from this and associated
evaluative data could be a crucial component of future improvements to OBPs.

e) Other strengths

There was qualitative evidence from the small number of cases that had spent significant periods of their
sentence in The State Hospital (TSH) that engagement in OBPs and psychological therapies appeared to
occur with regularity and be underpinned by an individualised approach. Individuals don't appear to have
experienced long waiting or holding periods relating to further assessments or accessing interventions,
OBPs or therapies. There was a general theme in these cases of a multi-disciplinary and multi-agency
approach being used to provide a consistent focus at any one point of someone's sentence.

There was also evidence in the current study of individuals engaging in education and employment
during their sentence. This also linked to many individuals achieving formal qualifications in a wide range
of subjects and topics, and a diverse set of practical skills. This was suggestive of the importance of
purposeful activity and structure within an individual's sentence. This importance is also supported
through research that has found, for example, some associations between lower time out of an
individual's cell and poorer mental health (Stephenson et al., 2021).
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8. LIMITATIONS

There are a number of limitations to this study which can be grouped into themes.
a) Sample

This study used a mixed sampling method, including 15 cases not randomly selected but picked due

to length of the sentence and used to inform the initial development and feasibility of the study. This
was purposive sampling. These 15 cases could have potentially introduced some unintended order

or chronological effects into the data and analysis. For example, across the time period that the OLR
has been a sentence available to the High Court and the sample cut-off (2005 to 2023) there will have
been policy and legislative changes impacting on practice, process and implementation elements to
the sentence. Selecting 15 of the earlier cases could lack representation of an even and representative
distribution of cases across different policies and legislative periods. Additionally, from an RMA

and evaluative perspective, there have also been changes to the operational procedures during the
implementation of the sentence which could have introduced variance and order effects. As an example
of this, the time to first amended RMP analysis (see Sentence Management section) will have been
impacted on by the submission and evaluation processes relating to RMPs which have developed over
time. Early in the implementation of the sentence it was fairly typical for an RMP to go through the RMA
Board for approval. In the earliest cases each RMP submitted annually was marked using version control
as 1.0 (the initial RMP), then 2.0, 3.0, etc., which in more recent times is indicative of an amended RMP
(whereas, 2.1, 2.2, etc., would indicate an annually updated RMP). However, in those early cases such a
marking system did not necessarily represent qualitatively different RMPs (essentially using the current
system —which has been the predominant system since around 2009/2010 - those earliest ‘amended
RMPs' would likely be better thought of as updated RMPs as opposed to amendments or rewrites). To
combat the limitations of this variable the ‘longest time between amended RMPs' was used and reported.

The remaining 35 cases were identified through random selection, resulting in the mixed sampling
approach. Mixed sampling has its own limitations. It can threaten internal consistency because the
difference in selection methods may introduce inconsistencies in how participants represent the

target population, which could impact comparability across cases and time periods. Related to this is

a potentially detrimental impact on the generalisability of the findings, particularly from the purposive
sample. There is also the potential that purposive sampling introduces bias based on selection being
based on a particular criteria which could reflect researcher assumptions or expectations. In the current
study the criteria was individuals who had served longer on the sentence and reflected a practical
approach to being able to code as much information as possible. There is also the possibility that the two
different sampling methods captured different groups or subgroups of individuals that have unknown
and confounding relationships with hidden variables which could have introduced confounding factors
impacting on the outcomes.

The sample of 50 individuals represents a cross-section of the entire group of individuals subject to

an OLR. Even with the majority being selected randomly there is always the chance that this is not
representative of all individuals and population-level trends and outcomes. Additionally, when the analysis
led to splitting into subgroups or particularly low prevalence rates (for example, some of the types of
further recommendations, some responsivity characteristics like ADHD, ASD, brain injury, etc., the
number of individuals who were victims of violence during their sentence, progression and release rates,
etc.) then there is the potential for the identification of a small number of individuals to cause noticeable
shifts in averages and trends. This lends support to some of the proposed future studies around having
larger datasets in relation to areas like offending behaviour, responsivity, and ACEs.

b) Data & Analysis

The extraction of data came from secondary data (for example, reported in a RAR, RMP). A clear example
of this was the reporting of parole board outcomes which tended to be via an extract contained in

a report from the Lead Authority. In this example, the coding of ‘'reasons unclear’ did not therefore
necessarily mean that there were no reasons provided but rather that they were not discernible from the
available information. It should, however, be noted that it was also often the case that original sources (for
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example, criminal records, meeting minutes, risk tools) were appended and included with RARs and RMPs.

A part of the coding process included capturing quantifiable limitations (as detailed in the Method
section). There were 35 cases (70%) that had at least one limitation. The average was 2.11 across these
35, or 1.48 across the entire sample. The nature of the limitations was evenly spread across reporting
issues (for example, gaps in the information, reliance for some variables from one source), documents
missing (for example, something being referenced as ‘appended’ in an RMP but was not available, or
some of the earliest RMPs not being available), or inconsistent recording (for example, one document said
something and another the opposite with no clarification). It should be noted that the general depth of
information for each case was considerable (for example it could take up to a week to code a case against
all the variables) and so these limitations were felt to have minimal impact across an entire case.

This study used correlational analysis and correlations do not evidence causation. They also don't reflect
the order or timing of particular events that can be associated. For example, the number of psychological
therapies was associated with the number of violent incidents in custody where it is entirely possible that
violent incidents occur which leads to an individual being more likely to be identified for psychological
therapy. Furthermore, this study used Bonferroni adjustments when reporting the correlational analyses
and these were the focus of the main body of the report (those meeting <.001 and < .05 significance

are contained in the Appendix C and Appendix D). This stricter criteria for significant effects means
potentially meaningful relationships could have been omitted from the analysis, but it also strengthens
those that did meet the adjusted significance levels. It should be noted that application of the Bonferroni
adjustment is itself debated with the arguments in favour detailed in the method section but arguments
against including suggestions it is overly conservative (in that it increases the risk of false negatives), it
makes it more difficult to detect real effects (see Boulesteix & Hoffmann, 2024; Mayo-Wilson, 2024), and
they may also be suitable alternatives such as Benjamini-Hochberg or Holm-Bonferonni (see Gordon et
al., 2007; Narum 2006).

There were some variables that evidenced clear reporting issues. Some of the ACEs tended to be
reported more clearly than others. For example, physical or sexual abuse would often be stated as such
within reports, whereas verbal abuse could appear implied or often omitted in cases where it would
appear likely this was relevant (where someone experienced other forms of abuse). Additionally, as
discussed throughout this report, there are certain domains where the coding of ‘unclear’' was more
prevalent than others (for example, learning and communication, development, and sexual responsivity
characteristics). The frequency and impact of these has been reported where it would have caused
marked differences in prevalence rates. It should be noted, however, that the ‘unclears’ do not factor
into the prevalence rates of the responsivity characteristics when they are grouped (under the
categories of self-harm, learning, personality, etc.). This study adopted strict variable criteria to increase
consistency and reduce subjectivity in coding but it did likely increase the number of ‘unclears’, as did the
interchangeable use of language often observed across and within reports.

c) Variable definitions

There is the potential that particular definitions adopted in this study impacted on the data collection and
analysis:

* This study used a ‘minimum confirmed' approach in relation to offending behaviour statistics (see
Procedure section for full explanation). Whilst this reduced the number of ‘unclears’ as evidenced in
the RMA (2022) study it will still have led to an underestimation of offending behaviour.

* Insome instances the total number of offences, or a type of offending, was stated in a report (for
example, Mr X had 27 previous offences, or Mr X had 12 previous violent offences). However, in the
same report the individual's offences might be specified and they added up to a different number.
The general approach was to use all available documentation and triangulate information for
consistency as much as possible. Ultimately though there is the possibility of variances based on
these reporting issues.
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9.

The term ‘domestic abuse’ is the term generally adopted in Scotland across policies and legislation.
This study looked at Intimate Partner Violence (IPV) which is related but is definitionally different.

The coding of IPV variables being about the partner or ex-partner meant the relationship between

a perpetrator and a victim was necessarily identifiable (apart from in more recent years where

there are specific offences). It was not always clear who the victim of an offence was and therefore
there is the potential that rates of IPV are under estimated. Additionally, the changing legislative
landscape relating to the IPV in Scotland will have likely impacted on data quality across the 18 year
period that this dataset covered.

Breach of the peace was coded under violent offending unless it included an identifiable sexual
element. In both instances it is acknowledged that such offences represented a broad spectrum
of behaviours where some involved serious aggression or violence and others leant more towards
public disorder offences and may be more appropriately categorised under ‘non-sexual/non-
violent'.

The "additional convictions' analysis reported does not represent the full breadth of the problematic
behaviours evidenced by individuals during their sentence. These were behaviours reaching the
threshold of convictions. Furthermore, those coded under ‘perpetrated serious violence' or general
adverse incidents had to reach a particular threshold (for example, referral to Police Scotland).
There were other behaviours evidenced but below these thresholds that this study did not capture.

Collapsing ASPD and Dissocial personality disorder, and BPD and Emotionally Unstable personality
disorder could be criticised as they are not truly semantically equivalent. In part this approach

was taken to reduce likelihood of participant identification because the overwhelming majority

of assessments adopted ASPD and BPD definitions (as opposed to Dissocial, and Emotionally
Unstable).

The learning and communication responsivity characteristics (for example, learning disability and
learning difficulties) were particularly impacted on by interchangeable use of language in reports
which made coding of these variables quite challenging.

Certain variables focused entirely on presence (for example, education) and did not capture
frequency. For example there were some individuals who engaged in education throughout their
sentence, and others where it was sporadic. A similar issue relates to whether an individual had
engaged in OBPs as this did not reflect patterns of engagement and disengagement.

Grouping OBPs under type to enable the analysis of repeated OBPs included OBPs that are
different (for example, SOTP, Good Lives, MFMC, MF2C). There are practitioners and developers
who would argue that they represent entirely different OBPs and consideration of an individual as
having ‘repeated’ an OBP in this context is limited.

The OBPs included in this study are only those completed during the time an individual had been
sentenced to an OLR. There were additional OBPs highlighted that individuals' had engaged in prior
to receiving the OLR.

IMPLICATIONS FOR PRACTICE

The data, analysis and discussion set out in this study provides valuable insight into the implementation
of the OLR sentence. There are several themes regarding the implementation of the OLR sentence
emerging from this study:
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a) Areas of problematic sentence implementation

Findings appear to indicate there are aspects of sentence management and implementation which are
problematic. These include particular themes relating to specialist assessment, psychological therapies
and OBPs.

Further recommendations made during the sentence frequently identify the need for further assessment,
often in the area of cognitive and neuropsychological assessments or where there is the perceived

need to assess an individual with a particular presentation or potential diagnosis in mind, for example
ASD. This would appear to evidence an existing need for increased provision to conduct these specialist
assessments.

There are also common areas where there appears to be uncertainty or a lack of clarity at the point of
the RAR (sentencing) which may continue to impact on sentence management. The clearest examples
of this relate to the rates of ‘unclears’ in relation to areas like learning disability, learning difficulty, ASD,
brain injury, and cognitive impairment. Clarity around these 'unclears’ could markedly impact on the
established prevalence rates. Furthermore, such instances tend to result in further recommendations
relating to further assessment which introduce delays into potential progression through an individual's
sentence. One response to potential uncertainty or a lack of clarity in the RAR could be for lead
authorities to routinely involve RAR assessors in the planning and production of the initial RMP. This
communication could enable discussion and clarity regarding different professional views and hopefully
enable areas of uncertainty to be cleared up as early as possible within an individual's sentence. It could
also enhance the lead authorities understanding of RAR recommendations which may support better
implementation.

There is a related question posed by the findings from this study as to whether there is a culture within
sentence management and lead authorities to look to additional assessments for ‘answers’ when faced
with particularly chaotic and problematic behaviours. This could reflect a lack of confidence in services
and practitioners and lead to a cycle of assessment and reflection and delays in attempting solutions or
a reliance on approaches like OBPs. A formulation-based approach could form the basis of a framework
for sentence management that emphasises understanding the individual. This is about formulation
offering an individualised explanation of someone’s risk that underpins meaningful and purposeful risk
management which is dynamic and kept under review (see RMA, 2018; Sturmey & McMurran, 2011).

The RMP does contain a formulation —in line with Standards and Guidelines for Risk Management (RMA,
2025a) — however there is a difference between formulation being used as an event as opposed to also
being a process. Formulation as a process involves suggestion, producing and testing hypotheses,
reflection, linking to risk management, feedback and revision (Hart et al., 2011; Johnstone & Dallos, 2013;
RMA, 2018) and leads to the event or product of a narrative formulation which organises the risk-relevant
information into a meaningful story about the individual.

Psychological therapies being highlighted and often not implemented could be considered a barrier

to anindividual's progression. The high prevalence of ACEs in the current study and the tendency

for the intended focus of psychological therapies to be trauma-related would appear justifiable,
however the lack of availability and the poor completion rates are concerning. There are significant
ramifications for an individual on an indeterminate sentence if during their sentence there are additional
recommendations made, which are then either delayed or not implemented, and the reasons are out

of their control. It is likely that instances like this are also contributing to the rates of hopelessness and
frustrations evidenced across individuals. There appears to be a strong need to explore the availability
and implementation of psychological therapies. This can be assisted by the directory called 'Selecting
Approaches for Effectively Responding to Risk’' (SAFERR) (RMA, 2025c¢) which details the existing
evidence regarding the effectiveness of different risk management approaches. Existing entries include
summaries of approaches like Schema Therapy and EMDR with forensic populations which have
relevance to the findings of the current study.

There is a need to further explore the reasons and consequences for the indications of repeated OBPs.
At a basic level this appears to be ineffective use of available resources and a significant investment.
Furthermore, the pervasive and repeated use of OBPs raises the question of the evidence base
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supporting the reliance and use of OBPs in Scotland particularly when evaluation data is not routinely
available.

It could also suggest the wrong individuals are being identified for OBPs where the likelihood of effective
engagement is reduced, particularly when considering the pervasiveness of responsivity characteristics
evidenced across this study. Most OBPs are being delivered in groups, and often recommendations
relating to adapting an approach are not fully implemented. It is possible that individuals are then not
benefiting from an OBP and the lead authorities are then concerned about post-intervention level of

risk and feel like repeating an OBP is the only option available. Alternatively, it could be that individuals
could benefit from an OBP but are being engaged at a point where effectiveness of intervention won't
be maximised. This could be due to treatment readiness (for example, Ward et al., 2004, proposed the
multifactor offender readiness model and explained the importance of readiness conditions such internal
factors like identity and volition, and external factors such as circumstances, location and resources) or
the interaction between readiness and other factors such as personality (for example, Taft et al., 2004,
found that psychopathic traits were inversely correlated with readiness to change, whereas Eckhardt

et al., 2008 found that individuals categorised as borderline/dysphoric both varied in their readiness
stages but many evidenced high readiness to change). What this suggests is a further emphasis on

the importance of adopting individualised risk management planning to consider the person and their
context to identify both the what and when in terms of effective intervention. Based on the findings from
the current study this should include reducing the use of repeated OBPs (which may require increasing
our understanding of this particular sub-group of individuals sentenced to an OLR), diversifying the
approaches used to target relevant risks and needs, and appropriately considering timing for an
individual.

In particular, repeated OBPs being almost exclusively related to sexual offending OBPs requires further
examination. Firstly this finding does not align with the evidence base regarding sexual offending and
recidivism as detailed in the discussion section of this report and could suggest that lead authorities
approach sexual offending with additional caution and risk aversiveness. There is the potential that this
could be supported through education and use of the evidence base. This could be done by exploring the
evidence base and evaluative data relating to the OBPs currently delivered within Scotland. OBPs are a
category under development within SAFERR (RMA, 2025c) and this mechanism could be used to provide
transparency regarding the evidence supporting the use of OBPs, particularly to better inform policy-
makers, lead authorities, and decision-makers regarding the purpose and effectiveness of OBPs.

b) Working with complexity

The frequency, breadth and persistence of identified responsivity characteristics and ACEs evidenced
in this study is extremely relevant to the sentence management of individuals. They need to be matched
by the same frequency and breadth of interventions and support mechanisms. This does not mean
having a particular OBP or therapy for every need. Comorbidity of numerous issues is a typical feature
of individuals sentenced to an OLR and as the number of issues increases so does the variations in
presentations. It will not be possible to have one standardised approach that is able to effectively manage
and reduce risk. Rather what is required is a highly individualised approach that is considerate and
adapted to an individual's characteristics, uses formulation to understand the inevitable comorbidities
and co-occurring issues and prioritises those of key relevance, and is delivered proportionately to the
level of risk and need. Sentence management should be proactive and target key factors central to

the individual's behaviour with the aim of reducing risk and improving the quality of the individual's life.
A formulation-based approach as the fulcrum of sentence management allows for the identification

of those key factors (and to sort through the potentially vast amount of presenting behaviours and
symptoms) and production of a considered plan on what is likely to work for an individual. There is a risk
that the current approach typifies a pattern or cycle of responding to symptoms and never targeting
causes.

The level of responsivity characteristics and ACEs across individuals in this study also suggests long
periods of stability without support, intervention and reinforcement are unlikely. There is a strong
rationale for establishing early in an individual's sentence what the approach and plan is going to be,
inclusive of potential adverse incidents and how these might be responded to. This should involve active
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boundary-setting and collaborative case management involving the individual. Everyone working with
individuals with this level of complexity also requires significant training, supervision, and consistency.
This poses the legitimate question as to whether a standard prison regime can really ever be applied

or adapted to effectively manage individuals sentenced to an OLR and presenting with these levels of
responsivity characteristics and ACEs. Alternative example approaches and models that could be further
explored might be approaches such as Psychologically Informed Planned Environments (PIPES) used in
England and Wales (for example, Benefield et al., 2017; Freestone et al., 2024), social therapy facilities
adopted in Germany (for example, Moosburner et al., 2022; 2024), or therapeutic community models (for
example, Day & Doyle, 2010; Richardson & Zini, 2021; Stevens, 2012)

There are also areas of responsivity detailed in this study that would benefit from further exploration (see
Future Research). Areas like learning and development (for example, learning difficulties, ASD) are being
highlighted for further assessments during the sentence which suggests concerns are emerging that
require exploration. Application of the responsivity framework used in this study to the entire cohort of
individuals sentenced to an OLR would better evidence prevalence rates. This would also support further
exploration of responsivity characteristics in this study with a lower prevalence rate than might have been
expected (for example, ADHD, brain injury, head injuries). This could also be explored by comparing those
individuals who received an OLR following a RAR compared to those who had a RAR but did not receive
an OLR.

There were some responsivity characteristics found to be particularly prevalent in this study:
psychopathy, personality disorder, self-harm, alcohol and substance use, and mental health. The
particularly high prevalence of personality-related responsivity characteristics makes it important for
those working with individuals sentenced to an OLR to have a good understanding of effective working
practices (for example, HMPPS & NHS, 2020 published the ‘Practitioner Guide: Working with people in
the Criminal Justice System showing Personality Difficulties’). The responsivity characteristics in the
current study also have their own likely comorbidities (as detailed in the discussion section) as well

as implications relevant to an individual's behaviour and engagement in sentence management. For
example, psychopathy has been linked to increased behavioural disruption in custody environments (for
example, Edens & McDermott, 2010; Guy et al., 2005) inclusive of increased violence (Hare & McPherson,
1984), more frequent segregation (McCord, 1982) and increased frequency of misconduct reports (Hare
et al., 2000). Personality disorder can also be associated with challenging behaviours such as aggression
and self-harm which can be disruptive to effective therapeutic work (Howells et al., 2007). There may
also be specific personality characteristics that prison can have a particular impact on, for example, Coid
(2002) found an association between Paranoid Personality Disorder and development of suspiciousness
of others in the prison environment, and between Avoidant Personality Disorder and difficulties tolerating
the prison regime and large numbers of other prisoners. These associations and implications, provided
as examples, further demonstrate the importance of an individualised approach where in practical

terms what matters more than a particular diagnosis or label are the elements relevant to that particular
individual and how this relates to their current and future context. Understanding this is more likely to
enable an individualised and meaningful approach to risk management.

It also emphasises the importance of having a sentence planning approach that is fully cognisant of the
diversity of responsivity characteristics someone may present with, and what this may do in terms of
influencing their behaviour and engagement in areas like OBPs, psychological therapies, etc. This means
it is not simply about implementing such initiatives but implementing the right ones, in the right way
(adhering to programme integrity) and with the right providers (highly specialised, trained and supported
staff). There is a need to have interventions to support components like safety and stabilisation, trauma,
attachment, interpersonal skills and personality. It is important to have approaches available to respond
to acute problems (for example, self-harm, acute mental health) quickly and efficiently as they often form
exclusion criteria for engaging in longer-term approaches like OBPs and psychological therapies. In such
instances the acute behaviours become viewed as barriers to engagement and individuals end up in a
cycle of instability, negative consequences, and a lack of progression.

Whilst not as prevalent as other areas it was not uncommon for individuals in this study to have some
form of responsivity characteristic relating to learning and communication, for example literacy
issues or low cognitive functioning. This needs to be properly considered in relation to the delivery
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of approaches like OBPs, psychological therapy, and to support involving the individual effectively in

their sentence management. Issues relating to learning are exacerbated by the conflation of language
across assessments and documentation (for example, learning disability and learning difficulties being
used interchangeably) which is further exacerbated by the same pattern also being evident in the wider
literature. This has the implication of making comparisons across studies difficult, misleading treatment
pathways, introducing uncertainty and a lack of clarity into a case, and perpetuating potential barriers to
progression. In the specific context of individuals assessed and serving an OLR this language issue would
be improved by clearer communication within RARs and RMPs relating to the assessments conducted
and their outcomes.

There is a clear need to take the prevalence of ACEs and responsivity characteristics really seriously

at a strategic, policy, and practical level whether approaching the subject from a prison management,
human rights, victim protection, or another perspective. From each perspective there is an argument for
reconsidering the approach to working with individuals to try and maximise efficiency and effectiveness.
Individuals sentenced to an OLR are typically highly complex, and require individualised pathways with
consistent teams and structures around them. The risk management response should not replicate

the same problems and patterns that individuals have experienced in their childhood, for example trust
problems, attachment issues, etc. It could be strategically beneficial to look to cultural and relational
models like PIPEs and therapeutic communities. Whilst acknowledging there is no current evidence of

a 'perfect approach or solution’ there is a need to do something different and evaluate it to build the
evidence base of what may be effective or ineffective to allow for better long-term planning, strategic
decision-making and efficient investment.

The finding that half of the sample also engaged in some form of denial, and that this could be roughly
split between half engaging in partial denial and half categorical indicated a further layer of complexity
involved in working with individuals sentenced to an OLR. The overarching importance here is the need
for professionals to work constructively in this domain by aiming to understand the function of their
denial (for example, Blagden et al., 2014; Ware et al., 2018). This would be assisted by professionals
having an understanding of the literature surrounding the relationship (or lack of) between denial and risk
(as briefly outlined in the discussion section on Sentence & Case Management) and adopting approaches
like formulation to consider the role and function of denial for an individual within their own narrative and
context. Such an approach could also help plan for and select risk management approaches that are not
contingent on full admittance or responsibility being taken by the individual. For example, studies have
found that successful offence-focused treatment can occur without admission (Marshall et al., 2009;
Ware & Marshall, 2008).

c) Long-term outcomes and prognoses

Some of the responsivity characteristics identified, and their prevalence, are particularly important to
pay attention to in terms of their links to future outcomes and what this may indicate in terms of how the
characteristics of this population may develop over time. Firstly the high rates of problems with alcohol
identified at sentencing, and the low current prevalence of ARBD, does not mean that the latter may

not continue to rise as individuals' age on this indeterminate sentence. Alcohol dependency has been
linked to stark increases in the prevalence of ARBD with the Mental Welfare Commission for Scotland
(2019) highlighting that ARBD was present in 1.5% of the general population, but in up to 30% of
alcohol dependent individuals. It is therefore possible that rates of ARBD will rise over time in individuals
sentenced to an OLR which brings implications in terms of assessment, intervention, care, and risk
management. Furthermore, as more individuals experience access to the community and are exposed to
triggers of historical alcohol use there is the potential that rates of problematic use during the sentence
might increase.

The breadth of physical health issues identified at sentencing in addition to those during the sentence
are important to consider from a long-term perspective. There is the challenge and impact of managing
these factors within a prison environment and through collaboration between agencies like SPS and
NHS. Where these issues are long-term then they will impact on the individual and on the resources

of future lead authorities, such as the local authority responsible for the individual if they are released.
This study also shows that in most instances these issues will be accompanied by other responsivity
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characteristics. It is important that all the professionals and agencies involved in managing an individual
are aware of the complexities and supported to perform their role effectively in this context.

The prevalence of ACEs also informs considerations regarding the likely long-term outcomes of
individuals. Experiencing four or more ACES has been linked to negative health outcomes such as higher
rates of obesity, hypertension, Type 2 diabetes, cardiovascular disease, life limiting conditions (Ford et
al., 2019; Hall et al., 2021). The average number of ACEs per individual in the current study was over four.
With the existing prevalence rates of physical health issues and high prevalence of ACEs it is hard not

to envisage a future where the numbers of aging prisoners with physical issues — sentenced to an OLR
—increases. This is likely to be associated to higher than average mortality rates, although this is an area
that can be monitored.

Further support for the notion of individualised assessment and management can also be drawn from
the ACE findings in the current study and prior studies exploring the relationship between ACEs and
health outcomes. Whilst the extent of ACEs is clearly important, the nature of them for each individual

is also significant in terms of the potential long-term impact on outcomes such as physical and mental
health. For example, Bellis and colleagues (2023) looked at associations between each ACE and various
outcomes and found: binge drinking was associated with verbal abuse; parental separation and a
household alcohol problem, obesity was linked to sexual abuse and household mental iliness; sexual
abuse was linked to the biggest increases in cannabis use; and household alcohol problem was the most
strongly linked ACE to violence and incarceration.

The other perspective relating to the prevalence of ACEs is the potential intergenerational trauma. Half
of the current sample have children, and at an average of nearly three children each, many of the ACEs
will also be relevant to their children's lives. For example, the high rates of alcohol and substance use
means substance using parent will be relevant to many of their children. There will also be those that are
convicted of IPV and their children have witnessed IPV in the home. Being in prison means that for many
of their children they will have a family member in prison. Additionally, there will be those children who
have been victims of those sentenced to an OLR for violent and sexual offences committed against their
children. This would mean physical, verbal and sexual abuse become relevant to their children. There is
also the knock on effect of their father being in prison and the potential this could relate to other issues
like neglect, parental separation and time in the care system. Research has shown that children of ACEs-
exposed parents are at a higher risk for similar ACEs exposure, and resulting problems across areas
such as physical and cognitive development (Howell et al., 2021). There are also studies exploring the
exposure to ACEs such as witnessing IPV as a child and going on to perpetrate IPV, suggesting a possible
intergenerational transmission of violence which may operate via learning and modelling of attitudes
supportive of IPV (Islam et al., 2017). Studies have shown that witnesses of IPV have then been at a higher
risk of experiencing violence in their adolescent and adult relationships (for example, Forke et al., 2018;
Whitfield et al., 2003) which contributes to perpetuating a cycle of violence and increasing the likelihood
of exposing future offspring (Ehrensaft et al., 2017). The important point this demonstrates is that the
prevalence and impact of ACEs does not stop with the experiences of those on an OLR, they extend

to the families and victims of those individuals. This underpins the importance of prevention and early
intervention initiatives.

The other consideration regarding long-term outcomes is the potential for future offending because
many of the prevalent features from the current study bear an important relationship to risk. For example,
psychopathy has already been discussed but other responsivity characteristics can also impact on
aspects of sentence management like treatment completion which itself can impact on risk of recidivism.
For example, Palmer and colleagues (2007) found that individuals who had offended who had completed
a programme had a lower rate of reconviction as compared with non-completers and comparison groups.
Additionally, the non-completers had a higher rate of reconviction than the comparison group. Wormith
and Olver (2002) also found that reconviction rates for non-completers were higher, particularly for high
risk offenders. Other studies have even found non-completion has increased the risk of reoffending
(Hollin et al., 2008; McMurran & Theodosi, 2007; Seager et al., 2004) with van Voorhis and colleagues
(2004) also finding that the time to recidivism was shorter for programme non-completers. It is important
that services and decision-makers are able to balance evidence between the long-term outcomes for
the person (in relation to features like the prevalence of ACEs) against the likelihood of future risk to the
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public (in relation to features like offending type, seriousness, and individual characteristics such as
psychopathy that have shown a relationship to risk of reoffending).

d) Sentence planning

There are various implications relevant to sentence planning and oversight. The breadth of responsivity
characteristics, ACEs, and problematic behaviours will have an impact on those working with individuals
with complex presentations. For example, individuals diagnosed with personality disorder have complex
psychological needs and can present challenges in terms of management, treatment and maintaining

a safe and effective working environment (Cooke et al., 2017). Personality disorder is a relational issue
and as such creates interpersonal problems (Moore, 2012) which, in the context of the current study,

is coupled with serious offending. This can lead to conceptualising these individuals as “fearsome
perpetrators and traumatised victims" (Adshead et al., 2009, p. 304). Different presentations can have

a different impact on professionals. Personalities characterised as Paranoid, Schizoid and Schizotypal
can often provoke detachment and distance related to problems engaging individuals (Moore, 2012).
Individuals who are more Avoidant or Dependent may struggle to access help and support, or conversely
could become obsessive and dependent on staff (Moore, 2012). It is also well documented that
presentations typically classed as ‘Cluster B disorders’ and including BPD, Histrionic, ASPD, and NPD
(with some suggesting psychopathy is a combination of features from across these domains) have

a particularly strong impact on professionals (for example, Perseius et al., 2007). This can be due to
dynamics like transference where the individual projects their own difficult feelings onto the professional.
The impact can be felt at an individual level through consequences like discontent, dread and burnout,
as well as at a group level where something called 'splitting’ can occur within a team. This involves the
existence of divergent views about how best to respond to the challenging behaviour and this playing
out in the team as a mirroring process reflective of the individual's own defence mechanisms (splitting
the team into ‘goodies’ and ‘baddies’ or the team dividing itself into ‘allies’ and ‘enemies’) (Moore, 2012)
and lead to issues like tension and boundary violations. This supports the importance of effective
communication, supervision and training with staff working with individuals with complex psychological
problems and seeking a service characterised by safety and containment (see Mackie, 2009).

A lack of consistency in an individual's case management team is not conducive to effectively managing
the level of risk and need evidenced across individuals. A core feature in the effective management of
areas like personality disorder, psychopathy, and other responsivity characteristics is the importance of
meaningful and consistent relationships as well as clear structure and boundaries (for example, HMPPs
& NHS, 2020). Changes should be kept to an absolute minimum and where unavoidable they should be
appropriately planned and managed through involving the individual as much as possible.

Several factors emerged from this study as potentially useful sentence planning indicators. A diagnosed
substance use disorder at sentencing was linked to later being a victim of serious violence in custody,
and so may provide a useful marker of someone's later vulnerability. This could also support the rationale
of targeting addiction-related needs as early in someone's sentence as possible to try and bring stability
and decrease the likelihood of vulnerability increasing during the sentence. Being in secure care as a child
was also linked to violence to staff during their sentence and could be a useful initial marker to emphasise
the importance of building an effective professional relationship characterised by trust, as well as a
potential need to engage an individual in therapy to address any past trauma experienced within care
settings.

The instances where the nature of an individual's convictions don't align with alleged offending provides a
challenge for effective risk management by lead authorities. Whilst the legislation underpinning the OLR
as a sentence permits the inclusion of alleged offending as a consideration in the RAR, it is not as simple
when it comes to effective assessment and intervention. Most risk tools are focused on convictions

and proven behaviours and lack evidence of reliability and validity when applied solely to unconvicted

or unproven behaviours. The criteria for most OBPs are also based around an identified level of risk and
specific needs considered relevant to the type of OBP under consideration. As such, lead authorities
may be limited in what can be done with unproven offending of a different nature to the proven offending
(where these align it is less concerning because in general focusing on the proven offending will also
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target the unproven if the underpinning factors are similar). One approach is to focus on continued
monitoring and VSP, as a minimum, in relation to the unproven behaviours to provide a basic threshold
of risk management necessary for public protection. Assessments and plans can then be kept under
review and updated in light of any new information that supports or refutes the unproven behaviours.
Formulation can also be used to identify where there are, if any, factors that underpin the proven and
unproven behaviours that can be targeted. The related concern is the impact this interaction and
complexity may have on progression and release. From a legal perspective an individual is not convicted
of a behaviour but from a risk and management perspective there may remain associated concerns that
this information may have contributed to them getting an OLR and so it should be considered relevant to
their potential release and judgements regarding public protection.

€) Progression & Release

Itis hard to make a generalised conclusion on whether existing rates of progression are below, on, or
above expectations. The OLR is a lifelong sentence where release is determined by the Parole Board
based on risk and manageability, and progression to less secure conditions is determined by the Lead
Authority. Added to this is the evidence from the current study and prior studies regarding the level of
offending behaviour in individuals sentenced to an OLR (RMA, 2022), and evidence from the current
study of individuals acquiring additional convictions and demonstrating adverse incidents. Furthermore,
a key aspect of the high risk definition, and the risk criteria, used in relation to the OLR relates to the
long-term nature of risk and the lack of amenability to change. Therefore, it could be argued from a risk
perspective that many individuals do not progress seamlessly through the sentence (either at all, or that
they experience setbacks). Using PPED as a proxy for arguing that the sentence is not working is fraught
with caveats such as the calculation process for the PPED for someone given an OLR being adjusted due
to the lifelong nature of the sentence.* This is also the minimum period the person must serve in prison
before they are eligible to be considered for release, it does not represent a point in time where they
should be progressed or released. This remains a decision for lead authorities (related to progression to
less secure conditions) or Parole Board (related to release into the community). The length of time passed
PPED also has its limitations as a marker of the sentence not working, as this ignores the individual and
the potential for issues like additional convictions, serious violence in custody, disengagement, etc.,
which could have impacted on progress.

What may be more useful is to focus on particular areas of the sentence implementation that, if improved,
would likely improve engagement and sentence progression across the population. These are discussed
in the section on PPED and areas of problematic implementation and relate to improving OBPs and
psychological therapies as well as better equipping lead authorities to identify and work with diverse and
complex individuals. Improvements in these areas, or reducing barriers to engagement and progression,
would be positive steps in the direction of improving sentence implementation.

Based on average times in particular environments, there appears to be more of an issue moving
individuals from closed conditions to NTE than there does from NTE to OE, or OE to the community.
Furthermore, whilst the initial periods in new environments appear to be navigated successfully (as shown
by most RTCCs occurring after a medium to long period and not immediately) there is evidence that
most RTCCs relate to substance use and they often result in lengthy periods in more secure conditions
following an RTCC. This has the implication of potentially exacerbating feelings of hopelessness,
disengagement and adverse behaviours. The successful management of the initial period of progression
may indicate the benefits individuals sentenced to an OLR potentially derive from increased quality of
support. In general individuals moving to NTE are expected to manage with less support, but with smaller
units than residential halls in closed environments it is likely that more meaningful relationships are able
to be built with staff. There is also more contact with Justice Social Work at this point in the sentence.
The RMA (2023) study on progression and recall did highlight a theme relating to positive support
mechanisms helping, particularly in the community. It may be that increased support and supervision is

a mechanism that this group of individuals benefit from and require for longer periods to try and increase
the chances of successful reintegration. The lifelong management component of the OLR provides
legislative context, and the nature of an RMP (which sets out the risk management strategies relevant

49 For more information on the nature and calculation of punishment parts in relation to the OLR see: What is a Punishment
Part? and The Punishment Part: Life and Order for Lifelong Restriction (RMA, 2024).
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to anindividual's risks and needs) also provides the framework for setting out what an intensive risk
management response might need to look like. For lead authorities the balancing act occurs between
what is realistic, proportionate and defensible to deliver to effectively manage risk.

In terms of planning and managing around RTCCs, with the majority relating to substance use there

is a question regarding whether this behaviour could be managed without someone being RTCC. It is
acknowledged that this is judged on an individual basis and it depends on the relevance of substance
use to anindividual's risk (for example, if someone has committed all their serious violent offences when
relapsing into drug use then this may indicate the need for immediate restrictive actions). However, the
RMP contains a contingency plan which could be used to set out (prior to and as part of someone's
progression to less secure conditions) the plan and actions to adopt if the individual experiences
instability in less secure conditions. A default position from lead authorities to try and work with the
person experiencing difficulties without it becoming an RTCC, or having a clearly defined period of
safety and stabilisation (with appropriate services available to support this) with the intended outcome of
reintegrating the person into the less secure environment at the earliest opportunity could be beneficial
to the individual and the justice system. Anecdotal evidence has indicated that adverse events can be
managed flexibly (for example, an individual may experience a local ‘downgrade’ within by being moved
to a different location within that same establishment). However, improved policies, procedures and/

or guidance could further enhance the management of adverse circumstances and bring increased
consistency and proactivity. It may also help mitigate against some of the hopelessness evidenced by
individuals towards their future, reduce the burden individual's appear to convey regarding the long-term
implications of any negatively viewed behaviours (RMA, 2023), and also benefit the resource allocation
and management associated to progression and RTCCs.

These are all initial findings regarding progression based on a small sample size and should be continued
to be monitored, reviewed and developed over time.

f) The role of the RMA

The strengths identified in this study regarding sentence implementation can be used to bolster the
existing Standards and Guidelines for Risk Management (RMA, 2025a) and the areas for improvement
can be used in the same way. Lead authorities must show regard to the Standards and Guidelines and
so these can be used to try and improve practices and strengthen existing ones. The same can be done
to existing training packages to make them more bespoke, targeted and informed on the basis of the
findings from this study.

There is the possibility that initial findings regarding responsivity characteristics being identified during
the sentence indicates the dynamic nature of behaviour and individuals, and also the existing difficulties
associated with predicting long-term, lifelong risk. For example, Gray and colleagues (2008) looked at
predictions based on the HCR-20 over different follow-up periods and found that the prediction efficacy
slowly declined over the longer follow-up periods. This could be due to factors like changing cultures
and environments. There is also the work of Hanson and colleagues (2018) looking at time spentin the
community offence-free, and their findings that the likelihood of new sexual offences declined the longer
individuals (regardless of age or initial risk levels) with a history of sexual offending remained sexual
offence free in the community. This included finding that after 10 to 15 years most individuals with a
history of sexual offences were no more likely to commit a new sexual offence than individuals with a non-
sexual criminal history. Studies like this and their findings, alongside the current study's findings around
responsivity characteristics, lend potential weight to the argument for the RMA revisiting previously
issued advice to Scottish Ministers on the potential for a review mechanism in relation to the OLR once
an individual has demonstrated sufficient time offence-free in the community.

The RMA has a legislative function to provide advice to Ministers and has previously provided advice
regarding a potential review mechanism relating to an OLR. The level of responsivity characteristics and
ACEs identified across the individuals in this study contribute to our understanding of the development
and maintenance of serious offending behaviour, and has implications in terms of prognoses of these
cases. There is an argument that a review mechanism could serve both the function of ensuring those
who evidence maintained high levels of risk stay on the sentence, but also those who do progress and
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evidence long-term stability — or where alternative explanations for behaviour emerge that suggest the
initial view at sentencing may have been different if that had been known at the time — have a mechanism
by which their sentence could be reviewed. This may also help mitigate against some of the indications
of hopelessness and also provide a long-term resource management mechanism for lead authorities,
ensuring only those that continue to present a risk of serious harm remain on an OLR.

Some of the inconsistencies and lack of clarity across RARs directly informs the Standards and
Guidelines for Risk Assessment Report Writing (RMA, 2018) which assessors must adhere to when
preparing RARs. These could be updated with a particular focus on the content and format of a RAR to
better enable clarity and future implementation of recommendations. Engagement with, and oversight of,
assessors could also focus on exploring those areas identified in the current study where there are either
clarity issues (for example, learning disability) or where lead authorities appear to be more likely to have a
different view (for example, ASD). This could involve identifying training needs and events for assessors
but also better linking assessors to lead authorities to support better communication and preparation of
the initial RMP. Assessors are also encouraged to consider the use of consultancy during an assessment
where there is a need that is outwith the assessors competency to assess to ensure the RAR is as
complete as possible to inform sentencing.

The findings of this study also have implications for the internal and evaluative procedures used by

the RMA in relation to both RMPs and AlRs. Evidence relating to the non- implementation of RAR and/

or further recommendations without a defensible rationale are areas that require clearer presence and
status within existing evaluation procedures. Evaluations can often be snapshots of a particular moment
in time and may not adequately capture the long-term evolution of a case. Evaluation procedures should
capture the flow of information from the RAR, to the initial RMP, through to all amended RMPs, with a
focus on changes in approaches (and their rationale) and lengthy periods of stagnation or barriers to
progression without defensible rationale.

The RMA has functions in relation to keeping under review the provision of services across Scotland, and
the evidence and research regarding effective risk assessment and management. SAFERR (RMA, 2025c)
represents a publicly available online resource whereby the underpinning framework can be used to
inform evaluation of existing approaches (for example, OBPs) and to investigate potential future options
(for example, supervision approaches, psychological therapies, etc.) to ensure discussions, decisions and
initiatives selected are evidence-based and evaluated.

10. RECOMMENDATIONS

The findings and implications from this study inform a number of recommendations. These are presented
below and associated to the agencies considered relevant to each.

Recommendation Relevant
Agencies
Service Provision
1. RMTs to improve oversight, audit and tracking regarding implementation of Scottish Prison
RAR recommendations and further recommendations produced Service (SPS),
during the sentence. Local authorities
2. Strategic planning and engagement regarding the existing and future SPS, Scottish
provision of; Government,
* psychological therapies (particularly targeting trauma and personality) RMA, NHS

* gpecialist assessments (particularly cognitive and neuropsychological)
* health care (inclusive of monitoring developments regarding physical
health issues, alcohol-related brain damage (ARBD), and
cognitive impairment)
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\[o} Recommendation Relevant
Agencies
3. Further improvement and implementation of evidence-based individualised SPS, Local
risk management pathways built around a formulation-based approach and authorities
adaptable to prevalent responsivity characteristics and ACEs.
4, Strategic engagement regarding the 2003 Act provision relating to grants RMA, Scottish

for extra provisions in response to prevalence of responsivity characteristics
and ACEs and the issues in accessibility and delivery of initiatives like
psychological therapy.

Barriers to Progression

Government, SPS

5. Expectations and management of progression and RTCCs to be culturally SPS, Local
viewed through a desistance lens and the likelihood of non-linear pathways. authorities
6. Further analysis of decision-making and risk management planning at SPS, Local
the point of progression to better understand contributing individual and authorities
systemic factors related to potential adverse incidents and RTCCs.
7. | Strategic engagement and legal review on the impact of alleged offending in SPS, Scottish

the context of risk management and decision-making relating to progression
and release

OBPs

Government,
Parole Board,
RMA

8. Analysis of existing evaluative data relating to OBPs. SPS, Scottish
Government,
Local authorities,
RMA
9. Examination and improvement of OBP planning and selection processes to SPS, Local
better support the identification of the right people at the right time. authorities

RARs

10. | RARrecommendations to have a clear rationale and use a SMART (Specific, | RMA, Assessors
Measurable, Actionable, Realistic, Time-bound) approach to support
implementation and evaluation.
11. Involvement of RAR assessors in the planning and production of the initial RMA, Assessors,

RMP as an expectation.
Education

SPS

12. Staff working with and responsible for the management of individuals SPS, Local
sentenced to an OLR to be highly trained and knowledgeable in relation to: authorities, RMA
* Rolling with resistance
* A wide range of responsivity characteristics
*  Working with complex trauma
* Motivational interviewing
* Risk Need Responsivity (RNR)
* Principles of effective supervision
13. [ Those with functions in an RMP (for example, health professionals, care staff) RMA, relevant
to be supported and properly equipped with the required knowledge and skills agencies as
to work effectively and safely with those sentenced to an OLR. identified
14. Decision-makers involved in OLR cases to have a working knowledge of: SPS, Local
* Types of offending and recidivism rates authorities,
* Proportionate and defensible decision-making Parole Board,
RMA
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Recommendation Relevant

Agencies
RMA Procedures
15. Review of RMA evaluation procedures relating to RARs, RMPs, and AlRs to RMA
target:

e Transfer of RAR recommendations into the RMP
* Evaluating areas of non-implemented recommendations
* Tracking of case development or stagnation over time
* Consistent use of language regarding responsivity characteristics

16. Revisit previous advice to ministers on a review mechanism. RMA

17. | Research on offending behaviour, responsivity and ACEs to be conducted on RMA
entire cohort of individuals sentenced to an OLR.

18. Engagement with key stakeholders (SPS, Local authorities, Scottish RMA

Government, Ministers, and others) on the findings and recommendations
from this study and improvements to OLR sentence implementation.

11. FUTURE RESEARCH

Application of the responsivity and ACEs framework used in this study should be applied to the entire
cohort of individuals sentenced to an OLR. This could also facilitate research on particular relationships,
such as; between offending behaviour and responsivity, offending behaviour and ACEs, and responsivity
and ACEs. The low prevalence rates of ADHD, ASD, FAS, ARBD and brain injury are surprising based on
existing evidence across forensic populations. Application of the responsivity framework to everyone
sentenced to an OLR is one approach to better understanding this, however another option would be to
compare those who received an OLR to those who had a RAR but did not receive an OLR.

Qualitative research with individuals sentenced to an OLR, their families, victims, and professionals with
experience of working with individuals and/or victims. For example, interviews with those sentenced to
the OLR could better understand their experiences in relation to hopelessness, and enable comparison
and differentiation from the experiences of those on other sentences. This could be complemented by
interviews with professionals for their views of different sentences and also potentially individuals on
other types of sentences.

Qualitative research with professionals involved in assessments could explore formats and practices
relating to assessments, and inform redevelopment of RMA accreditation schemes. For example, this
could involve considering areas of competency or gaps in provision. Qualitative research with risk-based
decision-makers could also be beneficial in terms of better understanding progression, release and
RTCC processes. As the research evidence relating to individuals sentenced to an OLR grows it may be
worthwhile to explore the potential typologies tentatively proposed in this study: chaotic, disengaged,
and engaged. They could have implications for future improvements to proportionate and responsive
sentence management.

From the existing analysis there is also the option to explore the significant correlations that did not meet
the Bonferroni adjustment but did exceed either the p <.001 or p <.05 significance levels. This could
consist of separate research —ideally using a larger dataset to increase statistical power — or could be
communicated through mechanisms like blogs. For example, the following were correlations between
continuous variables that met the p <.001 significance level and would be interesting to further explore:
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Variable 1 Variable 2

Time past PPED (months) Time to first OBP (months)
Time past PPED (months) Total ‘Testing in Less Secure’ (Parole Reasons)
Violent Offending (humber of overall offences) Sexual Offending (humber of overall offences)
Serious violence (number during sentence) Self-harm incidents (humber during sentence)
Serious violence (humber during sentence) Total number of ACES
Self-harm incidents (humber during sentence) Total number of ACES
Self-harm incidents (number during sentence) Total number of additional ACEs
% RAR Recommendations Not implemented Number of Amended RMP's
VSP RAR Recommendations (Number) Longest Period between amended RMPs (months)
Total Number of OBP's Completed Number of Amended RMP's
Total Number of OBP's Completed Number of Parole Hearings
Total Number of OBP's Completed Total Declined (Parole Outcomes)
Total Number of OBP's Completed Total 'Testing in Less Secure’ (Parole Reasons)
Number of Groups Total Declined (Parole Outcomes)
Total Number of therapies not completed Total ‘Poor Behaviour' (Parole Reasons)
Total number of ACES Total number of additional ACEs
Number of Amended RMP's Number of changes to Case Manager
Number of Amended RMP's Total ‘Testing in Less Secure’ (Parole Reasons)
Number of changes to Case Manager Total number of RTCCs
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13. APPENDICES

Appendix A - Offence Categories Table

Sexual Offences Violent Offences IPV Offences Other Offences
Sexual Assault Threats Sexual Road Traffic Offences
Penetrative Sexual Assault Violent Theft
Assault
Attempted Rape Attempted Murder Other White Collar Crime
Rape Culpable Homicide Domestic Abuse Act Housebreaking
Offences®®
Trafficking Murder Drug Offences
Non-Contact Sexual Stalking/Harassment Organised Crime
Exposure
Non-Contact Voyeurism Firearm Possession Breach of Conditions
and Orders (excluding
SOPO)
II0C (Possession) Firearm Use Breach of SOPQ®’
I10C (Making/ Bladed Article (inc. knife) Abscond Custody
Distributing) Possession
IIOC (Online Bladed Article (inc. knife) Attempt to Defeat the
Communications/ Use Ends of Justice
Solicitation)
Indecent Other Weapon Property Offences
Communication Possession
Offences Relating Other Weapon Use Public Disorder
to the Protection of Offences
Children Act Section 1
Lewd and Libidinous Fire Raising Terrorist Activity
Practices and
Behaviour
Unlawful Sexual Hate Crime Kidnapping/Abduction
Intercourse with Girl
Under 13
Unlawful Intercourse Terrorist Activity Animal Related
With Girl Under 16 Offences
Sexual Act Involving Domestic Abuse Act Conspiracy
Older Child Offences®?
Historical Sexual
(specify)
Sexual Offence Other
(specify)
Breach of SOPO53

50 If the offences were against the former or current partner.
51 If the offences did not include a sexual element, for example breaching a condition to contact the supervising officer.
52 If the offences were not specifically against the former or current partner.
53 If the offences did include a sexual element, for example approaching a potential victim.
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Appendix B - Responsivity Characteristics (Full List)

Responsivity Cateogry Included Domains

Self-harm Prior self-harm
Prior suicide attempts
Learning & Diagnosed Learning Disability
Communication Learning difficulties (not Learning Disability)
Dyslexia

Literacy issues
Low cognitive functioning / low intelligence

Development Autism Spectrum Disorder (ASD)
Attention Deficit Hyperactivity Disorder (ADHD)
Foetal Alcohol Spectrum Disorder (FASD)

Neurological Brain injury
Head injuries (only if ‘'no’ to brain injury)
Cognitive impairment
Dementia
Alcohol-Related Brain Damage

Physical Physical health issues
Wheelchair user
Disability
Cancer
COPD

Mental health Psychotic illness
Hallucinations (not psychosis)
Delusions (not psychosis)
Anxiety
Depression
Other Mental Health

Drugs Diagnosed Alcohol Dependence
Problematic Alcohol Use (no diagnosis)
Diagnosed Substance Use Disorder
Problematic Drug Use (no diagnosis)

Personality Psychopathy (traits or disorder)
Anti-social/dissocial (traits, probable, or definite diagnosis)
Avoidant (traits, probable, or definite diagnosis)
Borderline/Emotionally Unstable (traits, probable, or definite diagnosis) (traits,
probable, or definite diagnosis)
Dependent (traits, probable, or definite diagnosis)
Histrionic (traits, probable, or definite diagnosis)
Narcissistic (traits, probable, or definite diagnosis)
Obsessive-Compulsive (traits, probable, or definite diagnosis)
Paranoid (traits, probable, or definite diagnosis)
Schizoid (traits, probable, or definite diagnosis)
Schizotypal (traits, probable, or definite diagnosis)
PDNOS (traits, probable, or definite diagnosis)

Sexual (3) Paedophilic disorder
Sadism
Gender dysphoria
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Appendix C - Minimum Confirmed Adjustments

As indicated in the Method section, this study used a ‘minimum confirmed' approach to consider the
frequency of offending across the sample. For transparency, adjusted averages and frequencies are
also reported regarding where there were ‘unclear’ cases that required the use of a minimum confirmed
approach.

Previous Offending

Regarding violent previous offending, in 42 of the 47 instances in Table 2 there were no issues identifying
a total number of violent previous offences, meaning for five individuals the minimum confirmed
approach was used. If these five were taken to be ‘unclear’ and removed this would drop the total
offences from 448 to 395, and the averages to either 8.40 (across individuals with violent previous
offending), 7.90 (across all 50 individuals), or 9.40 (across individuals with violent previous offending and
an established number of violent previous offences).

There were no issues identifying a total number of sexual previous offences across the 24 individuals
with sexual previous offending. As such there are no adjusted numbers to report.

In terms of IPV previous offending, in 13 of the 15 instances there were no issues identifying a total
number of prior IPV offences, meaning in two instances the minimum confirmed approach was adopted.
If these are taken out (as ‘unclears’) this would drop the total number of previous IPV offences from

37 to 33, and the averages to: 2.20 (across individuals with IPV previous offending), 0.66 (across all 50
individuals), or 2.54 (across individuals with IPV previous offending and an established number of prior
IPV offences).

For other (non-sexual/non-violent) previous offending, with 35 out of the 45 individuals there were no
issues identifying a total number of prior other offences. This meant for 10 individuals the minimum
confirmed approach was adopted. Taking these 10 cases out (as ‘unclears’) reduced the total number of
other prior offences from 848 to 630, and the averages to: 14.00 (across individuals with other previous
offending), 12.60 (across all 50 individuals), or 18.00 (across individuals with other previous offending and
an established number of prior other offences).

Finally, for total prior offending, there were no issues identifying a total number of prior offences across
41 out of the 48 individuals with prior offending. If the seven individuals, where the minimum confirmed
approach was used, were taken out as ‘unclears’ then the total number of prior offences dropped from
1712 to 1326, and the averages to: 27.63 (across individuals with any previous offending), 26.52 (across
all 50 individuals), or 32.34 (across individuals with any previous offending and an established number of
prior offences).

For clarity and comparison, the average number of prior offences across the 48 individuals with prior
offending was either 32.34 (where ‘unclears’ not included, or the minimum confirmed approach was not
applied) compared to 35.67 (where it was applied and ‘unclears’ were included). Across the entire 50
individuals, the average was either 34.24 with ‘'unclears’ included or 26.52 with them omitted.

Overall Offending

Regarding violent offending, in 43 of the 48 instances in Table 3 there were no issues identifying a total
number of violent offences, meaning for five individuals the minimum confirmed approach was used. If
these five were taken to be ‘unclear’ and removed this would drop the total offences from 530 to 472, and
the averages to either: 9.83 (across the individuals with violent offending), 9.44 (across all 50 individuals),
or 10.98 (across individuals with violent offending and an established number of offences).

There were no issues identifying a total number of sexual offences across the 37 individuals with sexual
offending. As such there are no adjusted numbers to report.
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In terms of IPV offending, in 14 of the 16 instances there were no issues identifying a total number of IPV
offences, meaning in two instances the minimum confirmed approach was adopted. If these are taken out
(as 'unclears’) this would drop the total number of IPV offences from 112 to 103, and the averages to: 6.44
(across individuals with IPV offending), 2.06 (across all 50 individuals), or 7.36 (across individuals with IPV
offending and an established number of prior IPV offences).

For other (non-sexual/non-violent) previous offending, with 36 out of the 46 individuals there were no
issues identifying a total number of other offences. This meant for 10 individuals the minimum confirmed
approach was adopted. Taking these 10 cases out (as ‘unclears’) reduced the total number of other
offences from 858 to 639, and the averages to: 13.89 (across individuals with other offending), 12.78
(across all 50 individuals), or 17.75 (across individuals with other offending and an established number of
other offences).

Finally, for total offending, there were no issues identifying a total number of offences across 43 of the
50 individuals. If the seven individuals, where the minimum confirmed approach was used, were taken out
as 'unclears’ then the total number of offences dropped from 1906 to 1485, and the averages to: 26.52
(across all 50 individuals), or 34.53 (across individuals with an established number of offences).

For clarity and comparison, the average number of offences across the 50 individuals was either 34.53
(where ‘unclears’ not included, or the minimum confirmed approach was not applied) compared to 38.12
(where it was applied and ‘unclears’ were included).

Allegations

Regarding violent allegations, in 28 of the 35 instances in Table 4 there were no issues identifying a total
number of violent allegations, meaning for seven individuals the minimum confirmed approach was used.
If these seven were taken to be 'unclear’ and removed this reduces the total violent allegations from 258
to 223, and the averages to either: 6.37 (across individuals with violent allegations), 4.46 (across all 50
individuals), or 7.96 (across individuals with violent allegations and an established number of allegations).

In relation to sexual allegations, for 29 individuals out of 32 with sexual allegations there were no issues
identifying a total number of allegations, meaning there were three individuals where the minimum
confirmed approach was used due to their total number of sexual allegations being unclear. If these three
individuals were removed this reduces the total sexual allegations from 117 to 105, and the averages

to: 3.28 (across the individuals with sexual allegations), 2.10 (across all 50 individuals), or 3.62 (across
individuals with sexual allegations and an established number of allegations).

In terms of IPV allegations, in 14 of the 19 instances there were no issues identifying a total number

of IPV allegations, meaning in five instances the minimum confirmed approach was adopted. If these
are taken out (as 'unclears’) this would drop the total number of IPV allegations from 96 to 61, and the
averages to: 3.21 (across individuals with IPV allegations), 1.22 (across all 50 individuals), or 4.36 (across
individuals with IPV allegations and an established number of allegations).

For other (non-sexual/non-violent) allegations, with 24 out of the 25 individuals there were no issues
identifying a total number of other allegations. This meant for one individual the minimum confirmed
approach was adopted. Taking this case out (as an ‘unclear’) reduced the total number of other
allegations from 93 to 91, and the averages to: 3.64 (across individuals with other allegations), 1.82
(across all 50 individuals), or 3.79 (across individuals with other allegations and an established number of
other allegations).

Finally, for total allegations, there were no issues identifying a total number of allegations across 38 of
the 47 individuals. If the nine individuals, where the minimum confirmed approach was used, were taken
out (as ‘unclears’) then the total number of allegations dropped from 489 to 407, and the averages to:
8.66 (across individuals with allegations), 8.14 (across all 50 individuals), or 10.71 (across individuals with
allegations and an established number of allegations).

For clarity and comparison, the average number of allegations across the 47 individuals with allegations
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was either 10.71 (where ‘unclears’ not included, or the minimum confirmed approach was not applied)
compared to 10.40 (where it was applied and 'unclears’ were included). Across the entire 50 individuals,
the average was either 9.78 allegations with ‘unclears’ included or 8.14 with them omitted.

Self-reported Offending

Regarding violent self-reported offending, in 15 of the 17 instances in Table 6 there were no issues
identifying a total number of violent self-reported offences, meaning for two individuals the minimum
confirmed approach was used. If these two were taken to be ‘'unclear’ and removed this would drop the
total violent self-reported offences from 37 to 33, and the averages to: 1.94 (across the individuals with
violent self-reported offences), 0.66 (across all 50 individuals), or 2.20 (across individuals with violent self-
reported offences and an established number of violent self-reported offences).

There were no issues identifying a total number of sexual self-reported offences across the five
individuals with sexual self-reported offending. As such there are no adjusted numbers to report.

In terms of IPV self-reported offending, in three of the five instances there were no issues identifying a
total number of IPV self-reported offences, meaning in two instances the minimum confirmed approach
was adopted. If these are taken out (as ‘unclears’) this would drop the total number of IPV self-reported
offences from 6 to 3, and the averages to: 0.60 (across individuals with IPV self-reported offences), 0.06
(across all 50 individuals), or 1.00 (across individuals with IPV self-reported offences and an established
number of IPV self-reported offences).

For other (non-sexual/non-violent) self-reported offences, with 12 out of the 13 individuals there were
no issues identifying a total number of other self-reported offences. This meant for one individual the
minimum confirmed approach was adopted. Taking this case out (as an ‘unclear’) reduced the total
number of other self-reported offences from 33 to 30, and the averages to: 2.31 (across individuals with
other self-reported offences), 10.60 (across all 50 individuals), or 2.50 (across individuals with other self-
reported offences and an established number of other self-reported offences).

Finally, for total self-reported offences, there were no issues identifying a total number of self-reported
offences across 18 of the 22 individuals. If the four individuals, where the minimum confirmed approach
was used, were taken out as ‘unclears’ then the total number of self-reported offences dropped from
80 to 69, and the averages to: 3.14 (across individuals with self-reported offences), 1.38 (across all 50
individuals), or 3.83 (across individuals with self-reported offences and an established number of self-
reported offences).

For clarity and comparison, the average number of self-reported offences across the 22 individuals
with self-reported offending was either 3.83 (where ‘unclears’ not included, or the minimum confirmed
approach was not applied) compared to 4.44 (where it was applied and ‘unclears’ were included). Across
the entire 50 individuals, the average was either 1.16 with ‘unclears’ included or 1.38 with them omitted.
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Appendix D - Binary Correlations

Table 46

Pairwise binary comparisons using Spearman’s correlation that met the p < 0.001 significance level

Variable 1 Variable 2 Spearman p p value Strength

Violent to staff during sentence Self-harm during sentence .539 .000054766 Moderate
Self-harm during sentence In secure care as a child 519 .000133764 Moderate
Self-harm during sentence In prison as a child .536 .000072384 Moderate
Any PD Diagnoses ASPD Definite .547 .000039386 Moderate

Prior suicide attempts BPD Definite .546 .000106344 Moderate

Prior suicide attempts ACE - Sexual abuse 501 .000538986 Moderate
Diagnosed Learning Disability Low Cognitive functioning / Low Intelligence 516 .000332758 Moderate
Delusions (Not diagnosed with psychosis) Schizotypal Traits .565 .000018800 Moderate
Anxiety Depression .558 .000082043 Moderate

Diagnosed Alcohol Dependence Problematic Alcohol Use (No diagnosis) -.582 .000017575 Moderate
Diagnosed Alcohol Dependence Diagnosed Substance Use Disorder .550 .000091398 Moderate
Problematic Drug Use (No diagnosis) ACE - IPV in home 518 .000139311 Moderate
ASPD Traits NPD Traits 537 .000070641 Moderate

Avoidant PD Definite Dependent PD Definite .565 .000018800 Moderate
Dependent PD Definite OCPD Traits .565 .000018800 Moderate
Schizoid PD Definite Schizotypal Traits .565 .000018800 Moderate

In secure care as a child In prison as a child 501 .000284215 Moderate
Violent to staff In prison as a child 497 .000276528 Moderate
Attempted suicide during sentence Brain Injury 483 .000673210 Moderate
Diagnosed Learning Disability Alcohol-Related Brain Damage 483 .000673210 Moderate
Literacy Issues Low Cognitive functioning / Low Intelligence 487 .000589884 Moderate

Disability Schizoid PD Definite 484 .000424282 Moderate

Avoidant PD Definite ACE - Physical abuse -472 .000800780 Moderate

ACE - Sexual abuse In secure care as a child 466 .000837492 Moderate
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Table 47

Pairwise binary comparisons using Spearman’s correlation that met the p < 0.05 significance level.

Variable 1 Variable 2 Spearman p p value Strength

ACE - Physical abuse ACE - IPV in home 405 .005298 Moderate

ACE - Physical neglect ACE - IPV in home 432 .002447 Moderate

ACE - substance using parent ACE - IPV in home 443 .001427 Moderate
Additional Convictions ACE - Verbal abuse 403 .004959 Moderate
ADHD Cognitive Impairment 481 .00125 Moderate

ADHD BPD Traits 427 .003091 Moderate

Any Allegations Ever Progressed to less secure conditions -.405 .003517 Moderate

Any Self-Reported Offending Head Injuries (only if ‘No' to BI) 433 .002109 Moderate
ASPD Traits Schizoid PD Definite 428 .002147 Moderate

Attempted suicide during sentence Schizoid PD Definite 429 .001902 Moderate
BPD Definite Paranoid PD Definite 405 .003487 Moderate

Brain Injury Cognitive Impairment 425 .004459 Moderate

Cognitive Impairment Alcohol-Related Brain Damage 426 .003492 Moderate
Cognitive Impairment Dependent PD Definite 426 .003492 Moderate
Diagnosed LD Literacy Issues 421 .004025 Moderate
Diagnosed Substance Use Disorder In prison as a child 403 .00599 Moderate
Dyslexia Literacy Issues 456 .001444 Moderate

Head Injuries (only if ‘No' to Bl) Physical Health Issues 426 .003492 Moderate
Historical Self-Harm Self-harm during sentence 440 .001555 Moderate
Historical Self-Harm Prior suicide attempts 479 .001004 Moderate

IPV Allegations Psychopathic Personality Disorder 429 .001855 Moderate

IPV Overall Offending Has kids? 433 .002113 Moderate
Learning Difficulties (No Learning Disability) Literacy Issues 455 .001498 Moderate
OCPD Traits Schizoid PD Traits 425 .002094 Moderate

Other Mental Health ACE - family member mental illness 412 0.00359 Moderate
Paedophilic Disorder ACE - IPV in home -.480 .001719 Moderate
Perpetrated serious violence (during sentence) In secure care as a child 424 .002397 Moderate
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Variable 1 Variable 2 Spearman p p value Strength
Psychopathic Personality Disorder Has kids 409 .003867 Moderate
Psychopathic Traits ACE - IPV in home 449 .001195 Moderate
Violence Allegations Anxiety -.440 .001558 Moderate
Violence Overall Offending Paedophilic Disorder -424 0.0057 Moderate
Violent to staff (during sentence) Clearly stated hopelessness 433 .001701 Moderate

Violence Overall Offending ACE - IPV in home .296 .038745 Weak

ACE - IPV in home In Local Authority care as a child .339 017113 Weak

ACE - Physical abuse ACE - Verbal abuse 324 .030166 Weak

ACE - Physical abuse ACE - substance using parent .316 .03049 Weak

ACE - Physical neglect ACE - Emotional neglect .315 .029095 Weak

ACE - Verbal abuse New risks identified during sentence .300 .040371 Weak

Additional Convictions (during sentence) Head Injuries (only if ‘No' to brain injury) -.286 .048736 Weak

Additional Convictions (during sentence) Violent to staff (during sentence) .380 .006492 Weak

ADHD ACE - family member mental illness .352 .016483 Weak

Alcohol-Related Brain Damage Hallucinations (Not diagnosed with psychosis) .286 .044289 Weak

Alcohol-Related Brain Damage Diagnosed Alcohol Dependence .352 .015108 Weak

Alcohol-Related Brain Damage ACE - family member mental illness .354 .012701 Weak

Anxiety BPD Definite .293 .040957 Weak

Any Allegations Avoidant PD Traits -.378 .00677 Weak

Any Allegations ACE - IPV inhome .367 .009541 Weak

Any Allegations Clearly stated hopelessness -.323 .02227 Weak

Any PD Diagnoses Problematic Drug Use (No diagnosis) .287 .042959 Weak

Any PD Diagnoses BPD Definite .296 .036628 Weak

Any PD Diagnoses Low Cognitive functioning / Low Intelligence -.332 .02268 Weak

Any PD Diagnoses Psychopathic Personality Disorder .370 .008243 Weak

Any Self-Reported Offending OCPD Traits .285 .044828 Weak

Any Self-Reported Offending Paedophilic Disorder -314 .045828 Weak

ASPD Definite Paranoid PD Definite 319 .023716 Weak

ASPD Definite In prison as a child .335 .018459 Weak

ASPD Traits ASPD Definite -.304 .033525 Weak
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Variable 1 Variable 2 Spearman p p value Strength

ASPD Traits New Diagnosis / New Responsivity (during -.398 .004588 Weak

sentence)

ASPD Traits In Local Authority care as a child -.304 .033525 Weak
Avoidant PD Definite OCPD Traits 291 .040499 Weak
Avoidant PD Definite Schizotypal PD Traits 291 .040499 Weak

Avoidant PD Traits ACE - substance using parent -.284 .045319 Weak
Avoidant PD Traits ACE - IPV in home -.296 .038745 Weak
Avoidant PD Traits New risks identified during sentence .298 .035848 Weak
Avoidant PD Traits Schizotypal PD Traits .378 .00677 Weak
Avoidant PD Traits ACE - Physical abuse -.381 .008168 Weak
Avoidant PD Traits ACE - family member mental iliness .354 .012701 Weak

BPD Definite ACE - Verbal abuse 292 .046633 Weak

BPD Definite ACE - Emotional neglect .281 .048091 Weak

BPD Definite NPD Definite .333 .018006 Weak

BPD Definite ACE - Sexual abuse .335 .018459 Weak

Brain Injury BPD Definite .352 .016483 Weak

Brain Injury In secure care as a child 324 .029799 Weak
Cognitive Impairment Diagnosed Alcohol Dependence .333 .029029 Weak

Delusions (Not diagnosed with psychosis) BPD Definite .286 .044289 Weak
Dependent PD Definite Paranoid PD Traits .387 .005515 Weak
Dependent PD Definite Schizoid PD Traits .387 .005515 Weak

Depression BPD Definite .335 .024299 Weak

Depression Sadism -.337 .044379 Weak

Diagnosed Alcohol Dependence Dependent PD Definite .352 .015108 Weak
Diagnosed Learning Disability Depression -318 .043017 Weak
Diagnosed Learning Disability In Local Authority care as a child 322 .028914 Weak
Diagnosed Substance Use Disorder Paranoid PD Definite 313 .034463 Weak
Dyslexia Alcohol-Related Brain Damage .353 .013851 Weak

Dyslexia Anxiety 326 .025253 Weak

Dyslexia Depression 323 .034781 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Dyslexia Other Mental Health .303 .038246 Weak
Dyslexia Diagnosed Alcohol Dependence .375 .010223 Weak
Hallucinations (Not diagnosed with psychosis) Other Mental Health .384 .00647 Weak
Has kids Clearly stated hopelessness -.350 .014746 Weak
Has kids Ever progressed to less secure conditions -.340 017973 Weak
Head Injuries (only if ‘No' to Bl) OCPD Traits .383 .007218 Weak
Head Injuries (only if ‘No' to Bl) Denier .305 .037099 Weak
Historical Self-Harm Problematic Drug Use (No diagnosis) 297 .03802 Weak
Historical Self-Harm OCPD Traits .283 .048872 Weak
Historical Self-Harm BPD Definite 314 .02824 Weak
Historical Self-Harm ACE - Emotional neglect .323 .023485 Weak
Historical Self-Harm ACE - IPV in home .356 .012919 Weak
Historical Self-Harm In Local Authority care as a child 379 .007238 Weak
In LA care as a child? In secure care as a child .287 .045634 Weak
IPV Allegations Has kids 377 .008283 Weak
IPV Allegations Ever progressed to less secure conditions -.305 .031451 Weak
IPV Overall Offending IPV Allegations 346 01377 Weak
IPV Overall Offending Additional Convictions (during sentence) -311 .027742 Weak
IPV Overall Offending Literacy Issues 331 .021412 Weak
IPV Overall Offending Psychopathic Personality Disorder .336 .017008 Weak
IPV Overall Offending Denier 306 .032435 Weak
Learning Difficulties (No Learning Disability) Low Cognitive functioning / Low Intelligence 327 .028381 Weak
Learning Difficulties (No Learning Disability) ADHD .323 .03219 Weak
Learning Difficulties (No Learning Disability) Brain Injury .383 .011205 Weak
Learning Difficulties (No Learning Disability) Cognitive Impairment .382 .012632 Weak
Literacy Issues Diagnosed Alcohol Dependence 322 .031196 Weak
Low Cognitive functioning / Low Intelligence Cognitive Impairment 333 .030934 Weak
Low Cognitive functioning / Low Intelligence NPD Traits -.333 .022103 Weak
Low Cognitive functioning / Low Intelligence In prison as a child -319 .030617 Weak
NPD Definite Paranoid PD Definite .393 .004734 Weak
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Variable 1 Variable 2 Spearman p p value Strength
NPD Definite Paedophilic Disorder 317 .043675 Weak
NPD Traits Schizoid PD Definite .305 .031313 Weak
NPD Traits Sadism 334 .032643 Weak
NPD Traits New Diagnosis / New Responsivity (during -.364 .009462 Weak

sentence)
Other Allegations Victim of serious violence (during sentence) .333 .018006 Weak
Other Allegations Violent to staff (during sentence) .300 .034286 Weak
Other Allegations Historical Self-Harm 392 .005347 Weak
Other Allegations Self-harm (during sentence) .375 .007352 Weak
Other Allegations BPD Traits .330 .02046 Weak
Other Allegations ACE - IPV in home 334 .018999 Weak
Other Allegations In Local Authority care as a child 322 .022438 Weak
Other Allegations In prison as a child 314 .027893 Weak
Other Overall Offending Any PD Diagnoses .329 .01949 Weak
Other Overall Offending ACE - Physical abuse 372 .010102 Weak
Paedophilic Disorder New Diagnosis / New Responsivity (during -.317 .043675 Weak
sentence)

Paranoid PD Definite Schizoid PD Traits .345 .014192 Weak
Perpetrated serious violence (during sentence) Clearly stated hopelessness .280 .048487 Weak
Perpetrated serious violence (during sentence) Prior suicide attempts 327 .028175 Weak
Perpetrated serious violence (during sentence) ACE - Verbal abuse .368 .010975 Weak
Perpetrated serious violence (during sentence) In prison as a child .334 .018868 Weak
Prior suicide attempts Depression .342 .028436 Weak
Prior suicide attempts Diagnosed Alcohol Dependence .361 .017481 Weak
Prior suicide attempts Psychopathic Personality Disorder .328 027711 Weak
Problematic Alcohol Use (No diagnosis) Avoidant PD Traits -.298 .035848 Weak
Problematic Alcohol Use (No diagnosis) Diagnosed Substance Use Disorder -.306 .038294 Weak
Problematic Alcohol Use (No diagnosis) Problematic Drug Use (No diagnosis) .346 01377 Weak
Problematic Alcohol Use (No diagnosis) ACE - Physical abuse .376 .009164 Weak
Problematic Alcohol Use (No diagnosis) ACE - Verbal abuse .381 .008168 Weak
Problematic Alcohol Use (No diagnosis) ACE - substance using parent 322 022491 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Problematic Alcohol Use (No diagnosis) ACE - family member mental illness -.362 .010695 Weak
Problematic Drug Use (No diagnosis) Paranoid PD Traits .289 041727 Weak
Problematic Drug Use (No diagnosis) In Local Authority care as a child 279 .049831 Weak
Problematic Drug Use (No diagnosis) ASPD Definite .309 .028895 Weak
Problematic Drug Use (No diagnosis) ACE - Physical abuse .316 .03049 Weak
Problematic Drug Use (No diagnosis) ACE - Emotional neglect .332 .018543 Weak
Problematic Drug Use (No diagnosis) ACE - substance using parent .308 .029601 Weak
Psychopathic Personality Disorder Ever progressed to less secure conditions -.290 .041297 Weak
Psychopathic Personality Disorder NPD Definite .386 .005624 Weak
Psychopathic Personality Disorder Paranoid PD Definite .309 .029181 Weak
Psychopathic Personality Disorder Denier .323 .023463 Weak
Psychopathic Traits ACE - substance using parent .296 .037185 Weak
Psychopathic Traits ASPD Definite .361 .009972 Weak
Psychopathic Traits BPD Traits .330 .02046 Weak
Psychopathic Traits ACE - parental separation .306 .032248 Weak
Psychotic illness Schizoid PD Traits .285 .046818 Weak
Psychotic illness BPD Definite 331 .020113 Weak
Psychotic illness Paranoid PD Definite .392 .005347 Weak
Psychotic illness Sadism .370 .018714 Weak
Psychotic illness Has kids 325 .025753 Weak
Disability Avoidant PD Traits 315 .027384 Weak
Disability ACE - Emotional neglect -.350 .013635 Weak
Sadism ACE - Physical abuse -.328 .044687 Weak
Schizotypal PD Traits ACE - substance using parent -.352 .01218 Weak
Self-harm (during sentence) Prior suicide attempts 327 .028175 Weak
Self-harm (during sentence) ACE - Sexual abuse .320 .024893 Weak
Sexual Allegations IPV Allegations .330 .019405 Weak
Sexual Allegations Any Allegations 337 .016753 Weak
Sexual Allegations Head Injuries (only if ‘'No' to Brain Injury) 311 .031257 Weak
Sexual Allegations ACE - parental separation -.318 .026099 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Sexual Overall Offending ACE - Sexual abuse .287 .04531 Weak
Sexual Overall Offending ASPD Definite -.368 .0086 Weak
Victim of serious violence (during sentence) Problematic Alcohol Use (No diagnosis) -.343 014749 Weak
Victim of serious violence (during sentence) In prison as a child 331 .020113 Weak
Violence Allegations In secure care as a child 293 .040752 Weak
Violence Allegations IPV Allegations .333 .018244 Weak
Violence Allegations Other Allegations .393 .004779 Weak
Violence Allegations Any Allegations .386 .00564 Weak
Violence Allegations Hallucinations (Not diagnosed with psychosis) -.327 .020323 Weak
Violence Allegations Depression -311 .037404 Weak
Violence Allegations ACE - substance using parent .359 .010387 Weak
Violence Allegations Denier .351 .013324 Weak
Violence Overall Offending Other Overall Offending 316 .025374 Weak
Violence Overall Offending Violence Allegations 312 .027503 Weak
Violence Overall Offending Avoidant PD Definite -.378 .00677 Weak
Violence Overall Offending Schizotypal PD Traits -.378 .00677 Weak
Violent to staff (during sentence) ACE - Verbal abuse 292 .046633 Weak
Violent to staff (during sentence) Physical Health Issues -.304 .037491 Weak
Violent to staff (during sentence) New risks identified during sentence .300 .034209 Weak

159



Appendix E - Continuous Correlations

Table 48
Pairwise continuous comparisons using Spearman’s correlation that met the p < 0.001 significance level.

Variable 1 Variable 2 Spearmanp p value Strength

Time past PPED (months) Time to first OBP (months) -.619 .000057065 Moderate

Time past PPED (months) Number of Amended RMP's .601 .000106768 Moderate

Time past PPED (months) Total 'Testing in Less Secure' (Parole Reasons) .600 .000109883 Moderate

Violent Offending (humber of overall offences) | Sexual Offending (humber of overall offences) -.533 .000818359 Moderate

Violent Offending (humber of overall offences) | Other Offending (number of overall offences) 590 .000154684 Moderate

Violent Offending (humber of overall offences) Total Offences .645 .000021843 Moderate

Sexual Allegations (total) Total Allegations 573 .000258204 Moderate

IPV Allegations (total) Total Allegations 537 .000737439 Moderate

Total Number of Additional Convictions (during | Serious violence (humber during sentence) 573 .000261143 Moderate

sentence)

Serious violence (number during sentence) Self-harm incidents (number during sentence) 540 .000668791 Moderate

Serious violence (number during sentence) Total number of ACES 613 .000071526 Moderate

Self-harm incidents (number during sentence) Total number of ACES .585 .000176666 Moderate

Self-harm incidents (number during sentence) Total number of Additional ACEs .647 .000019745 Moderate

Number of RAR Recommendations VSP RAR Recommendations (Number) 573 .000256656 Moderate

% RAR Recommendations Fully Implemented % RAR Recommendations Not implemented -.636 .000030542 Moderate

% RAR Recommendations Not implemented Number of Amended RMP's -.569 .000294112 Moderate

Monitoring RAR Recommendations (Number) | Supervision RAR Recommendations (Number) .566 .000319623 Moderate

VSP RAR Recommendations (Number) Longest Period between Amended RMP .615 .000065977 Moderate
(months)

Number of Further Recommendations % Further Recommendations (Fully .600 .000385024 Moderate

Implemented)

Number of Further Recommendations Interventions Further Recommendations 551 .000497929 Moderate
(Number)

Interventions Further Recommendations Skill Development Further Recommendations .558 .000404404 Moderate
(Number) (Number)
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Variable 1 Variable 2 Spearman p p value Strength
Psychological Therapy Further Total Number of therapies .585 .000177361 Moderate
Recommendations (Number)
Time to first OBP (months) Total Number of OBP's Completed -.584 .000187741 Moderate
Time to first OBP (months) Number of OBPs in group format -.623 .000049589 Moderate
Total Number of OBP's Completed Total Number of Months on OBP .643 .000023625 Moderate
Total Number of OBP's Completed Number of Amended RMP's 591 .000148266 Moderate
Total Number of OBP's Completed Number of Parole Hearings .598 .000116139 Moderate
Total Number of OBP's Completed Total Declined (Parole Outcomes) .547 .000559752 Moderate
Total Number of OBP's Completed Total 'Testing in Less Secure' (Parole Reasons) .542 .000646035 Moderate
Number of OBPs in group format Number of Parole Hearings .538 .000719443 Moderate
Number of OBPs in group format Total Declined (Parole Outcomes) .538 .000713424 Moderate
Total Number of therapies Total Number of therapies completed .638 .000028449 Moderate
Total Number of therapies Total Number of therapies not completed .541 .000659597 Moderate
Total Number of therapies not completed Total ‘Poor Behaviour' (Parole Reasons) .550 .000509800 Moderate
Total number of ACES Total number of Additional ACEs 527 .000950421 Moderate
Number of Amended RMP's Number of changes to Case Manager .604 .000096587 Moderate
Number of Amended RMP's Total number of progressions .607 .000085798 Moderate
Number of Amended RMP's Total times progressed to NTE .553 .000473233 Moderate
Number of Amended RMP's Total months in NTE .604 .000096732 Moderate
Number of Amended RMP's Total ‘'Testing in Less Secure’ (Parole Reasons) .638 .000028012 Moderate
Number of changes to Case Manager Total number of RTCC's .600 .000108168 Moderate
Total number of progressions Total times progressed to OE .630 .000038358 Moderate
Total number of progressions Total months in OE .630 .000038551 Moderate
Total times progressed to NTE Total 'Stability Required’ (Parole Reasons) .538 .000712355 Moderate
Total times progressed to OE Total months in Community .539 .000689840 Moderate
Total times progressed to OE Total number of RTCCs .531 .000871748 Moderate
Total months in OE Total months in Community .530 .000890931 Moderate
Total months in OE Total number of RTCCs 537 .000733941 Moderate
Total Declined (Parole Outcomes) Total 'Testing in Less Secure’ (Parole Reasons) 577 .000232763 Moderate
Total 'Outstanding OBP Work' (Parole Reasons) Total ‘Poor Behaviour' (Parole Reasons) .534 .000798125 Moderate
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Table 49

Pairwise binary comparisons using Spearman’s correlation that met the p < 0.05 significance level.

Variable 1 Variable 2 Spearman p p value Strength

Total Number of Offences Total Number of Months on OBPs -.523 .001076335 Moderate

Serious violence (number during sentence) Total Number of therapies 514 .001328162 Moderate

% RAR Recommendations Not implemented Total Number of progressions -.524 .001047661 Moderate

Interventions RAR Recommendations Interventions Further Recommendations .520 .001161911 Moderate
(Number) (Number)

% Further Recommendations (Fully Assessment Further Recommendations .506 .001657615 Moderate
Implemented) (Number)

Number of PD Diagnoses Total 'Did Not Seek Release’ (Parole Reasons) -.520 00114145 Moderate

Total Number of OBPs Completed Total number of progressions .519 00117125 Moderate

Total Number of OBPs Completed Total times progressed to NTE .509 .001528576 Moderate

Total Number of OBPs Completed Total months in NTE .509 .001513284 Moderate

Number of OBPs in group format Number of Amended RMP's .505 00167211 Moderate

Total Number of therapies Total number of ACES 512 .001415355 Moderate

Number of Amended RMP's Total number of RTCCs .509 00153477 Moderate

Number of changes to Case Manager Total 'Stability Required’ (Parole Reasons) .506 .001631247 Moderate

Total times progressed to NTE Total times progressed to OE .506 .00165859 Moderate

Total times progressed to NTE Total months in OE .507 .00159958 Moderate

Total times progressed to OE Total times progressed to Community 523 .001062527 Moderate

Time past PPED (months) Adapt Approach to Risk Management 401 .015292514 Moderate

Recommendations (Number)

Time past PPED (months) Number of Responsivity Characteristics -.452 .005685299 Moderate

Time past PPED (months) Total Number of Months on OBP 499 .001974684 Moderate

Time past PPED (months) Number of changes to Case Manager 471 .003718239 Moderate

Time past PPED (months) Total number of progressions 408 .013600954 Moderate

Time past PPED (months) Total times progressed to NTE 425 .009828644 Moderate

Time past PPED (months) Total months in NTE 414 .012072077 Moderate

Time past PPED (months) Total ‘Lacks Insight into Risk’ (Parole Reasons) 422 .010282916 Moderate

Time past PPED (months) Total ‘Stability Required’ (Parole Reasons) .485 .002703211 Moderate
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Violent Offending (humber of overall offences) OBP RAR Recommendations (Number) -411 .012830965 Moderate
Violent Offending (number of overall offences) [ Number of New Responsivity Characteristics .408 .013557944 Moderate
(during sentence)

Violent Offending (humber of overall offences) | Total ‘Did Not Seek Release’ (Parole Reasons) -424 .009878757 Moderate
Sexual Offending (humber of overall offences) Sexual Allegations (number) 405 .014393537 Moderate
Sexual Offending (humber of overall offences) | % RAR Recommendations Not implemented 419 .011080756 Moderate
Sexual Offending (humber of overall offences) OBP RAR Recommendations (Number) 436 .007795391 Moderate
Sexual Offending (humber of overall offences) Total number of RTCCs -.433 .008374936 Moderate
IPV Offending (humber of overall offences) IPV Allegations 452 .005651295 Moderate
IPV Offending (humber of overall offences) Number of serious violence instances (during 415 .011786107 Moderate

sentence)

Other Offending (number of overall offences) Total Number of Months on OBP -428 009182127 Moderate
Violence Allegations (total) Total number of progressions -435 .008040452 Moderate
Violence Allegations (total) Total number of RTCCs -422 .01038408 Moderate

Sexual Allegations (total) Total Number of OBPs Completed -442 00694333 Moderate

IPV Allegations (total) Total Number of therapies Completed -424 .009941214 Moderate

IPV Allegations (total) Total 'Did Not Seek Release’ (Parole Reasons) -475 .003427348 Moderate

Other Allegations (total) Total Allegations 496 .002076053 Moderate

Other Allegations (total) Total Number of self-harm incidents (during 474 .003501964 Moderate

sentence)

Other Allegations (total) Total number of Additional ACEs 400 .015775657 Moderate

Total Allegations Monitoring RAR Recommendations (Number) 465 .004312306 Moderate

Total Allegations Total number of Additional ACEs 410 .01298855 Moderate

Total Allegations Total number of progressions -.461 .004689882 Moderate

Total Allegations Total times progressed to OE -.462 .004592234 Moderate

Total Allegations Total months in OE -.465 .004314776 Moderate

Total Allegations Total number of RTCCs -420 .010825312 Moderate

Total Self-Reported Offences Number of Responsivity Characteristics 400 .015608876 Moderate

Total Self-Reported Offences Number of New Responsivity Characteristics 403 .014791007 Moderate
(during sentence)

Total Number of Additional Convictions (during Number of RAR Recommendations 484 .002773949 Moderate

sentence)
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Variable 1 Variable 2 Spearman p p value Strength

Victim of serious violence (number) (during Total 'Poor Behaviour' (Parole Reasons) 453 .005585198 Moderate
sentence)

Number of serious violence instances (during Number of RAR Recommendations 453 .005537691 Moderate
sentence)

Number of serious violence instances (during | Monitoring RAR Recommendations (Number) 482 .002893321 Moderate
sentence)

Number of serious violence instances (during | Supervision RAR Recommendations (Number) 423 .010144243 Moderate
sentence)

Number of serious violence instances (during Total number of Additional ACEs 478 .003210136 Moderate
sentence)

Total Number of self-harm incidents (during Total Number of therapies Completed 461 .004695243 Moderate
sentence)

Total Number of self-harm incidents (during Total ‘Issues with Mental Health' (Parole 412 .012513916 Moderate

sentence) Reasons)

Number of RAR Recommendations OBP RAR Recommendations (Number) 400 .015776031 Moderate

Number of RAR Recommendations Number of OBPs in 2:1 format -.489 .00245703 Moderate

Number of RAR Recommendations Total Number of Months on OBP -417 .011410827 Moderate

% RAR Recommendations Fully Implemented Total Number of OBPs Completed 480 .00305861 Moderate

% RAR Recommendations Fully Implemented Total number of progressions 493 .00225535 Moderate

% RAR Recommendations Fully Implemented Total times progressed to NTE 426 .0095204 Moderate

% RAR Recommendations Fully Implemented Total months in NTE 413 .012393259 Moderate

% RAR Recommendations Fully Implemented Total times progressed to OE 486 .002639667 Moderate

% RAR Recommendations Fully Implemented Total months in OE 484 .002765129 Moderate

% RAR Recommendations Not implemented Total Number of OBPs Completed -424 .009913051 Moderate

% RAR Recommendations Not implemented Number of OBPs in group format -.406 .013930049 Moderate

% RAR Recommendations Not implemented Total times progressed to NTE -435 .007954633 Moderate

% RAR Recommendations Not implemented Total months in NTE -.419 .010960658 Moderate

% RAR Recommendations Not implemented Total times progressed to OE -416 .011613698 Moderate

% RAR Recommendations Not implemented Total months in OE -416 .011633558 Moderate

Adapt Approach to Risk Management Number of OBPs in group format 412 .012555574 Moderate

Recommendations (Number)
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Variable 1 Variable 2 Spearman p p value Strength
Adapt Approach to Risk Management Total ‘Poor Behaviour’ (Parole Reasons) 463 .004438557 Moderate
Recommendations (Number)
Assessment RAR Recommendations (Number) Number of PD Diagnoses -438 .007612085 Moderate
Assessment RAR Recommendations (Number) Total Number of therapies -.466 .004215476 Moderate
Monitoring RAR Recommendations (Number) VSP RAR Recommendations (Number) 468 .003991422 Moderate
Supervision RAR Recommendations (Number) Total Number of OBPs Deselected -.458 .004935659 Moderate
Supervision RAR Recommendations (Number) Total Number of Months on OBP -419 .01100632 Moderate
Number of Further Recommendations Skill Development Further Recommendations 412 .012657729 Moderate
(Number)
% Further Recommendations (Fully Interventions Further Recommendations 423 .010101531 Moderate
Implemented) (Number)
% Further Recommendations (Fully OBP Further Recommendations (Number) 468 .004020181 Moderate
Implemented)
Time past PPED (months) % RAR Recommendations Not implemented -.356 .033252147 Weak
Time past PPED (months) Total number of RTCCs .346 .038611351 Weak
Time past PPED (months) Total ‘Outstanding OBP Work' (Parole Reasons) .365 .028439867 Weak
Violent Offending (humber of overall offences) Adapt Approach to Risk Management RAR -.359 .031530994 Weak
Recommendations (Number)
Violent Offending (humber of overall offences) Total Number of Months on OBPs -.334 .046615422 Weak
Violent Offending (humber of overall offences) Total number of RTCCs 377 .023599458 Weak
Sexual Offending (humber of overall offences) | Other Offending (humber of overall offences) -.353 .034727826 Weak
Sexual Offending (humber of overall offences) IPV Allegations (total) .338 .043918459 Weak
Sexual Offending (humber of overall offences) Number of OBPs in 1:1 format -.379 022743727 Weak
Sexual Offending (humber of overall offences) Number of Amended RMPs -.352 .035154653 Weak
Sexual Offending (humber of overall offences) Total number of progressions -.385 .020484877 Weak
Other Offending (number of overall offences) | Supervision RAR Recommendations (Number) 374 .02475637 Weak
Other Offending (number of overall offences) Total number of RTCCs .350 .036578722 Weak
Other Offending (number of overall offences) Total 'Stability Required’ (Parole Reasons) .362 .030247075 Weak
Total Offences % RAR Recommendations Fully Implemented -.388 .019503188 Weak
Total Offences Supervision RAR Recommendations (Number) .367 .027839233 Weak
Total Offences Total 'Did Not Seek Release’ (Parole Reasons) -.350 .036412465 Weak
Violence Allegations (total) Other Allegations (total) .380 022291875 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Violence Allegations (total) Assessment Further Recommendations .343 .040812667 Weak
(Number)
Violence Allegations (total) Number of New Responsivity Characteristics .338 .044143259 Weak
(during sentence)
Violence Allegations (total) Total number of ACES .385 .020580491 Weak
Violence Allegations (total) Number of Amended RMPs -.351 .035613475 Weak
Violence Allegations (total) Total times progressed to NTE -.338 .043658618 Weak
Violence Allegations (total) Total times progressed to OE -.376 023639985 Weak
Violence Allegations (total) Total months in OE -.379 022634625 Weak
Violence Allegations (total) Total 'Did Not Seek Release’ (Parole Reasons) -.380 022394814 Weak
Sexual Allegations (total) IPV Allegations (total) 394 .017410937 Weak
Sexual Allegations (total) % RAR Recommendations Not implemented .378 022872104 Weak
Sexual Allegations (total) Monitoring RAR Recommendations (Number) .376 .023730471 Weak
Sexual Allegations (total) Supervision RAR Recommendations (Number) 377 .023518245 Weak
Sexual Allegations (total) Monitoring Further Recommendations .364 .029019258 Weak
(Number)
Sexual Allegations (total) Total number of kids 371 .02587782 Weak
Sexual Allegations (total) Number of OBPs in 1:1 format -.358 .031966085 Weak
Sexual Allegations (total) Number of OBPs in group format -.391 .018240003 Weak
Sexual Allegations (total) Total Number of Months on OBP -.337 .04477446 Weak
Sexual Allegations (total) Total number of RTCCs -.346 .039025457 Weak
IPV Allegations (total) % RAR Recommendations Fully Implemented -.349 .036964022 Weak
IPV Allegations (total) % RAR Recommendations Not implemented .396 .016881154 Weak
IPV Allegations (total) Monitoring Further Recommendations 352 .035549859 Weak
(Number)
IPV Allegations (total) Total number of kids .395 .017034144 Weak
IPV Allegations (total) Number of OBPs in group format -.356 .032915165 Weak
IPV Allegations (total) Total number of RTCCs -.337 .044570247 Weak
Other Allegations (total) Victim of serious violence (humber) (during .365 .028563388 Weak
sentence)
Other Allegations (total) Total Number of therapies .353 .034819278 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Total Allegations % RAR Recommendations Fully Implemented -.342 .041058573 Weak
Total Allegations % RAR Recommendations Not implemented 399 .015803037 Weak
Total Allegations Monitoring Further Recommendations 329 .04979778 Weak
(Number)
Total Allegations Total number of kids .336 .044865956 Weak
Total Allegations Total Number of OBPs Completed -.353 .034710194 Weak
Total Allegations Total number of ACES 334 .046422174 Weak
Total Allegations Number of Amended RMP's -.378 .0231806 Weak
Total Allegations Total times progressed to NTE -.350 .036430378 Weak
Total Allegations Total months in NTE -.339 .043107448 Weak
Total Allegations Total times progressed to Community -.330 .049360496 Weak
Total Allegations Total ‘Did Not Seek Release’ (Parole Reasons) -.334 .046869898 Weak
Total Number of Additional Convictions (during Interventions RAR Recommendations .366 .028337253 Weak
sentence) (Number)
Total Number of Additional Convictions (during | Supervision RAR Recommendations (Number) .337 .04432839 Weak
sentence)
Total Number of Additional Convictions (during Interventions Further Recommendations .340 .042720878 Weak
sentence) (Number)
Victim of serious violence (humber) (during Number of Further Recommendations 371 .025966257 Weak
sentence)
Victim of serious violence (number) (during Psychological Therapy Further .399 .016017031 Weak
sentence) Recommendations (Number)
Number of serious violence instances (during Interventions Further Recommendations .360 .031303674 Weak
sentence) (Number)
Number of serious violence instances (during | Number of New Responsivity Characteristics .365 .028425532 Weak
sentence) (during sentence)
Number of serious violence instances (during Total 'lssues with Mental Health' (Parole .350 .036524792 Weak
sentence) Reasons)
Number of serious violence instances (during Total 'Poor Behaviour' (Parole Reasons) 377 .023456181 Weak
sentence)
Total Number of self-harm incidents (during Total Number of OBPs Deselected .351 .035802486 Weak
sentence)
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Variable 1 Variable 2 Spearman p p value Strength
Total Number of self-harm incidents (during Total Number of therapies .378 .023217467 Weak
sentence)
Total Number of self-harm incidents (during Total Number of therapies Not Completed .363 .029440299 Weak
sentence)
Total Number of self-harm incidents (during Total 'Poor Behaviour' (Parole Reasons) .345 .039120428 Weak
sentence)
Number of RAR Recommendations Interventions RAR Recommendations .341 .041876888 Weak
(Number)
Number of RAR Recommendations Longest Period between amended RMPs .336 .045183289 Weak
(months)
Number of RAR Recommendations Total ‘Testing in Less Secure’ (Parole Reasons) -.390 .018651623 Weak
% RAR Recommendations Fully Implemented Total number of Additional ACEs -.382 .02140957 Weak
% RAR Recommendations Fully Implemented Number of Amended RMPs .395 01719637 Weak
% RAR Recommendations Fully Implemented Total times progressed to Community .334 .046381541 Weak
% RAR Recommendations Fully Implemented Total months in Community 342 .041283566 Weak
% RAR Recommendations Not implemented Time to First OBP (Months) 330 .049624729 Weak
% RAR Recommendations Not implemented Total Number of Months on OBP -.378 .02300287 Weak
% RAR Recommendations Not implemented Number of changes to Case Manager -.336 .045054438 Weak
% RAR Recommendations Not implemented Total times progressed to Community -.395 .017078691 Weak
% RAR Recommendations Not implemented Total months in Community -.395 .017214379 Weak
% RAR Recommendations Not implemented | Total ‘Testing in Less Secure’ (Parole Reasons) -377 .023342624 Weak
Adapt Approach to Risk Management RAR Total Number of OBPs Completed .394 .017371854 Weak
Recommendations (Number)
Adapt Approach to Risk Management RAR Number of changes to Case Manager .330 .04950881 Weak
Recommendations (Number)
Adapt Approach to Risk Management RAR Total ‘Declined’ (Parole Outcomes) .356 .03317765 Weak
Recommendations (Number)
Adapt Approach to Risk Management RAR Total ‘Lack of Engagement'’ (Parole Reasons) .365 .028541818 Weak
Recommendations (Number)
Assessment RAR Recommendations (Number) Supervision Further Recommendations .351 .036039637 Weak
(Number)
Assessment RAR Recommendations (Number) Number of Responsivity Characteristics -.330 .049507949 Weak
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Variable 1 Variable 2 Spearman p p value Strength
Assessment RAR Recommendations (Number) Total number of ACES -.340 .042477662 Weak
Interventions RAR Recommendations Monitoring Further Recommendations .335 .045519267 Weak
(Number) (Number)

Monitoring RAR Recommendations (Number) Number of OBPs in 2:1 format -.358 .032012015 Weak
Monitoring RAR Recommendations (Number) Longest Period between amended RMPs .381 .021819722 Weak
(months)

OBP RAR Recommendations (Number) VSP RAR Recommendations (Number) .382 .021436484 Weak
OBP RAR Recommendations (Number) Total Number of therapies -.332 .04825086 Weak
OBP RAR Recommendations (Number) Total 'Did Not Seek Release’ (Parole Reasons) 375 .024107873 Weak
Psychological Therapy RAR Recommendations Total number of ACES .330 .049736311 Weak
(Number)
Skill Development RAR Recommendations Number of OBPs in group format -.353 .034670956 Weak
(Number)
Skill Development RAR Recommendations Total Number of Months on OBP -.395 017276714 Weak
(Number)
Supervision RAR Recommendations (Number) Total number of ACES .361 .030535335 Weak
VSP RAR Recommendations (Number) Adapt Approach to Risk Management Further .368 .027413191 Weak
Recommendations (Number)
VSP RAR Recommendations (Number) Total number of progressions -.372 .025311743 Weak
VSP RAR Recommendations (Number) Total months in NTE -.348 .037798202 Weak
VSP RAR Recommendations (Number) Total number of RTCC's -.357 .032463485 Weak
Number of Further Recommendations % Further Recommendations Not 375 .024319137 Weak
Implemented
Number of Further Recommendations Adapt Approach to Risk Management Further .358 .032072934 Weak
Recommendations (Number)
Number of Further Recommendations Monitoring Further Recommendations .378 .023085977 Weak
(Number)
Number of Further Recommendations OBP Further Recommendations (Number) .395 017117734 Weak
Number of Further Recommendations Psychological Therapy Further 376 .02383947 Weak
Recommendations (Number)
Number of Further Recommendations Total number of progressions -378 .023236703 Weak
Number of Further Recommendations Total times progressed to NTE -.332 .048278083 Weak
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