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Abstract

Background: The study explored the relationship between moral reasoning, distorted
cognitions and problem solving in male offenders and non-offenders with intellectual
disabilities (IDs). The psychometric properties for an adapted measure of distorted cognitions
for people with IDs were explored. The difference in cognitive distortions, moral reasoning
and problem solving between offenders and non-offenders were explored. Very few
published studies explored these constructs in this way. Methods: A between-groups design
and additional correlations were used to explore the hypotheses. Two groups were recruited:
ID offenders (n=34) and ID non-offenders (n=38). Both groups completed the Socio-Moral
Reflection Measure-Short Form (SRM-SF), How I Think Questionnaire (HIT) and the Social
Problem Solving Inventory Short-Form (SPSI-R-SF). Results: The results indicated that
offenders with IDs demonstrated Stage 2(3) reasoning when compared to non-offenders with
IDs who demonstrated Stage 2 reasoning. The difference in some of the moral reasoning
constructs was significant. A modified version of the HIT demonstrated good internal
consistency and test-retest reliability. Significant positive relationships were identified
between moral reasoning and problem solving, and moral reasoning and cognitive distortions
for men with IDs. Conclusions: There was a relationship between moral development,
cognitive distortions and problem solving and that these constructs were interdependent. The
results supported Gibbs Sociomoral Stages and tentative support for Garrigan and Langdon’s
Developmental Social Information Processing Model of Moral Judgement and Behaviour. An
adequately powered sample size was used. Social desirability, recruitment and treatment
implications were limitations. Further studies should replicate the findings, using a

longitudinal design along with the adapted measures.
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CHAPTER ONE

1. Introduction

This study aimed to investigate whether there was a relationship between moral
reasoning, cognitive distortions and problem solving in adult male offenders with intellectual
disabilities (ID). There were very few published studies that explored this relationship in

detail.

1.1 Overview of the Chapter

Initially, a definition of IDs using the diagnostic criteria within the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-V; APA 2013) and the
International Classification of Diseases (ICD-10; WHO, 2010) is presented. A review of the
current literature relating to offenders with IDs is undertaken. The key studies that are
reviewed focused on studies that explored moral development, problem solving or distorted
cognitions. A theoretical framework that integrated moral reasoning, problem solving and
cognitive distortions is presented, and the key theoretical constructs and limitations are
highlighted and discussed. This chapter concludes with a proposal for the current study,
supported by a theoretical, clinical and methodological rationale. The specific hypotheses are

presented.

1.2 Intellectual Disabilities
1.2.1 Definition. According to the DSM-V (APA, 2013), three criteria must be met
for a diagnosis of ID:
e A Full Scale Intelligence Quotient that is below 70.
e Significant limitations in two or more areas or domains of adaptive

behaviour:
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* Domain 1: Conceptual or cognitive skills such as language, reading,
writing, mathematical ability, reasoning, memory and knowledge;

* Domain 2: Social skills such as empathy, interpersonal
communication, social judgments and the ability to make and retain
relationships;

* Domain 3: Practical skills such as autonomy in personal care,
employment, personal financial management, recreation and social
tasks.

e And evidence that the limitations were present before the age of 18.

The DSM-V (APA, 2013) identified three categories of IDs that were dependent upon
the Full Scale Intelligence Quotient (IQ). An individual with an IQ between 50 and 70 would
be classified with a mild ID. An individual with an IQ between 35 and 50 would be classified
with a moderate ID. An individual with an IQ between 25 and 35 would be classified with a
severe ID. An individual with an IQ below 25 would be classified with a profound ID.
Individuals with an IQ between 71 and 84 would be classified with a borderline ID.

According to the ICD-10 (WHO, 2010) an ID was described as “mental retardation.”
The ICD-10 criteria for mental retardation was characterised by an impairment of skills that
manifested during the developmental period and that could be present with or without a
physical disability. These skills affected cognitive functioning, language, motor and social
abilities. The severity of mental retardation was coded from F70 to F79. For F70 there was a
mild mental retardation with an approximate IQ range of 50 to 69; for F71 there was a
moderate mental retardation with an approximate 1Q range of 35 to 49; for F72 there was a
severe mental retardation with an approximate 1Q range of 20 to 34; for F73 there was a

profound mental retardation with an IQ that was below 20. For F78 the classification was
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“other mental retardation.” For F79, the classification was “unspecified mental retardation.”
There were no classifications for F74 to F77.

There were minor differences in the severity levels between the DSM-V and the ICD-
10. Notably, the DSM-V would refer to someone with an IQ of 50 as ‘moderate’ while the
ICD-10 would indicate that this was ‘mild.” For the purposes of this study, the DSM-V
(APA, 2013) criteria was applied throughout as this was consistently used in other studies
with offenders with IDs (Hockley & Langdon, 2014; McDermott & Langdon, 2014). It was
also useful for comparative purposes with these studies.

In the UK, the term ‘learning disability’ has been used to describe these diagnostic
criteria (British Psychological Society, 2001). Similarly, in the USA and Canada the term ID
was used. The terms ‘intellectual disabilities’ and ‘learning disabilities’ were essentially
referring to the same condition. In Valuing People (Department of Health, 2001), a socially
accessible definition of learning disability was referred to as a significantly reduced ability to
understand new or complex information; and a reduced ability to cope independently with an
onset before the age of 18. In the current study, ‘intellectual disabilities’ was used, as this was
reflected in the literature.

1.2.2 Prevalence. The precise number of people with IDs in the UK was unknown.
According to a report that was endorsed by the Department of Health, it was estimated that
1,191,000 people in England had IDs (Improving Health and Lives, 2011). It was also
estimated that 530,000 of these were men and 375,000 were women, but of these, only
189,000 were known to ID services.

Notably, the Department of Health estimated that in 2001 there were approximately
1.4 million people with IDs living in England (Department of Health, 2001). However,
Emerson and Hatton (2004) collated census and local authority data and they estimated that

there were approximately 985,000 people with IDs living in England.
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The three reports highlighted discrepancies in the estimated prevalence of people with
IDs that were living in the UK. Taking the reports into consideration, the estimated
prevalence of people with IDs in England appears to range from just below 1 million to 1.4

million people. This equated to approximately 2% of the population.

1.3 Intellectual Disabilities and Criminal Offending

1.3.1 Current context. In 2009, Lord Bradley (Department of Health, 2009)
conducted a review to explore the effectiveness of court liaison and court diversion schemes
for people with mental illness or IDs. In his findings many offenders, with IDs or a mental
illness, had been unsuitably held in custody. For offenders with IDs, he recommended early
identification and assessment of an ID as soon as possible after the arrest. He proposed that
the responsibility for screening for IDs should be shared between the judiciary, police
officers, national offender management officials and other relevant caseworkers.

Lord Bradley’s conclusions were also echoed in a review of unmet mental health
needs in prisons where Edgar and Rickford (2009) suggested that all prisons should have ID
specialists and that IDs should be identified at the point of arrest, rather than after an
individual has been remanded or sentenced. Notably, this was a complex task and prisons
were currently not offering the detailed ID assessments that were highlighted by Edgar and
Rickford (2009).

1.3.2 Prisons and psychological interventions. Even though offenders were not
being assessed for IDs, prisons appeared to be supporting offenders depending on their
offence, ID or mental illness. Some of these developments have focused on psychological
interventions. For example, the Enhanced Thinking Skills Programme (ETSP) was a
cognitive behavioural group intervention that focused on cognitive deficits, reasoning and

problem solving and was developed for use in prisons (Clarke, 2000). A major criticism of
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Clarke’s study is that they excluded people with IDs and all participants had a Full Scale IQ
that was above 80.

Notably, psychological interventions such as the ETSP were promising. However,
they appeared to completely exclude offenders with IDs and this was problematic. Therefore,
the validity and efficacy of such programmes with offenders with IDs was still to be
explored. An adapted version of the ETSP was developed for offenders with IDs. Kelly
(2014) conducted an evaluation of this adapted ETSP over a 3-year period. The findings
indicated a significant improvement in empathy and perspective taking, while there were no
significant improvements for impulsivity and locus of control. Other studies have also
investigated adapted interventions with sex offenders with IDs. The Sex Offender Treatment
Services Collaborative — Intellectual Disability (SOTSEC-ID) is a treatment programme for
intellectually disabled sex offenders (Hayes, Murphy, Langdon, Rose, & Reed, 2007;
Langdon et al., 2007). Murphy, Powell, Guzman and Hayes (2007) also used cogntivie
behavioural therapy (CBT) for 8 male sex offenders with IDs. They concluded that they had
adapted the CBT and that there were significant positive changes in sexual knowledge and
victim empathy after treatment.

In summary, it was promising to see intervention programmes being adapted for
offenders with IDs. However, these adapted programmes were not available for all offenders
with IDs, especially given that offenders were not being assessed for IDs. Therefore, there
was still a great need to validate adapted programmes for offenders with IDs (Kelly, 2014).

1.3.3 Legislation and secure forensic hospitals. In some instances treatment
programmes were offered in secure forensic hospitals. The legislation permitted offenders
with IDs to be detained under the Mental Health Act (2007), under civil and criminal
sections. In certain situations offenders with IDs could be diverted from a crown court to low,

medium or high secure forensic hospitals for treatment. This diversion was permitted under
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Section 37 of the Mental Health Act (2007). For convicted offenders with IDs there was a
sentencing discretion for judges. This sentencing discretion was not applied for crown court
convictions where offences included murder, sexual or violence (Holland, 2004).

If an offender was not diverted from court then they could be transferred to a secure
forensic hospital for treatment under Section 47/49 (Mental Health Act, 2007); assessment
under Section 35, Section 36 and Section 38; or treatment with restrictions under Section
37/41. However, a major criticism of the Mental Health Act (2007) was that the provisions
were mostly for people with mental health difficulties. This suggested that offenders with IDs
were at risk of being excluded or overlooked within the legal context, especially if they were
not formally assessed for an ID.

1.3.4 Prevalence for offenders with intellectual disabilities. According to the
Ministry of Justice (2014), there are approximately 81,492 male prisoners in the UK.
However, the exact number of offenders with IDs within the prison and criminal justice
system is currently unknown (K. Hopkins, personal communication, September 23, 2013).
There are two reasons for this. First, not all offenders were screened for IDs. Second, when
offenders entered the criminal justice system a screening process collected data for a
disability as an ‘umbrella term.” This meant that having a disability could refer to an ID,
mental illness or physical disabilities. The data collection did not specify the nature of the
disability and it was not possible to extract the precise number of offenders with IDs

Lindsay, Law and McLeod (2002) suggested that the prevalence for offenders with
IDs in prisons was excessively high. According to the Prison Reform Trust (2007), it was
estimated that approximately 20% to 30% of all current incarcerated offenders had an ID. In
1988, Coid identified a diagnosable ID in 5.1% (n=334) of prisoners at HMP Winchester in
the UK. According to the Bradley Report (Department of Health, 2009), it was estimated that

the prevalence of prisoners with IDs ranged from 0.5% to 9%. However, part of this estimate
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was based on self-report rather than formal testing and is potentially unreliable. A second
study, which explored the prevalence of offenders with IDs using custody record forms (n=
9,014) found a prevalence rate of approximately 8.7% (Scott, McGilloway, & Donnelly,
2006).

A systematic review explored surveys of ID prevalence in a general prison
population, between 1988 and 2004 (Fazel, Xenitidis, & Powell, 2008). Data from 10 surveys
involving five countries (UK, USA, Australia, Dubai and New Zealand) were included. The
findings suggested that the prevalence rate for a diagnosis of ID was between 0.5% and 1.5%
of the prison population based on a sample consisting mostly of male prisoners. This
prevalence rate appeared to be lower than a study in the UK, where a 7.1% prevalence was
reported in a sample of 140 prisoners at HMP Liverpool (Hayes, Shackell, Mottram, &
Lancaster, 2007).

Based on the varied prevalence data, studies in the UK, USA and Australia have
suggested that offenders with IDs are over-represented in their respective criminal justice
systems (Holland, Clare, & Mukhopadhyay, 2002). The actual figures should be interpreted
with caution given the possibility of whether or not the offenders in these studies would meet
the criteria for a diagnosis of an ID or a learning difficulty. Again, this raised the issue of
accurately identifying ID offenders in the criminal justice system and that assessment using
the DSM-V (APA, 2013) would be required to determine whether an offender had an ID. In
contrast to some of the previous studies, Murphy, Harnett and Holland (1995) conducted a
prevalence study at HMP Belmarsh and they found a 0% prevalence rate for offenders with
IDs. The variability in prevalence suggested that there was an overestimate for prevalence
rates depending on the definition of ID. Ultimately, this means that prevalence rates should

be interpreted with the definition of ID for a particular study.
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Another issue that was considered with prevalence rates was whether offenders with
IDs had a guilty state of mind. The judicial system would not be applied if a guilty state of
mind (‘Mens Rea’) could not be proved or if a victim with an ID provided evidence (Holland,
2004). It could be argued that definitions of crime are socially constructed as they varied
from country to country. As a consequence, people with severe or profound IDs could not be
an offender by definition. Furthermore, high rates of traumatic brain injury and substance
misuse in prison populations have also contributed to deficits in memory, learning and
cognition, which are often difficult to differentiate when considering a diagnosis of ID
(Barnfield & Leathem, 1998).

In summary, the prevalence for offenders with IDs in the UK was estimated, at its
highest point, to be approximately 9% of a British offender population (Department of
Health, 2009; Scott et al., 2006). These estimations were helpful but they also appeared to be
an inconsistent because low prevalence rates were also reported (Murphy et al., 1995).
Furthermore, they were potentially misleading as they were based on retrospective case
reviews, self-reports and estimations of a diagnosis of ID. These studies highlighted the
variability of prevalence rates and the challenge of assessing prisoners for IDs. This problem
required ongoing exploration (Holland, 2004).

1.3.5 Cost implications for offenders with intellectual disabilities. The current
climate of financial austerity within the National Health Service (NHS) does not appear to
support hefty investment into areas of healthcare, unless they are a major priority. Therefore,
the issue of cost is an important one (Hayes, 2004).

At present, the cost for treatment and rehabilitation for ID offenders was
approximately £320 million (or £128,000 per bed) across approximately 2500 beds in secure
hospitals in England (Emerson et al., 2011). In the UK, it cost approximately £29,092 to

house a single male offender for 1 year in a category B prison (Ministry of Justice, 2013a).
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According to the HM Chief of Prisons, it cost approximately £52,000 to house a single male
offender for 1 year in a category A prison (Her Majesty’s Inspectorate of Prisons, 2000).

Seemingly, secure hospitals were more costly that prisons. Therefore, the issue of
screening offenders for IDs could potentially be understood in the context of great cost
implications to the criminal justice system. Fiscally speaking, this was a great dilemma
because screening offenders would most likely increase costs that were associated with
diversion into secure hospitals. Despite this, there was a need to ensure that offenders with
IDs were appropriately diverted given that they would struggle to settle into a prison without
suitable support.

1.3.6 Factors related to risk and comorbidity. In addition to cost factors, there are
several factors that needed to be considered for offenders with IDs. These included risk
factors, comorbidity, offence type and 1Q.

Several studies have explored risk factors for offenders with IDs. Some studies
identified mental illness in offenders with IDs as a contributing factor to offending (Barron,
Hassiotis, & Banes, 2004). This suggested that offenders with IDs and a mental illness had
higher levels of complexity, which made the provision of adequate interventions a challenge
(Chan, Hudson, & Vulic, 2004). A review conducted by Hudson and Chan (2002) highlighted
how adults with IDs demonstrated higher levels of challenging behaviour, which made them
vulnerable to exclusion from services. In this context, access to appropriate interventions and
services was an obstacle for ID offenders. Mohr, Curran, Coutts and Dennis (2002)
highlighted the importance of collaborative multi-agency interventions, which included an
integrated formulation of IDs, mental health and offending behaviour in order to manage the
complexity of offenders with IDs that also had a mental illness.

Taylor (2002) found that aggression was the main reason offenders with IDs were

admitted to hospital. Violent offences were the most frequently reported crimes for offenders
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with IDs (Barron et al., 2004). This supported earlier studies, which identified aggressive
behaviour as the most common reason for hospital admissions (Lakin, Hill, Hauber,
Brunicks, & Heal, 1983). Novaco and Taylor (2004) suggested that offenders with IDs faced
challenges and further criminal charges once they were admitted to a secure service. In their
study, with male ID offenders (n=129), 46.5% of patients had assaulted another person post
admission.

McGillivray and Moore (2001) also found that substance abuse was a risk factor for
offenders with mild IDs. Similarly, Lindsay et al. (2013) highlighted alcohol was a risk factor
for offenders with IDs. Klimecki, Jenkinson and Wilson (1994) found high recidivism rates
with poor coping skills, while other studies linked personality and mood disorders with high
risk and reoffending (Barron, et al., 2004; Lindsay et al., 2006a).

Offence types were highlighted in several studies and suggested that some offences
were a higher priority than others. For example, sex offending and IDs was a large focus area
(Hockley & Langdon, 2014; Lindsay, Steptoe, & Quinn, 2012; Thompson & Brown, 1997).
In a retrospective case note survey (n=47) using male sex offenders with IDs, the occurrence
of sex offences was approximately four to six times higher when compared to the offenders
without IDs (Day, 1994). A major critique of Day’s (1994) study was that they used the ICD-
9 (WHO, 1978) classification system, which is currently out-dated, and that they recruited
participants that were admitted between 1970 to 1988. Notably the ICD-9 was suitable at the
time. However their sample was obtained by scrutinising case notes which they did not
explain. Therefore, they appeared to select participants that were well documented with
statements from victims, witnesses and offenders. This suggested that they excluded
participants where this information was not available, and may indicate sampling bias. They
also only reviewed sex offenders and their findings could not be generalised to a general ID

offender population.
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Simpson & Hogg (2001) conducted a systematic review, which explored offence
types for offenders with IDs. They identified sex offences, theft and criminal damage to be
higher for offenders within borderline IDs, when compared to the general offender
population. They also highlighted that offenders with mild IDs and IDs below 50 would be
less likely to drive or successfully plan and follow through with criminal behaviours. They
concluded that there was insufficient evidence, based on the 15 papers they reviewed, to
support the hypothesis that offender rates were higher for offenders with IDs, when compared
to offenders without IDs. In another study, arson was highlighted as a focus area for
offenders with IDs (Taylor, Thorne, Robertson, & Avery, 2002). The authors suggested that
very little was known about ID offenders and fire-setting. They concluded that cognitive
behavioural interventions showed significant improvements at reducing fire interest. While
their study was convincing their small sample size (n=14) limited the findings. This finding
highlighted the need for further research with a clear focus on intervention for offenders with
IDs.

Another risk factor for offending was 1Q. Farrington (1973) conducted a study, which
compared boys with an IQ above 110 and boys with an IQ of less than 90, over a 10-year
period. He concluded that one in five of the boys with an IQ of less than 90 had reoffended
while one in 50 of the boys with an IQ over 110 had reoffended. These results suggested that
there was a relationship between low 1Q and reoffending and these findings have been
replicated in later studies (Farrington, 2000; Goodman, Simonhoff, & Stevenson, 1995).
Farrington (2000) also found that offenders with low IQs were most likely to be from
economically disadvantaged families with high levels of parental conflict and this would
have effected their ability to engage in schooling and ultimately result in low general ability.
Farringdon (2005) suggested that there was a relationship between cognitive development

and criminal behaviour where low IQ and antisocial behaviour were associated.
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In summary, sex offences were the most studied offence types for ID offenders. It is
possible that sex offences were a priority due to the traumatic nature of the effect on the
victim. Further studies with sex offenders suggested the need for further research with an
emphasis on cognitive distortions (Langdon, Murphy, Clare, Steverson, & Palmer, 2011b;
Ward, Hudson, Johnston, & Marshall, 1997), cognitive behavioural interventions (Falshaw,
Friendship, & Bates, 2003), social problem solving (Barnett & Wood, 2008; Lindsay et al.,
2011a) and risk management (Beech & Fisher, 2004; Hanson & Harris, 2000; Kemshall,
2003). The majority of the studies appeared to focus on sex offenders with IDs. Other offence
types were less studied. This highlighted the need for studies with offenders with IDs that had

committed other types of offences.

1.4 Review of the Literature

Lindsay (2002) conducted a meta-review on systematic reviews that had focused on
ID offenders. The aim of the review was to explore the link between IDs and offending. The
method included a keyword search across 11 electronic databases. This search returned 2
results. In addition, 9 papers were obtained through personal contacts and ‘low impact
journals.’ In total, 11 papers were included. Lindsay (2002) did not specify which search
terms were used and this made it impossible to replicate this review and validate its findings.

Lindsay (2002) highlighted ethical and consent considerations when recruiting
offenders with IDs because participants may have difficulty understanding information;
methodological variability across the studies which weakened the generalisability of the
findings; and intervention and assessment as the focus areas for further studies. Lindsay’s
(2002) review was brief and a detailed account of each study was not provided. Sample sizes
were not mentioned and it was unclear whether these results could be generalised or whether
this suggested reporting bias. Lindsay (2002) did not highlight any theoretical foundations.

Therefore, the review did not provide any insight into moral development, problem solving or

12



IDS, MORAL REASONING, COGNITIONS AND PROBLEM SOLVING

cognition. It was possible that these limitations were present because the review did not
intend on providing an in-depth analysis. However, given the limited number of studies that
have been published in this area, it would make sense to provide as much detail as possible.
As a final point, the majority of the papers were book chapters. This suggested that more
empirical studies were required with offenders with IDs.

1.4.1 Key studies for offenders with intellectual disabilities. In order to address the
limitations of Lindsay’s (2002) review, a literature review was attempted for the current
study. The aim of this literature review was to identify and evaluate studies that were
conducted with a focus on moral reasoning, cognitive distortions and problem solving with
male offenders with IDs. An electronic systematic search was conducted using multiple
databases: PsychINFO (1806 - present), MEDLINE (1950 - present), AMED (1985 - present)
and EMBASE (1980 - present) on 14" August 2013. Phrase searching, Boolean terms and

truncation operators (Veale, 2012) were used with the following search terms:

1. “cognitive distortions” (Title, abstract and keyword)
2. “cognitive errors” (Title, abstract and keyword)

3. “thinking errors” (Title, abstract and keyword)

4