M

University of
HUDDERSFIELD

" #
$ % & #
% % W ###)(C (+(
$ % .
$% % Io# -
% ( .0 #
$ 1
%
2 2
0 L%
. 1
/) ($3 . 1
. 0 #
4 .
"# 5 ##)H

((

#o##)



THE CRIMI NAL EXPERIENCE OF MENT ALLY
DISORDERED OFFENDERS

ELIZABETH SPRUIN

A thesis submited to tke Universty of Huddersfieldin partialfulfilment of the
requiremerts for thedegree oDoctor d Philosoghy

The Universityof Huddesfield in collabordion with the Intermtional Research
Centre for Investigatve Psychtogy

October 202



Acknowledgements

| have actually completed my PhD! It is exciting moment but also a surreal one, my dad
always told me that once | finished school tingbilical cord would finally be cut. | use to
laugh when he said that because | alwagsight | would never leave school and therefore,

the umbilical cord would never really be broken.

To thank all the people that have helped amppstted me these past few years would be an
impossible task. That being said, there ai@nakey people | would li& to thank as they

have been my backbone during my numetmesakdowns, heartaches and moments of pure
insanity. First and foremost, | would like thank Belinda who has supported me and
encouraged me over these past few years h@k encouraged me during the low times and
motivated me during the better times anchatit her support, patiea and tolerance through
many of my breakdowns, | would have not bable to complete my studies. | would also
like to thank my PhD supervisors, David dddnna, for teaching me about the various types

of stress and the importanceadivays being prepared.

Most of all | would like to thank my parentor always standing by me through my long and
often obscure career search. When | was 5 | amlsuanted to be a police officer, when |

was 12 | recall something about marrying Prince William to become a princess. At 14 | was
fixated on becoming a professional hockey playat at 16 | ventured off to Liverpool and
came back with the dream of one day working in my very own chippy. At 18 | went off to
university with the goal of beoaing a lawyer and at 18 ¥z | realized | don't really care too
much about politics and law. It was at the af 19 that | decided psychology was for me.

When | graduated with my psychology degre2zt told my parents my aspiration in life



was to become a Sexologist or perhapR&MP officer, needless to say, | ended up in

England doing my Masters in Forensigé&®logy and went on to do my PhD.

So what is the point of this brief but veryportant chronology of mgareer endeavours? It
all comes down to this, despite the amount oéirhhave changed my mind as to my career
path and despite the amount of times | hakedsny parents to fund my prospective careers.
They have supported me, both emotionally andrftially and more iportantly, they never
stopped believing that | could accomplish anytHisgt my mind to, and for that reason, | am
truly thankful and forever gratei | therefore dedicate thisdhis and all the hard work |

have put into this Doctorate, to my paremasa thank you for everything they have done for

me.

To say thank you does not feel nearly enough, but for now, its all I can offer and the promise
that once | pay back my student loans, firjdka buy a house and eveatly settle down, |

will pay them back for all that they have givee. Until then however, | think the best | can

say is your daughter is a Doctor, a head doctarish clearly not a e¢ Doctor as dad will

remind me, but a Doctor nonetheless! Dad, yoy nwaw officially cut the umbilical cord.

Mum, you may now retire — well, let's nget ahead of ourselves, semi-retire.



Abstract

Mentally Disordered Offenders (MDOs) are atidist population of offenders. In contrast to
offenders serving prisons sentences, MDOs arertdid from the Criminal Justice System to
services where their mental health needs caadeguately addressed. Despite the distinct
management and treatment of these offendedat there has been no research into the
personal narratives and emotions that areected to how MDOs understand their criminal
actions. Narratives can be seen as cognitivetstres that dynamically filter and order
experience in ways that reflect their contelimotions of criminals are often what propel an
offender’s thoughts into actions, which subsedlyeprovides the internal motives for the
crime and the emotional gratifications which aust criminal lifestyle. To that end, this
thesis explores the personal narratives anotiems of MDOs, exploring these concepts will
subsequently lead to a greater understandirtigenfinique thought processes and emotions of
the criminal experience, and of how thésetors vary across crimes and offenders.

Seventy adult male offenders who have bemmvicted of an offence and were currently
sectioned under the Mental Health Act 2@d7ecently been released to a housing
association, were recruited for the study. Theegtigation was carried out in three stages.
The first stage explored the criminal narratieéshe offenders and the association these
narratives had with psychiatric diagnoses afience types. The second stage examined the
emotional experience of committing an offence and the relationship these emotions had with
psychiatric diagnoses and offence types. firied stage proposed amotional narrative
framework for MDOs; this framework encompass$iee psychiatric diagnosis, emotions and
narratives which present therhses during the commission ah offence. This framework
explored all these variables ass offence types and suggedteat specific roles, emotions
and diagnoses were related to particular a#sn The five studies conducted concurrently
through these three stages discussed in the context thfeoretical and therapeutic
development, and contribution to the investigativscipline. In summaryhe findings of this
thesis expand on the current literature byguely examining the roles and emotions that
MDOs experience during the commission of tleeimes. These findings also highlight areas
for future research.

Keywords:Criminal Narratives, Narrative Roles, Emotions During a Criminal Offence,

Mentally Disordered Offenders, Investigative Psychology
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1.1 What is a mentally disordered offender?

The aim of this thesis is to explore the iy processes of Mentally Disordered Offenders
(MDOQ'’s), by investigating how these offenderswitheir crimes and the emotions that drove
their criminal behaviour. There \&ry little known about how these offenders view the world
and there is even less known about how thefemdérs perceive andtarpret their criminal
actions. Nonetheless, before we can analyse MDOSs’ interpretations of their offending and
how these interpretatiomsay be associated or influendeygltheir mental disorder. It is
imperative to first understand the generffiedences between MDOs and the general
offending population. More speiélly, it is important to gplore the definition of what
constitutes a MDO followed by how they aremaged and treated. Thereby providing an
overview of what makes this population distifroim other offending populations. It is also
important to explore the relatship between mental disorderd offending in order to begin
to understand how an offender’s mental disomiay affect their criminal behaviour and

experience.

1.1.1  The definition of ‘mental disorder’
Under the 1983 Mental Health Act (MHA), ‘mehthsorder’ was loosely defined as “mental
illness, arrested or incomplete developmerthefmind, psychopathic disorder and any other
disorder or disability of mind” (p. 2Jzour legal categories were also provideiéntal
lliness, Psychopathic Disorder, Mental ImpairmantSevere Mental Impartmerilthough
what constituted Mental Illires was not defined in the Adgfinitions for the latter three
forms of mental disorder were providétsychopathic Disordewas defined as a “persistent
disorder or disability of mind resulting itbaormally aggressive or seriously irresponsible
conduct” (p. 2)Mental Impairmentvas defined as a “state of arrested or incomplete

development of mind which includes significamipartment of intelligence and social
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irresponsible conduct on the parttbé person concerned” (p. 1). FinalBgvere Mental
Impairmentwas similarly defined tdental Impairmentexcept that the word ‘significant’

was replaced with ‘severe’ (@Murran, Khalifa, & Gibbson, 2009).

In the MHA 2007, these four forms of mentadalider were abandoned and replaced by an
overarching definition of ‘mental disorder’, withe main criteria being that the individual
has ‘any disorder or disability of the min&s a result, this brahdefinition of mental
disorder encompasses a range of mentatdiss and impairments, including: personality
disorders, eating disorders, autistic spectrum disorders, mental illnesses and learning
disabilities. It has been suggedtthat these vulnerabilities ctean individual who is more
likely to develop: poor social skills (Melaad, 2012); impairments in appropriate problem
solving and coping mechanisms, emotional defisit'eh as shallow affect (Hare, 1993); lack
of empathy, guilt and remorse (Mullen, 2006)d@&motional impairments ( Blair, 2005;
Tremeau, 2006). As it can be seen, the rangksofders and impairments classified within
the definition of ‘mental disorder’ is vast. Tleéore, a vital aspect of the mental health
profession and an important issue for individuaho have been diagreak is specifying the
particular disorder and identifying the psyatgital and behaviouraiffects it may have on

the individual.

The Mental Health System has developed daqaar vocabulary and terminology in order to
aid clear professional communica of an individuals’ mentalisorder through diagnosis.
Specifically, a diagnosis informs cliniciaas to the likely aetiology, prognosis and
appropriate treatment of a pattiar mental disorder. Menthkalth professionals therefore
communally use standardised gl@stic criteria to increagbe reliability of psychiatric

diagnoses and improve professional commuidngMcMurran et al., 2009). One of the
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most widely established clafisation systems for mentalsbrders is the Diagnostic and
Statistical Manual of Mentdisorders —V (DSM-V), createby the American Psychiatric
Association (APA, 2012). The D&classification system is deriptive and thereby enables
clinicians from a range of theoretical orieidas to use the classification system. The DSM-
V defines mental disorder as a “clinicallgsificant behavioral or psychological syndrome
or pattern that occurs in amdividual...is associated with ggent distress...alisability...or

with a significant ilcreased risk of suffering.”(p. xXxiThe manual further mentions,
however, that "...there is no assotion that each category of mahtlisorder is a completely
discrete entity witlabsolute boundaries dividing it fromhetr mental disorders or from no
mental disorder” (p. xxii). This definition thefiore implies that, while there is a definition of
what constitutes each category of mentabdier, these definitiordo not have precise
boundaries, and therefore an individual may heexeeral disorders which place them within a
number of categories, or tha individual may not hawe clear category or diagnosis.
Despite this clause, the categorization systees identify two distinct axes on which a

mental disorder can be categorised:

Axis I: Clinical Disorders These diagnoses present waitute symptoms which require
specific treatment. Some of the most widedgognised disordersdlude schizophrenia,

depression, anxiety disordensdsbipolar disorder (APA, 2012).

Axis Il: Personality Disorderand Mental Retardation - &ke disorders are considered
lifelong problems which first arise in idthhood, and include: disocial personality
disorder, paranoid personality disorder, obs@scompulsive personality disorder and

schizoid personality disorder to name a few (APA, 2012).
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Overall, the term ‘mental disoed is an umbrella term used refer to any abnormality that
leads to impaired mental functioning or mem®stress. Thus it encompasses everything from
mild anxiety to schizophren&@nd obsessive compulsive diserd Accordingly, the DSM is
utilised by a wide variety of professionals (ggychiatrists, psycholosfis, social workers,
nurses, occupational therapiatsd counsellors) in a wide ayraf contexts and clinical

settings (e.g. hospital inpatient/outpatient sg#j clinics, private praice and primary care),

as a diagnosis provides a common languagthé&ocommunication andhderstanding of the

complexities of mental disorders for bothmted health practitioners and patients.

1.1.2 The definition of a ‘mentally disordered offender’
In line with the above definition of mental digler, it is equally important to apply this
definition within an offending population (meadly disordered offenders (MDO)). The
Home Office and Department of Healt9@5) defined MDOs as “mentally disordered
persons who commit, or are suspected ofimitting, criminal offences”. Similarly, the
Crown Prosecution Service (2013e8ghe term ‘mentally disoeded offender’ to describe a
person who has a disability or disordetts# mind, and has committed or is suspected of
committing a criminal offence. As such, awlividual is considered responsible for their
crime if they are established to @und of mind, known in criminal law asiens rea
(Appelbaum & Gutheil, 1991Mens reais the basis for establishing not only criminal
accountability, but also the seitg of punishment. Thus, ihens reacannot be established
due to diminished responsibilifg.g. mental disorder), accamg to the law, an offender

cannot be held liable, and nor can they be ghad for their crime (8 & Koenraadi, 2000).

Accordingly, MDOs are not usually sentendedtheir crimes via imprisonment; many

MDOs however are initially sent farison and later diverted to mial health facilities. Such
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locations are typically secure hospitals, whigmplement specialised treatment services
emphasising the best welfare for the indual and contribute taddressing offending
behaviour whilst improving the MDO’s menta¢alth (Bal & Koenraadi, 2000). MDOs
therefore receive health asdcial care within a suitabnvironment (Riordan, Wix, Kenny-
Herbert & Humphreys, 2000). There is howeseme debate as to whether or not MDOs
should enter the criminal justice system atlallparticular, although s individuals require
treatment, there is still a ladf clarity as to when a diversion to mental health services
should occur given a MDO can be diverteaday stage of the criimal justice process
(Soothill, Rogers & Mairead, 2008). The gene@bsensus is that those offenders with less
complicated mental health problems areerikely to be treated within the prison
environment, as they do not usually require high level and complexity of care that is
provided by specialised hospitatits for more complex MD@' (McMurran et al., 2009).
This process therefore diverts the more severe MDOs from the criminal justice system to
services where their mental health needsbeaadequately addressed. When MDOs are sent
to mental health facilities for treatment theare is focused on stabilizing the mental
disorder, enhancing independent functioning ancouraging the maintenance of internal
and external controls that prevent a MDO from committing other offences (Lamb,

Weinberger & Gross, 1999).

Once an offender is admitted to a secureltak their convictiong) and sentence, if
applicable, becomes superseded by the MBI#OT). This means that the MDO will remain
with mental health services tirthey are considered no longedanger to themselves or to
others (Rutherford & Duggan, 2007) and/otilutheir condition is ‘cured’ or remedied
(Ashworth & Gostin, 1985). As such, oncergesectioned under the MHA, it is possible a

MDO can serve more (or less) time in hospitain they would have served if given a
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determinate prison sentence. This contrastsd@rocedures implemented within a prison
environment, as most prisoners, regardleshaf mental health, will be released upon
completion of their sentence. This howeverledes those prisoners who have indeterminate
sentences, whereby the Parole Board mawptgelease on licence once the minimum period
imposed to meet the requirements of retritnutand deterrence has besamved (Ministry of
Justice, 2011). In essence, the proceduresemghted to secure and control offenders with
mental disorders compared to those withmarnplex mental heath problems contrasts

greatly, overtly illustrating the differeees among the two offending populations.

1.2 The difference among the managetr@ offending populations

The two main systems that process and man#gaders (the criminal justice system and
mental health system), differ drastically dughte distinct nature dhe populations of which
they serve. Theriminal justice systerdeprives an offender of their liberty through
imprisonment, and is designed to: (1) deter the offender from committing further crime; (2)
punish the offender for breaking the law; Bgvent the offender from committing another
offence; and (4) to reform and rehabii@dhe offender (Morris & Rothman, 1995). In
particular, the prison regime was developeg@rovide punishment by removing an offender
from society, to exercise maximum controkovthe offender’s life and seeks to deter the
offender from offending again on release (Kni§hStephens, 2009). That being said, it is
well known that there is a higirevalence of mental disorder among prisoners (Singleton,
Meltzer & Gatward, 1998). Singleton and ealjues conducted a study for the Office of
National Statistics and foundah90 per cent of prisonersfi@red one or more mental
disorders. This high rate of mental diserédmong prisoners has led to provisions of
healthcare within the prison system to aid ghpgsoners who have mental health problems.

These provisions however have been repeatdigised, particularly in relation to the
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guality of care provided and failure to méle¢ treatment needs of MDOs (Birmingham,
2003). As such, those prisoners diagnosed witareeor complex mental health problems are
usually transferred to secure hospital envirenta where their mental health needs can be

prioritised.

Whilst offenders within prison are also offdreehabilitation programes and provided with
sentence plans that focus on their risk of mdfiiag, the main focus withia prison is security.
For example, ‘Lockdowns’ (a course of actiorctmtrol the movement ahmates) in prisons
are the epitome of security and control andraute all other activitis, including therapeutic
treatment (The Sainsbury Centre for Medahlth, 2006). Furthermore, research has shown
that there is a 30-35% non-attendance atte-reach treatmemrogrammes, with it
suggested that prison securtiyntributes significantly to th statistic. As Knight and
Stephens (2009) explain, prison ‘culture’ iséa on the principles of punishment, security

and control and these codamflict with the health service’s emphasis on welfare.

The mental health system on the other hamtkggned with an inggation of security
measures and therapy in order to provide treatitiat is the best interest of the patient
whilst still protecting the publicAs such, although security alsakes priority in hospitals,
the forensic service ‘culture’ is based on pijres that underpin ehtreatment program for
the individuals mental disorder, whichsgpported and implemented by a multidisciplinary
team through a biopsychosocial approachmedel which postulatethat biological,
psychological, and social facgrall play a significant rolen human functioning in the
context of a mental disorder (McMurran et @009). Therefore, unlike prisons, the mental
health system is more able to provide a gpersentred approach to treatment for complex

mental disorders using evidence based models.
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In essence, the ethos of prison is focused ers¢curity and control afffenders, whereas the
ethos within secure hospitalsf@inded on care and treatmentMiDO’s. It can therefore be
suggested that these dradticdifferent approaches acrmgnvironments delineate the
distinct differences between offenders withntad disorders and theswithout. It is these
differences which will be explored throughout tthesis; investigating the effects of ‘mental
disorder’ on offender’s personal accounts @fitlerimes and the emotions which they
exhibited during their offences. particular, the population thatas recruited for the current
thesis are more disturbed and exhibit naymplex cases of MDQO'’s, as they are from
hospitals and not suited to piss. It is these offenders whitave been vastly neglected
within the invesigative psychology discipline and specdlly in regardgo the criminal
narrative approach. As such, the criminal navestiof the MDQO'’s within this thesis will be
compared to previous research conducteal prison populations. The differences between
the various types of mental disorders witthie current population will also be explored (e.qg.,

Axis 1, Axis Il, and no formal diagnosis).

1.3 The role of mental health and offending

Whilst the association between mental disoedet offending is not a new concept, there has
been growing consideration around the prevaleiadfenders with mental disorders and
their contact with the criminal justicesgm (Hodgins, Mednick, Brennan, Schulsinger &
Engberg, 1996). Previous research offers ssaggestions on thelationship between
individuals with mental disorderand their contact with theigrinal justice system, including
mental disorder being a riséctor for offending. In particar, it has been suggested that
there are no predisposing factorgegards to mental disordérat inherently increase the
propensity for offending. Rather, it is the lacknoéntal health servicesithin the community

that have contributed to the increased interaadiindividuals with mental health problems
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and the criminal justice system (HartlpHeslop, Stitt, & Hoch, 2005; Riordan, 2004).
Despite the reasons as to whynta health often appears tapla role in offending, over the
past few decades, many researchers have staghthat individualgvith certain mental
disorders (e.g., schizophrenamtisocial personality disordeaffective disorder) are at a

higher risk of being in contact with the criminastice system compared to those individuals
without these mental disorders (McMurrarakt 2009; Soothill et al., 2008). However,
establishing the associationtlveen mental disorder anffending is a difficult and often
controversial issue due to: a) complexitieslefining each factor b) the heterogeneous nature
of each factor and c) the fact that batle partially determined by culture (Gunn, 1977).
Nonetheless, the following section will discuss the role various mental disorders are

considered to play within criminality.

1.4 The relationship between mtal illness and offending

There has been an abundance of research over the years which has explored the relationship
between offenders with ‘major mental illne¢s.g., schizophrenia, psychosis, depression and
bipolar disorder) and criminality (e.g., Bmean, Mednick & Hodgins, 2000; Hodgins, 1992;
Hodgins et al., 1996; Steadman, Holzer, @a&j Jono 1998; Swanson, Holzer, Ganju &
Jono, 1990; Tiihonen, Isohanni, Rasanen, KoiraeMoring, 1997). The vast majority of
this research has indicated thiabse with ‘severe mentdlness’; medical conditions that
disrupt a person's thinking, 1eey, mood, ability to relate tothers and daily functioning, are
at an increased risk to commit violent crinoesnpared to the gera population (McMurran

et al., 2009). This is a robust finding thilaas been reported by numerous independent
research groups in both industrialised (Aressult, Moffitt, Caspi,Taylor & Silva, 2000;
Brennan et al.) and underadoped countries (Volavka, Lask& Baker, 1997). These

findings have also been observiedresearch within distinctultures, social services and
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criminal justice systems, who have investgghvarious cohorts and samples implementing a
number of experimental designs, such asspective longitudinal investigations on birth
cohorts (Arseneault et al. 2000; Brennan e28D0) and population cohorts (Wallace et al.
2004), follow up studies comparing patientsl dheir neighbours (Belfrage, 1998), random
samples of incarcerated offenders (Fazel & BaAn2002) and complete cohorts of homicide

offenders (Erb, Hodgins, Freese, IMi-Isberner, Jockel, 2001).

While this heterogeneous group has often baditated as having a high association with
criminal activity, the majority of participantsithin the present thesis that exhibited a major
mental illness were diagnosed with either schizophrenia or an affective disorder, accordingly,
the specific relationship between these meitita¢sses and offendingilvbe explored as

they have also been found to be somthefmost heavily assated with offending.

1.4.1 Schizophrenia
Schizophrenia is a complex chronic mental Bs¢hat is characterised by disturbances in
thinking, emotion, behaviour anmmrception (McMurran et al., 2009 ccording to Perala et
al. (2007), the prevalence rate of schizepim in the generdritish population is
approximately 1 per cent, with an average afjonset being beten 15 and 45 years old
(Gelder, Cowen, & Harrison, 2006). Withém offending populations however, the
prevalence rate is approximately 6 pertd&haw, Appleby & Amos, 1999; Tiihonen &
Hakola, 1995)Although the specific symptoms of sebphrenia differs for each patient, in
general, those with the disorder typicallyegent with persistent lsions, hducinations,
disturbed thinking and bizarre behaviour (Maivan et al.). These symptoms are usually
classified as positive symptoms (e.g., hallucinationdelusions) or negative symptoms (e.g.

behaviors such as a withdrawallack of functioning) (APA, 2000).
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Prior to the 1980s, most mentakalth professions believed theravas no link between
schizophrenia and crime (Mullen, 2001). Howewoger the past few decades the symptoms
of schizophrenia has created an abundanaes#arch, whereby resehers have explored
the possible link between schizophrenia arférafing. There is now evidence indicating an
association between schizopheeand offending behaviour, iparticular, violent offending
(Brennan et al., 2000; Lindqvist & Allebeck, 199@jth some studies also demonstrating an
association between schizophrenia and wviotent offending (Modestin & Ammann, 1996;
Tithonen et al., 1997). For instance, Modestind Ammann investigated the lifetime
prevalence of criminal behaviour 282 schizophrenic patientBhe same number of control
subjects were also drawn from the geneaulation and matched with the patients for sex,
age, marital status, occupational level atmmmunity size. The results showed that
schizophrenic patients were 5 times more likelhawe been convicted of violent crimes, 2.5
times more likely to have been convicted of@s against property, and almost 3 times more
likely to have violated drug laws than thentrol subjects. Similarly, Tiihonen & Hakola
(1995) found that the risk of homicidal behawi for schizophrenic men was 6.5 times higher
than that of the general population. Moeeently, researchers at the Karolinska Institute,
one of Europe's largest and sh@restigious medical univergs, carried out the largest study
in the field of schizophrenia and crime to dafbey compared the ratd violent crime in
over 8,000 individuals diagnosed with saphrenia between 1973 and 2006, and compared
this to a control group of 80,000 people from the general population. They found that 28% of
people with schizophrenia were convicted of @emt crime, comparetb 5% of the general

population (Fazel & Danesh, 2002).
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Although there appears to be @ssociation between schizophia and offending behaviour,
the research also indicates that offeramamitted by those with schizophrenia contributes
relativity little to overall so@tal violence. According to éhDepartment of Health (2011),
between April 1996 and April 1999 there wér864 people convicted of homicide in
England and Wales; of these, 164 (10%) wetmd to have symptoms of schizophrenia
during the commission of their offence. SimyaShaw et al (1999) found that only 5 per
cent of individuals convicted of homicide had gdmhrenia. Thus in gerad, whilst research
has indicated that a diagnosis of schizophrengss®ciated with an eneased risk of violent
offending, the magnitude of this risk is smédi; instance, those with schizophrenia only
have a 1 in 10,000 annual risk of committimgmicide (Wallace, Mullen, & Burgess, 2004),
and in any given year, 99.97 per cent of thoga schizophrenia will not be convicted of
serious violence (Walsh, Buchanan, & Fahy, 2002spite the overall low base rates, there
is some evidence of a relationship betwsemzophrenia and violence, taking a more
narrative and inquisitivapproach in understanding thiisk in these low base rate
populations may be important farther understanding the comyiges of schizophrenia and
offending behaviour, as it is @mea that has yet to be explot®dresearchers, specifically,
understanding, through an offenders eyes, why thental illness may impact their criminal

behaviour.

1.4.2 Affective disorders
While schizophrenia is probably the mostsearched mental disorder in relation to
criminality, other clinical disorders have alseelm explored in relation to criminal activity.
Previous research has suggested that individuils affective disorders are more likely to
act in an aggressive or violent manner, witle prevalence of affective disorders in the

general population congded to be approximately 1 pemtewith a mean age onset of 21
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years old (McMurran et al., 2009). Affective & term used to describe an individual's
externally displayed mood, accordingly, affeetigisorders are characterised by severe and
disabling mood disturbances (Soothill et, @2008). There are twonain categories of
affective disorder, these being: depressiand mania. Depressivalisorders include
dysthymia and major depression, with soofighe symptoms including low mood, reduced
energy and decrease in adiEaves, Tien & Wilson, 2000). Mania is much less common
than depression and can be seen as the oppdgtelonged low moodinstead individuals
with mania exhibit prolonged elated moodse3é elevated moods are usually accompanied
by over-activity, grandiose ideas, and unrealiptans (McMurran et al). Bipolar affective
disorder is considered a severe mentiless whereby those affected have prolonged
episodes of severe mood disturbances (e.g.edsjpin and mania). The term ‘bipolar’ is used
to highlight the fact that #se patients have mood disturbance at both poles of the spectrum

in that they have episodes of both n@aand depression (McMurran et al).

Over the past few decades these charadterisf affective disorders (e.g., depression and
mania) have created an abundance of reseuiitth researchers exploring the possible link
between a mood disorder and offending behavieor example, Modestin Hug and Ammann
(1997) studied 267 men who were diagnosed \aithaffective disorder, such as bipolar
affective disorder, and major, minor or intermittent depressive disorder. These participants
were matched with a control sample from general population; reks indicated that the
individuals with the affective disorder were mdrequently criminally registered in all types

of crimes, excluding sexual offences and violadiof traffic law. Furthermore, 42 per cent of
individuals with affectie disorder had a criminal record ngpared to only 31 per cent of the
matched controls. Another study conductedHoyglgins, Lapalme and Toupin (1999), carried

out a two year follow-up study &0 participants witraffective disorder and 74 participants
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with schizophrenia after disclge from one of three secunespitals in Canada. They found
that twice as many participants with affectiisorders (33%) were convicted of a criminal
offence than those with schizophrenia (15%)ore recently, researchers compared the rate
of crime in over 3,700 patients with affeaidisorder between 1973 and 2004. The findings
showed that 21 per cent of thetipats with affective disorder and a concurrent diagnosis of
severe substance abuse were convictedriatent offences (Fazel, Grann, Goodwin &

Langstrém 2009).

Although the above studies do indicate soewedence suggesting an increase risk of
offending for those with an affective disordeghere has been relatively little research
focusing specifically on the different types affective disorders and affective disorders
without co-morbidity or dual diagnosis. As &ud, it is difficult to disentangle links between
different affective disorders and offendinghbeiour (Short, Lennox, 8terson, Senior, &
Shaw, 2012), thus making the explorationtloése types of disorder an ongoing area for
future research. Accordingly, implementirgg narrative perspectiven understanding the
association between the specific types oectfre disorders and criminal behaviour, will
allow for a more personal understanding irtfte specific characteristics which are

motivational forces behind offending behaviour.

1.4.3 Conclusions: Mental illness and offending
These studies have highlightashumber of conclusions ingards to mental illness and
offending. Firstly, a small percentage of individualith a mental illnesare at increased risk
of violent behaviour and minor feihces compared to those without a mental illness, with the
magnitude of this risk varying dependingtbe specific disorder. Secondly, the violent

offences committed by those with a mental gseontributes relativitittle to the overall
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societal violence. Lastly, the role that menitakss plays in regards to offending behaviour
is a complicated relationship, as such, furtheeagch investigating the impact mental illness
may have on offending behaviour through theatave process may be vital in understanding

this association further.

Overall, whilst the vast majority of researchéave now accepted that there is an association
between some types of mental illness and offemdhe nature of thigssociation is still

being explored. It is likelghat no single aetiological pathway can explain the link between
certain mental disorders and offending, as tipagleways are likely to vary from individual

to individual. For example, some individual§ending are directly driven by their mental
disorder (e.g. assaulting a family membeth&y have a delusion that they believe this
person is plotting to murder them). Whilst fither individuals, their offending maybe an
indirect result of their mentaisorder, for instance, an inddual with an affective disorder

may become frustrated that they are unabkugtain employment due to their disturbances

in mood, thus leading them to commit crimewent their frustréon. In essence, the
relationship between mental illness and offending is complex and sometimes controversial,
whilst there is speculation and evidence to sagtiat those with severe mental illness are
more likely to commit an offence than thosghwut severe mental illness, the literature

which supports these claims often exhibits lmage rate percentages, indicated in the

above examples. As such, whilst the assamidbetween mental illness and crime has been

establish within previous resehrthe extent of this associati@nstill widely speculative.

1.5 The relationship between persoiyadisorder and offending
Personality can be defined as the characiensanner in which amdividual acts, thinks

and feels in a variety of circumstances. Vaer personality disorder, is a diagnostic term
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used to describe an individuahose difficulties arise from éhcharacteristic ways they act,
think and feel. As a result of these diffite$, individuals diagnosed with a personality
disorder are considered to have trouble mama their emotions and relating to others
(McMurran et al., 2009). According to th&PA (2000), personality disorders are “an
enduring pattern of inner experience and beha that deviates markedly from the
expectations of the individual’s culture,” (p. 628)d that this pattern is manifested in two or
more areas of cognition, affect, interpersonal functioning and impulse control. Furthermore,
the behavioural pattemmust be pervasive across a numbep@&fsonal and social situations;
lead to clinically significant distress or impaimieén social, occupational, or other vital areas

of functioning; be stable; obhg duration; and its onset trackdck to adolescence or early

adulthood (Short et al., 2012).

The prevalence of personality disorder ia thK general population is approximately 4.4 per
cent, with men more likely to have been diaged with a personality disorder (5.4%) than
women (3.4%) (Coid et al., 2006a). Furthermardas been well established that people in
forensic mental health settings have highersrafgersonality disordeespecially Antisocial
Personality Disorder (ASPD), than peopldhe general community (Fazel & Danesh, 2002).
These associations between personality disorder and offending are not surprising given the
rather tautological definition (e.g., traits bbstility, law breaking and impulsivity). That
being said, the vast majority césearch exploring these associations has typically focused on
individuals with ASPD,of whom are at the greatest edéed risk of offending. This is
primarily due to the characteristics associatgith ASPD, which include; pervasive pattern

of socially irresponsie, exploitative, and guiltless behaur (Black, Gunter, & Loveless,
2010). Although, those with Borderé Personality Disorder (BBDave also been shown to

be heavily associatedith offending, in particular, vi@nt offending, this relationship is
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primarily due to the characteristics associatgth BPD, such as; emotional instability,
disturbed patterns of thinking and impulsiehaviour (Raine, 1993). Due to these two
specific personality disorders showing high asstoans with criminal activity, and given the
majority of participants withithe present thesis exhibited either ASPD or BPD, the specific
relationship between these tworganality disorders and offending will be explored in the

proceeding sections.

1.5.1 Antisocial personality disorder
Although criminal behaviour, and jparticular, violent behaviouhas been associated with a
number of mental disorders, ASPD is mostowonly associated with all types of criminal
behaviour and is known to be heavily associatgd a criminal lifestyle (e.g., Fridell, Hesse,
Jaeger, Kuhlhorn, 2008). ASPD is characterisea Ipervasive pattern of disregard for, and
violation of, the rights of ¢ters; these characteristics begn childhood and develop to
create an impulsive and aggsive individual who has pattern of early law-breaking
behaviours (Erikson, 2008). Aaahngly, there has been a sificant amount of research
which has indicated that ASPD is a prediabd violent offending (ey. Hare, 1996a; Hare,
1996b; Hodgins & Cote, 1993; Moran, Walshyrer, Burns, Creed & Fahy, 1993;
Rasmussen & Levander, 1995), and non-vibtdfending (Hare & Neumann, 2008), as well
as recidivism (e.g., Coid, 2008; Rice, 1997). ASRI3 also been associated with number of
previous convictions (e.g.oyal, Putkonen, Paavola & Tiihome2004); the time incarcerated
(e.g., Mueser, Bond, Drake & Resnick 1998); early onset of offending (e.g., Tengstrom,
Hodgins & Kulggren, 2001), andommitting more crimes and greater variety of crimes

(e.g. Porter, Birt & Boe2001; Porter, Woodworth, EatlDrugge & Boer 2003).
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Fazl and Danesh (2002) carried out a systematiew of psychiatric surveys on the serious
mental disorders within offendg populations. The researchers found that of the 62 surveys
from 12 countries, which included 22,790 oifiers, 65 per cent of offenders had a
personality disorder, of this 65 per cedff per cent had ASPD. It was subsequently
concluded that offenders are 10 times morelyiko have ASPD congred to the general
population. Moffit (1993) also found that early-onséenders displayed a persistent pattern
of antisocial behaviour, suggesting that ASHEzmders are also moll&kely to begin their
criminal career earlier compat to the average offending poatibn. Further research has
also found that those with ASPD are 16 timesre likely to commit homicide (Laajasalo,
2007), with around 11 per cent of homicide offersdhaving a diagnosis of ASPD, compared
to 1 per cent within the general poputati(Eronen, Hakola & Tiihonen, 1996). Similarly,
Coid et al (2006a) investigated 511 MDOwith personality disorders and 2,575 MDO’s
diagnosed with mental illness who had beenitdchto secure forensic psychiatry services
in England and Wales. They found thatludde MDO'’s with ASPD, 22 per cent had previous
convictions for major violence, 52 per cefior minor violence and 59 per cent for any
violence. It was further found that those wASPD were 3 times more likely than those
without the ASPD diagnoses l@ave previous convictions ftwoth major and minor violence.
More recently, Jamieson & Taylor (2004) carrmat a 12 year follow-up of a cohort of 204
patients discharged from UK high securityshitals in 1984. Their results indicated that
patients with ASPD were seven times more likiel commit a serious offence than patients

with a major mental iliness.

Thus in general, research haslicated that a diagnosis &SPD is associated with an
increased risk of offending. That being sai& timderstanding as to wkhose offenders with

ASPD are at a greater risk have primarilcdsed on the characteristics associated with
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ASPD, taking a more narrativ@proach in understanding the sihegersonal reasons as to
why those with ASPD are at a higher riskyralow for an a greater understanding into
another dimension of ASPD, in regards to pleesonal experiences tiose that are often

seen to be at greatessk of offending.

1.5.2 Borderline personality disorder
BPD is characteristically associated with poor sglhge, feeling of emptiness, and great
difficulty coping with being alne, along with a broad varietf psychiatric symptoms (e.g
distortions of perceptions @eliefs) and aberrant behaurs (e.g., impulsive actiongRaine,
1993). BPD has also been found to be assetiatith the perpetration of impulsive and
violent crimes, along with comorbid antisociaits and incarceration for domestic violence
(Sansone & Sansone, 2009). Howard, HusbaDuggan and Mannion (2008) sought to
identify those personality and criminal histofeatures associated with a combination of
ASPD and BPD in 224 community residents. Tésults showed thatdke participants who
had a personality disorder (ASPD or BPD) werere likely than thas without a personality
disorder to have received a convictionr feiolence and a custodial sentence. These
participants also showed high&aits of anger and impulsivity and a greater history of
aggression, which are also charastars that form part of the @gnostic criteria for BPD and
ASPD. As such, the researchers concludedARRD/BPD represents a certain criminogenic

blend of traits that are likely to be ovarresented in high-secure forensic samples.

Similarly, Raine (1993) found that people wlPD were predisposetd commit extreme
forms of violence, and Coid (1998) suggesteat there was an association between BPD and
homicide. More recently, Newhill, Eack and Mulvey (2009) conducted a longitudinal study
to examine the degree to which BPD constitwassk marker for future violence. Their

findings showed that 73 per cent of BPD sualg engaged in physical violence during the
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one-year study period. These reported incideioasolence were mdly characterised by
disputes with acquaintances’ significant others. Such findings poito violence as a serious

and prevalent problem among those MDO’sgd@sed with BPD. Accordingly, similar to
taking a narrative perceptive with offendédiagnosed with ASPD, implementing a narrative
perspective in understanding the associatidwden BPD and criminal behaviour, will allow

for a more personal understanding into the specific characteristics which often increase the

risk of offending in these individuals.

1.5.3 Conclusions: Personality slorders and offending
The above studies have illustrated that ecenparsonality disorders are more commonly
associated with a criminal lifestyle (e.§$PD), whilst other personality disorders are
particularly prevalent for certain offenc@sg. BPD and domestic abuse). Despite these
studies showing an association betweengreatity disorder and offending, a causal link
between the two has yet to béaddished, which is primarily due to the complicated nature of
the link. In particular, criminal behavioarises from a complerteraction between
individual predisposing charactstics and a particular set of circumstances, for example, a
physical and social context. Accordingly, a diagis of personality dorder does not render
an individual as a criminal, i$ just one of many factorsahmay increase their likelihood of
offending. Furthermore, similar to the reseatalried out on mental illness and offending
behaviour, although there is an accepted@aasal between personality disorders and

offending, the nature of this assaibon is still being explored.

1.6 Chapter summary
This chapter provided an overview of offenderth mental disorders, with a specific focus
on understanding the differences between thesad#fs and those without mental disorders.

In particular, the chapter firstly explored heawnental disorder may affect the way an
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offender views their experiences and crimes, which has a subsequent affect on the way they
are processed and treated. Furthermoregitrerse nature of MDOs has led to the

development of a specific system of socm@htrol (e.g., mental health system), which is a

major divide from the traditional method of control for non MDO'’s (e.g. criminal justice
system). As discussed in the chapter, thezecansiderable differences to how MDOs and the
general offending population are processed and geahaithin these two systems, with this
distinction primarily due to the vastfidirences and needs between the two offending

populations.

The chapter further investigatéte association between merdaorder and offending. The
results from this exploration suggested thatassociation betweamental disorder and
criminal behaviour has been widely explbravith the emerging consensus suggesting an
association between offendinghaiours involving violenceral certain forms of mental
illness, such as schizophrenia or bipolaeetifze disorder (Brennaat al., 2000; Swanson et
al., 1990; Tiihonen et al., 1997RAlongside this, the population ofironic criminal offenders
are more likely to be diagnosed with/or haveersonality disorder (Montanes-Rada, Ramirez
& Taracena, 2006). That being said, it hashfartoeen inferred théhe interrelationship
between crime and mental disorder is complgRilst most mentally disordered individuals
are neither criminal nor violent, most crimiadlave endured poor mental health at one time
or another, and thus, there continues tatengoing dispute about the association between
mental disorder and crime. The complexitytlué relationship is largely due to the various
factors that play a role inianinal activity which often workalongside mental disorders. Of
particular note are ¢hindividual variables and situatial variables, as well as the
surrounding social environment, all of whicbntribute to the risk of offending. Although

offending behaviour is comptethere are certain mentwdikorders (e.g., schizophrenia,
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affective disorder, ASPD, BPD) that have beaore likely to be associated with offending
behaviour. However, it is likely that a single mental disorder can explain a complex
behavioural phenomena such as offending,autlalso taking into consideration the
psychological, socio-culturahd biological aspects of thedividual. Nonetheless, that
should not take away from the fact that reseaahestablished thatethate of violence and
offending among the some mental disorders is higten that of thoseho are not mentally

disordered.

Whilst it is recognized that those deemed teeha mental disorder may view their crimes
differently, for example, someone who is diagrobsvith depression may resort to killing his
family and attempt to kill himself as a wayrelieving his family from a hopeless situation,
they are still capable of exgphing the processes of theirmes. As we all do, MDOs still
make sense of their lives in some way; auadn though this narrative may be corrupted or
influenced by their mental state, the internalajue and emotional expence it is still how
they view their lives and actions. Thus, whikssearch has concentdton investigating the
relationship between mental disorders ansherand psychology-oriented theories have
focused on the analysis of the crime, the stigation into the innmeworkings of MDOs’
minds has yet to be explored. This infotioa could further contlute to the understanding
of the psychological process underlying the matbrabehind MDOs and if there is in fact
any variation in an offenders action/reaotsequence based on diagnosis. Specifically,
similar to the general offending population, MD&e active agents in their crimes and have
therefore gone through a process of engagiregarime. Whilst theireconstructive narrative
of the event may be different from those dfatoffenders, they still view themselves and
their lives in a particular way. This thesvdl therefore seek texplore the personal

narratives of MDOs through implementing thexénal narrative framework, which has been
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successfully applied to offendimmppulations without severe mahtisorders. This hopefully
will help to assist in gaingg further knowledge in understandithe emotional and cognitive

processes that actively desMDO’s criminal actions.

Overall, the potential to expand the criminakrative framework into a MDO population is
invaluable to not only understding, from an offender’'s owperspective, how they view
their crimes, but also from an investiiga psychology perspective, about how MDO’s
perceptions differ from those of the genafiénding population. In particular, to date,
research carried out by investilya psychologists has paid littitention to the specific sub-
population of MDOs and instead primarily e@mtrated on prison populations, thus resulting
in a gap of knowledge of the criminal narrativenieavork of these offenders. This thesis is
the first piece of research that examinescthrecepts of the criminal narrative framework
within a mentally disorderegopulation, thereby aiding the development of a more

encompassing and diverse framewirkinderstanding offending behaviour.
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Chapter 2

Exploration of Narratives and Roles
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2.1 Narrative theory
The narrative theory proposes that individuatke sense of their lives by developing a story

or narrative with themselves as the centfadracter (Baumeist&d Newman, 1994). This
process of embedding the view of the self inuafolding personal story is referred to as an
‘inner narrative’ (Canter & Youngs, 2009). Thesmrratives’ comprise an individual's
unigue sequence of events, their mental statestheir experiencesvialving human beings
as characters or actqBruner, 1990). As such, the storibat people combine to make sense
of their lives ardundamentally about their strugglereconcile who they imagine they were,
are, and might be within the social conteatdamily, community the workplace, ethnicity,
religion, gender, social class and culture (Mefns, 1985). Accordingly, stories are the most
natural way in which people describe almasterything that happens in their lives;
consequently, we are all experts within oumostorylines, because nothing is clearer to us

than how we view our own lives (Booker, 2005).

Advocates of narrative theories suggest thatrtbtion that people can resemble, or can be
made to resemble, charactersifogical and coherestory indicates a greateal of intuitive
appeal (McAdams, 2006). Theorists furtheopgwse that these concepts offer a strong
alternative to the overused dogmas of psgmalysis when interpreting case studies,
biographies and the in-deptitudy of single experiences ovarlifetime (Josselson, 2004;
McAdams, 2004). It is likely that people halieen telling and sharing their stories about
their lives for thousands of years; it has ondeb within the last few decades, however, that
researchers and practitioners have beguinvestigate these sies and the method of

storytelling in a systematic amshalytical manner (McAdams, 2006).

Once upon a time, researchers com®d personal life stories helding little scientific value

for understanding human behaviour and experieRagher, these stories were viewed as
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nothing more than a literary tala type of fictional accourdet out to entertain, inspire,
motivate, and enchant our imagination (Mtns, 2000). During the first half of the"20
century, however, researchers became vastgrasted in exploringhe various aspects of
individuals’ personal stories. These notiaofs narrative theory developed into important
concepts within the realm of the humandasocial sciences, as psychologists have
emphasised that narratives are the vehiglevhich ‘meaning’ can be communicated and
links can be explored between these expedsrand social structures (e.g., Mishler, 1986;

Polkinghorne, 1988; Sarbin, 1986).

2.1.1 Early narrative researchers
Adler (1927) examined narraéivaccounts of earliest memorigsoposing that the ‘earliest

memory’ of an adult is a myth which foretasa style of life; similarly, the ‘fictional
finalism’ of an adult represents a vision foe timdividual’s future whib is constructed from
their past and present. Murray (1938)entfied recurrent themes, stories and
autobiographical accounts through his wdekplorations in PersonalityWithin his wo