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Abstract  

 

Introduction: Elucidating where antisocial or violent behaviour arises within the life course 

of individuals with intellectual disability (ID) could improve outcomes within this population, 

through informing services and interventions which prevent behaviours reaching a forensic 

threshold.  

 

Method: The Historical Clinical Risk Management-20, Version 3 (HCR-20V3) assessments of 

a cohort of 84 inpatients within a forensic ID service were analysed for this study, with a 

particular emphasis on items concerned with the age at which antisocial or violence first 

emerged. 

 

Results: For most participants, violent or antisocial behaviour was first observed in childhood 

or adolescence. The study also highlighted a smaller subgroup, whose problems with violence 

or antisocial behaviour were first observed in adulthood.  

 

Discussion: The study findings suggest that targeted services in childhood and adolescence 

may have a role in reducing the offending behaviour and forensic involvement of people with 

ID. This has implications for the service models provided for children and adolescents with ID 

with challenging or offending behaviour.  
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Introduction 

 

In the United Kingdom (UK), specialised forensic / secure services exist for individuals with 

an intellectual disability (ID) who have committed a criminal offence or exhibited behaviours 

which reach a forensic threshold. Such services care for people diverted from imprisonment 

due to their vulnerability (Talbot, 2009), and offer a multi-disciplinary model of support within 

an environment that emphasises treatment rather than punishment (Hollins, 2000). In recent 

years, a developing body of literature has focused on the sociodemographic, clinical, and 

forensic characteristics, and treatment outcomes of this group (Alexander et al., 2011). These 

studies have highlighted a high level of clinical complexity and associated forensic risk 

(Taylor, McKinnon, Thorpe, & Gillmer, 2017).  

 

Inpatient services for people with ID and mental health or behavioural problems in the UK 

have come under scrutiny as a result of an abuse scandal at Winterbourne View hospital, which 

was exposed by an investigative report broadcast on the television programme ‘Panorama’ in 

2011 (BBC One, 2011). The resulting Transforming Care programme committed to a rapid 

reduction in the number of people with ID within inpatient care, including those in forensic 

services (Taylor, McKinnon, Thorpe, & Gillmer, 2017). However, the dramatic subsequent 

reduction in hospital placements that was expected did not happen (Health and Social Care 

Information Centre, 2013). It is now acknowledged that the complexity and scale of the 

challenge was underestimated, and the scope and quality of data on inpatients with ID was poor 

(National Audit Office, 2015). A number of reasons have been suggested for the failure to 

reduce hospital placements within the forensic cohort, including ongoing needs relating to 

forensic risk (Alexander et al., 2015; Chester et al., 2017), and a lack of specialised community 

service provision (Barnoux, 2019; Washington, Bull, & Woodrow, 2019). One of the most 

significant drivers for continued use of inpatient ID services is mental ill health.  

 

Children and adolescents with ID are a group that are especially vulnerable to mental health 

issues and challenging behaviour1. This due to a combination of factors, including psychosocial 

disadvantage (Emerson & Hatton, 2007), stigma (Ali, King, Strydom, & Hassiotis, 2015), 

bullying (Hatton, Emerson, Robertson, & Baines, 2018), poor communication skills, sensory 

disabilities, epilepsy, physical illness and genetic syndromes, effects of medications, abusive 

experiences and behavioural phenotypes (Allington-Smith, 2006), with some syndromes which 

cause ID being associated with aggressive behaviour (Powis & Oliver, 2014). Another factor 

is the experience of failure, especially in educational settings, in comparison to siblings and 

similar age peers (Bybee & Zigler, 1999; Zigler, Bennett-Gates, Hodapp, & Henrich, 2002). 

This is in addition to navigating the same myriad challenges and tasks experienced by all young 

people, without having equal degrees of intellectual ability and social capacity (O’Brien & 

Bell, 2004) and a more limited range of coping strategies (Allington-Smith, 2006).  

 

Gralton (2013) highlighted that those with ID appear to be over represented in populations of 

adolescent offenders. In a survey of 301 young offenders in custodial settings or attending 

community youth offending teams, approximately 20% of young offenders had an IQ less than 

70 (Chitsabesan et al., 2007). Similar rates were reported in Maryland, United States, with 20% 

of the juvenile justice population (n = 376) meeting diagnostic criteria for mental retardation 

                                                      
1 In this paper the following definition of challenging behaviour will be employed: “Behaviour can be described 

as challenging when it is of such an intensity, frequency or duration as to threaten the quality of life and/or the 

physical safety of the individual or others and is likely to lead to responses that are restrictive, aversive or result 

in exclusion” (Royal College of Psychiatrists and British Psychological Society and Royal College of Speech 

and Language Therapists, 2007).  



(Shelton, 2006). This is despite the significant under recognition of this group within custodial 

settings (Ford et al., 2008). Shelton (2006) described the high use of incarceration as a method 

of control for children with behavioural problems as a “disconnect between society and youth”. 

This causes missed opportunities for prevention, barriers to early childhood services, and a lack 

of recognition within school, contributing to the “dumping of…youth with troubled and 

troublesome behaviours into the juvenile justice system” (p. 42). 

 

Elucidating when such mental and behavioural issues arise in children and adolescents with ID 

could support future service development, in order to ensure that the right services are offered 

at the right time in the life course, i.e. prior to such behaviour reaching a forensic threshold. 

Yet minimal research has examined this. One study examined age-related variables of patients 

admitted to four secure services in the UK; age at first conviction, and age at admission 

(Alexander, Chester, Gray, & Snowden, 2012). The study compared these variables between 

patients with ID alone, personality disorder (PD) alone, and those with comorbid ID and PD. 

It was found that patients with PD alone were significantly younger at first conviction (aged 

16) than those with ID alone, or ID and PD (aged 19). There were no significant differences on 

the age at admission to forensic services, which was between 25-30 years of age. While these 

findings provide an indicator of the onset of forensic issues, it is likely that patients’ needs will 

have been evident much earlier. This is an important area of consideration, as recent policy 

initiatives in the UK are emphasising the importance of early intervention for those with ID 

and/or challenging behaviour, mental disorders, or forensic issues, in order to reduce the need 

for inpatient admissions (NHS England, 2015a). This study therefore aims to identify the age 

at which antisocial and violent behaviour was first observed among a cohort of inpatients 

within a forensic ID service.  

 

Method 

 

Participants / Setting 

 

The study took place in a 95-bed inpatient ID forensic service, with medium secure, low secure, 

and rehabilitation wards, i.e. category 1, 4, and 5 beds in the classification used by the Royal 

College of Psychiatrists’ Faculty of Psychiatry of Intellectual Disability (2013) and the Count 

me in Census (Health and Social Care Information Centre, 2015). Eighty-four patients were 

included in the study; 50 men, 33 women, and one patient who identified as transgender (male 

to female). Forensic ID services typically care for those with an ID level within the mild range, 

with a minority of patients falling in the borderline, or moderate categories (Chester et al., 

2017). The mean age of the patients was 34 (range 18-60).  

 

 

Measures  

 

The Historical Clinical Risk Management-20, Version 3 (HCR-20V3, Douglas, K. S., Hart, 

Webster, & Belfrage, 2013).  

  

The HCR-20V3 is a structured clinical judgment tool whereby the clinician is systemically 

guided through a series of risk factors that they must decide which are present or absent for any 

patient being assessed. The tool is widely accepted as the instrument of choice for predicting 

future violence within forensic populations, and studies have validated its use in ID populations 



(Fitzgerald, Gray, Taylor, & Snowden, 2011; Gray, Fitzgerald, Taylor, MacCulloch, & 

Snowden, 2007). The HCR-20V3 is divided into 10 items related to historical factors (e.g., past 

history of mental illness), 5 items related to current clinical presentation (e.g., current 

symptoms of major mental illness) and 5 items related to future risk factors (e.g., non-

compliance with remediation attempts) (Judges, Egan, & Broad, 2016). A summary of HCR-

20V3 items is provided in Table 1. Each item is scored as 0 (not present), 1 (partially present) 

or 2 (present), leading to a maximum total score of 40. Clinicians also provide qualitative 

information as to the evidence that informed their decision for the numerical score. The HCR-

20V3 assessment is based upon the evaluator assembling a sufficient information base upon 

which to make ratings of risk factors, and why they have led a person to be violent, which 

typically involves an interview with the patient being evaluated, plus a review of case files 

(Douglas et al., 2014). A number of studies have investigated the predictive validity of the 

HCR-20 in ID populations in regards to institutional aggression (Chaplin, Eyeoyibo, Wright, 

Xenitidis, & McCarthy, 2015; Fitzgerald et al., 2013; O’Shea, Picchioni, McCarthy, Mason, & 

Dickens, 2015) and future reconviction (Gray et al., 2007), and reported equivalent, or higher 

levels of validity in the ID population as compared to the general forensic population.  

 

This measure was chosen for the study due to its inclusion of age data within the scores and 

qualitative evidence provided for two items; H1 History of Problems with Violence and H2 

History of Problems with Other Antisocial Behaviour. For H1, the threshold of behaviour 

scored includes any actual, attempted of threatened harm of another person, incorporating arson 

and sexual offences. H2 captures any actual, attempted or planned violation of the rights, 

safety, or well-being of others that violate social norms. Examples include plans motivated by 

financial or material gain, gang, or substance related activity. On these items the clinician is 

also asked to score the presence, partial presence, or absence of the behaviour at different time 

points; as a Child (12 and under), as an Adolescent (13 – 17) and as an Adult (18 and over), 

which can indicate the time behaviours were first observed during the patient’s life.  

 

Table 1: Summary of HCR-20V3 items.  

 

Historical Scale  

(History of problems 

with…) 

Clinical Scale  

(Recent problems with…) 

Risk Management Scale 

(Future problems with…) 

H1. Violence 

H2. Other Antisocial 

Behaviour 

H3. Relationships 

H4. Employment 

H5. Substance Use 

H6. Major Mental Disorder 

H7. Personality Disorder 

H8. Traumatic Experiences 

H9. Violent Attitudes 

H10. Treatment or 

Supervision Response 

OC-H. Other Considerations 

C1. Insight 

C2. Violent Ideation or 

Intent 

C3. Symptoms of Major 

Mental Disorder 

C4. Instability 

C5. Treatment or 

Supervision Response 

OC-C. Other Considerations 

R1. Professional Services 

and Plans  

R2. Living Situation 

R3. Personal Support 

R4. Treatment or 

Supervision Response 

R5. Stress or Coping 

OC-R. Other Considerations  

 

 



Procedure  

 

HCR-20V3 data pertaining to each patient was aggregated, then anonymised, by removing any 

patient identifiable information, in accordance with the Data Protection Act (Her Majesty’s 

Government, 1998) and the General Data Protection Regulation (Information Commissioners 

Office, 2018).  

 

Analysis  

 

Descriptive statistics are provided at the group level, to include the number and percentage of 

patients which scored as present, partially present or absent on the two items of interest on the 

HCR-20V3, and their sub-categories. The mean age values, and age ranges within each item 

subcategory, are also provided.  

 

Ethical Considerations 

 

The study utilised data from assessments that are routinely competed with the service. Informed 

consent is gained from patients prior to assessments completion. In accordance with NHS 

guidance (Health Research Authority, 2017), the project fulfilled criteria for service evaluation 

and as such did not require approval from a NHS Research Ethics Committee.  

 

Results 

 

Item H1, History of Problems with Violence, was scored as present for all 84 patients. As 

detailed in Table 1, of this group, 38 (45%) first had problems documented as a child, 24 (29%) 

as an adolescent, with the remaining 22 (26%) whose problems were first documented in 

adulthood. The average age of the child subgroup was 8 years, while the youngest of this group 

was 2 years of age. Item H2, History of Problems with Other Antisocial Behaviour, was scored 

as present for 47 (56%) of patients, as partial for 20 (24%) patients, and as absent for 17 (20%) 

patients. Of the 67 patients who were scored as present or partially present, for 26 patients 

(39%) problems were first documented when the patient was a child, 24 (36%) as an adolescent, 

and 17 (25%) as an adult. The average age of the child subgroup was 9 years, while the 

youngest of this group was 4 years of age. For a graphical representation of this data, please 

see Figure 1.  

 

Table 1: Age problems with violence or other antisocial behaviour were first documented 

 

Item  n % 
Exact age 

Mean Range 

H1† 

As a child (12 and under) 38 45 8 2 - 12 

As an Adolescent (13 - 17) 24 29 15 13 - 17 

As an Adult (18 and over) 22 26 25 18 - 32 

H2* 

As a child (12 and under) 26 39 9 4 - 12 

As an Adolescent (13 - 17) 24 36 15 13 - 17 

As an Adult (18 and over) 17 25 20 18 - 27 

†For 25 cases, the exact age at which a History of Problems with Violence was documented, was unknown.  

*For 34 cases, the exact age at which a History of Problems with Other Antisocial Behaviour was documented, 

was unknown.  



Figure 1: Age problems with violence or other antisocial behaviour were first documented 

 

 
 

Discussion 

 

This study examined the age at which antisocial or violent behaviour was first exhibited by 

patients detained in a forensic ID service, reporting that, for the majority of individuals, this 

was first observed in childhood or adolescence. This is an important finding, as individuals 

who present with an early onset of anti-social behaviour typically persist with such behaviour 

through adolescence and adulthood, and the seriousness of behaviour escalates over time 

(Moffitt, Caspi, Harrington, & Milne, 2002). This group is responsible for a disproportionate 

amount of violent and sexual offending in adulthood (Moffitt et al., 2002). Furthermore, this 

finding suggests that early intervention services could have a role in targeting factors which 

could reduce future offending, and improve outcomes in this population (Newman, Talbot, 

Catchpole, & Russell, 2013). While this pattern is similar to the offending profiles of those 

without ID, these findings are of particular concern since services for this population are 

comparatively under resourced, despite the disproportionate risk of mental health (Sin, Francis, 

& Cook, 2010), challenging behaviour, and forensic issues.  

 

Therefore, those with ID presenting in childhood and adolescence with antisocial and / or 

violent behaviour need to be prioritised for access to services. Two models of mental health 

service delivery are available for children with ID; the Child and Adolescent Mental Health 

Service (CAMHS), or the community ID team for children and adolescents (Gangadharan, 

Bretherton, & Johnson, 2001). However, this means that this group can fall between the gaps 

of these two services (Gangadharan et al., 2001). Until 30 years ago, a major component of 

lifespan ID services was a mental health service for young people, however this assistance is 

now considerably reduced (The Royal College of Psychiatrists, 2016). When accessing generic 

CAMHS, those with ID are less likely to have their psychiatric and developmental needs 
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recognised, understood and addressed in an evidence-based and optimally therapeutic fashion, 

largely due to a lack of specialised expertise and resources required to provide comprehensive 

assessments and ongoing management (Bernard & Turk, 2009; Gralton, 2013). A third option 

is a dedicated ID service, with trained staff and clinicians, integrated into the Child and 

Adolescent Mental Health service (CAMHS-ID) (Gangadharan et al., 2001). Within the present 

organisation of CAMHS, ID services may fall under “Tier 4 Specialised CAMHS” defined as 

“day and inpatient services and some highly specialist outpatient services” (NHS England, 

2014, p. 11).  

 

Within Tier 4, a limited number of secure / forensic adolescent hospitals are available, in six 

regions of England (Hill, Chamorro, Hosking, & Ferreira, 2018). These services are classed as 

medium-secure psychiatric care but provide care for young people with the highest risks, whose 

adult equivalents would be managed in high secure hospitals such as Broadmoor, Ashworth 

and Rampton (Hill et al., 2018). The authors noted that only one of the six services is 

specialised children and adolescents with ID, although one of the 100 patients included in this 

study was noted to have an ID. Furthermore, a number of harmful sexual behaviour teams for 

children or young people under the age of 18 exist, although these teams have not been 

extensively researched (Almond & Giles, 2008). As such, the availability of CAMH services 

is highly variable across the UK, and admissions are affected by the interaction of age, 

geography, sub-specialty (e.g. a lack of low or medium secure CAMHS-ID provision) (NHS 

England, 2014). There is a particular lack of outcome research for those with ID who have 

received input from the spectrum of available CAMH services.  

 

Where appropriate, the admission of young people with mental health problems to specialist 

inpatient units has been shown to be clinically and cost-effective, associated with substantive 

improvements across a range of diagnoses (Green et al., 2007). Chaplin, Roach, Johnson and 

Thompson (2015) investigated the outcomes of 113 children and adolescents with and without 

ID admitted to one of 14 CAMH services. The authors reported improved clinical outcomes 

amongst both groups, while noting that the ID group had longer lengths of stay. While such 

services are associated with improved outcomes, their availability is patchy, and they cover 

very large geographical areas, which negatively affects transitional support arrangements 

(NHS England, 2014). It was noted that these beds tend to focus on young people with moderate 

to severe levels of ID, which might suggest that those with milder levels of ID are seen by 

mainstream CAMHS. Few studies have examined the outcomes from secure CAMHS 

(Johnston & Gowers, 2005), and no studies have reported the outcomes of those with ID treated 

in such services. Hill, Chamorro, Hosking and Ferreira (2018) examined the demographic, 

clinical and personality characteristics of first 100 patients consecutively admitted to and 

discharged from an NHS mixed-gender secure hospital for adolescents in the UK. In this 

cohort, females had a higher average length of stay, and higher rates of incidents than males, 

which the authors felt reflected the females’ high rates of enduring personality-related 

problems. Incident rates and childhood abuse were highly correlated, suggesting that a history 

of childhood abuse is a potent risk factor for self-harm and aggression.  

 

The findings of the present study also have implications regarding the availability and efficacy 

of treatment within CAMH services. Cooper et al. (2014) noted the benefits of providing 

evidence-based behavioural interventions and doing so early, and that approaches that work 

well with children generally are also likely to be effective for children with ID. Depending on 

the needs of the individual child or adolescent, there are several promising care models for 

those exhibiting such issues in childhood and adolescence. These include parenting 

programmes, training and support for families, and positive behavioural support (PBS) (Cooper 



et al., 2014), as well as respite and therapeutic interventions (Reid, Sholl, & Gore, 2013; Sholl, 

Reid, & Udwin, 2014). Reid et al. (2013) described an intensive therapeutic and short break 

service for young people at risk of entering residential placements in early adolescence due to 

challenging behaviour that had become too difficult for families and schools to manage. The 

service is a collaboration between health and social care, and provides a combination of 

interventions according to the individual needs of the child or adolescent, including PBS, 

systemic approaches, therapeutic interventions, such as cognitive behaviour therapy, and short 

breaks. An evaluation highlighted reduced behavioural difficulties and a decrease in parental 

concerns. 

 

The availability and uptake of individualised psychological therapy for children and 

adolescents with ID, challenging behaviour, mental disorders, or forensic issues is unknown. 

However, such therapies are only accessible through secondary care services or private 

practice, and therefore an individual child or adolescent would first need to access an 

appropriate secondary care service. A survey completed in 2006 reported that only 72% of 

cases were receiving psychological therapy in a South London CAMHS, in contravention of 

the 100% target detailed in relevant NICE guidelines (Perera, Gupta, Samuel, & Berg, 2007).  

For early interventions to be successful, they should be offered systematically, as a result of 

regular screening of those at risk of challenging behaviour (Cooper et al., 2014). Interventions 

should recognise the multifactorial causes of challenging behaviour (including physical/mental 

health issues, social circumstances, communication). Input should be continued, rather than 

requiring referral and re-referral. Approaches should be based on PBS frameworks, and be 

family centred. These should be offered in accordance with relevant National Institute for 

Health and Care Excellence (NICE) guidelines, e.g. those for ID and challenging behaviour 

(NICE, 2018;  NICE, 2015), as well as those with antisocial behaviour and conduct disorders 

(NICE, 2013).  

 

Guidelines have been developed for young people at risk of coming into contact with the youth 

justice system (NHS England, 2014). These state that children and adolescents should have 

access to the same preventative initiatives aimed at reducing behaviours that may lead to 

contact with the law as the adult population. This should include parenting programmes, liaison 

and diversion, troubled family schemes, gang services and youth offending teams. Services 

should have processes in place to identify young people with ID, and to make reasonable 

adjustments. This should be achieved through collaboration with and support from specialist 

multi-disciplinary health and social care services. Children and young people with ID who are 

known to Youth Justice Services should be identified, enabling proactive service coordination 

across agencies and ensuring clear pathways from and to different services. In some instances, 

where there is greatest risk, individuals may be included on a local register to ensure they get 

the appropriate support. 

 

While early intervention is advocated, caution has been raised that this group of young people 

should not face a lifelong future in institutional care (Lenehan, 2017). Prolonged inpatient stays 

are most likely in areas without fully developed care pathways. Unfortunately, community 

CAMHS-ID are not well developed in many areas of the country, meaning that further work is 

required to provide a comprehensive care pathway (NHS England, 2014). These variations 

have existed for some years and reflect both historical local priorities and uncoordinated 

growth. Due to this fragmented service development, care is inappropriately shifted to secure 

social and residential schools, which are often a long geographical distance from the family 

home (Gralton, 2013). Additionally, there is a negative impact on family life, with an increased 

likelihood of sibling and parental emotional distress, and family breakdown (Bernard & Turk, 



2009). Furthermore, these placements are high cost, with rates cited as ranging from ranging 

from £130,291 to £266,968 per year for 52 week in 2012 (Sholl et al., 2014), rates which are 

likely to have increased in the past few years. In practice, many young people remain in out of 

area residential placements as adults (Department of Health, 2007). Lenehan (2017) therefore 

recommended that an urgent review is undertaken into the needs of young people aged 18-25 

currently in inpatient provision (whether they are in acute inpatient, mental health or learning 

disability beds), including numbers, routes of admission and destinations to ensure this group 

of young people do not face a lifelong future in institutional care.  

 

The present study also highlighted a smaller subgroup of participants whose problems with 

violence or antisocial behaviour were first observed in adulthood. This is an interesting finding, 

as research suggests that offending behaviour typically emerges in childhood or adolescence. 

It is possible that this group may have specific clinical or forensic differences, or that their 

behaviour did not reach the attention of services until adulthood. Indeed, violent or antisocial 

behaviour can go unrecognised, due to paid carers being less likely to involve the police when 

an offence is committed by a perpetrator with ID (Clare & Murphy, 1998; Lyall, Holland, & 

Collins, 1995). It could also be due to difficulties arising during the transition from adolescence 

and adulthood itself, and / or from youth to adult services (Barron & Hassiotis, 2008).  

 

The study has a number of drawbacks. Firstly, whether the participants in this study received 

input from early intervention services, and the degree or outcome of this input is unknown. 

This is because the study utilised routinely collected data from HCR-20V3 assessments, and this 

information is not captured by this tool. However, it is not unreasonable to assume that input 

for this specific cohort may been limited, given that the first secure psychiatric hospital for 

adolescents in the United Kingdom opened in 1985 (Hill et al., 2018) and that the average age 

of patients is 30 at referral and admission (Alexander, Piachaud, Odebiyi, & Gangadharan, 

2002; Alexander et al., 2011). Furthermore, individual patient sociodemographic, clinical, or 

forensic data was not collated. This could have added depth to the analysis, particularly in 

regards to providing context on factors which might differentiate patients whose challenging / 

offending behaviour did not emerge until adulthood, as compared to the rest of the study 

sample. Furthermore, the validity of the data is dependent on the quality of clinical notes and 

patient knowledge upon which the HCR-20V3 was based, and the overall quality of the HCR-

20V3 assessment itself. The study is limited further by its lack of a control group without ID.  

Nevertheless, this relatively simple service evaluation project has a number of practical 

applications, particularly in the current context of increased focus on ID service provision.  

 

There is a currently a national service model aiming to reduce the need for inpatient care of 

people with ID, through the strengthening of community service provision, the Transforming 

Care programme (Department of Health, 2012; NHS England, 2015b). References to child and 

adolescent mental health services within the strategy are minimal. Similarly, a recent green 

paper on mental health provision for children and young people within educational settings had 

limited focus on ID (Department of Health & Department for Education, 2017). Positively, 

autism, ID, and children and young people’s mental health services, are specified as priorities 

in the NHS Long Term Plan (NHS, 2019), which may afford the opportunity for the 

development of services. The plan commits to increased investment in intensive, crisis and 

forensic community support that will enable more people to receive personalised care in the 

community, closer to home, and reduce preventable admissions to inpatient services. However, 

Lenehan (2017) cautioned that even when this group are not entirely ignored by government 

programmes and priorities, the challenge is that everybody’s business becomes no-one’s 

priority. This is a missed opportunity, and the famous quote "It’s easier to build strong children 



than repair broken men" by Frederick Douglas resonates. It is therefore recommended that 

increased attention and focus should be given to this under-recognised population, and that 

future work examines whether early intervention services for children and adolescents with ID 

and challenging, or offending behaviour improve outcome the long term outcomes of this 

marginalised group.  

 

Conclusion 

 

Evidently, there are a number of patients treated in forensic ID services whose behaviours first 

arose during childhood and adolescence. It is therefore recommended that this group are 

prioritised for access to early intervention services. The range of services and pathways is 

highly variable across the UK, and it is highly likely this affects access to and uptake to 

appropriate assessment and treatment, as well as the outcomes of individuals within this 

population. It is therefore recommended that commissioners and providers review the provision 

of services for children and adolescents with ID, behavioural and / or mental health issues, in 

order to maximise outcomes, better meet the aims of the Transforming Care programme, and 

reduce the risk of these individuals becoming the future forensic cohort. Furthermore, research 

on the models of service and therapy provision with the best short and long term outcomes for 

this population is urgently required.  
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