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Abstract
The pathways through services for offenders with intellectual disability were reviewed.
Participants were 197 offenders with intellectual disability accepted into three types of
community and three types of secure forensic intellectual disability services. They were first
compared with 280 participants referred but not accepted into services and were then
followed-up for 2 years to review pathways through services. Those accepted into services
had a higher charge rate than did those who were referred (46% and 25%, respectively). The
greatest diversity in pathway was seen in participants in community forensic intellectual
disability and inpatient services. Individuals in secure settings showed the least diversity
over time, and, similarly, a relatively high percentage of those accepted into generic
community services remained in these services.
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In research on mainstream offenders, a clearer
picture is emerging of developmental pathways
into crime. A number of childhood variables are
significantly associated with offending and reof-
fending, including parental breakup, childhood
behavioral problems, school exclusion, and sub-
stance abuse in childhood (Harris, Rice, &
Quinsey, 1993). These factors represent develop-
mental pathways into criminal lifestyles. In a
review of his large scale longitudinal studies of
pathways into criminality, Farrington (2004)
noted that crime and delinquency in adolescense
and adulthood were significantly associated with
troublesome behavior at 8 to 10 years of age, an
uncooperative family at 8 years, poor housing at 8
to 10 years, poor parental behavior at 8 years, and
low IQ at 8 to 10 years. In his extensive studies on
crime and deviancy in later years, Farrington
found that the best predictors were invariably
previous convictions from 10 to 13 years of age.
For example, convictions at age 14 to 16 years
were predicted best by convictions at age 10 to
13 years. Having convicted parents and being
rated as daring and/or as dishonest had additional
predictive effects. Adult criminal convictions were
best predicted by convictions in previous age
ranges. An unstable job record, low family
income, and a hostile attitude towards police at
age 14 years also made additional predictive
contributions to the probability of an adult
criminal career. The higher the number of
domains (e.g., families, childhood behavior,
schooling), then the higher the probability of
later delinquency and adult criminality (Stoutha-
mer-Loeber, Loeber, Wei, Farrington, & Wik-
strom, 2002).

In the field of offenders with intellectual
disability, researchers have found that develop-
mental variables of poor parental relationships
and childhood adversity correlate with criminality
(Lindsay Elliot, & Astell, 2004). Novaco and
Taylor (2008) reported that witnessing parental
violence in childhood was significantly related to
anger and aggression in adulthood. Again, this
suggests that the quality of childhood attachment
experiences and childhood family experiences is
important in the development of adult offending
behavior. Therefore, we are beginning to gain a
picture of pathways into offending for individuals
with intellectual disability corresponding to those
for mainstream offenders.

Some research has been conducted on path-
ways into services for offenders with intellectual

disability. As part of the move towards the
provision and use of ordinary services by people
with intellectual disability, it has followed that
those clients have also had access to criminal
justice services with appropriate support and
adaptation of procedures. Lund (1990), in a
follow up of 91 individuals with intellectual
disability on statutory care orders in Denmark,
found a doubling of the incidents of sex offending
when comparing sentencing in 1973 to 1983. He
suggested that this rise in incidents (and referral to
the criminal justice services), may have been a
result of deinstitutionalization policies whereby
people with intellectual disability were no longer
detained in hospitals for indeterminate periods of
time. Noting the same trend in a study of 247
consecutive referrals to a community forensic
intellectual disability service over a period of
13 years, Lindsay, Steele, Smith, Quinn, and Allan
(2006) found that in later year cohorts, a
significantly higher percentage of referrals came
from criminal justice services rather than com-
munity or other services. Those referred in later
year cohorts were also significantly younger for all
types of offense, and they speculated that because
they could not be diverted to institutions that no
longer existed, young offenders with intellectual
disability would become involved with criminal
justice agencies and courts. In this way, policy
changes and changes in society influenced the
profile of service delivery and had a significant
impact on pathways into services for offenders
with low intellectual functioning.

In a study of 212 offenders with intellectual
disability from a range of secure and community
services, Hogue (2006) collected information on a
series of administrative and offense-related assess-
ments with a view to comparing cohorts and
predicting the level of security to which indivi-
duals were referred. They found that (a) admission
from a secure hospital, (b) personality disorder
classification under mental health legislation, (c)
being a restricted patient under mental health
legislation, (d) receiving treatment under a section
of mental health legislation, and (e) being treated
under conditions of probation or civil detention
had the highest correlations and made significant
contributions to the predictive model. By and
large, this is a relatively tautological finding in
that detention under mental health legislation is
related to referral to a secure setting.

We conducted this study in two phases, the
second of which is the topic of the present report.
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The first phase was a detailed analysis of 477
referrals to a range of forensic intellectual
disability services, including community generic
services; community forensic or local specialist
hospitals; and low secure, medium secure, and
maximum secure services. In an analysis of the
differences between those referred to different
services, Lindsay et al. (in press) found that
physical and verbal violence were the most
frequent index behaviors and that sex offenses
were referred equally across different services.
Carson et al. (in press) computed a regression
model with these data and retained six variables
(community living at time of referral, physical
aggression, being charged, referral from tertiary
healthcare, diverse problem behavior, and IQ less
than 50), which correctly predicted the referral
pathway for 85.7% of cases.

Despite these significant increases in research
and service provision for offenders with intellectual
disability, it is still the case that little is known about
their pathways through services once they have
been accepted. We have some information on
reoffending rates because such data have been
collected over the last 50 to 70 years (McGrath,
Livingston, & Falk 2007; Wildenskov, 1962).
However, the offenders’ progress through treatment
services has not been documented. In this study we
reviewed 197 individuals accepted into offender
services and traced their progress over 2 years.

Method

Locations were several health board regions
and two maximum security hospitals. All were
included because of their history of experiences
and expertise in dealing with offenders with
intellectual disability and their level of security.

Generic community services, which accepted
individuals who had committed offenses or
exhibited offending behavior, consisted of 15
community teams across two large geographical
areas (total population 5 million). Each team
consisted of community intellectual disability
nursing staff and a psychiatrist. We were given
access to intellectual disability social work staff,
psychologists, speech and language therapists, and
occupational therapists.

We examined two specialist forensic commu-
nity intellectual disability services, which con-
sisted of a psychologist, a psychiatrist, and
community intellectual disability nurses. They

had direct liaison to criminal justice social work
departments.

Five general inpatient units were studied.
Each was staffed by intellectual disability nurses,
a psychiatrist, and a psychologist who had access
to speech and language therapists, occupational
therapists, and dieticians..

One regional and one small local service were
included as low security services. Both were
staffed by intellectual disability nurses, a psychia-
trist, and a psychologist. The large regional service
also employed speech and language therapists,
occupational therapists, and dieticians, whereas
the smaller service had access to these profes-
sionals.

We included a large regional medium security
service. It was staffed by a psychiatrist, psychol-
ogist, intellectual disability nurses, speech and
language therapists, occupational therapists, and
dieticians.

Two high security forensic intellectual dis-
ability services were included. Both were staffed
by intellectual disability nurses, a psychiatrist,
psychologist, speech and language therapists, and
occupational therapists, with access to dieticians
and physical instructors.

These six location classifications were retained
for the purpose of reviewing the pathways of
individuals through and between services. It was
not our aim in this study to review the referral or
acceptance criteria to these services but, rather, to
investigate the pathways of individuals meeting
the study criteria. Broadly, referral criteria
matched the conventions in the United Kingdom.
All generic intellectual disability services in the
United Kingdom have an open referral policy for
people with problems meeting the diagnostic
classification for intellectual disability. Forensic
intellectual disability services accept those with
forensic problems and diagnosable intellectual
disability. Intellectual disability inpatient services
admit individuals who have placement issues or
personal breakdown that cannot be treated in the
community, some of which are forensic pro-
blems. Low security facilities accept those who
cannot be treated or managed in the community
or open National Health Service (NHS) hospital
facilities. Medium security services admit those
who cannot be accommodated in low security
locations, and high security facilities accept those
individuals who are considered too dangerous to
be managed and treated in any other setting.
Inevitably, there is likely to be overlap in
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manageability and treatability between service
levels, with little detailed clarity on the differences
between acceptance criteria (although there are
clear differences between service descriptions).
One of our purposes in the overall study was to
investigate the differences between participants in
each setting group.

Participants
Of the 477 participants referred, 280 were not

accepted and 197 (168 males; 29 females) were
accepted into forensic intellectual disability ser-
vices and followed-up in the present study. Cases
included met the following criteria: (a) they had
been referred in the year 2002 (because of the low
referral rate, 2001 and 2002 were included for
maximum secure services); (b) the referral related
to antisocial or offending behavior, including
physical aggression, verbal aggression, sexually
inappropriate behavior, stalking behavior, cruelty
towards and neglect of children, property damage,
fire setting, theft, motor vehicle or traffic-related
behaviors, obtaining goods or money under false
pretences. and illegal drug-related behaviors; and
(c) they were 18 years of age as of December 31,
2002.

All services were designed for people with
intellectual disability and accepted referrals who
had a tested full scale IQ of less than 75 (IQ 70 6

two standard errors), significant deficits in adap-
tive behavior, and a childhood/adolescent onset
of these disabilities. Participants were included
according to the six categories outlined above (i.e.,
generic community, specialist community foren-
sic, general in-patient, low security, medium
security, and high security).

Ethical Approval
Ethical approval was sought through the

Scottish Medical Research Ethics Committee.
After some negotiation, approval was granted for
England under a Section 60 Exemption of the
Health and Social Care Act 2001 and for Scotland
under Caldicott Guardian Approval.

Procedure and Materials
Four research assistants were allocated to each

of the main study areas and liaised with local
clinical teams to gather information from the
clinical files. They used a standard form from a
manual to gather all information. Data were
collected on demographic information, ethnicity,

level of intellectual disability, possible medical
diagnoses, psychiatric diagnoses, abuse experi-
enced in childhood, living circumstances, em-
ployment/occupation, referring agent, level of
service referred to (described above), legal status
on day of referral, index behavior, age at time of
index behavior, and charges.

All research assistants had at least graduate-
level qualifications in psychology. They com-
pleted a dedicated one-week course in order to
ensure consistency of data collection across sites.
Following a rigorous testing on 3 complex cases,
these assistants responded in the same way 85% of
the time. This was a significant level of agreement
across four raters, because if one was discrepant,
this was recorded as a disagreement. However,
such a criterion (four agreements on each item)
was necessary for our purposes in this study.

Results

Participant Characteristics
We compared the 197 participants who were

accepted into forensic intellectual disability ser-
vices with the 280 who were referred but not
accepted in order to ascertain any differences.
Because this study was an exploratory investiga-
tion into a range of forensic intellectual disability
services and services that accepted clients with
intellectual disability and forensic problems, we
were unaware of specific acceptance criteria.
Therefore, some of the results may reflect
acceptance criteria. For both groups (those
accepted and those not accepted), the percentage
with an IQ less that 50 was 7%. However, when
we looked at the number of individuals charged
with an offense, the figures were 46% for those
accepted into services and 25% for those not
accepted, x2(1, N 5 477) 5 23.2, p 5 .001. The
mean age of those accepted was 30.6 years
compared with 34.7 years for those not accepted,
a significant difference, t(473) 5 3.61, p , .001.

The tables that follow show the comparisons
between those accepted and not accepted into
forensic intellectual disability services. All values
are presented in percentages and are rounded to
the nearest whole number. Because there are a
large number of chi square comparisons, and a
resultant increase in the likelihood of Type 1
error, we have raised the alpha to 1%. Table 1
contains information on the index behavior,
indicating that the most frequent index problem
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was physical aggression, followed by verbal aggres-
sion. Contact sexual offenses, noncontact sexual
offenses, and property damage were the next most
frequent referral problems. Other referral reasons
were far less common—between 5% and 6%.
Comparisons revealed a significant difference
between the groups on verbal aggression, with the
accepted group showing lower levels. No other
comparisons reached the required alpha.

Table 2 shows the percentage of individuals
referred from a range of community, criminal

justice service, and healthcare sources. The high-
est percentage of referrals came from secondary
and tertiary healthcare, with significant numbers
of referrals from the various community sources
(community, social services, and court/criminal
justice services). There were no significant differ-
ences between the two groups on referral source,
x2(6, N 5 474) 5 5.47, p 5 .48.

Table 3 shows the percentages of individuals
with a psychiatric diagnosis. All diagnoses were
made independent of intellectual disability by
psychiatrists in services who were trained in the
field of intellectual disability psychiatry. The most
frequent diagnosis was ADHD, with the others
falling between 5% and 11% of the sample. There
were significant differences between the groups on
schizophrenia, x2(1, N 5 477) 5 10.04, p 5 .002,
and ADHD,x2( 1, N 5 477) 5 11.02, p 5 .001, with
the accepted group showing higher percentages.

Table 4 shows the extent to which the case
notes reported participants as having experienced
extreme deprivation in childhood. The most
frequent category was ‘‘other severe deprivation,’’
which was made up of social economic depriva-
tion. In this case, those accepted into services had
a significantly higher rate of severe deprivation
than those referred, x2( 1, N 5 477) 5 25.06, p 5

.001, which accounted for the further significant
difference on any abuse/deprivation, x2( 1, N 5

477) 5 19.97, p 5 .001.

Pathways Through Services
Table 5 summarizes the pathway for indivi-

duals in all six service levels. We categorized

Table 1. Index Offense of Participants Ac-
cepted and Not Accepted Into Forensic Services
for Individuals With Intellectual Disability

Index offense

Services (%)

Accepted

(n5197)

Not accepted

to (n5280)

Physical aggression 42 53

Verbal aggression 26 38

Cruelty/neglect 5 7

Contact sexual

offense 14 48

Noncontact sexual

offense 13 33

Property damage 20 6

Fire starting 3 15

Alcohol/substance

abuse 5 14

Theft 5 19

Note. All values are expressed as a percentage of referrals.
Percentages do not sum to 100 due to index offenses not
being mutually exclusive.

Table 2. Source of Referral by Group

Source of referral

Services (%)

Accepted

(n5194)

Not accepted

(n5280)

Community 14 17

Social services 12 15

Court & criminal

justice 15 12

Health care

Primary 4 7

Secondary 28 23

Tertiary 25 25

Note. All values are percentages of the total cohorts.
Source of referral was not clear for three cases.

Table 3. Diagnostic Information by Group

Diagnosis

Services (%)

Accepted

(n5197)

Not accepted

(n5280)

Schizophrenia 14 6

Other

psychosis 7 9

Bipolar 7 4

Depression 10 11

Personality

disorder 11 10

Autistic

spectrum 9 10

ADHD/conduct

disorder 22 11
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services according to security level with commu-
nity generic as the lowest moving through
community forensic, inpatient, low security,
medium security to the highest, high security.
The table shows the percentages and actual
numbers of individuals who moved to a higher
service or security level, a lower service or security
level, or stayed at the same service or security level
at assessment points of 1 and 2 years after referral.
Due to the low numbers in several cells, we used
Kolmogorov-Smirnov (K-S) tests to assess for
differences between categories at each point in
testing and Freeman’s exact probability test to
assess for differences between groups where the
Kolmogorov-Smirnov Test (K-S) value indicated
sufficient or strong evidence against the null
hypothesis. Superscripts in Table 5 denote the
source of the difference, with the superscript a
indicating significant difference from b, and no
superscript indicating that the figure is not
significantly different from any other.

As can be seen, the K-S test rejected the null
hypothesis (no difference among the groups) on
all except two of the variables. The null hypoth-
esis was not rejected in the numbers of individuals
for whom it was impossible to gather information
on their whereabouts from the case notes (lost to
the service) and in the percentage who moved to a
lower security or service level at 2 years.

For the categories of same service/security
level at one year, the inpatient group was more
likely to move than was the community generic
and low, medium, and high security participants.
The community forensic participants were at an
intermediate level and not significantly different
from any other group. At 2 years, both the
community forensic and inpatient groups were

Table 4. Extreme Adversity in Childhood
by Group

Type of adversity

Services (%)

Accepted

(n5197)

Referred

(n5280)

Sexual abuse 13 9

Non-accidental injury 15 10

Neglect 6 4

Other severe

deprivation 36 16

Any abuse/deprivation 46 26
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more likely to have moved than were all other
groups.

For those who moved to a higher level of
service or security, at 1 year the community
forensic services had a significantly greater percen-
tage than did the low or medium security services;
whereas at 2 years, the community generic services
had a significantly greater percentage than did low
and medium security services. For those who moved
to a lower level of service or security, at 1 year those
accepted into inpatient services had a higher
percentage than did persons in low, medium, and
high security. At 2 years, the K-S test was not
significant precluding further analysis.

The figures that follow show the pathways of
individuals referred to each category or service. The
numbers recorded in different services at 12 months
were inserted. Those at 24 months were also
inserted. The numbers in italics and brackets
between 12 and 24 months record the pathways of
individuals during that period. Also included are
those who were incarcerated. On a number of
occasions, individuals were simply discharged, and
there was no record of where they went.

Figure 1 charts the pathways of the 77
participants accepted into the community generic
service. As can be seen, the majority stayed within
the service for treatment and management. A

significant number (12) moved to low and
medium security services within the first
12 months. At 24 months, the majority were
retained in the service, 12 had moved to security
services, 5 were in local community forensic or
inpatient services, and for 11 there was no
information on where they had gone. These latter
participants had been discharged with no follow-
up.

Figure 2 shows the pathways of the 53
individuals accepted into community forensic
intellectual disability services. Less than half
remained at the same level of service at 1 year
and even fewer at 2 years. Taken together, if one
includes prison, 13 moved into more secure
settings, while 12 moved into community generic
services at 1 year. Follow-up was not possible for
those who moved to prison, and, in total, there
were no further records on 19 participants at the
24-month follow-up period.

Figure 3 shows the pathway of the 16
participants accepted into local inpatient services;
only 4 remained after 12 months and only 2, at
24 months. There was no predominant pathway,
although 7 had moved to community services at
2 years. Four moved to low security at 1 year and
at 2 years, there was no record of the whereabouts
of 4 participants.

Figure 1. Pathways through services for individuals accepted to generic community services.
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Figure 4 displays the pathway of the 18
participants accepted into low security services.
These individuals were predominantly retained in
the service, although 2 eventually moved to

community generic services and at 24 months, 3
had moved on and had not been followed-up (lost).

Figure 5 charts the 17 accepted to medium
security services; 16 were retained at 1 year and 10,

Figure 2. Pathways through services for individuals accepted to specialist community forensic services.

Figure 3. Pathways through services for individuals accepted to local inpatient intellectual disability
services.
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at 2 years. Four had not been followed-up and were
recorded as lost, but, because in the United
Kingdom it would be unacceptable to discharge
forensic, medium security cases without follow-up,
it was more likely that they had been referred to an

independent hospital or a local voluntary service for
which there was no follow-up. At 2 years, 2 had
moved to low security services.

Finally, Figure 6 indicates that of the 16
individuals accepted into high security services, 14

Figure 4. Pathways through services for those individuals accepted to low security services.

Figure 5. Pathways through services for those individuals accepted to medium security services.
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remained at 2 years. One moved to a medium
security service, and there was no subsequent
record in the existing case file on where he was at
24 months, although it is highly likely that he
remained in the medium security service or some
other independent service for the reasons men-
tioned above. Over the 24 months, 1 individual
moved to prison and then returned to the
hospital, and another moved to prison at
24 months. Generally, the pattern in medium
and high security services was one of retention in
security services.

Of the 29 females accepted into forensic
intellectual disability services, 14.6% of the
sample, 22 went to community generic services
and remained there for the duration of the study.
Three were accepted into community forensic
services, 3 to low security, and 1 to medium
security services. The numbers are relatively low,
although similar to mainstream forensic popula-
tions, making comparisons between males and
females unreliable.

Discussion

To summarize, we analyzed the pathways
over 2 years for individuals accepted into forensic
intellectual disability services. The first interesting
result is that there were very few differences

between those accepted into services and those
not accepted. A significantly greater percentage of
those accepted were charged with an offense. It
would be tempting to consider that being charged
represents an acceptance criterion for services.
However, it remains the case that 54% of those
accepted were not charged; therefore, this can
only be viewed as a significant and logical trend. If
someone had been charged, they were more likely
to be accepted. Given that there were few
differences between the groups in other respects,
being charged may have brought pressure to bear
on services to attend to these cases with greater
investment. On the other hand, being charged
may represent a statutory basis on which to
predicate services for some cases. Those accepted
were, on average, about 4 years younger. Most of
those not accepted into forensic services would
most likely have been accepted into other generic
intellectual disability services.

For those accepted into services, physical and
verbal aggression remained the most frequent
reasons for referral, with the latter achieving
significance. The higher rates of those not
accepted may indicate that they were considered
to have challenging behavior. Contact and non-
contact sexual offenses featured prominently as
did property damage. Again, as with previous
studies (Hogue et al., 2006, Lindsay et al., 2006),

Figure 6. Pathways through services for those individuals accepted to high security services.
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fire starting was a persistent but relatively
infrequent referral reason.

Schizophrenia was significantly higher in the
accepted group, whereas the most common
psychiatric diagnosis was ADHD (22%), which
was a significant increase when compared to those
who were not accepted into services. That ADHD
emerged as a common diagnosis is consistent with
other studies in which researchers found previous
behavioral problems to be a significant predictive
factor in criminal careers (Farrington, 2004;
Quinsey et al., 2005). Severe deprivation was
recorded twice as often as any other form of
adversity in childhood. Therefore, the most
typical pattern to emerge was an individual who
had experienced economic and social deprivation
in childhood, who may have had ADHD, and
who presented for aggression or inappropriate
sexual behavior. They were more likely to be
accepted into services if they had been charged
with an offense.

In terms of the main substance of this
research, it is clear that there was greater diversity
in pathways over the 2 years for some services in
comparison with others. The three security levels
of service and the community generic services had
greater percentages of participants remaining in
the service than did the two services that provided
specialist input (community forensic and inpati-
ent). That staff of these community generic
services were able to cope with a significant
percentage of forensic cases over the 2-year period
suggests that with the requisite level of expertise,
staff working in the community can deal with a
high level of aggressive and sexual cases. The fact
that individuals in security settings tended to
remain there across the 2-year pathway reinforces
a conclusion that has been drawn over the last 40
to 50 years. Walker and McCabe (1973) reported
that offenders with intellectual disability were the
most difficult to move to conditions of lesser
security when compared with offenders with other
mental disorders 30 years later, Butwell, Jamieson,
Leese, and Taylor (2000) reported essentially the
same finding. Investigators writing various gov-
ernment reports in the United Kingdom have
suggested that the lack of appropriate placements
in community settings is the reason for this
finding (Bradley 2009, Forensic Mental Health
Network, 2004)

For the community forensic intellectual dis-
ability services, there was a similar degree of
diversity in the pathway. Perhaps the most

interesting point here is that after 24 months, 19
were lost to the service. It is a fact that the highest
percentage of individuals referred from court went
to the community forensic intellectual disability
service (Lindsay et al., in press), and for some of
them, their probation was completed during the
course of the study. Once probation had finished,
there was no obligation on the part of the
individual to attend services, and it was often
clear to those responsible that the client had no
intention of maintaining attendance over a longer
period. Therefore, for some, treatment was
tailored to suit the length of probation so that a
planned discharge could occur at the end of
probation. After that, it is unlikely that the client
would keep in contact with the service and,
therefore, fell into the ‘‘lost’’ category. In these
community forensic services, most clients either
remained where they were or moved into generic
community services. Five clients went to prison at
12 months (once in prison there was no further
record of their pathway) and 5 went to low
security. For the community generic service,
although there was a greater diversity of pathways,
this reflected the higher number of referrals
because a smaller percentage moved to different
pathways when compared to local inpatient and
community forensic provision.

Although the present study is the first in
which pathways through services for offenders
with intellectual disability was examined, it has
significant limitations. The most important is the
fact that it is a case note study and, common to all
such studies; it was dependent on the accuracy of
information in the record. As has been seen
throughout the report, we lost several cases
because there was no information in the case
note as to where they were at the point of review.
In fact, at 24 months, there was no record for 21%
of cases. Even in maximum security services, one
individuals was lost, although in the United
Kingdom, responsibility for security cases resides
with the National Health Service, it is almost
certain that he or she would have gone to a
security placement either in a local area or in the
independent sector. However, the fact that a
person was not accounted for points out the
difficulty with a case note study. The study was
also dependent on the accuracy of the informa-
tion in the case notes. In our own study, the
research assistants were experienced in applied
psychology and received extensive training on
reviewing case note information. Emphasis was
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placed on the importance of the reliability of the
information rather than focusing on a one time
mention of a disorder or event. In addition, as we
pointed out in the Method, reliability of the
information was extremely high following train-
ing. However, reliability remains a limitation here.

Future researchers might limit the case review
to certain smaller classes of participants rather
than the cross section investigated in this study.
For example, one might investigate the differences
between individuals who remain in security
services and those who move to lesser security.
In such studies it would be important to review
more detailed psychological information, such as
cognitive abilities and emotional disorder, to
ascertain the extent to which these personal
variables influence pathways.
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