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Young Offenders, Serious Crimes
SUSAN BAILEY

Editorial

Violent acts committed by older children and
adolescents, and concern about the quality of care
and treatment offered to them, have caught the
attention of the public and government in the UK.

In England and Wales during the â€˜¿�lOsand early
â€˜¿�80sthere was a move away from a â€˜¿�nothingworks'
towards a â€˜¿�whatworks' philosophy (Bottoms, 1974;
Martinson, 1974). Strenuous and partially successful
efforts were made across many agencies to de
escalate the juvenile justice process. Many young
offenders entered community-based treatment and
diversionary programmes (Cawson, 1985). This,
together with the welfare principles enshrined in the
ChildrenAct 1989, meant that increasinglyrestrictive
criteria had to be satisfied before the imposition of
custodial sentences for juveniles.

The Criminal Justice Act 1991 made far reaching
changes to the sentencing arrangementsof courts in
England and Wales. It established a new sentencing
framework within which the underlying principle was
proportionality in sentencing. For the first time a
common framework was applied equally to adults and
young offenders but the Act also made important
changes in relation to young offenders only, reflecting
a further stage in the process of separate treatment
for juvenile offenders. The juvenile court in England
and Wales, establishedunderthe ChildrenAct 1908,
became in 1992 the Youth Court, with an extension
of the court's jurisdiction, so that instead of dealing
with people aged 10 to 16 years inclusive the Youth
Court now deals with 17-year-olds. However, the
lower age limit for criminal responsibility remains
at 10 (in 1992, 200 10- and 11-year-olds were dealt
with in the criminal courts).

The main form of custodial sentence for offenders
aged 15 to 17 is the Young Offender Institution
(YOl), part of the prison service, maximum period
of detention limited to 12 months in total. Where
a determinate sentence of longer than 12 months is
considered necessary for an offender, or where the
issue is one of homicide leading to an indeterminate
sentence, the young offender is dealt with under
Section 53 of the Children and Young Persons Act
1933. Forty per cent of young people held under
Section 53 are convicted of murder, manslaughter,
arson, rape and wounding but 60% (approximately
60 youngsters a year) are in fact convicted of robbery
and burglaryand of these almost all have more than

two previous convictions for similar offences. They
are what may be described as persistent serious
offenders. In 1995, clinicians continue to face the
considerable implications of more legislative change.
At a time when social services are still in the early
stages of implementing Community Care and the
Children Act, the Criminal Justice and Public Order
Bill 1993 has been implemented and guidance on
cautioning reviewed and changed. The three major
changes in the sentencing structure for young
offenders are:

(i) the SecureTrainingOrder, a sentence for 12-to
14-year-olds available to the Youth and Crown
Court; minimum sentence 6 months, maximum
2 years. One-half of a sentence to be served in
securityin a SecureTrainingCentre, the second
part served in the community under the super
vision of social services, the probation or â€˜¿�other
persons' designated by the Secretary of State;

(ii) the maximum sentence of detention in a YOI
for 15- to 17-year-olds will increase from 12
months to 2 years;

(iii) a widening of the range of offences for which
Section 53 detention can be used to include all
youngsters from the age of 10 convicted of
offences which carry 14 years or more imprison
ment in the case of an adult, and in addition
the offence of indecent assault on a woman.

The most disturbed young offenders who commit
serious crimes will start their sentence in either local
authority community homes (secure care units) or
with the Youth Treatment Centre Service, set up by
the Department of Health and now well established
in two secure centres, Glenthorne and St Charles.
In mid-adolescence these youngsters face the difficult
transition from care to custody.

Aetiology
Strong evidence exists for the persistence of severe
childhood antisocial behaviour into adolescence and
the increasedriskit representsfor chronicdelinquency.
Both historically (Burt, 1925) and through recent
studies (Farrington, 1990) it has been shown that
chronic juvenile delinquency may be amenable
to prevention, achieved via early family support
and education with recognition of developmental
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vulnerability and resilience, early risk factors and their
interactive effects on chronic delinquency; providing
support for a cumulative model of delinquency
prevention. Conduct disorder (a psychiatric con
struct) and delinquency (a legal construct) overlap
most clearly in the area of chronic delinquency,
sharing the characteristic of repeated antisocial
behaviour. Prospective cohort studies (Farrington,
1987) have shown that a small group of offenders
are responsible for a majority of juvenile crime.

Health profiles
The nature and extent of psychiatric disturbance in
young offenders remains a matter for debate but
within the group of serious young offenders medical
conditions should be carefully considered. Common
among adolescents who murder is a previous
psychiatric contact, antisocial behaviour, history of
substance misuse, mental illness within the family
and marital conflict. These grave young offenders
demonstrate a prominent and wide range of neuro
psychological vulnerabilities (Bailey, 1994).

In studiesof admissionsof seriousyoung offenders
to the Youth TreatmentCentres(Bullock eta!, 1990),
a medium secure psychiatricunit (Bailey eta!, 1994),
and a local authority community home (Hoghughi,
1993), the authors demonstrate high levelsof disorder
including previous serious suicide attempts. The
youngsters had been well known to a range of child
agencies prior to admission to secure care and
treatment but prominent affective symptoms had
not been recognised, the attention of agencies having
focused on the aggressive behaviour patterns.
Recognition of and subsequent treatment of co
occurring psychiatric disorders, whether affective
disorders, psychosis, substance misuse, attention
deficit disorder, or learning disability, can form a
critical part of an overall multiagency rehabilitation
programme to improve general functioning and
reduce recidivism (Futterman, 1990).

Treatment in the institutions
In a comparison of regimes in YOIs, where the
emphasis is on custody with clinical intervention as
an important secondary goal, and in local authority
community homes, where the emphasis is on treat
ment while maintaining safe secure care, Ditchfield
& Catan (1992) found that offenders released from
community homes did betterin termsof reconviction
than those from YOIs and this was at least partly
attributable to differences in their regimes. Treat
ment models in all types of secure care cover the
full range of psychotherapeutic and behaviour
modification programmes. However, there are core

general factors that cut across theoretical orientations
and are associated with better outcomes. These factors
include good leadership, good discipline, special
education, an active work and recreation programme,
positive adolescent-adolescent, staff-adolescent and
staffâ€”staffrelations, together with a milieu that
provides a sense of warmth and harmony and that
has organisation, practicality and high expectations
(Harris et a!, 1987).

In a long-term outcome study of 204 leavers from
the Youth TreatmentCentres(one offering a psycho
therapeutic programme, the other adhering to
principles of social learning) Bullock et a! (1994)
showed that the other key factor to good outcome
was the ability to enable the young person to look
at his or her own family life, and wherever possible
to involve the family in treatment.

In the YOIs the picture is complex (Little, 1990).
Rehabilitation programmes are undertaken in the
context of other negative processes. In the social
milieu of prison, young offenders with aggressive,
impulsive, depressive and dependency problems
engage in discussion of suicide, ideation of escape
and relief from the environment. Self-injury can be
perceived as an act of rebellion against a perceived
controlling and aggressive system. Positively there has
been increasing recognition of the importance of such
factors within the prison setting (Waplington, 1994).

Individual therapies
Social skills programmes have focused on microskills
such as eye contact, body posture and tone of voice,
and macro skills such as avoiding fighting within
institutions. These have led to changes in institutional
performance but with less certainty about a reduction
in future offending. More promising are the changes
that can be brought about by cognitive-behavioural
programmes, in particular multi-model programmes
incorporating the elements of self-control and self
instruction, anger control, role taking, social problem
solving and programmes devised to increase the young
offenders' moral reasoning ability (Hollin, 1993).

The use of psychotherapy for grave offenders can
be an important adjunctive treatment. The capacity
to form emotional attachments with others and an
ability for self-examination and insight are positive
indicators for such intervention. Therapeutic gains
emerge slowly given the often chaotic and abusive
backgrounds of the young offenders, and severe past
aggression, low intelligence and poor capacity for in
sight are associated with poor outcome (Myers, 1992).

The use of cognitive-behavioural psychotherapy,
in the setting of an institution offering healthy
role models, consistent limit setting, education and
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trained staff that can undertake assessment and move
onto a programme that has treatment integrity.
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vocational training, continued liaison and involvement
of family, offers a way forward to provide a safe
development into adult life and minimise future risk.

While others debate the issues of whether those
children facing charges of murder, manslaughter or
attemptedmurdershould be locked up, whethertreat
ment is worthwhile, what their rights are and how these
balance against those of the victim and victim's
family, whether we have adequate legal and admin
istrativeprocedures,and fmally what the appropriate
interventions post-trial may be, the individual clinician
and immediate responsible carers have to set about
the long-termtask of rehabilitation.Outsidepressures
will inevitably continue to wax and wane. The
therapist, while engaged in treatmentwith the young
offender, has to be mindful of the role he or she may
be asked to take in the decision-making process
concerningfuturerisk,and theoffenders'perception
of thetherapistas someone who may influenceâ€˜¿�time
served'. The majority of child and young adolescent
offenders initiallydissociate themselvesfrom the reality
of theiroffence and situation;but dependenton their
own stage of emotional and psychological develop
ment most will start to engage in treatment, whether
via verbal or non-verbal therapies (Aulich, 1994).

Treatment focusing on the violent and/or sexual
aspects of their offence and the bearing this has on
their own personality development and future risk
has to be visitedand revisited,as theirown emotional
and psychological capacity to deal safely with it
emerges. The baggage of history that accompanies
these older children and adolescents â€”¿�depositions,
newspaper cuttings, day-to-day observations from
carers, peers and family â€”¿�can be used as therapeutic
tools. This process needs to continue with consistency
of therapy and therapists as they move from secure
care to penal establishment.

Conclusion
The antecedent histories of serious young offenders
have highlightedthe failureof previousinterventions.
Offenderswith similarproblemand offending careers
have drifted within and between the four jurisdictions
of specialeducation, health, careand criminaljustice.

As pointed out by Lipsey (1992) rehabilitation
programmes do not succeed where there is client or
institutionalresistance.Any programmeregardlessof
theoretical base has to be vigorously and properly
implemented with planning for content, resources and

Dr Susan Bailey, Adolescent Forensic Service, Mental Health Services, Bury New Road, Prestwich,
Manchester M25 3BL

(First received8 August 1994,fina! revision 9 January 1995, accepted 7 February 1995)

https://doi.org/10.1192/bjp.167.1.5 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.167.1.5



