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INTRODUCTION

Mentally disordered offenders, by definition, are mentally disordered indi-
viduals who commit crimes. However, the nature of the relationships be-
tween the various mental disorders and criminal behaviour are unclear. The
term “‘mentally disordered offender”” has been used to refer to many dif-
ferent types of offenders, for example, mentally ill inmates of correctional
facilities, offenders who have been judged incompetent to stand trial, men-
tally disordered sex offenders, and offenders found guilty but not respons-
ible or only partially responsible due to a mental disorder. The legal terms
and definitions vary from one country to another. Even within one jurisdic-
tion, the definitions of particular terms often change over time. Whether or
not an offender is judged to be “mentally disordered” depends upon the
particular practices of police, prosecutors and the courts on the insanity
standards in the jurisdiction where the crime is committed, and on clinical
assessments, more than on his/her psychopathology. Whether mentally
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disordered offenders are transferred to a psychiatric or a correctional set-
ting, and whether they are treated in the community or in a secure hospital,
depends far more on the laws, regulations, policies, practices and ideologies
of public safety that are particular to each jurisdiction than on the psycho-
pathology or history of criminality of the particular offender. It has been
suggested that the kind of disposal, psychiatric or penal, rests as much upon
chance as upon any more clearly discernible factors (Prins, 1993). The diver-
sity of laws, regulations and organizations for the treatment of mentally
disordered offenders is perplexing and beyond the scope of this book (for an
overview, see a special issue of the International Journal of Law and Psychiatry,
16, 1993, which describes some of these national differences).

Regardless of their legal status and how they are labelled, and regardless
of where they are treated, in the mental health or the correctional system,
mentally disordered offenders present multiple challenges to the admin-
istrators and clinicians who are charged with their care. Morality, profes-
sional ethics and public accountability demand that treatment be based on
empirical evidence of effectiveness. No such basis currently exists for the
treatment of mentally disordered offenders. However, scientific evidence
and a wealth of clinical experience can be used to begin the long process of
developing this necessary empirical base.

This chapter begins with brief descriptions of the principal types of men-
tally disordered offenders. Next, the procedures for assessing mentally disor-
dered offenders are described, as they differ from those used to assess
patients with no criminal record. Assessment is an integral part of treatment;
the initial assessment provides the information which is used to develop an
individualized treatment programme and subsequent assessments, conducted
during treatment, measure progress. The chapter then examines three bodies
of empirical findings that are relevant to the development of effective treat-
ment programmes for mentally disordered offenders. These findings provide
a solid basis on which to begin developing comprehensive and effective treat-
ment programmes. However, many of the components of treatment that have
been shown to be effective with other clienteles and in other situations have to
be modified for use with mentally disordered offenders. These modifications
involve taking account of the particularities of treatment within security hos-
pitals, of organizational requirements, and of the ethical dilemmas encoun-
tered in treating mentally disordered offenders.

MENTALLY DISORDERED OFFENDERS
Persons with brain damage

Brain injury or disease is only rarely directly related to offending. Very
rarely, disease or injury to particular cerebral structures leads to violent
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outbursts. Somewhat more common, but still rare, are victims of brain injury
who in the years following the trauma gradually undergo changes in per-
sonality and become more and more irritable and aggressive. Some commit
violent offences and are subsequently institutionalized for long periods.
Much more common among persons who have suffered a brain injury is
persistent aggressive behaviour which does not lead to criminal charges.
Similarly, among the elderly, various degenerative diseases are often charac-
terized by aggressive behaviour. These behaviours are not usually pros-
ecuted. However, they dominate the organization of institutional care for
this population and seriously limit the possibilities for living with family or
in other types of housing in the community. The expertise and treatments
used in reducing aggressive behaviour among persons with brain damage,
even when they are treated outside of a forensic system, are similar to those
used with formally designated mentally disordered offenders.

Offenders with personality disorders

Most offenders present a pattern of symptoms that have been stable since
early adolescence that are sufficient for a diagnosis of at least one person-
ality disorder (see, for example, Hodgins & Co6té, 1995). A perusal of the
symptoms which constitute personality disorders (in either the DSM or ICD
classifications) suggests strongly that several of the symptoms, or traits,
constitute a vulnerability for behaviours that would lead to criminal charges.
For example, in the DSM-IV, among the general criteria for personality
disorders is the lack of impulse control. Among the Cluster A disorders, the
two that are genetically related to schizophrenia—paranoid personality
disorder and schizotypal personality disorder—include symptoms of sus-
piciousness, inability to trust others and paranoia. Given the defining char-
acteristics of these disorders, it is not surprising how little is known about
them. Persons with these disorders rarely consent to participate in research
projects, and usually can only be intensely studied when they commit vio-
lent offences. Schizoid personality disorder, like the disorders which con-
stitute what is referred to as the Cluster C disorders—avoidant, dependent,
obsessive-compulsive personality disorder—may lower the risk of offend-
ing. Cluster B disorders—antisocial, borderline, histrionic and narcissistic—
are clearly and directly associated with behaviour patterns that are likely to
lead to prosecution in criminal court.

Personality disorders are often complicated by the presence of a long his-
tory of substance abuse and the consequent damage to the central nervous
system. Less than average verbal intelligence, difficulties in concentration, less
than the average level of formal education and little or no history of stable
employment provide no base for the development of a non-criminal life-style.
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How to conceptualize these constellations of behaviour patterns and char-
acteristics and how to describe them in a way that is useful for treatment
remain major obstacles to the development of effective interventions. Fur-
ther, it is generally assumed that personality traits that emerge gradually
through childhood and solidify in adulthood are resistant to change. The
question is whether or not it is necessary to modify the personality traits in
order to reduce recidivism. Can specific behavioural and cognitive training
programmes produce sufficient change in the patterns of behaviour, atti-
tudes, morality and ways of problem solving that are sufficient to alter a
lifestyle? That is the challenge and it remains to be seen whether such
programmes will produce changes that can support a new, legal life-styles.

These programmes will, for the majority of the individuals concerned,
have to include intensive and rather long-term interventions aimed first at
reducing and eliminating substance abuse and then at preventing the recur-
rence of the abuse when life gets tough. While clinicians have long known
the difficulty of this task, recent evidence demonstrating hereditary vul-
nerabilities for abuse of various substances and the neurobiological bases of
these dependencies explain, in part, the resistance to change (Bierut et al,,
1998; Lappaleinen et al., 1998; Merikangas et al., 1998). These findings clearly
indicate the necessity of intensive, highly structured, long-term programmes
that help the individual to develop over time, behavioural and cognitive
patterns that are inconsistent with abuse of alcohol and/or drugs.

Psychopathy

Psychopaths are a special category of offenders with personality disorders.
They are special because they commit the most crimes, the most violent
crimes, and because they are thought to be the least changeable of all offend-
ers. This diagnosis does not appear in either the DSM-IV or ICD-10. It has
been developed over the past 20 years in studies of incarcerated male
offenders, and then used with female offenders, and a modified version with
adolescents. The diagnosis is made using Hare’s Psychopathy Checklist
(PCL-R) (Hare, 1991). Clinicians trained to use the PCL-R obtain high inter-
rater agreement and stable ratings over time. The validity of the diagnosis
has been established by numerous studies showing that offenders diag-
nosed as psychopaths (using the PCL-R) have patterns of behaviour, cogni-
tion, emotional reactions and central and peripheral nervous system activity
that are distinctive, even from offenders who meet criteria for antisocial
personality disorder (Cooke, Forth & Hare, 1998).

The prevalence of psychopathy has never been studied in a general popu-
lation sample. However, a rough estimate can be made from available statis-
tics on antisocial personality disorder. All those who meet the criteria for
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psychopathy also meet the diagnostic criteria for antisocial personality
disorder (DSM-III, DSM-III-R, DSM-IV), but less than one-third of those who
meet the criteria for antisocial personality disorder also meet the criteria for
psychopathy. Since the prevalence of antisocial personality disorder has
been documented at less than 7% in males and 2% in females, the prevalence
of psychopathy would be considerably less (Robins, Tipp & Przybeck, 1991).
In the justice system, however, psychopaths are numerous. For example, in
Canada one in five men who are sentenced to two years or more of incar-
ceration meet the criteria for psychopathy (Hare, 1991), as do between 11%
and 20% of women (Co6té, Hodgins & Toupin, in press). Whether or not the
prevalence of psychopathy varies from one culture to another is still in
question (see e.g. Cooke, 1997).

In treatment settings, whether inside or out of the prison system, psycho-
paths are disruptive. They do not simply refuse to comply with treatment,
they often undermine the treatment of other offenders. When and if they do
comply with treatment, they have been shown in the past to be able to
manipulate it in order to use what they learn to perfect their antisocial skills.
In treating psychopaths, therefore, clinicians and administrators not only
have to be concerned with achieving efficacy but also with not making them
worse than they are already.

Offenders with major mental disorders

The major mental disorders include schizophrenia, major depression, bipo-
lar disorders and atypical (but non-toxic) psychoses. Schizophrenia and bi-
polar disorder afflict equal numbers of men and women and their
prevalence rates are estimated to be approximately 0.85% and 1.6%, respec-
tively (Hodgins, 1996) These rates are similar in all Western industrialized
countries, except for the rate of bipolar disorder, which may be lower in
Finland than elsewhere (Veijola et al., 1996). The prevalence of major depres-
sion is difficult to establish. It appears to be increasing and it varies, some-
what, from one country to another. While one US study estimated the
prevalence to be 21.3% among women and 12.7% among men (Kessler et al.,
1994) a cross-cultural comparative study which used a less sensitive diag-
nostic instrument obtained rates varying from 12-22% in women and 6-11%
in men (Weissman et al., 1996) The major mental disorders onset in late
adolescence or early adulthood and are characterized by recurring acute
episodes and poor psychosocial functioning between the episodes (Hodgins,
1996). Among those born since the mid-1940s who developed their disorders
in countries that have deinstitutionalized mental health services, the risk of
criminality, and especially of violent criminality, is increased as compared to
non-disordered persons in the same country (Hodgins, 1998). Recent
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evidence suggests that while the risk of offending among persons who
develop schizophrenia is higher, persons who develop major affective disor-
ders are also at increased risk for violent offences (Brennan, Mednick &
Hodgins, submitted). Other evidence suggests that those with an affective
disorder, who are generally more compliant with treatment than those with
schizophrenia, may recidivate more often because of inadequate and/or
inappropriate community care (Hodgins, Lapalme & Toupin, in press).
Epidemiological findings indicate that some of these persons display a stable
pattern of antisocial behaviour from a young age and are often convicted for
crimes before the major mental disorder is manifest (Hodgins, Coté, &
Toupin, 1998). Among the others, the first offence occurs after the onset of
the disorder. This risk of offending among persons with major mental disor-
ders continues to grow even into the fourth decade of life (Hodgins et al.,
1996).

Patients with major mental disorders who offend present multiple diffi-
culties (positive symptoms, negative symptoms, impoverished life skills and
social skills) associated with the major mental disorder, each of which re-
quires a specific type of intervention. Those with a history of offending
dating from adolescence present a well-entrenched antisocial life-style,
which includes substance abuse. Consequently, they require a programme
of treatment that includes multiple components designed to address the
various aspects of the major mental disorder and to reduce antisocial be-
haviour and substance abuse. All of these various treatment components
have to be coordinated and compliance ensured. Supervision and com-
pulsory inpatient and outpatient care are often required. Special consider-
ation needs to be given to schizophrenic patients with low intelligence who
are unable to cope with and to learn in traditional psychoeducational treat-
ment programmes.

Mentally retarded offenders

One large-scale epidemiological study and several studies of incarcerated
offenders indicate that the prevalence of offending among both males and
females who are mentally retarded is elevated in comparison with the gen-
eral population (Crocker & Hodgins, 1997). Prosecution and conviction of
such offenders often leads to tragedies because within correctional facilities
they are targets for abuse by other inmates. Since policies of ““normaliza-
tion” of the retarded were implemented, and they go to school, live and
work in the community, the issue of crimes by mentally retarded persons is
considered taboo, politically incorrect, and consequently there is almost no
research on the subject. This perpetuates the current situation and limits
advances in knowledge that would contribute to identifying a solution to the
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problem. For example, behaviour problems in early adolescence have been
shown to characterize the majority of those who go on to offend as adults
(Crocker & Hodgins, 1997). This finding, albeit from only one study,
suggests that early intervention programmes that target the behaviour prob-
lems in childhood and teach prosocial skills might have a positive long-term
impact in preventing crime. Yet, almost no research of this type goes on,
primarily for ideological reasons. Other research has shown that mentally
retarded adults who are arrested have difficulty in responding appropri-
ately to police interrogations and may confess to offences that they did not
commit (Clare & Gudjonsson, 1993, 1995).

There is a serious lack of specialized services for mentally retarded
offenders. Psychiatrists and psychologists who do pre-trial assessments in
order to advise the court on culpability seldom have any specific training in
either assessing or treating such patients. Similarly, in forensic hospitals and
in the community there are seldom specific programmes for such offenders.
Not surprisingly, then, when we set out to edit this book we identified few
experts in the world on this issue. In many cases their experience and know-
ledge was limited to the treatment of aggressive behaviour and behaviour
problems of the severely retarded who lived in institutions.

Conclusion

As can be seen from these brief descriptions, mentally disordered offenders
are a heterogeneous group. There are important differences both between
and within diagnostic groups that are relevant to treatment. A general pat-
tern of characteristics common to mentally disordered offenders can be
identified. Most present a long history of difficulties, relating to both the
primary mental disorder and antisocial behaviour. As adults seen in forensic
settings, they present multiple problems, which include rather severe affec-
tive and cognitive deficits and poor life skills and social skills. Many of them,
in addition, present a long history of substance abuse, a life-style conducive
to deviant behaviour and a high risk of re-offending. Because of the severity
and number of problems that they present, mentally disordered offenders
tend to be difficult to assess. Often, if not usually, they are not interested in
treatment and non-compliant. In general, they are difficult to manage, and
both their mental health problems and their antisocial behaviour tend to be
chronic (Eaves, Tien & Wilson, 1997). Treatment must include multiple com-
ponents which target the different problems presented by the mentally
disordered offender, it must be planned and organized in a long-term
perspective, it must be intense and involve outreach (that is, clinicians must
take responsibility for developing and ensuring compliance with treatment),
and include close supervision.
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ASSESSMENT OF RISK AND NEEDS

Those who undertake the task of treating mentally disordered offenders
begin with an intensive two-part assessment of the patient. The first part
involves assessing the risk of criminal and/or violent behaviours in the
future. In the psychiatric literature this is referred to as “predicting dan-
gerousness”’. As well as assessing the risk of future offending, the be-
haviours, cognitions and lack of skills that contribute to the offending are
identified. This is necessary in order to design interventions that specifically
and directly address the various problems. During the course of treatment,
changes in the degree of risk and in the targets of treatment require periodic
re-evaluation.

Repeated assessments during treatment measure progress. In contrast to
the lack of empirical knowledge about effective interventions for reducing
risk among mentally disordered offenders, there is a large and ever-growing
body of literature on how to assess risk in this population.

The second component of the assessment focuses on the mental disorder
and the associated problems, both acute and chronic, and also on charac-
teristics of the patient that promote offending and/or violent behaviour.

At this stage all the information necessary for developing an individ-
ualized treatment programme is gathered. Multiple sources are tapped to
gather the information, including interviews with the mentally disordered
offender, tests that assess cognitive, behavioural and affective functioning,
interviews with family and friends, and both mental health and criminal
justice file information. Observation of the individual on an inpatient unit
provides invaluable information.

Risk assessment

Clinicians treating mentally disordered offenders need to be familiar with
procedures developed for the assessment of the risks of offending and/or
violent behaviour. Such an assessment is necessary to determine whether or
not treatment efforts designed to reduce recidivism are necessary at all.
Further, the assessment of the risk of recidivism, which includes identifying
situations which increase risk and those that decrease risk, is critical to
determining the setting in which effective treatment can be provided and
public safety protected. It has been demonstrated empirically that in order to
assess accurately the risk of future criminal and/or violent behaviour, it is
necessary to take account of actuarial data (historical information).
Consequently, accurately documenting the history of antisocial behaviour is
essential. The risk estimate based on actuarial data, it is thought, is modified
only slightly by the addition of clinical information (Webster et al., 1994).
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Instruments such as the Level of Service Inventory—Revised (LSI-R) (An-
drews & Bonta, 1995), the Violence Prediction Scheme (Webster et al., 1994)
and the HCR-20 (Douglas, 1999; Grann, Belfrage & Tengstrom, in press;
Webster et al., 1997) have been shown to produce the most accurate predic-
tions, and to be readily learned and applied by mental health professionals.
The risk assessment has to be re-done whenever new information on the
mentally disordered offender becomes available. Estimating the risk of re-
offending and/or violent behaviour is often a time-consuming task because
so much information is required from so many different sources. However,
it has been clearly demonstrated that only by using multiple sources to
reconstruct the history of the antisocial behaviour can valid estimates of risk
be made. When assessing risk of potentially dangerous offender—patients, it
is important to adopt an attitude of disbelief and scepticism: nothing should
be taken at face value, all interview and file information must be cross-
checked. While risk assessment is not the topic of this book, it is an integral
part of effective treatment. Knowledge of the research in this area and the
use of standardized, validated risk assessment instruments are essential for
successful treatment of mentally disordered offenders.

Assessment of treatment needs

In order that the assessment provides all the information necessary for de-
signing an individualized treatment programme, it focuses on symptoms
and psychosocial problems, rather than on diagnoses. In addition, individ-
ual characteristics and/or situations that have been empirically related to
criminal recidivism are identified. Treatment planning also requires an eval-
uation of individual characteristics that influence compliance and response
to treatment (Andrews et al., 1990).

Two general categories of treatment needs are presented by mentally
disordered offenders: (a) needs resulting from the specific deficits associated
with a mental disorder; and (b) needs that have been identified as
criminogenic (factors which promote or are associated with criminal be-
haviour). Once identified, these needs become treatment targets. Among
mentally disordered persons, offending may be associated with a variety of
psychological problems, neuropsychological deficits, dysfunctional cogni-
tive processing and deviant interpersonal beliefs (Blackburn, 1997). Depend-
ing on the specific disorder, treatment needs can result from skill deficits,
low intelligence and active symptoms, such as hallucinations, delusions,
irritability and hyperactivity. In addition, the need for eliminating co-
occurring substance abuse must be given a high priority, regardless of the
other mental disorders that are present. Substance abuse not only increases
the risk of offending and of violent behaviour, it decreases compliance with
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all components of a treatment programme and in some disorders, for ex-
ample the psychoses, it exacerbates symptoms (Swartz et al., 1998).

The assessment of risk and needs among mentally disordered offenders is
not easy, as these patients are often uncooperative. Their motivation to
complete assessments is usually rather low. When adequate time is available
for observation and interviewing, most patients with major mental disor-
ders, as well as those with severe intellectual deficits, usually present no
serious problems for assessment. By contrast, those with personality disor-
ders and delusional disorder can be difficult to assess accurately. This may
be due to the presence of co-morbid disorders, and/or the reluctance of the
patient to acknowledge symptoms, and/or the refusal of the patient to talk
about his/her history and psychosocial functioning.

Mentally disordered offenders usually present multiple difficulties
(Abram, 1989; Hodgins & Coté, 1995). Consequently, it is necessary to iden-
tify all the disorders that they have. Co-occurring disorders, especially sub-
stance use disorders and antisocial personality disorder, undermine
treatment and increase the risk of recidivism (Borum et al., 1997; Swartz et
al., 1998). These co-morbid disorders complicate treatment considerably, as
they often interact negatively with the primary disorder. For example, while
substance abuse exacerbates the symptoms of schizophrenia, schizophrenia
makes placement in a drug rehabilitation programme impossible.

It must be noted that comprehensive assessments are not possible during
an acute episode of a mental disorder. Best results are obtained when diag-
noses are made by experienced clinicians using structured instruments dur-
ing periods when there are no, or few, acute active symptoms. Thus, a
period of treatment for the acute symptoms on an inpatient unit where there
is no access to alcohol and drugs is usually essential.

Assessing criminogenic needs

It appears likely that the individual characteristics associated with antisocial
behaviour among non-disordered offenders also play a role in the offending
of those afflicted with mental disorders. Among non-disordered offenders,
research has demonstrated that the most important risk factors include: pro-
criminal attitudes, values, and beliefs; personal cognitive supports of crime
(e.g. pro-criminal values, not considering the consequences of one’s be-
haviour); pro-criminal friends and associates; inadequate socialization; im-
pulsivity and/or a lack of self-control; restless aggressive energy;
egocentrism; below-average verbal intelligence; a pattern of, and liking for,
sensation seeking or novelty seeking; poor problem-solving skills; a history
of antisocial behaviour from a young age, in a variety of settings and involv-
ing many different types of behaviour; criminality, mental disorder and
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substance abuse in the family of origin; poor parenting, including little
affection, caring and family cohesiveness, inadequate supervision, harsh
and inconsistent discipline, neglect and abuse; and low levels of education
and career success (Andrews & Bonta, 1994; Andrews, 1995). In order to
design a treatment programme that is likely to succeed in modifying offend-
ing and/or violent behaviour and in providing the skills necessary to live in
the community without offending, all of these characteristics have to be
assessed.

Conclusion

Assessment is an integral part of treatment. The initial assessment provides
the information necessary for the development of an individualized treat-
ment programme. Repeated assessments provide measures of progress. The
assessment of mentally disordered offenders involves gathering and verify-
ing a great deal of historical information from multiple sources, as well as
observation, testing and discussions with the patient. The first part of the
assessment involves estimating the risk of future offending and/or violent
behaviour. This part of the assessment is best conducted using standardized,
validated instruments. In addition to providing a great deal of information
on the patient’s history, this part of the assessment determines in large part
the setting in which treatment will be provided. The second part of the
assessment focuses on identifying the numerous targets of treatment, as well
as the limitations and strengths of the individual that need to be taken into
account when developing and conducting treatment. The assessment is
complicated not only because of the many different types of problems pre-
sented by mentally disordered offenders, but also by their lack of
cooperation.

TREATMENT COMPONENTS THAT MAY PROVIDE A BASE
FOR DEVELOPING EFFECTIVE TREATMENT PROGRAMMES

There is not much agreement among clinicians about what constitutes ap-
propriate treatment for mentally disordered offenders. The problem is con-
ceptualized in two distinct ways: the medical model identifies symptoms to
be treated, while the psychological model identifies skill deficits and inter-
ventions designed to teach skills for avoiding difficulties in the future
(Blackburn, 1997). There is currently little, or no, scientific literature on the
effectiveness of comprehensive, multi-component treatment programmes
for mentally disordered offenders. There are, however, three areas of study
that provide an empirical basis for the development of such programmes.



18 VIOLENCE, CRIME AND MENTALLY DISORDERED OFFENDERS

These rather diverse, but highly relevant, areas of study provide know-
ledge about the initial ingredients for “‘state-of-the-art”” treatment pro-
grammes (Harris & Rice, 1997; Miiller-Isberner, 1998). The three areas of
study are: (a) treatments and services for persons with major mental disor-
ders that have been shown to be effective in reducing symptoms and
increasing the level of psychosocial functioning; (b) rehabilitation pro-
grammes that have been shown to effectively reduce recidivism among
non-disordered offenders; and (c) specialized forensic psychiatric com-
munity treatment programmes. Knowledge extracted from these different
sources will be briefly reviewed.

The effective treatment of the major mental disorders

Effective services for persons with major mental disorders are comprehen-
sive, with an emphasis on teaching and learning and enforcing compliance
with medication. Comprehensive treatment programmes have been shown
to reduce the number and severity of symptoms, improve the level of psy-
chosocial functioning, and increase the patient’s happiness and the public’s
safety. These important changes result from three components of treatment:
medication, psychoeducation and case management.

Medication

There has been considerable progress in research on the pharmacological
treatment of the primary symptoms of the major mental disorders and of
aggressive behaviour, as described in Chapters 7 and 8. Appropriate medi-
cation taken on a long-term basis is one of the essential components of
effective treatment for persons suffering from these disorders. The develop-
ment of new medications has significantly improved the treatment of these
patients. However, it is critical to remember that medication only improves
one aspect of the problems presented by offenders with major mental disor-
ders. Many patients resist taking medication, especially on a long-term basis,
and therefore additional components of treatment designed to ensure com-
pliance are required. A few of those afflicted with major mental disorders
are unimproved by available medication. This usually leads to long-term
hospitalization.

Life and social skills training and psychoeducation

The use of behavioural-psychoeducational methods to improve patients’
skills has been an important development in the treatment of the major
mental disorders (for review, see Mueser, Drake & Bond, 1997). Many
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offenders with major mental disorders lack life skills (basic skills for per-
sonal hygiene, nutrition, looking after their living environment, using public
transportation) and social skills (interacting in an appropriate manner with
others, resolving conflicts without resorting to physical aggression, being
sufficiently assertive to resist abuse by others). Psychoeducational interven-
tions target social isolation and attempt to limit it through active interaction
between the patient and the clinician. Opportunities for patients to share
responsibility are offered. Specific contingency management techniques are
used to teach patients with low levels of psychosocial functioning the be-
haviours necessary to allow them to leave the hospital and live in the com-
munity (Paul & Lentz 1977). Together with appropriately delivered
medication, a combination of life skills, social skills and vocational training
can lead to profound improvements (Benton & Schroeder, 1990; Liberman,
1988, 1992; Lukoff, Liberman & Nuechterlein, 1986; Payne & Halford, 1990;
Wallace, 1993; Wallace & Liberman, 1985). All of these behavioural pro-
grammes focus on systematically providing positive consequences for in-
dependent, prosocial behaviours, while decreasing or eliminating
reinforcements, generally attention, for dependent, symptomatic behaviour.

Skills training for patients’ families provides information about major
mental disorders, teaches them how to recognize and lessen stressors that
may induce relapse, encourages acceptance of the patient, teaches effective
communication and problem-solving skills, trains family members in the
use of reward and encouragement as means to effect behaviour change, and
teaches family members how to encourage compliance with medication and
other components of treatment (Glick et al., 1990; Hogarty et al., 1991; Liber-
man, Falloon & Aitchison, 1984; Tarrier et al., 1989). Family skills training
seems especially effective when implemented with families high in over-
involvement and criticism, and when provided continuously over a long
period of time with refresher and consultation sessions (Liberman, 1988).
The feasibility and effectiveness of intervening with the families of mentally
disordered offenders remains to be demonstrated. However, the recent
studies of Sue Estroff and her colleagues in the USA suggest that, in that
country, mentally disordered persons often live with their families of origin
and this environment contributes to both aggressive behaviour and victimiz-
ation (Estroff et al., 1998).

Case management

Case management refers to the coordination, by a case manager, of the
various components of a community treatment programme. Case managers
help to ensure that patients comply with all the components of their
individualized treatment programmes, and facilitate contacts with social
service agencies to ensure adequate housing and income and, when
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possible, appropriate employment. It is essentially an “advocate and service
broker” model. Case management can also be provided by a team of indi-
viduals with sufficient expertise among them to provide all the necessary
services. This is referred to as a “’full service and support” model.

In order to be effective, case managers have to accept and respect patients’
limitations. Putting too much pressure on them to get involved in interper-
sonal activities may trigger aggressive behaviour. Case management has
been shown to be more cost-effective than traditional community support
services and hospitalization (Bond et al., 1988; Hammaker, 1983; Rubin,
1992; Solomon, 1992; Solomon, Draine & Meyerson, 1994) These studies also
suggest, however, that some case management services or styles have little,
no, or even a negative impact on quality of life, symptoms, social adjustment
and antisocial behaviour, compared to allowing patients to organize their
own treatment. Most studies demonstrate that case management can reduce
the frequency and duration of hospitalization (for review, see Mueser et al.,
1997). Certain factors have been shown to be associated with case manage-
ment that is effective. First, case management must be assertive. That is,
effective case managers seek out their clients wherever they are in order to
ensure compliance with all the components of the treatment programmes.
Second, effective case management depends on the quality of the relation-
ship between the case manager and the patient. Effective case managers
tailor the intensity of the patients” social interactions to their fluctuating
capacity to tolerate social stimulation. They give patients responsibility and
permission to make some mistakes. They employ praise, reward, reinforce-
ment and encouragement, rather than withdrawal, punishment and sanc-
tions, in order to effect changes in behaviour. Third, effective case managers
maintain long-term relationships with patients, either as individual clini-
cians or as small cohesive teams.

Conclusion

Thus, evaluation studies which demonstrate what are and what are not, effec-
tive treatments for persons with major mental disorders constitute the first
domain of knowledge that is useful for developing treatment programmes for
mentally disordered offenders in general. This literature highlights the im-
portance of identifying the different types of problems presented by
patients—cognitive symptoms, lack of emotional control, few life and social
skills, the necessity of ensuring compliance with pharmacological treatments
for reducing psychotic symptoms and for keeping them to a minimum over
the long term, and for providing supervision and coordination of all the
treatments and services deemed necessary for the patient. This is the first of
the three sources of knowledge relevant to the development of effective treat-
ment programmes for mentally disordered offenders.
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The treatment of offenders

The second source of knowledge relevant to the development of effective
treatment programmes for offenders with mental disorders is the large body
of research on the rehabilitation of offenders (for review, see Andrews &
Bonta, 1994; Gendreau, 1996; McGuire, 1995). The results of several meta-
analyses are quite consistent in identifying positive crime prevention effects
resulting from these interventions (for review, see Losel, 1995). These
analyses indicate that rehabilitation programmes lead to anywhere from a
“mild” to a “moderate”” reduction in recidivism. Taking account of the
clinical appropriateness of the particular rehabilitation programme, the
average correlation between the intervention and reduced recidivism
reached 0.30. This indicates that psychologically appropriate treatment, as
compared to control conditions, leads to a reduction of up to 50% in recidiv-
ism (Andrews et al., 1990; Lipsey, 1995).

The results of these meta-analyses demonstrate that the effective pro-
grammes were conducted in the community and that they were charac-
terized by a high degree of structure and a behavioural or cognitive-
behavioural orientation. In addition, treatment integrity was maintained.
The staff were enthusiastic and the clients were at high risk to recidivate.
Further, the effective programmes were multi-modal, targeting the many
skill deficits presented by the offenders, and intensive, in terms of both the
number of hours per day that clients were engaged in treatment-related
activities and the overall length of programme. By contrast, punishment-
based programmes, as well as client-centred casework and traditional psy-
chotherapy, were shown to be considerably less effective. Some of these
latter programmes were even shown to be harmful for certain offenders
(McCord, 1978; Rice, Harris & Cormier, 1992) Finally, the meta-analyses
provide little evidence to indicate that factors such as age, sex or race of the
offender made a difference to treatment outcome.

Andrews and Bonta (1994) have developed a psychology of criminal
conduct, which provides a conceptual basis for understanding, predicting
and modifying criminal behaviour. They hypothesize that the factors which
determine criminal conduct are not unlike those that determine all socially
valued human behaviour (Andrews, 1995). The planning and delivery of
effective offender rehabilitation involves taking account of individual
differences in risk, need and responsivity. The risk principle suggests that
intensive rehabilitation is best reserved for individuals at the highest risk for
criminal conduct. This once more underlines the necessity of a
comprehensive and valid risk assessment as a basis for designing any treat-
ment programme. The crimogenic need principle suggests that the appropri-
ate targets of treatment are those changeable characteristics of individuals
and of their circumstances that have been demonstrated to be related to
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criminal conduct. Andrews and his colleagues (1990) have identified the
following intermediate targets for rehabilitation programmes: (a) reducing
antisocial attitudes, antisocial feelings, antisocial friends and associates,
chemical dependencies; (b) increasing affection for and communication with
family members, monitoring and supervision by family members, identifica-
tion with anti-criminal role models, self-control, self-management and
problem-solving skills; (c) replacing the skills of lying, stealing and aggres-
sive behaviour with more pro-social alternatives; (d) modifying the rewards
and costs of criminal and non-criminal activities, so that non-criminal ac-
tivities are preferred. In addition, it is necessary to provide some offenders
with an undemanding, sheltered, supportive living arrangement. It is also
necessary to change other attributes of offenders and their circumstances
that individualized assessments of risk and need suggest are associated with
criminal conduct. Finally, it is essential to teach the offender to recognize
risky situations and to devise and rehearse with him/her a concrete plan for
dealing with those situations (Andrews, 1995).

The responsivity principle suggests that approaches to treatment be
matched to the intermediate targets (those targets listed above) and to the
learning style of the individual offender. The most effective types of re-
habilitation are based on learning theory, and they employ cognitive-
behavioural and social learning techniques such as modelling, graduated
practice, role playing, reinforcement, extinction, resource provision, con-
crete verbal suggestions and cognitive restructuring (Andrews, 1995). In
order that these treatments are effective with offenders, establishing and
maintaining the authority of staff is critical. Staff have to clearly and fairly
distinguish between rules and requests and relate in open, enthusiastic and
caring ways with the offenders. Staff must reinforce compliance with the
various aspects of the rehabilitation programme, model and consistently
reinforce anti-criminal thinking and behaviour and prosocial behaviours.
Staff must design and implement the programme so that anti-criminal be-
haviour in settings such as home, school and work is increasingly rewarded
(Andrews, 1995).

Conclusion

Knowledge of rehabilitation programmes that have been shown to be effec-
tive in reducing recidivism among offenders is the second source to be
tapped in developing treatment programmes for mentally disordered
offenders. Targeting individual characteristics—behaviours, cognitions,
feelings—and situations that promote offending, and using behavioural and
cognitive strategies to modify them, have proven to be effective. Not sur-
prisingly, since the treatment is based on learning, individual capacities
must be taken into account in planning the programme. Staff behaviour and



EVIDENCE-BASED TREATMENT 23

attitudes contribute to the success of these programmes. Notably, the pro-
grammes that were most effective were carried out in the community.

Evidence from specialized forensic psychiatric community
treatment programmes

The third body of evidence that is relevant for developing effective treat-
ment programmes for mentally disordered offenders is made up of a small
number of evaluations of specialized community programmes for mentally
disordered offenders. There are studies from Canada (Wilson, Tien & Eaves,
1995), Germany (Miiller-Isberner, 1996) and the USA (Bloom, Williams &
Bigelow, 1991; Heilbrun & Griffin, 1993; Wiederanders, 1992; Wiederanders,
Bromley & Choate, 1997) which show that violence and crime can be pre-
vented by assertive forensic psychiatric community programmes, even
among mentally disordered offenders who are at high risk for re-offending.

Given the different legal and institutional frameworks in which these com-
munity programmes have been developed, it is surprising, but very encourag-
ing, that they share a number of common features. The principal features
common to the effective programmes include: (a) compulsory participation
(ordered by a court or tribunal); (b) a recognition and acceptance by the mental
health professionals who carry out the programme that they have a double
mandate, which includes treating the mental disorder and preventing offending
and/or violent behaviour; (c) legal powers for the mental health professionals to
rapidly rehospitalize patients against their will if they think that they may
offend and/or behave violently; (d) structure, intensity, and diversity to address
the multiple problems presented by mentally disordered offenders; and (e) staff
responsibility for ensuring compliance with all aspects of the programme.

As well as being more effective than residential programmes, community
programmes offer another advantage. The close monitoring and intensive
case management that are integral parts of these programmes provide oppor-
tunities for ongoing and frequent assessments of the patients’ functioning,
compliance with all of the components of treatment, and potential problems.
In addition, such programmes have been demonstrated to be cost-effective
(Bigelow, Bloom & Williams, 1990) and to have positive effects, not only in
reducing offending and violent behaviour but also on the other problems
presented by mentally disordered offenders (Wiederanders & Choate, 1994).

Conclusion

While there are currently few studies of comprehensive treatment
programmes for mentally disordered offenders, there are three bodies of
knowledge that provide information relevant for developing such programmes.
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The first identifies three components of treatment that have been shown to be
effective for the treatment of persons with major mental disorders—
pharmacotherapy, psychoeducational training programmes and assertive case
management. The second body of knowledge relevant to the development of
treatment programmes for mentally disordered offenders includes the studies
which have identified rehabilitation strategies that succeed in reducing recidiv-
ism among non-disordered offenders. The third relevant knowledge base in-
cludes the small number of specialized forensic community treatment
programmes that have proved to be effective in limiting offending and/or
violent behaviour. In order to develop comprehensive multi-component treat-
ment programmes for mentally disordered offenders, it is necessary to modify
and adapt knowledge from these three areas by taking account of the par-
ticularities of the provision of treatment for mentally disordered offenders.
These include long-term compulsory treatment in high-security hospitals which
may or may not be clinically indicated, an organizational structure that takes
account of the characteristics and needs of the patients as well as the public’s
and the politicians’ attitudes to mentally disordered offenders, and the difficulty
of empirically demonstrating the effectiveness of treatment.

TREATMENT IN SECURE SETTINGS

The inpatient treatment of severely mentally disordered offenders is organ-
ized in some countries as part of the prison system (e.g. in Austria), in others
as part of the mental health system (e.g. in Sweden), and in others in a
government agency that is distinct from both the correctional and health
systems (e.g. in Germany). Regardless of the system to which security hospi-
tals belong, they all have a similar patient population and many common
problems related to service delivery. Generally, the majority of the patients
suffer from chronic disorders, and for many, finding a cure is an unrealistic
goal. These patients present special problems related to their lack of motiva-
tion for treatment and multiple psychosocial deficits. Often, it is their offend-
ing and/or violent behaviour which makes transition to less restrictive
environments hard to achieve. The goals of treatment in secure settings
focus on symptom reduction, stabilization, and the development of life
skills, social skills and skills to cope with stress, in an effort to enable these
patients to move to less restrictive environments.

The delivery of service in security hospitals is plagued by several types of
problems:

1. These institutions usually have no control over admissions and dis-
charges. Consequently, overcrowding is frequent and leads to serious
problems in maintaining the integrity of multi-modal treatment
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programmes (Kerr & Roth, 1987). Unlike in general psychiatric hospitals,
decisions about admission and discharge to security hospitals are influ-
enced, at least to some extent, by concerns for public safety.

2. Secure hospitals admit and keep patients for whom no treatment can be
provided.

3. Security hospitals are often disconnected from mainstream knowledge and
clinical practice, and they have a tendency to develop a life of their own, in
isolation from general mental health services. Consequently, they are often
immune to external influence (e.g. to new evidence about an effective
treatment that is published in the general psychiatric literature), expend too
little effort in determining what needs to be done at the initial assessment
stage, and fail to match patients to programmes adequately (Webster,
Hucker & Grossman, 1993). A decade ago, Quinsey (1988) concluded that:
“Today, treatment programmes in secure psychiatric institutions are note-
worthy primarily by their absence, poor implementation, unevaluated sta-
tus, lack of conceptual sophistication, and incomplete description and
documentation” (p. 444). There is no evidence that fundamental and wide-
spread changes have occurred since Quinsey evaluated the situation.

4. Security hospitals are often located in rural areas. Such a location facilit-
ates the initial steps of programmes which gradually re-integrate patients
into the community, but limits the final stages, which may include finding
a job, appropriate housing and leisure activities. Further, the location of
security hospitals often makes it difficult to integrate patients’ families
into the treatment programme. On the other hand, rural settings provide
distinct advantages for the re-integration of patients. In rural settings
patients are supervised informally, like it or not, by the local inhabitants.
This informal supervision can be used positively, and in some cases it
permits the patients more access to the community than would be poss-
ible in urban centres. Encouraging the patients to live in such rural areas
after discharge, rather than returning to their old neighbourhoods, may
help reduce both relapse and recidivism.

5. Secure hospitals have a tendency to block treatment efforts because staff
consider security and order to be their priorities.

6. Security hospitals are places where the rejection and exploitation of se-
verely ill patients occurs at the hands of patients with higher levels of
psychosocial functioning. Therefore, secure hospital treatment should be
reserved for those cases in which any less restrictive alternative presents
a serious risk to public safety.

Despite all of these problems, large security hospitals, if organized prop-
erly, may be advantageous in that they can provide a variety of specialized
treatment programmes. As described earlier, mentally disordered offenders
are a highly heterogeneous group. Consequently, this diversity must be
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reflected in the way security hospitals are organized. In order to provide
different ward milieux adapted to the specific needs of particular types of
patients, wards have to be specialized, admitting only patients of a certain
type who present similar levels of risk and a similar needs profile. Both
empirical and clinical strategies have been used to try and identify the sub-
types of patients that are relevant to treatment in security hospitals.
Quinsey, Cyr and Lavallé (1988) used cluster analyses of patient characteris-
tics and identified seven types of patients in a security hospital in Ontario:
good citizens, social isolates, personality disorders, institutional manage-
ment problems, institutionalized psychotics, psychotics, and the mentally
retarded. These same types were identified in a sample from a security
hospital in Quebec. The practical implications and use of this typology for
treatment planning and organization have been described (Harris & Rice,
1990; Rice et al., 1990). A clinically derived model of specialization in a
secure hospital has also been described (Miiller-Isberner & Jockel, 1994). The
implementation of specialized wards has been found to lead to remarkable
changes inside a security hospital, including increased calmness on the
wards, more structured treatment components, a reduction in the number of
incidents, a reduction in the number of complaints by patients against staff,
an increase in ward staff’s identification with their work, and an improve-
ment in long-term outcome (Miiller-Isberner, 1993).

Maximum security hospitals are required to keep their patients for
lengthy periods of time. While patients today usually stay in general psychi-
atric hospitals less then one month, patients admitted to secure hospitals
may stay for a number of years. Although often hard to achieve over this
long period of time, patient management must stay linked to individualized
treatment programmes aimed at reintegration into the community.

Tensions and violence on wards result both from confinement in a close
community of disordered persons and from symptoms of mental disorders.
In some cases, seclusion and enforced medication are required. However,
interventions by staff that are based on an understanding of the antecedents
of disruptive behaviour can often prevent aggressive behaviours and
thereby avoid the use of these rather drastic methods (Harris & Rice, 1992).

Institutional programmes have traditionally emphasized occupational
and educational training in a highly structured environment. Interventions
in security hospitals include group and individual psychotherapy,
therapeutic communities, social skills training, anger management,
problem-solving training, token economies and behavioural procedures for
teaching life and social skills. In institutional settings, contingency manage-
ment systems have proved to be effective for extinguishing cognitive symp-
toms and aggressive behaviour, for promoting pro-social, non-symptomatic
behaviour, and for encouraging participation in behavioural and cognitive-
behavioural training sessions.
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As institutions tend to take responsibility away from patients, a structured
concerted effort is necessary to allow patients gradually to assume more and
more responsibility for themselves and their care.

During residential stays, risks and needs must be reassessed continu-
ously. Gradually, the patient can be allowed more and more privileges. As
patients are seen frequently, the assessment of the risk of future offending
and violent behaviour is made for short periods. These predictions for lim-
ited periods of time and in clearly defined situations tend to be quite valid
(Gretenkord & Miiller-Isberner, 1991).

Treatment is by no means finished when symptoms are under control and
life skills have been learned. The task is then to identify an environment into
which the patient can be safely discharged. Careful evaluation of the patient
before and during treatment will enable staff to define the sorts of environ-
ment in which he/she will likely comply with treatment and refrain from
antisocial behaviour. However, sometimes it is hard to convince the patient
that not any place is a good place for him/her, that long-term medication is
essential, and that treatment and supervision while living in the community
is both necessary and inevitable.

As patients who have been treated in high-security hospitals are highly
unpopular in general psychiatric services, attempts to transfer them to less
secure facilities often fail. This is usually due to a reluctance by general
psychiatric staff and administrators to accept patients with criminal records
of severe violence. Even when transfers are made, patients are often re-
turned to the security hospital because of aggressive behaviour, hostility or a
low level of functioning. For example, one study found that a history of
long-term care and assaultiveness in hospital were negatively related to
successful referral from a security hospital to general psychiatric services,
and that other clinical variables and the history of offending played no role
(Brown, Shubsachs & Larkin, 1992). As noted above, conditional release
with court-ordered participation in a community treatment programme has
been shown to be effective and less costly than prolonged detention for
many chronically disordered offenders. It is likely that such programmes
will grow in number and provide the follow-up to inpatient care in a se-
curity hospital. However, the evaluations of the effective community pro-
grammes suggest that rapid access to inpatient wards for short periods is
necessary to prevent both relapse and recidivism. The security hospital may
be the most appropriate setting for such re-admissions.

Conclusion

In adapting what has been learned about the effective treatment of persons
with major mental disorders, the successful rehabilitation of offenders and
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specialized community programmes that reduce recidivism, to developing
comprehensive multi-modal treatment programmes for mentally disor-
dered offenders, it is necessary to take account of the fact that many of
these patients are treated in security hospitals. The decision to send the
patient to a security hospital is usually not made by mental health profes-
sionals, neither is the determination of the length of stay. In addition to the
fact that treatment staff in these institutions cannot make decisions about
either admission or discharge, many other problems have historically
plagued these institutions. However, large security hospitals provide the
advantage of being able to provide a variety of specialized programmes
adapted to the needs of the different types of mentally disordered
offenders.

ORGANIZATION OF SERVICES FOR MENTALLY
DISORDERED OFFENDERS

Staff

The importance of the “human factor” cannot be over-estimated in the
treatment of mentally disordered offenders. In selecting staff, regardless of
their specific role, important selection criteria include the ability to keep a
distance from the patients and not to get over-involved in their problems,
while being caring, empathic and enthusiastic about the prospects of recov-
ery. The education and training of front-line staff who actually do most of
the treatment is essential for success. They must be specifically trained for
the tasks that they will carry out, for example, in understanding, setting up
and managing behavioural and cognitive-behavioural interventions,
psycho-educational training techniques, and strategies to anticipate, prevent
and manage aggressive behaviour. Those involved with the patient need a
clear understanding of the patient’s problems and limitations, and how
these may affect behaviour and functioning. Staff members should interact
frequently with patients and model pro-social values and non-aggressive
ways of resolving conflicts. They must try to be empathetic, while at the
same time firmly but fairly enforcing the rules. Staff must understand that a
patient’s antisocial behaviour is not necessarily deliberately rebellious but
simply uncontrolled. Those who appear to contradict rules without regard
for the consequences, and in spite of repeated warnings, may simply be
unable to inhibit certain behaviours. Stability of staff and clarity of their
roles and purpose are other factors which are critical for success. Staff shor-
tages and frequent changes in staff threaten the integrity of the treatment
programme. It has been shown that a disciplined ward regime leads to more
positive change in cognitive and social functioning and less offending than
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do therapeutic communities or programmes which focus on education and
counselling (Craft & Craft, 1984). In sum, front-line staff have to be suffi-
ciently stable and strong themselves to cope with mentally disordered
offenders, they have to be adequately and appropriately trained for the jobs
they are required to do, they have to be supervised, and they have to be
supported. Acknowledging their competencies and successes and providing
support is especially important for those who work with antisocial offend-
ers. These patients frequently make complaints about staff and make ap-
peals to the courts and various government agencies complaining about
their treatment. While the accusations all have to be thoroughly investi-
gated, staff must be actively supported by their superiors when the accusa-
tions are shown not to be true.

The specialists, in most cases psychiatrists and psychologists, assess the
patient and then design and direct the individualized treatment programme.
They provide the leadership for the multidisciplinary treatment team and
this requires intelligence, enthusiasm, clarity of purpose, communication
skills, sincerity, emotional stability and courage (Harris & Rice, 1997). These
specialists also work individually with each patient in an effort to explain
the nature of their disorders, symptoms, deficits and behaviour patterns. In
order for treatment to be successful, it is necessary that patients accept the
conclusions drawn by staff after the initial assessment and also the individ-
ualized treatment programme that has been developed on the basis of these
conclusions. Helping patients to understand is a challenge requiring con-
siderable clinical skill and a sympathetic acceptance of patients” limitations.
It has been shown to be an essential ingredient of successful treatment
(Sellars, Hollin & Howells, 1993).

Funding, support and protection

Those who conduct treatment for mentally disordered offenders have to
take care of the bureaucratic and political environment. It is their task to care
for those who provide the resources. Administrators must ensure coordina-
tion between mental health services, correctional services, social services
who provide housing and income, educational services, and all of the other
agencies who may be involved with the patients. The idea of treating men-
tally disordered offenders does not sell itself! Both residential and com-
munity programmes need administrators who are supportive and
knowledgeable in dealing with the legislature and governmental agencies
who provide funding. As treatment programmes for mentally disordered
offenders need to be intensive and long-lasting, adequate long-term funding
must be assured. Consequently, programme directors and administrators
must provide information to senior bureaucrats, agencies and law makers



30 VIOLENCE, CRIME AND MENTALLY DISORDERED OFFENDERS

that will ensure continuous adequate financing. To ensure this stable
funding, they must establish good contacts with the public, disseminating
the idea that treatment leads to a reduction in crime.

The notion that mentally disordered offenders should and can be treated
requires advocacy. This means that those working in the field need to spend
some of their time educating policy makers and those who make decisions
about funding. The returns on the investment need to be stressed. Convinc-
ing the political decision makers that the treatment of mentally disordered
offenders is cost-effective is probably the best way to ensure long-term,
adequate funding. It is important not to oversell treatment. Offender treat-
ment is not a cure for criminality. Rather, the accumulated evidence suggests
that treatment can lead to small or moderate reductions in recidivism rates.
These are significant, however, as even small reductions in the number and
severity of crimes that are committed have important human and financial
implications.

Recidivism discredits treatment. When offences are committed by pa-
tients, it is important to deal adequately with the media in order to limit the
damage that the event can do in undermining treatment for all mentally
disordered offenders. Madness, violence, sex and crime is a mixture that
inevitably attracts attention. Mentally disordered offenders combine charac-
teristics that provoke fears and fantasies of mystery, magic and demons.
This public reaction results in a serious threat to the provision of services for
all mentally disordered offenders. Therefore, when a patient re-offends, an
organized, structured and strongly worded public response must be made
rapidly. The best strategy may be to contact editors and journalists who
have a sense of responsibility and an understanding of the enormous
powers that the media have to influence public opinion and decision
makers, and to provide them with the information necessary to put the
offence in a larger context. It is important to provide them with statistics on
recidivism of similar types of offenders, comparing treated and untreated
cases. Additionally, it is essential to make clear that treatment staff always
consider public safety in making decisions regarding their patients and that
they do not ally with patients against the public. Hopefully, providing such
information will encourage journalists to report and discuss the incident in a
way that is supportive of on-going treatment programmes.

Outcomes

In order to improve the effectiveness of treatment and to ensure account-
ability and continued funding, a four-step programme of evaluation is re-
quired. The first step involves systematizing, structuring and making usable
all the information that is collected during the initial assessment of the
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patient. The second step involves measuring the impact of each component
of the treatment programme. For example, nurses rate symptoms on stan-
dardized, validated scales before and while the patient takes a particular
medication or a particular combination of medications, the number of inci-
dents of aggressive behaviour is documented in the week preceding and
during the time a patient takes a medication which is supposed to reduce
his/her aggressive behaviour, life skills are measured before, at the end and
several months after a life skills training programme. The third step involves
identifying how the various treatment components should be organized in
order to maximize their effectiveness. The fourth step in the evaluation
measures the impact of the treatment programme as a whole by following
patients in the community and documenting relapse and recidivism. This is
the only way that the programmes can be improved and that accountability
is assured. Such information is seldom tabulated as a matter of routine. This
means that clinicians and administrators of treatment programmes for men-
tally disordered offenders rarely receive accurate feedback about the impact
of their work. Consequently, they have no empirical basis for modifying
treatment programmes.

Although many mentally disordered offenders do achieve adequate levels
of recovery, as measured by lower levels of offending and/or violent be-
haviour, this clinical fact is not reflected in the scientific literature. As the
subsequent chapters in this book document, there are remarkably few stud-
ies demonstrating a positive effect of either a treatment programme or a
specific component of a treatment programme. In 1993, Webster and his
colleagues asked:

... whether it is the clinicians who cannot do the job or the researchers who
cannot or will not amass disinterested evidence to show what in fact clinicians
can and cannot do for schizophrenic, mood-disordered, and organically im-
paired forensic patients and offenders (p. 88).

ETHICAL ISSUES

Mental health treatment services provided to mentally disordered offenders
must be designed, directed and carried out by sensitive and psychologically
informed clinicians. All aspects of treatment, and their application to indi-
vidual cases, must be legal, ethical, decent and cost-effective. Although men-
tal health professionals and their organizations cannot shoulder
responsibility either for the inevitable ethical dilemmas in which they find
themselves, or for the establishment of questionable policies, they need to be
sensitive to and concerned about some problematic implications of their
roles and functions. Some special ethical and policy dilemmas associated
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with the handling of mentally disordered offenders can be identified (for a
broader discussion, see Shah, 1993).

Mental health professionals do not function as agents of the patients when
they provide services in coercive contexts and for purposes other than the
well-being of the patient. In these situations, other parties (the mental health
and criminal justice systems) and interests (public safety) are also involved.
It is seldom clear, in such situations, precisely where health professionals’
allegiances and obligations lie and to what extent patients have been in-
formed about these matters. Ethical principles require that mental health
professionals provide such information to patients before initiating assess-
ment and treatment. Another conflict arises from the combination of the
roles of therapist and evaluator, for example in assessing a patient’s readi-
ness for discharge.

When mental health professionals are not functioning primarily as agents
of their patients, the usual assumptions and understandings about con-
fidentiality do not apply. The mental health professionals are required, for
example, to submit progress reports to courts and/or legal tribunals. Again,
considerations of fundamental fairness require that patients be informed
about the nature and limits of confidentiality in each particular context.

When mental health professionals work with forensic patients, they have
a professional and ethical obligation to educate themselves about the relev-
ant legal issues and their implications for service provision. A related con-
cern is when mental health professionals go beyond providing information
about the patient’s status, and draw conclusions about issues that are the
domain of the courts or of a particular legal tribunal. In so doing, they take
over the roles and responsibilities that belong to those who are designated to
make decisions.

While certain decisions about the patients are made by persons other than
the treating clinicians, in many jurisdictions treatment providers have con-
siderable powers to decide about levels of security. For example, the lowest
security level which can be decided by staff may differ little from actual
discharge. While public safety is a dominant concern, the rights of patients
must also be recognized.

Some ethical dilemmas result from the fact that some interventions (e.g.
medication) may increase the likelihood of the most desired outcome (no
criminal recidivism), while at the same time worsening others (decrease in
happiness and quality of life). Again, this issue has to be discussed openly
with the patient.

A mental disorder combined with a high risk of recidivism can lead to
extended, and in some cases even indeterminate, periods of institutionaliza-
tion. Being sent by the criminal court to the mental health system for treat-
ment often involves longer periods of confinement in security hospitals than
if the offender had been convicted and sentenced to prison. This situation
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poses problems for administrators and clinicians who work within these
institutions because the length of time the patient is detained cannot be
justified on clinical grounds. The ethical dilemma is further complicated
when adequate treatment resources are not available and/or when treat-
ment has never been shown to have a positive effect or has been shown to
have a negative impact, for example, in the case of psychopaths (Rice, Harris
& Cormier, 1992). In these cases, diversion to the mental health system often
means incapacitation or preventive detention in which containment rather
than treatment is the primary goal.

CONCLUDING REMARKS

While there is currently no empirical base for the treatment of mentally
disordered offenders, components of treatment that have been shown to be
effective for a number of the problems presented by mentally disordered
offenders have been identified. Modifying and adapting these interventions,
organizing them as parts of long-term treatment and management pro-
grammes and evaluating the impact, is the challenge of the next decade. This
challenge requires the collaboration of policy makers, administrators, clini-
cians and researchers. As Lipsey (1995) has shown, collaboration between
clinicians and researchers leads to increased efficacy of treatment. Further-
more, collaboration ensures that service providers are not marginalized
from new developments and that scientists become more aware of the prac-
tical problems of establishing treatment programmes and of maintaining
their integrity.
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