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Specialist forensic mental health service development continues worldwide. Given their
generally small size and slow patient turnover, aggregating multi-site data could aid in the
study of their effectiveness, safety, and value for money. The study compares such context of
care and treatment philosophies in nine countries. National databases on demographics, mental
disorders, and offending were identified. Participating forensic mental health practitioners
independently rated likely outcomes for standard cases of serious offenders with psychosis
or personality disorder. Gender distribution was similar between populations, but there were
differences in age distribution and proportions of ethnic groups. Rates of psychosis were
similar, but there were considerable population-based differences in substance misuse disorder
rates, other substance misuse indicators and in criminal conviction statistics. Case analysis
confirmed shared preferences for mental health disposals for people with psychosis, and penal
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disposals otherwise, with differences only in process details. Criminal recidivism was thus

found to be a poor comparative measure between these countries, as it was impossible to adjust
fully for differences in crime classification and measurement. Clinical outcome measures may
be less vulnerable to national differences, but prevalence and type of substance misuse must

be rated precisely when sharing or comparing service outcome data between nations.

Keywords: mentally disordered offenders, international demographics, international
crime statistics, international mental disorder rates, substance misuse, placement

comparisons

Growth of specialist forensic mental health services contin-
ues worldwide. Those with a robust treatment philosophy
date at least from the 1980s. In the U.K. they owe much
to a 1975 government interdepartmental report (Home Of-
fice, DHSS, 1975, the ‘Butler Report’) after gaps in service
had been identified, and in mainland Europe to the World
Health Organization (WHO) (1977) multidisciplinary work-
ing group on forensic psychiatry. This tackled the ideological
conflicts between whether forensic psychiatrists should be
limited to assisting the courts or combine this with therapy.
An essentially therapeutic model prevailed. Elsewhere, simi-
lar developments have occurred after a range of other factors
have triggered similar debate, including concern about exist-
ing secure hospital services in New Zealand (Mason, Bennett,
& Ryan, 1988) and a multiple homicide in Japan ( Yoshikawa
& Taylor, 2003).

Forensic mental health services are expensive, and impose
more constraints on service users than most other health ser-
vices. It is thus particularly important to demonstrate that
service models are effective, safe, and provide good value
for money. Individual services, however, tend to be small
and to have a slow turnover of patients. It would be useful if
research from each service could inform each other, or if data
could be pooled. The potential for difference between both
the services provided and their context, however, makes it
difficult to know the extent to which research in one jurisdic-
tion is relevant to practice in another. By their very nature,
forensic mental health services have parameters which are
prescribed by the laws of the jurisdictions in which they sit.
Relevant laws and legal structures vary considerably, par-
ticularly between the traditions of common law and those
under Roman law. Such difficulties are compounded by the
fact that, for forensic mental health services, the principal
outcome measure adopted tends to be one of re-offending.
Designation of an act as an offense is not culture free, and
thus varies between nations and over time. Furthermore, of-
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fending rates, however defined and measured, vary with sex,
age, and community status.

International comparative research of such services has
been in two main phases to date. In the first, Harding and
Curran (1979) described criteria and procedures for forensic
mental health services in 47 jurisdictions of the then 43 mem-
ber states of the WHO. Soothill et al. (1981) studied involun-
tary hospitalization in six countries with considerable differ-
ences in social structure and cultural background, and later
added a study of forensic psychiatric examinations for the
courts {(Soothill et al., 1983). Perhaps the main finding from
this cluster of studies was the extent of similarity between
the countries in the way in which compulsory hospitalization
was used for people with chronic or relapsing illnesses. This
was almost invariably when they had reached a crisis point,
including violence, within their families. Differences arose
principally in the detail of procedures, but also in the nature of
the disorder cited as the reason for detention. In some coun-
tries, this was almost exclusively psychosis, but others took a
broader view of the relevant disorder. The second tranche of
studies focused principally on Europe. Salize, Drefling and
Peitz (2002) examined legislation and practice in respect of
involuntary admission and treatment of anyone with a men-
tal illness in the fifteen member states of the ‘old’ European
community, and then Salize and Drefling (2005) reported
on procedures and practice for mentally ill offenders more
specifically. In both studies, experts from each country were
recruited to provide details for their country. Blaauw, Hoeve,
van Marle and Sheridan (2002) collated narrative from five
European countries (Belgium, England and Wales, Germany,
Sweden and the Netherlands) and Canada, again with local
experts writing the country specific chapters. When compar-
ative chapters were collated by one or two people from one
jurisdiction, however, there appeared to be problems of omis-
sion and interpretation. Nevertheless, these pieces of work
represented a substantial step forward in demonstrating core
similarities and relevant differences in the legal and clinical
service framework in which services are delivered. A more
clinical approach covering three European countries (Fin-
land, Germany, and Sweden) and Canada was described by
Hodgins and colleagues (2002), in a conference presentation.

There have been useful studies from several countries set-
ting out difficulties in the interpretation of crime statistics,
and the advantages and disadvantages of collecting them in
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different ways. In brief, there are three principal approaches
to crime measurement, each of which yields a different
estimate of crime, Household surveys, such as the British
Crime Survey (BCS), are often regarded as the most accu-
rate, and give the highest rates, but, by definition, exclude
the institutionalized or homeless. As a victim-based survey,
some crimes are not included, for example, murder and theft
from commercial premises. In addition, the BCS does not
include victimization of those under 16 years old. Crime as
reported to the police yields the next highest figure, but such
statistics suffer from coincidental factors which make it more
or less likely that a particular crime will be reported, inclu-
sive of requirements for insurance purposes, or neighbor-
hood/subgroup trust/distrust of the police. In neither of these
approaches is the evidence that a crime actually took place
tested through the courts. Records of criminal convictions
yield the lowest figures, and suffer from additional biases
that may operate as a case progresses through the criminal
justice system. Wrongful conviction occasionally occurs, but
the standard of evidence required for a conviction for a crim-
inal offense is ‘beyond reasonable doubt’ in all jurisdictions.
Therefore, while the sensitivity of official conviction statis-
tics tends to be low, the specificity is usually better.

Not all countries measure crime in all these ways, and
additional problems for international comparison purposes
lie in differences in definitions of crime, in the point in time
of recording, in rules for counting multiple offenses by any
one individual, whether the numbers of offenses or number
of victims are counted, and in clear-up rates. Comparison
studies from Sweden (Sonefors, 2002) and New Zealand
(Segessenmann, 2002) have shown the extent to which fig-
ures would vary, allowing for these characteristics. In New
Zealand, for example, the rate of recorded violent crime for
the year 2000 according to the standard New Zealand ap-
proach to its measurement was 1,082 per 100,000 popula-
tion. When a U.S. method of measurement was adopted,
however, the figure was 132.6; application of the Canadian
method brought the figure to 551, the Australian method to
1,036, and the English and Welsh method to 1,205, all per
100,000 population (Segessenman, 2002). Yet further prob-
lems arise over time, as new crimes are recognized in law,
while some behaviors previously regarded as offenses are
decriminalized.

Barclay and Tavares (2002) sought to make international
figures more comparable by examining crime trends across
the fifteen countries of the old European Union, rather
than fixed annual rates, while researchers in South Africa
(Atbeker, 2005a; South African Law Commission, 2000)
have gone to considerable lengths to make sense of the var-
ious statistics available within the country, in part so that
international comparisons might be more meaningful. At-
beker (2005b) acknowledges that it remains difficult to pro-
vide definitive answers on crime rates, even for the crime
of murder, generally regarded as the crime with the highest
clear-up rate and tightest definition.

OFFENDERS WITH MENTAL DISORDER ON FIVE CONTINENTS 83

In our study, intended as the first step in a longitudinal
comparative study of outcome of mentally disordered of-
fenders entering specialist forensic mental health services,
we sought to provide a brief relevant description of each par-
ticipant country or jurisdiction, compare sociodemographic
factors, recorded prevalence of relevant mental disorders and
conviction rates for serious crimes (adjusted for variation
in categorization of crimes) and examine comparability be-
tween the lead participants in each country on theoretical
clinical management of cases.

METHODS

Participants

The participant jurisdictions or countries are Sweden, Wales,
Australia’s state of Victoria, New Zealand, Denmark, South
Africa’s Western Cape province, Japan, Canada’s province
of Quebec, and Scotland. Each was represented by a forensic
psychiatrist or psychologist with both university and health
service affiliations.

Quantitative Contextual Data Collection

All participants were invited to identify all sources of de-
mographic, offending, mental disorder, and mental health
service use data available for their jurisdiction or country. In
addition one of us (E.D.) conducted three separate searches
for each country for all relevant web-based databases, one
for sociodemographic data, one for crime data and one for
mental disorder prevalence data. All web-based sources con-
sulted are listed in Appendix 1.

Little information about prevalence of mental disorder
was identified by this method. Exceptions were in some
data about substance misuse and reporting of household
surveys carried out by government or other official bod-
ies, for example, in the United Kingdom and New Zealand.
A limited literature search was therefore also conducted.
For each country in turn, the thesaurus terms (“Schizophre-
nia and disorders with psychotic features” OR “Personality
Disorders”) AND (“Epidemiology” OR “Prevalence” OR
“Cross-Sectional Studies” OR “Incidence”) were entered
into PubMed. A similar search strategy using equivalent topic
terms was also carried out using the ISI Web of Knowledge
Science Citation Index Expanded and the Social Science Ci-
tation Index. These yielded information on prevalence of
mental disorders in all countries with the exception of South
Africa.

Selection of databases for extraction for data analysis was
made according to best match for year and nature of data col-
lection. This meant that in some instances whole-country data
were substituted for the preferred jurisdictional data; in the
case of Wales, it was not always possible to separate statistics
purely for Wales from those for England and Wales, since
here, health but not criminal justice services are devolved.
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General population statistics were from the official national
census of 2001 (2000 for Japan) for all countries except
Sweden and Denmark, for which the 2001 total population
statistics and central population register, respectively, were
used. Criminal conviction statistics were taken as the most
consistently available indicators of national/regional crime
rates and data drawn from official, published government
figures for all countries except South Africa for a similar
date range (2001-2004). Official criminal conviction statis-
tics are not available for South Africa. For South Africa only,
therefore, inferences were made from recorded crime figures
published by the South African Police Service, applying the
attrition figures calculated by Leggett (2003). The choice of
published research figures for prevalence of psychosis and
personality disorder in each country was made according to
best time match of data collection to the years 2000-2004.
Data were organized into broad categories and adjusted
for definitional differences. For ethnic group, up to six groups
were created for analysis, the sixth or last group invariably
including all minorities not otherwise included. For simplic-
ity, we have used the term ‘ethnicity’ for all countries but
the strict category of indicative data varies (see Appendix 2).
For purposes of analysis, ethnic groups were not specified
by type, but rather by relative size in population, however
details of ethnicity are given in Appendix 2. With respect to
mental disorder, all long-standing functional psychoses were
combined into a single category of psychosis. All personality
disorders were included in a single category of personality
disorder. This latter grouping was still not entirely satisfac-
tory, because one country (Japan) makes no reports of person-
ality disorder at all, and for two (New Zealand and Canada)
we could find data only on ‘anti-social personality disorder.’
Offending data were grouped as homicide, two categories
of non-fatal other violence and sex offenses. This avoided
most differences in detail of offense type. These particular
offense clusters were selected as the index offenses of the
clientele of secure hospital services are most likely to belong
to one of these groups. Some differences in classification re-
mained, however. First we had to resolve differences between
countries according to the fate of the victim. For some coun-
tries it was not possible to separate figures for attempted
murder from completed homicide (e.g., Sweden), while in
others it was not possible to distinguish attempted murder
from other non-fatal violence figures (Scotland). We were
unable to resolve this problem entirely. For those countries
where these figures could be separated, they made only a
small difference to the calculations for either category, so,
although attempted murder is not consistently represented in
the offending results, we do not think this affects the over-
all picture significantly. Also with respect to the homicide
figures, death by dangerous/vehicular homicide was treated
differently. Greatest consistency was achieved by excluding
such deaths from the homicide category wherever possible,
although vehicular mansiaughter and death by dangerous
driving remain for New Zealand and Scotland, respectively.
In the violent and sex offender categories, every effort was

made to exclude very minor offenses, so that the offense types
were more comparable, and also more similar to the type
committed by people generally admitted to forensic mental
health services. This was done by consulting the glossaries
to the criminal records statistics for each country and ex-
tracting all those offenses within the violent spectrum which
did not include bodily harm, the only exception being threats
to kill, and extracting all those sexual offenses which were
directly related to organized prostitution, bigamy, or did not
include bodily contact. All terms and statistics are published
in English, but legal terms do not invariably translate clearly,
so all technical expressions were checked with the country’s
representative.

Examination of Philosophy of Service

Four case vignettes were presented to each of the nine par-
ticipants. In brief, the cases, described in more detail with
the results, were of people charged with the kind of serious
offense likely to result in a referral to a specialist forensic
mental health service if the individual is also thought to have
a mental disorder. Age was held as more or less constant
(28-35), but gender and nature of disorder (psychosis or
personality disorder) was varied. A structured questionnaire
was attached about the likelihood and nature of psychiatric
assessment before court proceedings, the decisions in law,
and clinical management. Participants were also invited to
make any other comments they wished about the cases. Indi-
vidual responses were made in writing, independently of the
responses of the other participants.

Analyses

Quantitative data were converted where necessary to indi-
cate rates per 100,000 population. Formal statistical testing
for difference was not possible because we were invariably
working with aggregate data. We chose to use membership
of the categorical groups age 017, 1864, and 65+ for the
main comparisons as these represent the most usual cutoffs
between health service provision by age group.

Given the size of the group of people responding to the
case material (nine participants), these data were analyzed
qualitatively, notwithstanding the structure in parts of the
questionnaire. Preliminary extraction of categories from the
responses was conducted by two of us (E.D. and P.J.T.), and
overlapping categories combined. The resultant narrative and
tables were circulated to all participants and any differences,
queries or concerns resolved by iterative process.

RESULTS

Population Demographics

Table 1 shows the population characteristics by country or
research area. Total population size of the participant ar-
eas varies from 2.9 million (Wales), as the smallest, to
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126.9 million (JTapan), as the largest, but as all the following
comparisons were based on proportions of the total popula-
tion or rates per 100,000, total population size per se is not
important. As the physical area of each jurisdiction also var-
ied considerably, we considered two additional measures—
those of population density and urban-rural mix. Rates of
some mental disorders and some crimes tend to be higher
in urban than rural areas. Schelin, Munk-Jorgensen, Olesen
and Gerlach (2000), for example, reported a gradient of first
admission rates for schizophrenia, from 26.1 per 100,000 in
the Copenhagen municipality, to 8.6 in provincial towns and
rural areas. The position may be rather more complex with
respect to crime, with a possible tendency for rural areas to
have a higher homicide rate, but other crimes to be more
prevalent in urban areas (Francisco and Chénier, 2005). Pop-
ulation densities in the participant countries vary greatly, with
the highest population per square kilometer in Japan and the
United Kingdom (339 and 246, respectively), and the lowest
in Australia and Canada (both 3) (United Nations Population
Division, 2006). This apparently large difference, however,
merely reflects the fact that large tracts of the apparently
sparsely populated countries are uninhabited altogether. The
more useful measure for the purposes of crime and men-
tal disorder comparisons is estimation of the percentage of
the population living in urban areas. Using this measure,
there is greater comparability between the jurisdictions. In
Japan, just 66% of the population lives in towns or cities,
but for all the other participant jurisdictions the range was
81-93% (2005 data; United Nations Population Division,
2006).

Sex distribution was similar between countries, with a
slight excess of women in each (mean percentage 51.2, range
50.5-51.9), overall and at each age level considered (0-17,
18-64, 65+).

Participant countries differed in age distribution. There
was a small difference between the countries in proportion of
the population aged 18-64 (range 59.9-65.1%). The Western
Cape Province of South Africa was an outlier in terms of
relatively high proportion of the population aged 17 or under
(32%), with New Zealand and Victoria, Australia, being next
in rank order with 25% and most of the remaining countries
having around 22%. Rank order was almost reversed for the
oldest age category, with just 5% of the population of Western
Cape Province aged 65 or over, but Japan, Sweden, and Wales
having over 17% in this category. Reflecting the outlying
countries in respect of age, the Western Cape Province had
the lowest figure for life expectancy at birth (69) and Japan
the highest (82).

All three southern hemisphere countries tended towards
a more equally balanced distribution of ethnic groups than
the northern hemisphere countries. The largest ethnic group
accounted for well under half of the population in Victoria,
just over half of the population in Western Cape Province,
and nearly three-quarters of the population in New Zealand.
In Sweden, Wales, Denmark, Japan, Canada (Quebec), and

Scotland size of the largest ethnic group approached or ex-
ceeded 90% of the population. Victoria and Western Cape
Province had two further ethnic groups which each accounted
for more than 10% of the population, and New Zealand had
one. No other country had a second ethnic group which ac-
counted for more than 5% of the population. Appendix 2
gives further details of how the various ethnic groups are
constituted.

Mental Disorder

Comparison of population-based mental disorder rates
proved to be the most difficult part of the study. The psy-
chosis data had all been collected in the 1990s, and therefore
up to a decade earlier than all the other data, but gener-
ally included the same range of disorders within the col-
lective of ‘functional psychosis’ (see Appendix 3). There
were psychosis data for all jurisdictions except Cape West-
ern Province specifically or South Africa more generally.
For some areas, for example, Sweden, there were comparable
data at for two different 12-month periods in different places,
suggesting that the 12-month prevalence would be gener-
alizable for the country. Comparable and sound 12-month
prevalence data were available for parts of Sweden, Wales,
parts of Australia, inclusive of Melbourne in Victoria, Den-
mark, Japan, Canada’s Ontario, a province geographically
and demographically similar to Quebec, and Scotland. Only
lifetime prevalence data were available for New Zealand. Ta-
ble 2a shows that 12-month prevalence of psychosis in the
general population was between 0.3% and 0.6%, and New
Zealand’s lifetime prevalence just 0.3%.

The prevalence range for personality disorder was 1.2—
6.5%, but with no figures available for Denmark, Western
Cape, or Japan, and much more variation in how the data
were collected.

There was most variation in substance misuse disorder
rates, even when calculated using a similar approach. There
were, however, some patterns in common between the coun-
tries in substances use. In all countries except South Africa,
alcohol use disorders were more prevalent than illicit drug
use disorders (illicit drug use disorder figures were not avail-
able for SA). There was, though, considerable variation in
the extent to which alcohol use disorders had been diagnosed
(range 1.6% in Japan to 18.8% in South Africa). Figures for
illicit drug use showed less variation between those countries
for which we located data, but these data were less consis-
tently available.

Table 2b presents WHO data on alcohol abuse in 2004
and illicit drug misuse in 2005, not necessarily amounting to
a diagnosis. The rank order of countries at the highest level
of abuse of alcohol appears different from that if the 1990s
research based diagnostic figures are taken into account, e.g.,
with New Zealand moving into first place over South Africa.
Drug use is less comparable (Table 2c), because it is broken
down by individual drug, but again there appears to be some
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TABLE 2a
Rates of mental disorder in the general population

Western
Victoria Cape Quebec
Sweden Wales (Australia) New Zealand Denmark (SA) Japan (Canada) Scotland
Functional 0.6% (53,455) 0.5% (14,515) 0.47% (21,677) 0.3% (11,462) 0.33%(17652) —  0.4% (507,703) 0.3% (21,712) 0.5% (25,310)
psychosis
Personality  1.2% (106,910) 4.4% (127,736) 6.5% (299,786) 1.9-4.2% (72,594) — — — 1.7% (123,037) 4.4% (222,728)
disorder

Note. Figures given in brackets indicate expected population numbers affected if the indicated percentages are applied to the total population numbers
provided in Table 1. (- ) indicates data not available. See Appendix 3 for data sources and detailed notes.

TABLE 2b
Alcohol use and abuse in the general population

Sweden United Kingdom  Australia ~ New Zealand Denmark South Africa Japan Canada

M F M F M F M F M F M F M F M F

Heavy/hazardous use (%) 8.3 14.7 12.1 10.5 78 9.1 19.0 9.0 15.1 9.1 7.0 8.8 3.1 4.9 8.9 2.0

Sample age 18-75 years 20-64 years 14+ years 14-65 years 16+ years 15+ years 20-64 years 154 years
Sampling year 2002 2000 2001 2000 2000 1998 2001 1998-99
Abuse/dependence (%) — e 7.5 2.1 52 18 320 25 344 276 99 59 05 140 45
Sample age — 16-65 years 18+ years 18-64 years 18+ years 154 years 20+ years 15+ years
Sampling year oo 2000 1997 1986 2000 1998 1997-1999 2002

Nore. Combined UK data only available, no separate data for Wales or Scotland. Abuse / dependence figures represent 12-month prevalence with the exception
of Japan, which shows 6-month prevalence. See Appendix 3 for data source and definition of heavy / hazardous drinking and alcohol abuse/dependence.

TABLE 2¢
Estimated annual prevalence of abuse in the general population

Sweden United Kingdom Australia New Zealand Denmark South Africa Japan Canada
Opiates 0.1 (1998) 0.9 (2001) 0.5 (2004) 0.5 (2001) 0.7 (2001) 0.2 (2004) 0.1 (2002) 0.4 (2000)
Cocaine 0.2 (2003) 2.1 (2003) 1.3 (2004) 0.5 (2001) 0.8 (2000) 0.8 (2003) 0.03 (2003) 1.9 (2004)
Cannabis 1.7 (2003) 10.9 (2003) 13.9 (2004) 13.4 (2001) 6.2 (2000) 8.4 (2002) 0.1 (2002) 14.1 (2004)
Amphetamines 0.2 (2000) 1.6 (2003) 4.0 (2004) 3.4 (2001) 1.3 (2000) 0.1 (2002) 0.4 (2003) 0.6 (2002)
Ecstasy 0.4 (2003) 2.0 (2003) 4.2 (2004) 2.2 (2001) 0.5 (2000) 0.3 (2002) 0.1 (2003) 0.9 (2002)

Note: Data taken from the UN World Drug Report 2005 (United Nations Office on Drugs and Crime) and represents abuse of specified illicit drugs only,
and therefore summed prevalence figures cannot be assumed to represent all illicit drug abuse in a country. Amphetamines include all amphetamine-type
stimulants. Relevant year for data indicated in brackets. See Appendix 3 for further definitions.

change in rank order, with, taking all illicit drug use into Qualitative Case Analysis
account, Australia and New Zealand showing the highest
level of misuse.

Table 3 shows the conviction rates per 100,000 population

Case 1: A 28-year-old single man with a long criminal
record and opiate abuse (see Table 4)

for those groups of offenses most likely to precipitate a re-
ferral of a person with mental disorder to specialist forensic
mental health services. There is little variation in homicide
rates, except for the high level in Cape Western Province
(overall range 1.1-2.3, South Africa excepted). There is sim-
ilarly little variation in rates of sex offenses (8.2—12.2, South
Africa excepted, but rates even in South Africa appear not to
exceed 16.3%). Variation is mainly—and considerably—in
the range of non-fatal violent offenses, whether or not they
are subdivided by seriousness.

In each participant country, being male with a long crim-
inal career, periods of imprisonment, and a history of sub-
stance misuse would rarely attract psychiatric attention at
any point in the process, even in the presence of unequivocal
personality disorder in the alleged perpetrator. The excep-
tion is the likelihood that such a man might raise a defense
of ‘non-pathological incapacity’ in South Africa; this has
some parallels with the concept of ‘non-insane automatism,’
and the defense relies on being able to show emotional tur-
moil. This would not be more likely to attract psychiatric
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treatment than in the other countries, but the defendant might
thereby be acquitted. In all countries, however, conviction as
charged was considered most likely, followed by a sentence
of imprisonment. There was considerable difference between
countries in the estimate of likely length, with an indefinite
public protection (IPP) sentence likely in Wales since the
Criminal Justice Act 2003; length of time served in prison
under this sentence depends partly on tariff—the punitive
element—and partly on assessments of risk to others and
evidence of change while in prison.

Case 2: A 30-year-old married woman . ..

By contrast, in all countries, a mother killing her infant
while thought to be in a state of puerperal depression would
generally be dealt with in mental health services. Every-
where it was considered that she would attract attention at
every stage of the legal process, being likely to await trial in
a hospital and likely to have her mental state taken wholly or
partly into account during the trial phase of the court hear-
ing, which, in most countries, would affect whether or not
she sustained a conviction or the nature of that conviction.
Finally, in all countries she would be more likely than not to
remain as a hospital inpatient for at least some period after
court disposal. Barriers to a hospital placement could arise in
Wales if she had recovered her mental health by the time of
trial and/or sentencing. Community treatment orders could
be applied in each country except Sweden, but would be un-
likely; legislation implemented in Sweden on July 1, 2008,
will allow the Court to impose a community treatment order
there in such circumstances. Any other differences between
countries would be entirely a matter of process. Neither Swe-
den nor Denmark, for example, has a mandatory consequence
of being found guilty of murder, nor any legal concept of not
guilty by reason of insanity or diminished responsibility, al-
though Sweden does have an offense of infanticide. In Wales,
given the age of the child, a conviction for infanticide would
be a possibility, but in practice manslaughter on grounds of
diminished responsibility is more likely.

Case 3: A 35-year-old divorced man . . ..

Being male and a persistent violent offender was no bar to
consistent psychiatric intervention in any of the participant
countries when the man had not only attracted a diagnosis
of schizophrenia but also had a record of having been ill
on each occasion of violence attracting public attention. In
each country it was regarded as likely that the courts would
require psychiatric reports, and, except in Sweden where
the issue does not arise, to be found at least reduced in his
responsibility for his fatal attack. He would not only be sent
to a hospital under some form of compulsory detention order,
but would also remain supervised and liable to readmission to
a hospital after discharge. Differences in legal process would
have much in common with case 2; in these circumstances
in South Affica, the Court might raise the issue of unfitness
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to plead or insanity, and it would be for the defendant to
challenge this if he so wished.

Case 4: A 30-year-old married man . . ..

This man, with considerable social stability and being
motivated for treatment, but a pedophile, proved to be the
only slightly divisive case. There was common ground in
expecting that the man’s mental state would be irrelevant
to conviction, and that, if found guilty, he would be sent to
prison. Differences arose in the extent to which he would
attract psychiatric interest during the legal process. In Japan,
it was thought extremely unlikely that a psychiatric report
would ever be done; psychiatric evidence would be most
likely presented in Sweden, New Zealand, South Africa, and
Canada. The most likely effect of psychiatric evidence, if
presented, would be on length of a sentence of imprisonment.
In Wales an IPP would be most likely, and, as he is admitting
his offenses, he would be a candidate for the sex offender
treatment program in prison. Despite consistency in inability
or reluctance to treat within the health service, predicted
response to treatment was viewed as the most likely factor
to influence sentence length. Additional case-related data are
presented in Table 4.

DISCUSSION

There is a wealth of data on national demographics, mental
disorder, substance misuse rates and criminal behavior al-
ready collected and freely available for all the countries or
research areas in our study group, and for many other coun-
tries as well. Demographic and criminological data are rou-
tinely collected by government-sponsored offices; the meth-
ods of demographic data collections are comparable, but the
definitions and differences in methodologies and availability
of national crime statistics underscore the extent to which
concepts of crime are embedded in a nation’s culture. Lo-
cation of collective data on national mental disorder rates is
more challenging, with most of it founded in strong research
methodologies, but little of it is recent, and almost none col-
lected within the same time frame as the demographic and
criminal data. Data on substance misuse falls somewhere in-
between the systems. There is some commitment to research
recognition of certain levels and consequences of substance
misuse constituting diagnoses, but problem use is also being
treated as a matter for national statistical analysis for most
countries. The greatest difficulty that we faced in making ad-
equate comparisons of the data once we had resolved as far
as possible the methodological differences in its collection
was that only aggregated figures were available, and not the
databases themselves. This precluded statistical analysis.

Demographics

The countries or areas studied were similar in sex distribution
of their populations, and of relevant age distribution. Crime
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TABLE 4
Detailed response to illustrative cases

Sweden Wales  Victoria (Au) New Zealand Denmark Western Cape (SA)  Japan  Quebec (Ca) Scotland

Case One: male, 28 yrs, offending history, previous prison sentences, 10-yr history opiate abuse,
ASPD—robbery with violence under influence of alcohol

Pre-trial  Psych report X X X X X see note 1 X X X
Psych remand X X X X X see note 1 X X X

Trial Psych evidence X X X X X X X X X
Verdict CR CR CR CR CR CR CR CR CR

Post-trial  Disposal P P P P P P P P P
Duration 2-3 yrs IPP 1-3 yrs 7-10 yrs 2-3 yrs 7-10 yrs 5 yrs 2-3 yrs 1S yrs
Management NR NR  NR+SA+VR NR NR+SA+VR NR NR NR NR+SA

Case Two: female, 30 yrs, three children, no offense history, bipolar affective disorder—drowned son four weeks
post-partum during depressive psychosis

Pre-trial  Psych report Y Y Y Y Y Y Y Y Y
Psych remand Y Y see note 2 Y Y Y Y Y Y

Trial Psych evidence Y Y Y Y Y X Y Y Y
Verdict N/A DR NGRI NGRI NGRI NGRI NGRI DR DR

Post-trial  Disposal SH SH SH SH see note 3 SH SH ? SH
Post-discharge TO TO TO TO TO TO TO CD TO

Case Three: male, 35 yrs, history serious violence driven by delusions, paranoid SZ, poor treatment
compliance—fatal wounding during psychosis

Pre-trial  Psych report Y Y Y Y Y Y Y Y Y
Psych remand Y Y see note 2 Y Y Y Y Y Y

Trial Psych evidence Y Y Y Y Y X Y Y Y
Verdict N/A DR NGRI NGRI NGRI NGRI NGRI NGRI NGRI

Post-trial  Disposal SH SH SH SH SH SH SH SH SH
Post-discharge TO CD TO TO TO TO TO CD TO

Case Four: male, 30 yrs, pedophilia + dependent PD, no other mental disorder - on first arrest admits multiple sex
offenses against children, motivated for treatment

Pre-trial ~ Psych report Y Y X Y Y Y X Y Y
Psych remand X X X X X Y X X
Trial Psych evidence Y X b3 Y Y Y X Y X
Verdict CR CR CR CR CR CR CR CR CR
Post-trial  Disposal P P (W) P P P P P P P (SW)
Duration 2-5 yrs PP 2-5 yrs 8-10 yrs 2-5 yrs 1-3 yrs 3-20 yrs 2-5 yrs ?
Management SOTP  SOTP SOTP SOTP SOTP NR SOTP SOTP SOTP
Notes.

1: Defendants in cases such as this often attempt to raise a psychiatric defense, making remand in hospital for reports likely. 2: Any admission would only be
for involuntary clinical assessment and urgent treatment during the pre-trial period.

3: Would be admitted to a general psychiatric ward - whether open or closed would depend on severity of illness, not offense.

4: For England and Wales, the Criminal Justice Act (2003) introduced indefinite public protection sentences (IPPs), more or less equivalent to a life sentence.
A tariff date would also be given with such sentences, indicating the earliest possible opportunity to apply for parole.

Key to abbreviations

CD = Supervision and/or compliance a condition of discharge; CR = criminally responsible (if found guilty of actual offence); DR = diminished responsibility
or equivalent, e.g., manslaughter; GP = general psychiatric hospital facility; IPP = indefinite public protection sentence (see note 4); NGRI = not guilty
by reason of insanity / not criminally responsible; NR = normal regime; P = prison; P (SW) = prison, special wing for prisoner’s own protection; SA =
substance abuse treatment ; SH = secure / forensic hospital facility; SOTP = sex offender treatment programme; VR = violence reduction treatment e.g. anger
management, cognitive skills; x = would not occur; Y = yes.

rates generally are higher in younger age groups, so if the fo- measure, then in applying findings between one country and
cus of interest were on any differences in the epidemiology of another, there may be grounds for caution. Youth crime, how-
crime, the relative youth of the South African population, and ever, tends to be heavily dominated by acquisitive, motoring,
to a lesser extent those of Australia and New Zealand, could and property-damaging offenses rather than the more serous
be important. This would probably have some impact on crimes which tend to be the precipitants of admission to spe-
crime figures overall, and in a climate of higher crime rates, cialist forensic mental health services. Furthermore, there has
even mentally disordered offenders may be more recidivism- been a consistently reported tendency for people with psy-
prone. So, insofar as studies of outcome after treatment for chosis who offend to be older at the time of offending than
mental disorder use any criminal recidivism as a key outcome those without mental illness (e.g., Taylor & Hodgins, 1994)
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while Singleton, Meltzer, Gatward, Coid & Deasy (1998), for
England and Wales, found that the proportion of prisoners
with psychosis was higher between ages 21-34 than in either
younger or older age groups. It is unlikely, therefore, that the
apparent differences in extremes of age distribution in the
general populations would have much effect on the nature or
size of specialist forensic mental health user populations.

Ethnic group distributional differences between the coun-
tries may be of considerable relevance. Northern hemisphere
countries had a predominance of one ethnic group, with all
others in tiny minorities. Southern hemisphere countries had
a much more equitable distribution, but this does not neces-
sarily mean that all groups have equal opportunities in prac-
tice even if national policies are all now consistently against
discrimination. Social disadvantage of various kinds may be
associated with either higher psychosis rates (Read, van Os,
Morrison & Ross, 2005) or higher crime rates (Farrington,
1993, 2008), or probably both. Some ethnic groups may have
a predominantly different perspective on progress through
the criminal justice system, often with the effect of different
periods of detention for similar crimes (Hood, 1992). Then,
too, ethnic factors and legal definitions of crime may interact.
In South Africa, for example, spouse abuse was regarded as a
private matter with some ethnic groups claiming a right for a
man to ‘discipline’ his wife until the Domestic Violence Act
No. 116 of 1998. Since 2002, referrals to forensic psychiatry
units under this Act have been increasing and become the
main grounds for detaining psychotic individuals who ter-
rorize their families. In any comparison of services, perhaps
within countries as well as between them, this would be an
important area for more detailed consideration.

Mental Disorder

The difficulties in obtaining figures for the prevalence of
mental disorder, and in particular figures for the period 2002-
2004, lead us to be extremely cautious in any observations on
comparability. Figures for personality disorder were certainly
too disparate for anything approaching reliable comparison,
and not available at all for some countries. This might be
taken as indirect confirmation if any were needed of the
shared difficulty between the participant countries in regard-
ing personality disorder as a true mental disorder worthy of
attracting specialist mental health services. Psychosis is the
main business of forensic mental health services. Apart from
Western Cape Province, for which no figures were available,
and New Zealand, where only lifetime prevalence figures
were available, and the rate therefore seemed exceptionally
low according to these figures, the 12-month period preva-
lence was available for all countries and within a tight range
of 0.3-0.6%. Incidence and prevalence of schizophrenia, the
main psychosis of concern to forensic mental health services,
may be higher in developed than in developing countries, but
is probably similar between developed countries and does not
appear to vary with economic status (Saha, Welham, Chant,
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& McGrath, 2006). The life expectancy at birth figures for
our participant research areas suggest that all may be broadly
considered as ‘developed,” Migrant status may, however, af-
fect prevalence (Saha, Chant, Welham, & McGrath, 2005),
and the extent to which ethnic minority groups within each
research area represent migrant groups in general or perhaps
new migrant groups in particular may be an important influ-
ence on rates. New Zealand was one of the countries with
more even distribution of ethnic groups, no indigenous pop-
ulation but long-established resident groups from a variety
of cultures.

Substance misuse diagnoses are those for which we ex-
pected most variation, and found it, but it was disappointing
that the availability of such data was so limited. There was a
hint, however, in comparison between diagnostic figures de-
rived from national research studies in the 1990s and graded
alcohol abuse figures from the WHO (2004), and the illicit
drug diagnosis figures for the 1990s and the United Nations
(2005) illicit drug use figures of 10 years or so later, that this
is the most fluid field, with real changes over time. Substance
misuse is generally considered to be an important risk factor
for violent offending among mentally healthy and psychotic
people alike (e.g., Swanson, Holzer, Ganju, & Jono, 1990;
Wallace, Mullen, & Burgess, 2004), although it is unlikely
that all substances are equally risky or exert their effects in
similar ways. This field will certainly need to be taken into
account in any studies of offender-patient outcomes, not only
on a case-by-case basis, but as a national contextual issue.

Crime Figures

A rich variety of crime figures were abundantly available
for comparable time periods, but were the data that required
most interpretation by members of the research group for
best matching, because of the range of names for offenses
and because presentation of crime statistics in most coun-
tries involves aggregation or separation of classes of crimes
which are commonly inconsistent between countries. Where
aggregations could not be unraveled, such as the separation
of attempted from completed homicide, then we aggregated
those offenses for the purposes of comparison whether or not
that would otherwise have been our preference. The extent
of variation between the participant areas in each of the of-
fence categories examined, but particularly in the areas of
non-fatal violence, tends to confirm that offending and re-
offending data translate poorly from one country to another,
and must constitute poor outcome measures as indicators of
effectiveness of the specialist clinical services provided by
forensic mental health personnel. They are particularly poor
in the very areas that are of special concern—repetition of
violent offending.

Implications for Future Research

Members of the collaborating group belong to countries
which all have dedicated forensic mental health services,
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with some special secure inpatient units. We established com-
mon ground in terms of our overarching treatment philoso-
phies, but a next important step will be to explore similarities
and differences in service delivery in practice—for example,
the proportion of offender patients who would be treated in
dedicated forensic mental health services in relation to the
proportion treated within mainstream psychiatric services.
We propose to do this in three ways: 1) by collecting and
analyzing data on series of more complex cases than those
chosen for this basic analysis; 2) by describing the special-
ist services and their interface with other mental health and
criminal justice services in more depth, and 3) by comparing
real responses to a consecutive series of real cases defined
by disorder and offense in terms of their previous health
and criminal justice service experiences before presentation
to specialist forensic mental health services and in terms of
their disposal from Court.
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APPENDIX 3
Notes and definitions for Table 2

Table 2a

Sweden: 12-month prevalence of primary diagnosis in former Stockholm County, data gathered 1970-1971. Functional psychosis defined as
“schizophrenic/paranoid conditions and other psychoses”, PD defined as “psychopathy™ and “character neurosis.” Source: Halldin (1984). 12-month
prevalence of functional psychosis (schizophrenia, schizoaffective, paranoia and psychosis NOS) also reported at 0.6% in Northern Uppsala adult
population in 1991 by Widerlov et al. (1997).

Wales: National household survey of a random representative sample of adults in England, Scotland and Wales, 12-month prevalence data. Functional
psychosis diagnosed using SCAN., PD - whole sample screened for probable presence of PD, and subsample diagnosed with clinical interview using
SCID-IIL. All data except those for PD relate to Wales only; due to low overall prevalence PD data relate to England, Scotland and Wales. Source: Singleton
et al. (2001).

Victoria, Australia: Functional psychosis data source: Jablensky et al (1999). Sampled in four urban areas across Australia, 1997-98. Psychosis diagnosed
using the “Diagnostic Interview for Psychosis (DIP)” one-month prevalence. Personality disorder data source: Jackson and Burgess (2000). Lifetime
prevalence from a national sample collected in 1997, using ICD-10 diagnostic criteria.

New Zealand: Data source for functional psychoses and PD: Wells et al (1989). Lifetime prevalence. PD data represent prevalence of antisocial PD only.
Denmark: Functional psychosis defined by ICD-8 (295.7, 295.4, 297.2) in index year 1983 among residents of Bornholm Island aged 154-years identified
via Danish psychiatric register or contact with psychiatric services. Source: Bojholme & Stromgren (1989).

Japan: Functional psychoses data represent 12-month prevalence in 1993 of schizophrenic disorders defined by ICD-9. Source: Nakamura et al. (1997).
Canada: Data source for psychoses and PD: “Health Canada. A Report on Mental Illnesses in Canada.” Functional psychoses data represent 12-month
prevalence of schizophrenia in 15-64 year olds in Ontario in 1991. PD data represent 12-month prevalence of antisocial personality disorder in 15-64 year
olds in Ontario in 1991.

Scotland: National household survey of a random representative sample of adults in England, Scotland and Wales, 12-month prevalence data. Functional
psychosis diagnosed using SCAN., PD - whole sample screened for probable presence of PD, and subsample diagnosed with clinical interview using
SCID-IL. All data except that for PD relate to Scotland only; due to low overall prevalence PD data relate to England, Scotland and Wales. Source:
Singleton et al. (2001).

Table 2b
Source: WHO Global Status Report on Alcohol 2004 (WHO Department of Mental Health and Substance Abuse, Geneva, 2004). Heavy / hazardous drinking

rates represent such drinking amongst drinkers, i.e. the total population excluding complete abstainers. Heavy / hazardous drinking defined as consumption
of more than 40g (males / 20g (females) pure alcohol a day, with the following exceptions:

New Zealand - 6 drinks (males) / 4 drinks (females) in one sitting at least once a week;

Denmark - drinking in excess of 21 drinks (males) / 14 drinks (females) during the last week;

South Africa — risky weekday drinking exceeding 5 drinks (males) / 3 drinks (females) daily on weekdays;

Canada — 5+ drinks consumed in one sitting at least once a week.

Abuse / dependence according to ICD/DSM criteria, except for South Africa (CAGE criteria) and Canada (criteria based on tolerance, withdrawal, need, harm

etc.).

Tables 2¢
Prevalence rates are for national general population aged 15-64 years with the following exceptions:

UK rates for cocaine, cannabis and ecstasy for population aged 16-59 years;
Denmark rates for cocaine and cannabis for population aged 16-64 years;
Canada rate for opiates for Ontario population aged 18+ years, rate for cocaine and cannabis for national population aged 15+ years.
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Abstract

According to theories of cultural neuroscience, Westerners and East-
erners may have distinct styles of cognition (e.g., different allocation of
attention). Previous research has shown that Westerners and Easterners
tend to utilize analytical and holistic cognitive styles, respectively. On the
other hand, little is known regarding the cultural differences in neuroe-
conomic behavior. For instance, economic decisions may be affected by
cultural differences in neurocomputational processing underlying atten-
tion; however, this area of neuroeconomics has been largely understudied.
In the present paper, we attempt to bridge this gap by considering the
links between the theory of cultural neuroscience and neuroeconomic the-
ory of the role of attention in intertemporal choice. We predict that (i)
Westerners are more impulsive and inconsistent in intertemporal choice
in comparison to Easterners, and (ii) Westerners more steeply discount
delayed monetary losses than Easterners. We examine these predictions
by utilizing a novel temporal discounting model based on Tsallis’ statis-
tics (i.e. a g-exponential model). Our preliminary analysis of temporal
discounting of gains and losses by Americans and Japanese confirmed the
predictions from the cultural neuroeconomic theory. Future study direc-
tions, employing computational modeling via neural networks, are briefly
outlined and discussed.

Keywords: Cultural neuroscience, neuroeconomics, intertemporal choice,
attention allocation, Tsallis’ statistics, neural networks.

— 372 —



