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Background: A significant proportion of forensic patients in England are long-stayers. This can be problematic as individuals are kept in restrictive environments at potentially inappropriate levels of security for many years, sometimes decades. Improvements to the current English forensic mental health system to meet the needs of long-stay forensic patients more effectively might be informed by the Dutch service for long-stay forensic patients.

Aims: To compare the characteristics of representative samples of long-stay patients in England and in the Netherlands in an attempt to draw conclusions on the degree to which the Dutch service model might be relevant to England.

Method: This cross-sectional study explores the relevance of the Dutch service model by comparing the characteristics of representative samples of long-stay patients in England (n = 401) and the Netherlands (n = 102). Descriptive statistics and analyses of differences between groups are presented. The Risk-Need-Responsivity model was used to guide the selection of the study variables and structure the interpretation of the findings.

Results: Compared to their English counterparts, the long-stay Dutch patients were less likely to be diagnosed with schizophrenia, but more likely to have personality disorder and have committed sex offences. The English group were younger at first conviction and at first custodial sentence. The total number of offences and the proportion of violent offenders were similar, but the Dutch HCR-20 scores indicated a significantly higher risk of violence.

Conclusions: Whilst there may be barriers to adopting the Dutch service model in England, the differences in the characteristics of the two groups studied here do not necessarily preclude this approach.
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INTRODUCTION

In England, forensic care is provided at three levels of security (high, medium and low) with most facilities providing services at a single security level. High secure care is centralised at three hospitals whereas medium secure care is decentralised across 57 medium secure units. The current service model is based on a medical approach with emphasis on the mental health and security needs of the offender (1); inpatient treatment is focused on ameliorating symptoms, lowering risk and facilitating re-integration into society (2). The duration of such hospitalization is not fixed, however, and a significant number of patients remain in forensic care for lengthy periods. The length of stay in forensic psychiatric settings generally far exceeds that in general psychiatric units in the United Kingdom (UK) (3). A survey of 23 medium and all three high security hospitals found that on average 23.5% of patients were “long-stayers” (patients staying over 5 or 10 years in medium or high secure settings respectively) (4). In addition, there is evidence that for some patients the care provided has been at a level of security inappropriate to their needs and risk of recidivism. For example, Harty and colleagues (5) surveyed the responsible medical officers of 1,244 forensic patients in special hospitals (now called high security hospitals) and found that 40% were believed to be better placed in lower levels of security.

In the Netherlands, inpatient forensic care is provided predominantly by forensic hospitals which allow those with diminished criminal responsibility to be detained and treated in forensic psychiatric hospitals rather than in prison. Forensic care is provided at four different levels of security catering for different clinical and legal patient profiles (6). Some facilities may provide a single level of security while others will provide more than one. A judge may impose a forensic order (Terbeschikkingstelling; TBS), which provides care with the aim of protecting the public in addition to a prison sentence if a mentally disordered offender (MDO) is declared partially or fully unaccountable for a serious sexual or violent offence and there is judged to be a high risk of recidivism (7). Patients who receive a TBS order are judged to be at most risk of reoffending and are cared for in high security TBS hospitals (Forensisch Psychiatrisch Centrum; FPC). Other forensic or civil patients that pose a less significant risk of harm or reoffending are cared for in other secure settings (e.g., Forensisch Psychiatrische Kliniek, FPK; Forensische Verslavingskliniek, FVK; Forensisch Psychiatrische Afdeling, FPA).

Whereas the average length of stay in TBS facilities is about 8 years in 2017, the Dutch system has provided separate long-stay facilities since 1999. Aims of these long-stay facilities include providing psychiatric and medical care, optimising quality of life and encouraging the patient to accept their stay (8); a specific model of recovery is also used. The focus is thus on increasing autonomy and stabilization as opposed to reducing risk and encouraging re-entry into society for MDOs for whom such rehabilitation is not realistic within the short or medium term (9). Before a patient can be assigned to a long-stay service, they must have undergone treatment at two TBS hospitals for a total of at least 6 years, and treatment attempts at both institutions have not led to satisfactory clinical improvements in level of risk (10, 11).

Long stays in secure settings raise a number of issues. Forensic-psychiatric hospital services are expensive to run, and an extended hospital stay can give rise to ethical concerns. For example, detention at too high a level of security will be unnecessarily restrictive for the detained individual (12), whereas detainment at too low a level of security might pose serious risks to society. Furthermore, individuals may be held well-beyond the time they would have been incarcerated had they received a prison sentence as a non-mentally-disordered individual (13) which could violate basic human rights.

Arguments have been made that the current system of forensic mental healthcare in England should be improved so as to meet the needs of long-stay patients more effectively (14). There are currently no specific strategies for long-stay forensic care and no commissioned long-stay facilities in this country; long-stay patients remain distributed across the various high and medium secure settings. Given the lack of clarity regarding the best model of care for long-stay patients, it is appropriate to consider the applicability of any relevant service models for this patient group that have been adopted in other countries. The Netherlands is one of two European countries having dedicated services for long-stay forensic patients, the other being Germany. The Dutch long-stay services are reported to have helped prevent blockages in the TBS hospitals (9); they have also demonstrated reasonable levels of patient satisfaction (8) and quality of life (15). It has been suggested that UK policymakers might benefit from considering the Dutch experience in this field (16), but the degree to which the Dutch long-stay model would be relevant to the UK will depend in part on whether the two services cater for patients with similar needs and characteristics. A service model that has achieved some success in terms of patient satisfaction and cost effectiveness with one population may be less successful with another that is dissimilar. The research literature contains no direct comparison between English and Dutch forensic services that could inform on this issue, however. The current study seeks to address this deficit.

There are a number of practical differences between the English and Dutch systems. In terms of diagnosis, the Dutch system places no exclusions whereas in England patients with substance-related disorders alone cannot be detained under mental health legislation, potentially resulting in a different case mix between long-stay populations in the two countries. In terms of access, risk is a specific criterion for detention in the Netherlands whereas in England this is not the case. The criterion for admission most closely linked to this is that it is required that the “mental disorder from which the offender is suffering is of a nature or degree which makes it appropriate for him to be detained in a hospital for medical treatment” [§37 Mental Health Act, 1983 (as amended)]. Appropriate is an assessment made by the court with reference to the expert opinions of two register medical practitioners (usually forensic specialists, such as psychiatrists). This may result in a greater proportion of higher risk patients in the Dutch long-stay facilities.

In terms of service organisation, all TBS services are considered “high secure.” However, within TBS hospitals different wards provide some differentiation by security needs; as these are offered within one institution this potentially provides greater continuity as patients remain in contact with the same clinical team (17), whereas in England patients must transfer between hospitals as they move through the system and so will have contact with many different clinical teams (18). In terms of patient autonomy, the Dutch model appears less restrictive; for example, more patients are allowed to have supervised leave, to spend unsupervised time with family and to keep pets. In contrast, it has been suggested that the UK system is amongst the most restrictive in Europe with regards to sexual expression (19), and High Secure Service Directions impose significant restrictions on the amount of personal belongings allowed, on visiting rights and on procedures for searches (20).

The Risk-Need-Responsivity (RNR) model (21) has become widely used to guide forensic care both generally and in the two countries of interest here. The RNR model comprises three principles. The Risk principle stresses the importance of assessing the risk of re-offending and matching the intensity of treatment to the severity of that risk. The Need principle considers the importance of assessing criminogenic and mental health needs, and targeting these in treatment. The Responsivity principle stresses the importance of maximising the offender's ability to learn from or respond to a rehabilitative intervention by considering individual factors that might influence the intervention outcome.

One might hypothesise that the RNR model is not effective for long-stay forensic patients in either country. One possible explanation for this is that treatment is ineffective so that criminogenic or mental health needs do not diminish and the risk of recidivism does not decrease over time. It is also possible that these patients are not susceptible to treatment, which in turn relates to the Responsivity principle. In some cases, delayed discharge results from the absence of a suitable step-down facility to which the patient might be discharged, which can result in a poor match between treatment intensity and actual risk, besides having a negative impact on motivation. Invoking the principles of the RNR model in the comparison that is the focus of this study allows key variables (those relevant to Risk and Need) to be prioritised, regardless of the reasons these long-stay patients have failed to respond.

This cross-sectional study aims to compare the characteristics of representative samples of long-stay patients in England and in the Netherlands in an attempt to draw conclusions on the degree to which the Dutch service model might be relevant to England. Our main research question therefore was: are there any significant differences in the clinical characteristics, offending histories or current presentation between the samples in the two countries? If there were such differences, this might indicate that the two services cater for different patient groups and therefore the treatment models of one country (the Netherlands) might be of more limited relevance to that of the other (England).



MATERIALS AND METHODS

Data were obtained from two separate multicentre studies. The first (14) examined the characteristics and needs of long-stay patients in two high secure hospitals and 23 medium secure units in England and was funded by the National Institute for Health Research. The second [summarised in (22) and (23)] examined the characteristics of a representative sample of patients residing at two long-stay TBS hospitals in the Netherlands (FPC Pompestichting and FPC Veldzicht) and was supported by the facilities themselves.

The Netherlands as point of comparison was chosen for several reasons. First, the Dutch long-stay system has been explicitly developed to address the needs of a group of patients that are not benefitting from treatment as usual. This kind of service does not exist in the UK and it makes sense to investigate this further. Second, received more attention in the international forensic literature making it easier for readers to familiarize themselves with the system and draw their own conclusions about the applicability of this system in England and Wales. Third, other scholars have sought to draw parallels between these systems (16) and we hope to add to this literature. Fourth, this project was an ongoing collaboration with Dutch partners within the context of a European research network. Of course, the Dutch system is not a perfect system and in fact the Netherlands is often considered by some commentators be viewed uncritically through rose-tinted lenses and mythologized for liberal, progressive penal policy (24). However, for the reasons given above it is a sensible starting point to compare these two systems.


Definition of “Long-Stay”

In previous UK studies, thresholds of 8 and 15 years have been used to differentiate long-stay patients in high secure samples, whereas for medium secure settings most studies have used a threshold of either 2 or 5 years (25). For the current study we defined long-stay in England as 5 years in medium secure care, or 10 years in high secure care, or 15 years in continuous secure care if patients had stayed in a combination of high and medium secure settings. This definition is in keeping with the 5-year threshold used in two previous medium secure studies (3, 26) and was informed by pilot data from one high secure care setting which suggested that 15% of patients stayed longer than 10 years. For the Netherlands, the definition of long-stay was effectively the admission criteria for the two participating TBS long-stay hospitals. This may be summarised as unsuccessful treatment at a minimum of two TBS facilities for a total of at least 6 years, where treatment success is defined in terms of a significant reduction in risk of re-offending.



Selection of Patient Groups for Comparison

For the purpose of this study, we chose a two-way comparison between the Dutch sample and the combined English high- and medium-secure long-stay patients described above. We chose not to separate the two English sub-groups because:

(1) Our UK and Dutch samples are similar in that both comprise some patients with high security and some with medium security needs. In the Dutch system, all TBS hospitals are “high secure” as described above and as such no long-stay services are provided at lower levels of security. Follow on services are low secure. Thus, the Dutch sample, although formally high risk, will contain a mix of patients with high and medium security needs, as is the case with our UK sample.

(2) Some features of medium secure care in the UK parallel those of the high secure care of TBS patients in the Netherlands. For example, unsupervised leave is possible for patients in a Dutch high secure forensic facility (27), but not for a patient in a UK high secure hospital who would need to be in a medium secure setting for this to be considered. We argue therefore that it is important to include both high and medium UK care settings in our sample for any realistic comparison with the Dutch long-stay patients.

(3) We have previously shown that there are in fact more similarities than differences between the high and medium secure groups even in our UK sample of long-stay patients who appear to constitute a unique group not easily defined by level of security (28).

Taking the above into account and the fact that the over-arching feature in our UK and Dutch samples is that they are long-stay patients, we argue that it is appropriate to consider them as two comparable groups which have significant length of stay as a core feature.



Participants

Participants are summarised in Table 1. In England, participants were identified by examining the medical records for all patients resident on April 1, 2013. On this date, the total inpatient population within the three high secure hospitals and 57 medium secure units was 3,807 of which about 19% were estimated to be long-stay patients (14). The sample for this study was drawn from two high secure hospitals and 23 medium secure units. Selection of the medium secure units was on the basis of stratification by geographical region, sector (National Health Service or independent service provider) and unit size, with oversampling of units specialising in particular patient groups (women and patients with learning disabilities). A contact person was established at each unit to assist with the identification of those patients resident in these units who would meet the inclusion criteria on April 1, 2013. A total of 401 long-stay patients were identified of which 116 were resident in high secure settings and 285 in medium secure units.


Table 1. Study participants.
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In the Netherlands, participants were randomly selected from within the two TBS long-stay hospitals, and as such were deemed to have long-stay status. In 2013, the total number of TBS inpatients in the Netherlands was 1,704 of which 148 were resident in the three long-stay TBS facilities (29). The sample for this study was drawn from two of the three long-stay TBS hospitals. A total of 102 long-stay patients were identified, comprising all patients in the smaller facility (n = 23) and a randomly selected sample from the larger second hospital1.



Procedure

Detailed file reviews were carried out through examination of case records and medical notes. A comprehensive collection proforma was prepared, which covered all variables included in this study, and both English and Dutch data collectors were provided with instructions on administering the tool. In England, data were collected by unit staff and transmitted to the research team in fully anonymised form. In the Netherlands, data were collected by research students and recorded against a unique number to ensure that individual patients could not be identified. No new data were generated for this comparison study, the proforma was created for research purposes. Returned proformas were checked for inconsistencies and missing data by the research team and any queries were clarified with the data collectors.



Variables and Measures

Where possible, we selected comparison variables which would fall within the three principles of the RNR model. From examination of patients' medical records, data were recorded in the following categories: sociodemographics, length of stay (as an indicator of responsivity), clinical diagnosis (the available patient notes, in both countries the DSM system is the most widely used to make as an indicator of mental health need; diagnoses were not generated for the purpose of this study and were taken from diagnoses), criminal history and the index offence that preceded admission (as indicators of criminological need), and risk assessment score (as an indicator of risk). Clinical diagnoses were as recorded by the psychiatrist responsible for each patient's care.

Assessment of risk was made using the last score before admission to the long-stay service in the Dutch sample and the one recorded in the last case review in the English sample on the Historical Clinical Risk Management-20 (HCR-20, version 2) instrument based on the in-patient context (30). This instrument, which has been reported as a reliable predictor of the risk of violent and non-violent offending (31, 32), is widely used in English forensic settings. In the Netherlands, risk assessment is mandatory and the HKT-R (Historish, Klinish en Toekomst—Revisie) is most commonly completed; however, the sites involved in our study used the HCR-20 which meant comparison was possible (33). At each site and in both countries, the HCR-20 version 2 was scored by a clinical psychologist who had undertaken training on how to use the HCR-20 provided by a trainer with experience in using and teaching others to use the tool. formal training in its use. Clinical psychologists in both countries require undergraduate and postgraduate training in psychology. Length of stay was calculated for the English patients from date of admission to continuous high or medium secure care, and for the Dutch patients from the date of admission to any TBS facility. Length of stay was calculated up to April 1, 2013 for both cohorts.



Statistical Analysis

Quantitative data were analysed using Statistical Package for Social Sciences software (SPSS version 22; IBM Corporation, Armonk, NY, USA). Descriptive statistics were calculated for the English and Dutch samples separately. Categorical comparisons were made using cross-tabulation and chi-square tests with effect sizes computed as odds ratios (OR). For continuous data, means and standard deviations were determined; comparisons were made using t-tests and effect sizes estimated using Cohen's d (34) defined as the difference between two means divided by the pooled standard deviation. Values of d of 0.2, 0.5, and 0.8 are considered to represent small, medium and large effect sizes, respectively. Confidence Intervals (CI) were estimated at the 95% level. Mann–Whitney non-parametric tests were used to compare lengths of stay as this variable deviated from an approximately normal distribution. Two-tailed tests were used throughout. We considered a Bonferroni-corrected significance criterion of p < 0.005 to compensate for any Type I error inflation arising from multiple testing (35). Given 20 main exploratory tests, this would have entailed a Bonferroni-corrected alpha level of 0.0025 (i.e., 0.05/20). However, because the Bonferroni correction is widely regarded as conservative, we selected a significance criterion of p < 0.005 which was applied throughout.



Ethical Considerations

For the English patients, the study was confined to data routinely collected by unit staff and transferred to the research team in a fully anonymised form. As such, it was deemed to constitute service evaluation by the sponsoring institution (Nottinghamshire Healthcare NHS Trust) since, according to guidance published by the UK National Research Ethics Service, studies classified as service evaluation and research that uses only routinely collected data made available to the researchers in anonymised form do not require ethical approval (36). Units were offered the option to exclude certain high-profile patients if they felt that data could not be provided in a way that would exclude incidental identification; one high secure unit excluded one patient under this procedure. The study was registered under Comprehensive Clinical Research Network Portfolio 129376, funded by the National Institute for Health Research and sponsored by Nottinghamshire Healthcare NHS Foundation Trust. For the Dutch patients, approval was granted by the ethics committee of the Pompe Foundation (the Netherlands). Privacy of the patients was assured by assigning a unique research number to each participant, allowing statistical analyses to be conducted on anonymous data collected from patient files.




RESULTS

Descriptive statistics and results of statistical comparisons are summarised in Tables 2–6. Effect sizes for those variables which differed significantly between the English and Dutch samples are described below.


Table 2. Sociodemographics of long-stay forensic patientsa.
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Sociodemographic Characteristics

The majority of patients in both countries were male, single, and unemployed at the time of their admission (Table 2). In comparison with the Dutch cohort, the English long-stay patients were less likely to be male, OR = 0.12; 95% CI (0.03, 0.50), p < 0.001, to be married or in a relationship at the time of offence, OR = 0.12; 95% CI (0.05, 0.25), p < 0.001, and they were more likely to have ever been employed, OR = 5.02; 95% CI (2.13, 11.92), p < 0.001. The Dutch patients were on average 7.2 years older than those in the English sample, d = 0.66; 95% CI (0.44, 0.88), p < 0.001. Although there was no significant difference between the two groups in terms of percentage of British nationals in the English sample and Dutch nationals in the Dutch sample, patients in the English sample were more likely to have been born in England than were patients in the Dutch sample to have been born in the Netherlands, OR = 4.50; 95% CI (2.63, 7.70), p < 0.001.



Length of Stay

Lengths of stay are summarised in Table 3. A large proportion of patients in both cohorts had stayed within secure forensic facilities for at least 10 years (England 64.1%; Netherlands 96.1%). The Dutch long-stay patients had, on average, a longer length of stay [18.3 years vs. 14.6 years; d = 0.45; 95% CI (0.23, 0.67), p < 0.001]. The English sample were less likely to have stayed in three or more units since admission to their current spell of secure care, OR = 0.04; 95% CI (0.02, 0.10), p < 0.001.


Table 3. Length of stay of long-term forensic patients.
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Diagnosis

Schizophrenia was the most prevalent Axis I diagnosis in both cohorts (Table 4), although the English patients were more likely to have been diagnosed with schizophrenia, OR = 2.13; 95% CI (1.36, 3.32), p < 0.001, or schizoaffective disorder, OR = 7.61; 95% CI (1.82, 31.80), p = 0.001. Autistic spectrum disorder, OR = 0.09; 95% CI (0.04, 0.20), p < 0.001 and dementia, OR = 0.03; 95% CI (0.00, 0.24), p < 0.001, were less common in the English sample. Personality disorder was less common in the English sample compared to the Dutch sample, OR = 0.25; 95% CI (0.15, 0.42), p < 0.001. Although few patients presented with current symptoms of substance abuse, the English patients were less likely to have a history of substance dependence, OR = 0.43; 95% CI (0.28, 0.67), p < 0.001.


Table 4. Diagnosis of long-stay forensic patients.
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Criminal History and Index Offence

The majority of patients in both groups had previous convictions for violent offences (England 79.6%; Netherlands 69.6%; Table 5). The Dutch long-stay patients were significantly older at first conviction (d = 0.36; 95% CI (0.12, 0.61), p = 0.004, and at first custodial sentence (d = 0.39; 95% CI (0.14, 0.63), p = 0.002, but the two groups were similar in terms of total number of offences. For the English sample their first offence was less likely to have been sexual than in the Dutch sample, OR = 0.33; 95% CI (0.18, 0.59), p < 0.001, and more likely to have involve property, OR = 15.31; 95% CI (3.71, 63.25), p < 0.001.


Table 5. Criminal history of long-stay forensic patients.
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In both cohorts at least half the patients had an index offence that was categorised as violent (Table 5). The English long-stay patients were less likely to have an index offence that was sexual, OR = 0.44; 95% CI (0.27, 0.70), p < 0.001, or that involved a firearm or other offensive weapon, OR = 0.31; 95% CI (0.15, 0.65), p < 0.001, and were more likely to have an index offence that involved property, OR = 4.78; 95% CI (1.87, 12.21), p < 0.001. In terms of the sentence received for the index offence, the English patients were more likely to have been ordered to hospital, OR = 3.08; 95% CI (1.93, 4.92), p < 0.001, or have received indefinite imprisonment/life sentence, OR = 10.84; 95% CI (1.46, 80.27), p = .004, and were less likely to have received a prison sentence up to 3 years, OR = 0.07; 95% CI (0.03, 0.13), p < 0.001.



Risk Data

HCR-20 risk assessment scores were available for 94% of the English sample and 97% of the Dutch sample (Table 6). The Dutch long-stay patients had, on average, higher HCR-20 risk management scores, d = 1.27; 95% CI (1.03, 1.51), p < 0.001, and higher HCR-20 total scores, d = 0.50; 95% CI (0.28, 0.72), p < 0.001.


Table 6. Risk assessment (most recent HCR-20 score) of long-stay forensic patients.
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DISCUSSION

This cross-sectional study compared the characteristics of patients in England and the Netherlands, who had experienced an extended stay in a forensic mental health setting, with the aim of informing on the degree to which the Dutch long-stay model might be relevant to the UK. The following Discussion has been structured according to the RNR principles in attempt to address the extent to which the two services cater for patients with similar needs and characteristics.

Detailed file reviews provided sociodemographic, clinical, offending and risk data for representative samples of long-stay forensic patients in each country. Just less than three-quarters of the 503 patients in the overall sample had a length of stay that exceeded 10 years and more than a fifth had stayed longer than 20 years.

The long-stay patients in both samples were predominately men with little experience of stable relationships or employment, which is suggestive of early disruptive lives as commonly found in studies of general forensic samples (37). Most were aged between 41 and 50 years. A psychotic disorder was the most common Axis I diagnosis among both cohorts. An Axis II (personality disorder) diagnosis was recorded for 46% of the English and 78% of the Dutch samples and is more prevalent than has been reported in studies of both UK and Dutch regular forensic psychiatric care (23, 38). One reason for this difference might be a difference in the systems of the two countries, not necessarily the patients themselves. The proportions of those with violent and sexual offences also appear to be higher than those reported in the general forensic population in these two countries (22, 39).


Mental Health Needs

Those in the Dutch cohort were less likely to be diagnosed with schizophrenia but more likely to have received a clinical diagnosis of personality disorder, which indicates a significant difference in the balance of mental health needs between the two groups. This is likely to be a consequence of the difference between the English and Dutch systems. In the Netherlands, the choice between punishment and coercive measures is based on the assessed degree of responsibility of the defendant. When a court concludes that an offender had a degree of diminished responsibility instead of being fully responsible/not responsible, the judge may impose a prison term corresponding to the portion of psychological functioning that allowed the defendant freedom of choice alongside an order for forensic treatment. Assuming that findings of a complete lack of responsibility for a criminal offence are more likely for patients with a severe mental illness (e.g., psychosis) than a personality disorder, for which diminished responsibility might be more likely (40), this could imply a lower relative threshold for admission of patients with a PD into forensic services in the Netherlands than England.

The higher prevalence of personality disorder in the Dutch sample may also be viewed as a responsivity issue because forensic patients with personality disorder tend to be less responsive to pharmacological or psychological interventions (41), unlike many patients with psychosis. Patients with personality disorder are generally considered by clinicians as challenging and more difficult to manage (42); they tend to be viewed more judgementally than those with other mental disorders (43) and attract more negative attitudes from staff (44). These are likely to be important factors that would act to reduce responsivity.

In contrast, current substance dependence needs, regarded as an important dynamic factor in the RNR model (45), did not differ significantly between the two cohorts in as much as this can be implied from the current clinical diagnosis. On first inspection this appears counterintuitive. A patient whose only disorder is substance dependence cannot be detained under current English legislation, whereas the opposite is true in the Netherlands; an anticipated consequence is that substance dependence would be overrepresented in the Dutch cohort. In this study such overrepresentation was not found in terms of current diagnosis but was present for historical substance misuse. This may be because a greater number of patients in the Dutch cohort were admitted with substance use problems given the differences in legal admission criteria but that access to illicit substances is restricted in both settings making it hard for there to be current symptoms of substance use. This is especially likely given the lengthy durations of treatment, which would extend beyond detoxication periods. Alternatively, it might be the case that substance use is overlooked and insufficiently acknowledged in care.



Criminogenic Needs

Some indication of criminogenic needs is provided by consideration of criminal history, and in this sense the needs of the two groups appeared matched through having a similar total number of offences and a similar high proportion of violent offenders. They differed in that the Dutch group contained almost twice as many individuals with a sexual index offence and were more likely to have an index offence that involved a weapon. It is difficult to draw conclusions about the relative severity of criminal history between the two groups, although the high prevalence of sex offenders together with the high rates of personality disorder in the Dutch sample might present particular challenges for staff in terms of problematic behaviours such as self-harm, causing staff and agencies to become polarised and poor treatment compliance (46).

In terms of sentencing for their index offence, more Dutch patients received a prison sentence up to 3 years, whereas more English patients had been ordered to hospital or received indefinite imprisonment or a life sentence. This is likely to be due in part to the different legal frameworks operating in the two countries. It may also arise because in the Netherlands most patients with a personality disorder receive a combined sentence of prison and TBS hospital, whereas patients with psychosis are more likely to be viewed as not accountable for their criminal offence and so are sent to a TBS hospital without a prison sentence.

Several other observed differences in treatment history may also be attributed to the disparate nature of the two forensic-psychiatric systems. First, the finding that patients in the Dutch sample were more likely to have received a prison sentence up to 3 years seems anomalous because an individual must have committed a severe crime that would warrant a prison sentence of at least 4 years to gain admission to the TBS system in the first place. However, whilst it is correct that the crime committed should in theory be severe enough to warrant a sentence of 4 years or more, in practice a Dutch court has considerable flexibility: at one extreme, it may choose to give no sentence at all, or at the other extreme choose to give a very long sentence. Second, those in the Dutch sample had experienced more changes in treatment settings compared to their English counterparts, which may arise in part from the requirement to have, in general, been treated in at least two different settings before being accepted into a long-stay facility.



Responsivity

The Dutch patients had on average a longer stay in forensic care (by 3.75 years) and, perhaps as a consequence, tended to be older than those in the English group. This longer average length of stay may arise as a consequence of the proportion of Dutch forensic patient population that get admitted to long-stay facilities: if that proportion is small and relatively few are admitted, then the average length of stay is likely to be greater. No information was available that might indicate whether their longer stay was related to poor response to treatment or to systemic factors that can lead to the discharge process being blocked. The latter explanation seems unlikely, however, because the Dutch service has been reported as effective in preventing such blocking in the TBS hospitals (9), and also because concerns have long been expressed that a significant proportion of English patients remain at an inappropriate high level of security due to the absence of a suitable step-down facility (5, 47). Because each UK hospital has its own referral system, transfers between hospitals and step-down through security levels can be problematic, resulting in waiting lists and delays in treatment (16).



Risk

The Dutch group had a significantly higher risk of violence as indicated by their HCR-20 scores, and particularly the HCR-20 risk management score which focuses on situational factors that can either aggravate or mitigate the risk of violence. The inevitable safety concerns that ensue may act to delay discharge and lead to a longer stay for the Dutch cohort. These longer stays could also arise because the Dutch long-stay service has a different philosophy from that of secure forensic services in the UK; a service designed specifically for long-stay patients which focuses primarily on quality of life and increased autonomy in a stable living environment may feel less pressure to discharge its patients even though there is pressure from the Dutch legal system, the Ministry of Justice and the independent advisory boards to prevent this. It is also possible that the focus on quality of life leads to a situation in which the patient is convinced that being in a long-stay facility is the least worst place to be; these patients may then themselves try to convince their lawyers, the court and the independent advisory boards to prolong their stay.



Legal and Cultural Differences

Making international comparisons of criminal justice or healthcare systems is a valuable process. Doing so offers opportunities for learning from each other and sharing best practices (48). Particularly in a healthcare context, this might encourage a kind of race to the top where the best qualities or practices are taken from other systems and standards are harmonised. However, such comparative exercises are also fraught. Legal provisions, resource allocation, political priorities, cultures, concepts, languages and histories obfuscate the comparative process (49). This is certainly true for forensic services (50). A comprehensive comparison would take multiple facets of political, economic and cultural life into account and invest years in rich empirical research but could still suffer from linguistic or cultural misunderstanding. However, attempting such comparative work in spite of these limitations can be useful.

This study found differences between the two patient groups. It is likely that these differences were in some part due to the legal and cultural characteristics of the two jurisdictions as well as differences in demography or the psychopathological or criminological needs of the two countries [to see differences in rates of mental illness across the EU: (51)]. As already described, the legal criteria for admission into TBS services are different from forensic services in England and Wales. A further set of criteria are used to admit patients into long-stay care, which are not used in England and Wales. This tells us that a barrier to adopting such long-stay services in England and Wales might be the lack of legal or clinical criteria used to define a potential long-stay population.

Culturally there exist differences between the Netherlands and England and Wales that are relevant for these findings2. The Netherlands has long been popularly perceived as a liberal, progressive state—especially as regards penal policy [see for instance (52)]. The inclination of some to view the Dutch system in this way has been criticised as somewhat empirically detached, a consequence of a confirmation bias (24). However, studies do indicate that the Dutch penal and forensic systems are less punitive and restrictive than in England and Wales. Incarceration rates are much lower in the former: 61 per 100,000, compared to 140 in the latter (53). Dutch forensic patients are able to engage in sexual intimacy with other patients; this is not allowed in England and Wales (53). Patients in Dutch long-stay services are permitted leave into the community; this is only possible under very limited circumstances in high security settings in England and Wales (1).

Interviews with inmates and patients suggest these settings feel less punitive in the Netherlands. A study of inmates' in Dutch and UK prisons, many of whom had experienced prisons in both countries, reported that participants found prison staff in the Netherlands more friendly, responsive, humane, and fair, whilst being less formal, authoritarian, and disciplinary (54). Researchers in a separate study showed current and ex-forensic patients and carers in England a documentary about Dutch long-stay services (1). Analyzing participants' interpretations of the documentary, the authors found that when comparing services to those in England, (ex-)patients and carers felt these were less hierarchical, with less formal relationships with staff, and that patients had greater autonomy of movement in overall conditions of lower security, ultimately giving Dutch patients more responsibility, choice and privileges.

When considering these examples, it appears that Dutch long-stay services focusing on quality of life fit within a culture characterized by respect and autonomy instead of custody and punitiveness. This suggests that customs, beliefs, way of life, and the social organization of forensic care in England and Wales would have to change to become more accommodating of long-stay services in England and Wales.



Limitations

The main limitation of this study lies in the nature of the two groups it seeks to compare. The Dutch long-stay patients are defined by their engagement with a purpose-designed long-stay service which has its specific admission criteria. On the other hand, the English sample is defined solely by the length of their stay in high and medium secure settings. Whilst the comparison reported here is valuable, it remains uncertain what the admission criteria might be for any new UK service designed specifically for long-stay patients. If those criteria were known and were used to define a subset of English long-stay patients that were more representative of those who would be cared for in a new or modified service, then their comparison with the Dutch sample might be more relevant. Those criteria are not known, and so this study remains limited by the possibility that the English sample on which it reports may not be fully representative of those long-stay patients who would be cared for in a new service.

As data in this study were extracted from patient notes recorded on hospital systems it is possible that there were incorrect imputations or inaccuracies by local staff. This may further have been complicated by the fact that research students in the Netherlands and unit staff in England completed the proforma for this study. This could affect the reliability of the data included in our study. However, we believe that our sample size is large enough to mitigate any possible inaccuracies and acknowledge that this is sometimes an unavoidable consequence of using hospital records. We do not believe the use of different groups (students and unit staff) will have substantially shaped the data included on the proforma as data were presented in patient notes without the need for interpretation. However, it is possible that unit staff might have filled out any missing data given their personal knowledge of the patients; having said that, the students were able to ask local staff for assistance, although we have no data on this. Future studies could consider, for example, conducting all HCR-20 or diagnostic assessments themselves.

It is a limitation that only two countries were included in this study. It would be a valuable exercise to investigate patient-level, as well as cultural, legal and systemic differences, across a wider number of countries. Some studies have attempted this (50), and whilst all acknowledge the difficulties of international comparison, call for more effort in this line of inquiry (55). A fruitful addition to such research would be the inclusion of a validated need assessment tool, such as the CANFOR or HoNOS-Secure (56). It is also a limitation that we did not compare patients based on a diagnosis of intellectual developmental disorder (ID). These data were not fully collected during fieldwork, and given their importance as a research topic, ID diagnoses should be included in future studies.



Implications for Research

Further research is needed to compare the specific needs of these two cohorts of patients, preferably by conducting a formal assessment of needs of the two groups using the same measure. It would also be useful to explore HCR-20 risk scores and mental health needs scores at the item level to establish possible differences in specific needs. This would allow the samples to be broken down into subgroups on the basis of need. Follow up studies could be formulated to address the longer-term outcomes of the two groups. Of particular interest would be establishing what proportion Dutch patients stay in TBS long-stay facilities for a short period of time before returning to general TBS care, and what proportion stay in long-stay care without real prospects of transfer or discharge. Such needs-focused research should draw on qualitative research of carers' (57), staff (58), and patients' (59) perspectives and experiences of long-stay services.



Implications for Practice

Although this study has not identified any differences between the Dutch and English populations of long-stay forensic patients that are so stark as to entirely preclude the adoption the Dutch approach in England and Wales prima facie, the study has found key differences between patients that would need to be factored into a larger investigation of the feasibility of providing long-stay services in a manner similar to the Netherlands. Other considerations pertain, as mentioned elsewhere in this article, to broader social and legal differences. These include differences between England and the Netherlands in the legal frameworks governing forensic psychiatric care, the fact that the UK service is based on a medical model focused on mental health need whereas the Dutch long-stay model focuses more on quality of life and patient autonomy, resistance to change by clinicians who place emphasis on treatment and recovery, and the UK environment in which regulatory bodies expect patients to receive treatment (14). Nevertheless, the large proportion of long-stay patients in England urgently requires a coordinated approach to deal with this patient group.

As has been suggested elsewhere (1) the institutional and cultural reticence to establish discrete long-stay facilities focusing on QoL are significant barriers. However, more realistic might be the development of long-stay services within pre-existing facilities. This could involve dedicating a single ward within a hospital to long-stay patients that meet explicitly outlined admission criteria. This setting could have different expectations about patients' progression through their pathways, provide patients with more autonomy and responsibility, shift the treatment focus from risk management to quality of life, and involve patients in the daily management of the ward. There should be a clear focus on relational security and use of de-escalation strategies. Patients should be offered the chance to engage in meaningful work for remuneration to structure and give extra purpose to their day. Patients should also be able to decorate their own rooms, possibly looking to the Netherlands in which there is the opportunity to keep plants and small pets. A focus on QoL would also involve greater opportunities for sexual intimacy with others inside and outside the hospital where appropriate. One challenge would be to avoid what one patient in high security services said of the possibility that such a high quality of life is achieved that patients lose motivation to ever leave long-stay services, that it would be “life sentence in disguise” [52: 117]. These efforts should be evaluated and the mental health and criminogenic needs of these patients compared to long-stay patients in the non-long-stay wards.
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FOOTNOTES

1The Dutch sample includes one patient who was resident in a long-stay facility and had received a lifelong sentence; he had not, however, met the formal TBS qualification for long-stay status having been sent, exceptionally, approved by the Ministry of Justice, to a long-stay facility.

2Culture here is loosely defined, as by the Oxford Dictionary, as “the customs and beliefs, art, way of life, and social organization of a particular country or group.”
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