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Background: Two Forensic Psychiatric Centres (FPC) were implemented the last decade in Flanders in Ghent (2014) and Antwerp (2017). FPCs are forensic institutions for forensic psychiatric patients with a high recidivism risk and a high security need. The objective of FPCs is to create a care process with sufficient flow (from high to lower forms of security), and transitions (from specialized forensic care to regular psychiatric care).

Aims: To examine the characteristics of the high security population in FPCs, treatment length, number of discharges, and discharge locations and to determine the profile of long-term patients within an FPC.

Methods: A retrospective file study of an admission cohort of 654 patients admitted to FPC Ghent or FPC Antwerp was conducted. Sociodemographic, clinical, judicial and risk characteristics were analyzed. Bivariate analyses were used to test the difference between two groups: the group that was discharged to a lower security level vs. the group of long-term patients.

Results: Most patients had psychosis and personality disorders, while comorbidity was also high. Judicial histories were extensive, with many sexual index offenses. During a 6-year follow-up period, the number of referrals back to prison was low. Nearly a third of the population was discharged to a setting with a lower security level. Long-term patients typically presented with more personality disorders, higher psychopathy traits and higher risk scores and were more frequently subjected to coercive measures during treatment.

Conclusions: The Flemish FPC population is characterized by a high proportion of sex offenders as well as a high proportion of personality-disordered patients. It is this last group, and the group with elevated psychopathy traits, who remain for longer than expected and is difficult to resocialize. This study further highlights the need for clear criteria to assess the conditions of these long-term patients in Flanders.
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INTRODUCTION

High security institutions are commonplace among international mental health systems and provide specialist care for patients with enduring psychiatric problems in combination with a high risk of further violence. Research indicate that patients in high security settings in western countries were predominantly Caucasian male, between 28 and 38 years old on average (1–8). Judicially, index offenses are presented in a diverse manner across studies, making comparisons difficult. Nevertheless, the majority appeared to be admitted for violent offenses and in one in five cases even life crimes (4, 5). In most studies the prevalence rate of sex offenses was <10% (3, 4, 9), while some studies reported up to 25% of sex offenses (7). Clinically the most common psychiatric diagnoses involved psychotic disorders (3, 4, 6). In Italy, a diagnosis of personality disorder was negatively associated with admission to a high security forensic unit (3). In contrast personality disorders and substance use disorders were frequently found in Dutch high security populations (10). Treatment length was variable: the median hospital stay in high security institutions in England and Wales was 6.9 years (5), and in Norway, it was <1 year (1). Delayed discharge from secure units included poor response to treatment, ongoing safety issues, and lack of suitable step-down facilities (11). Research further indicated other factors related to long-term treatments in secure settings, e.g., psychopathology severity, crime severity, psychotic disorder, history of violence, substance misuse, and non-cooperation with treatment (12–16). After treatment in high security, most discharges (66%) were to an institution with a lower security level; 29% were sent to sheltered housing or outpatient settings, and 5% were referred back to prison (2). In Norway, 35% of referrals were sent back to prison (1). In England and Wales, almost one in five (18.8%) was readmitted to a high security institution after 5 years (5). In Norway, this was the case for one in four patients (1).

Secure forensic services are expensive and highly restrictive; treatment length therefore should be as short as possible and as long as needed. Yet, there are concerns about long-term stays in secure services. What constitutes a ‘long-term' patient is however not clearly defined and differs between countries (17). For example, experts from nine European countries (Italy, Finland, Germany, Ireland, Letland, Poland, Slovenia, Spain, and Switzerland) considered treatment periods between four to 10 years long-term, whereas experts from the Netherlands, England, and Belgium reported that stays of more than 10 years were not unusual (18). In England, one in five patients in high security hospitals had been there for more than 10 years, and a similar proportion had been in medium security for more than 5 years (11). Some if not most of long-term patients are considered treatment resistant and are labeled as ‘longstay' patients. In these patient the shift is less on treatment and more on care and quality of life (19). The Netherlands was the only country with clear criteria to determine longstay status, which can be attributed to patients who have been treated in two separate forensic hospitals for 6 years or more, with no discernible progress (18). In a recent update, the cutoff of 6 years for such status in the Netherlands was abolished (20).


High Security Forensic Psychiatric Centers Within the Flemish Forensic Care System

Under Belgian law (Act of 5 May 2014, modified by the Potpourri III Act of 4 May 2016), after having committed a crime, people deemed to lack criminal responsibility because of insanity (not guilty by reason of insanity, NGRI) are not punished, but submitted to an internment measure either by investigation or judgment courts. Internment is a security measure with a 2-fold purpose, namely, to protect society and to permit compulsory psychiatric treatment for the forensic patients (further referred to as internees). The Chambers for the Protection of Society (part of the tribunal for the execution of sentences) are responsible for the execution of the internment measure. Treatment referrals by the court are based on the least restrictive measure to protect the public from additional violence, with the highest level of security (Forensic Psychiatric Center; FPC) to the lowest level (community care). In Belgium, treatment can be provided either within a general psychiatric or a forensic psychiatric setting. In Wallonia (southern part of the country), forensic or secure settings have been implemented since 1930. However, in Flanders (northern part of the country), specialized forensic psychiatric care saw a slow start. A prevalence study in September 2004 showed that only 6.7% of Flemish internees were treated in a forensic psychiatric facility (21). Some internees remained in detention for unnecessarily long periods: in December 2013, the average length of detention was 4.8 years, with 14.4% remaining for more than 10 years (22). The European Court of Human Rights (ECHR) criticized the Belgian state for detention of internees in unsuitable facilities, and solicited the government to take structural measures (ECHR 2016, No. 113/2018). In recent decades, the Federal Department of Public Health and Justice and the regional Department of Welfare introduced reforms with a positive impact on expanded forensic care for internees. Among others this resulted in the implementation of two FPCs (FPC Ghent in November 2014, and FPC Antwerp in August 2017) for the group of internees with high security needs and high risk profiles. High security refers to material security (an escape-proof building), procedural security (extensive internal regulations), and relational security (via the Early Recognition Method) (23). Placement in a FPC is mandatory, which implies that neither the FPC nor the internee can refuse placement. Only with severe incidents, unattributed to pathological loss of control, can this realm be initiated by the FPC for a (temporary) return to prison. In other forms of care (e.g., medium security), patients agree to conditions of admission, with institutions using strict inclusion and exclusion criteria. Both the FPC Antwerp (182 beds, with 18 beds for women) and the FPC Ghent (264 beds for male internees) are federal forensic institutions funded partly by the Ministry of Justice (facility services, security, and operational management) and partly by the Ministry of Health (care, medication, and medical fees). FPCs treat internees to reduce new criminal offenses, by removing underlying causes of criminal behavior and rendering them more manageable. As stated, the goal is a responsible return to society: reintegration allows for intermediate forms, from progression to a less secure setting to independent living. Along with the biopsychosocial model (24), the Risk-Need-Responsivity model (25) and the Good Lives Model of rehabilitation (26) are used as theoretical frameworks. Crime analysis and risk assessment in combination with the psychiatric diagnosis form the basis of treatment for all patients. Insight into crime, while dealing with rules and standards, was problematic for internees in the past; for many, treatment in other settings had often gone awry, with safety incidents and rule violations. The ability to deal with boundaries is a necessary treatment objective. At the initial phases of FPC Ghent, average treatment duration was anticipated as 4 years for patients with intellectual disability and 3 years for others, with a large standard deviation. This presumed that long-term treatment settings for treatment resistant patients would soon be available.



Current Study

Following implementation of high security beds, the current internment policy in Flanders has two objectives. The first is to provide adequate treatment for internees with a high risk and high security profile, avoiding unnecessaraily long detention periods. The second objective is to create a care process with sufficient flow (from high to lower forms of security), and transitions (from specialized forensic care to regular psychiatric care). This study investigates if those objectives were met. The aims of the study are to:

1. Determine sociodemographic, clinical, judicial and risk characteristics of the high security population.

2. Determine treatment length in high security, the number of discharges, and discharge locations.

3. Examine the profile of long-term high security patients.




METHOD AND PROCEDURE

This study (N = 654) includes all current or past admissions to either FPC Ghent or FPC Antwerp in a six-year period, i.e. from the opening of FPC Ghent (17.11.2014) until census date (16.11.2020). Judicial data were obtained via the Central Criminal Register and detention records. Other data were obtained from periodic multidisciplinary reports, submitted by the FPC to the CPS. Demographic, clinical, and risk characteristics were also analyzed.

Only information collected during treatment for clinical or legal purposes was used in this study. The research project was formally approved by the local Ethics Committee of the FPCs. Furthermore, the local ethics committee waived the requirement for ethics approval as approval is not required for studies analyzing anonymized data, in accordance with national legislation (law of 7 may on Experiments on Humans) and institutional requirements.



MATERIALS


Sociodemographic Variables

Information on gender, age at first admission, nationality, and residence status was gathered.



Judicial Variables

For several offenses, the index was classified based on the most serious offense, then clustered into categories: life offenses (murder/manslaughter or attempted murder/manslaughter) > sexual violent offenses (hands-on) > other violent offenses (assault and battery, arson, property crime, threats, or stalking) > other offenses (thefts, and sexual hands-off offenses). The total number of sentences on the record was calculated. A patient was considered a first offender if there were no other convictions and/or internment measures except for the current internment measure.



Clinical Variables

On a clinical level, previous admissions to a medium-security unit were taken into account. Psychiatric diagnoses were classified in FPC according to either the fourth or fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM). The most recent diagnosis was used. The number of DSM- diagnoses was evaluated. Diagnoses were qualified by the first or primary diagnosis and then clustered into the following categories: personality disorders, psychotic disorders, paraphilic disorders, and other disorders (such as substance-related disorders, or mood disorders). Some diagnoses were calculated irrespective of whether they were established as primary or additional diagnoses: substance misuse, personality disorder, intellectual disability, and paraphilic disorder. Mean intelligence scores were calculated with various testing. The presence of psychopathy was determined on the basis of the Psychopathy Checklist-Revised [PCL-R; (27)]. This score indicates the extent to which psychopathic characteristics were present. The maximum score on the PCL-R is 40, whereas a score of 30 or more is considered by the original author as indicative of psychopathy. In Europe, a score of 25 or more was considered to be indicative of psychopathy (28).



Risk Profile

Risk profile was defined on the basis of Historical, Clinical and Future - Revision [HKT-R; (29)] The HKT-R is a risk assessment tool used to predict violent and general recidivism. The tool consists of three domains and 33 risk factors: the historical (H) domain (12 risk factors), the clinical (K) domain (14 risk factos), and the future (T) domain (7 risk factors). All risk factors are rated on a 5-point scale, ranging from 0 to 4, where 0 indicates that the indicator is very low risk for the patient, given the circumstances; a score of 4 means there is a high risk. For this study, the numerical score was used to determine the risk level: 0 to 42 = low risk, higher than 42 to 55 = moderate risk, 55 or higher = high risk. In clinical practice the HKT-R is scored every year in order to monitor treatment progress on relevant risk factors. For this study the most recent score was used. The HKT-R was assessed in two possible follow-up situations: either with professional supervision in the FPC and without professional supervision (in society). Scores with more than two missing items were excluded from the analyses (8.3 %, n = 54) to ensure that only valid scores would be used. HKT-R assessments were not done by the researchers for the purposes of this study but took place as part of usual care by the clinical team (psychologists in collaboration with criminologists), who had all pursued certified training. According to Fleiss (30) critical values for single measures the interrater reliability for the total HKT-R score was good in previous research (ICC =0.62). Also, according to the classification of Rice and Harris (31), the predictive validity was moderate to large (2 years: AUC =0.78; 5 years: AUC =0.68) (32).



Treatment

Treatment duration for all patients (admission until census date or discharge date), admitted patients (admission date until census date), and discharged patients (admission date until discharge to a stepdown facility) was analyzed, as well as the place of discharge: stepdown facility (medium security, low security, regular psychiatric service, community care)1, prison, or other (e.g., absconding for more than 1 week or death). Place of residence at admission was also determined. For internees admitted directly from prison, the last detention period before admission to the FPC was assessed. During treatment, it was analyzed whether a patient was subjected to coercive measures, as well as the number of coercive measures. Coercive measures concerned seclusion (defined as a placement in a therefore designed, secured room, restricting the patient's freedom to leave it), chemical restraint (referred to medication that is administered against the patient's will, by force or by psychological pressure), and mechanical restraint (defined as applying any external mechanical devices for limiting the patients movement).




DATA ANALYSIS

The data analysis was performed with IBM-SPSS v. 27, Chicago IL, USA. Differences between subpopulations were tested with the Chi-square or Fisher's Exact test in the case of categorical variables, and with the independent t-test (normally distributed data) or the Mann-Whitney U test (non-normally distributed data) for continuous variables. The significance level was set at.05. Post-hoc comparisons were performed with Bonferroni correction where appropriate. There were missing data with respect to the psychiatric diagnosis (0.6%, n = 4), IQ score (26.1%; n = 171), PCL-R score (60.9%, n = 398), and the HKT-R score (17.7 %; n = 116). Valid percentages are provided throughout the text. For comparison analyses, the group of long-term patients (defined as treatment duration of 5 years or longer) was compared to the group of patients discharged to a lower level of security.



RESULTS


Descriptive Analyses of Patient Profiles

The FPC population mainly concerned a male population (97.7%, n = 639) with Belgian nationality (83.8%, n = 548). Moreover, 27 patients (4.1%) were not entitled to stay in Belgium. The mean age at first admission was 42.4 years (SD = 12.25, range = 18–77). A small minority was 65 years or older (4.4%, n = 29) or 25 years or younger (7.3%, n = 48). Intelligence scores were available in 483 files (73.9%) and showed a mean population IQ of 78.7 (SD = 17.74, range = 41–140). Nearly half of the population (44.2%, n = 289) had been previously treated in a medium security setting prior to admission in the FPC.

On average, internees were subject to 1.7 internment measures (SD = 1.26, range = 1–11). The index offenses were life offenses (18.7%, n = 122), or sexual violent offenses (26.8%, n = 175), along with other violent offenses (42.5%, n = 278), or other offenses (12.1%, n = 79). The criminal record included an average of 7.2 convictions or internment measures (SD = 7.04, range = 1–45). A minority was regarded as first offenders (15%, n = 98).

The primary DSM diagnoses were psychotic disorders (35.7%, n = 232), personality disorders (34.8%, n = 226), paraphilic disorders (14.0%, n = 91) and other disorders (15.5%, n = 101). On average, 3.6 DSM diagnoses per internee were classified (SD = 1.71, range = 1–10). When all diagnoses were considered, in 63.8% (n = 415) there was a personality disorder, 59.8% (n = 389) a substance misuse problem, 22.5% showed intellectual disability (n = 146), and 23.1% (n = 150) showed a paraphilic disorder.

The PCL-R total mean score in the assessed population (39.1%, n = 256) was 24.6 (SD = 7.39, range = 5.0–37.9). More than half (54.3%, n = 139) of the screened population had a PCL-R total score of 25 or greater and a third (32.0%, n = 82) had a score of 30 or greater. The mean HKT-R total score was 64.0 (SD = 16.63, range = 12.36–106.00) during treatment and 73.0 (SD = 16.10, range = 15.45–109.18) during immediate release. The risk of new violent crimes in- and outside the treatment center was estimated as high in the majority of the population (71.4– 86.8%), based on the HKT-R.



Characteristics of Admissions and Discharges

Most patients were admitted in FPC Ghent (66.5%, n = 435), followed by FPC Antwerp (33.5%, n = 219). Nearly the entire population (99.2%, n = 649) was admitted from prison; the other five internees were transferred from lower security settings. The time in prison prior to FPC admission was 1745.5 days or 4.8 years (SD = 2040.73, range = 3–11,212). Over a quarter (28.8%, n = 187) stayed in detention for more than 5 years and 14.8% (n = 96) for more than 10 years. The mean length of stay for the total population until the census date was 1,033.7 days or 2.8 years (SD = 575.59, range 1–2,191).

On the census date (16.11.2020), 393 patients (60.1%) remained in treatment and 261 patients (39.9%) were discharged. Discharged patients were those who completed treatment and were discharged to a lower security level (n = 202), and other patients that no longer resided in FPC for other reasons, e.g,. deseased during treatment or sent back to prison. Of the referrals to prison, one was by court decision ex officio, to be subsequently deported to his country of origin (Iraq). A transferal to prison was requested by the FPC due to delayed treatments, combined with continued threatening behavior in two cases, while in the other 13 cases after a serious physically violent incident in which the safety of personnel could no longer be guaranteed. Table 1 shows more details on all discharged patients.


Table 1. Discharged patients at census date.

[image: Table 1]

The mean duration of treatment in the patients discharged to a lower security level was 1,070.4 days or 2.9 years (SD = 468.50, range = 39–2,143). Those discharged to a lower security level mainly occurred to residential settings (89.1%) and to a much lesser extent to the community (10.9%). More than half of the 202 discharged patients (53.5%) were sent to a medium security facility. Other patients were referred to a low security facility (24.3%), a general psychiatric facility (11.4%), or a community setting (10.9%) (see Table 1 for details). The mean duration of treatment for patients still in treatment at census date was 1,067.2 days or 2.9 years (SD = 617.30 days, range = 1–2,191). During treatment, coercive measures were imposed on half of the population (49.4%). On average this concerned 3.2 coercive measures (SD = 7.03, range = 0–74).



Long-Term Patients

At the census date, 393 patients were in treatment. One fifth of this population (20.4%, n = 80/393) were in treatment for more than 5 years. Table 2 summarizes characteristics of the long-term population vs. the discharged group, along with some discernible differences. On the clinical level, there was a difference in patients with a personality disorder [[image: image] = 6.49, p = 0.01], IQ score (U = 4040.50, z = −1.99, p = 0.05), and the PCL-R total score (U = 747.50, z = −3.80, p < 0.001). At the judicial level, the length of prior detention differed (U = 5264.50, z = −4.56, p < 0.001). In terms of risk assessment, there was a difference in total HKT-R scores [t(200) = 5.23, p < 0.001 and t(199) = 5.69, p < 0.001]. More coercive measures were found in the long-term group [[image: image] = 17.77, p < 0.001] more frequently (U = 5483.00, z = −4.75, p < 0.001), but there were no differences found in demographic variables.


Table 2. Characteristics patients discharged after treatment completion versus long-term patients.
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DISCUSSION


Descriptive Analyses of Patient Profiles

The first objective of the present study was to provide a description of the high security population in Flemish FPCs. In terms of age, nationality, gender, average intelligence, and previous admission to a medium security setting, these data were in line with previous research on medium security internees, and largely in line with high security populations in other countries (4, 8, 18, 33). We found some patients with an illegal residence status, constituting a small (4.1%) but problematic group. Apart from a difficult search for a suitable setting in the country of origin it is also almost impossible to transfer such patients to a less secure setting in Flanders, due to residence status and lack of access to social security.

Compared to Flemish medium security populations and most of the high security populations in Italy and England, the high proportion of violent sexual offenses was striking (3, 4). Furthermore, it was remarkable that personality disorders for a primary diagnosis constituted a third of the Flemish high security population, while in Scotland and Italy this was only the case in a minority part of the population (3, 34). In countries such as the Netherlands, where partial responsibility is used, many personality disorders were also found (35). We can only conclude that Flemish psychiatrists-judicial experts - even in a dichotomous system of accountability - are more likely to conclude that these patients were unable to control their behavior. According to De Page and Goethals (36), cultural differences may also play a role in the Belgian context. They compared diagnoses formulated for patients who had been diagnosed by clinicians of both communities and found diagnostic biases for comorbid psychotic and personality disorders. In Wallonia psychotic diagnoses were found more frequently and in Flanders this was the case for personality disorders (33). Multiple diagnoses were actually found, and a high number of substance misuse disorders were part of the current study, which is in line with other research (10, 33).

As expected, the proportion of internees with an increased degree of psychopathy and/or a high recidivism risk was higher than the medium security population (33). Psychopathy and high recidivism risk are vital, as they often form exclusion criteria in settings with lower security levels.



Characteristics of Admissions and Discharges

The second objective of the study was to provide an overview of admissions, discharges and treatment length. In Flanders, the vast majority of patients were transferred directly from prison to the FPC and referrals cannot be refused. In contrast, almost half of patients admitted in English high security settings were referred by another hospital (4, 6), and admissions can be refused (6). The time spent in prison before FPC admission was extensive, with more than a quarter in detention over 5 years. Compared to high security admissions in for example England, waiting times for admission were considerable [e.g., 0.3 years in (37)].

We anticipate that the current situation will change over the coming years, since the first high security institution only opened in 2014, such that the waiting list was extensive. We already observed a decline in detention periods. During the first 5 years, the last detention period prior to admission to FPC lasted 5.2 years (38), whereas it was 4.8 after 6 years in the current study. In the meantime, clinicians are challenged by this situation. Patients who underwent long detention periods often have attitudes which were adaptive in correctional settings (such as distrust of staff, intimidating behavior, and concealment of symptoms), but which became maladaptive once released (39). In addition, the crime analyses and therapy becomes difficult with a long period between offenses and the start of the therapy. The long waiting time for admission may further explain why the population in FPCs was older compared to those in international studies (4, 6).

The mean length of treatment for the whole group was 2.8 years, which is lower than high security settings in England (5.9 years; 18) and in the Netherlands [8 years in 2017; (40)]. Of course, high security settings in Flanders had been implemented only seven years ago.

During treatment, three patients committed suicide, which is in line with previous research. For example, in the United Kingdom, compared to the general population, the suicide risk was found to be seven times higher in male patients and over 40 times higher in female patients (5).

One of the objectives at the start of the FPCs was to keep referrals to prison as low as possible. Since this concerned only a small minority (2.4% of the total number of patients admitted), this can be considered low compared to other research (1, 2). In Flemish medium security units, nearly one third of patients failed to complete the inpatient forensic treatment programme established to reduce recidivism in violent offenders, even though they were aware of the fact that non-completion would result in a return to prison due to breach of judicial conditions (41). This is worrysome, because non-completion of treatment is related to elevated levels of reoffending, even compared to offenders that were not offered treatment at all (42).

After completed treatments in FPC, the data showed that almost a third of the population (30.9%) could be discharged with a positive recommendation. As is customary in other settings, most discharges were made to a medium security institution. According to Jamieson and Taylor (4), this had more to do with a shortage of settings with lower security and certain clinical preferences, vs. an actual security need: this hypothesis could not be tested in the current study.



Long-Term Patients

The third objective of the study was to gain more insight into long-term patients. As such, this group was compared to the discharge group, who had already completed treatment.

Treatment length in high security should be as long as needed, but also as short as possible, the goal being a transfer to a less secure setting. However, we identified a group of 80 patients who had remained over 5 years at the census date. At the start of the FPC, treatment duration of 3 to 4 years was anticipated. Six years later, it became clear that this target was not realistic for a subpopulation. Some patients take a longer time to progress, while others will remain too high a risk to be discharged. In other countries (the Netherlands and Germany) such patients are referred to other settings, with less focus on continued treatment and more on care and quality of life in a high security setting. The first high security longstay facility in Flanders will be built in the coming years.

In long-term patients, we found more comorbid personality disorders, higher psychopathy scores, longer detention periods, higher estimated risk of recidivism, and more coercive measures were used. These findings are in line with expectations. Length of stay was associated to seclusion during treatment (43). In the report of the National Institute for Mental Health, patients with a personality disorder were often considered untreatable and difficult to manage in both mainstream and forensic care (44). It was questioned whether personality pathology - demanding significant treatment – can be met in secure settings (18). In addition, patients with a high degree of psychopathy are known to make less progress in treatment, causing more incidents and less likely to be resocialized (41, 45). Long-term patients had a higher mean IQ vs. discharged patients in our study, whereas mixed results have been found in the literature for treatment length in intellectually disabled patients (11, 46). Since we did not find a difference with respect to the number of intellectually disabled patients, and more than a quarter of the patients were not tested for IQ, our findings must be interpreted with caution.



Limitations

One strength of the current study is that the total population in high security settings in Flanders was analyzed. Yet, there still are internees with a high security profile in prison on the waiting list, which indicates that no definitive statements can be made about the entire high security population. Another limitation in the study was inherent to its retrospective nature. It was only possible to rely on information that was already collected in treatment, resulting in missing data. This may have biased results regarding intelligence scores, psychopathy, and risk level. In terms of risk assessment, the amount of missing HKT-R data can be explained by a relatively short hospital stay for a number of patients, and also due to a different risk assessment instrument used for sex offenders.




CONCLUSION

In Flanders, there was great need for high security beds over the last few decades, with FPCs filling this link. In our study, we described the profile of admitted patients, determined how their treatment proceeded, and focused on the subgroup of long-term patients. Based on our study, we can conclude that high security internees were those with complex needs, clinically and judicially. The prototypical high security internee is a middle-aged Belgian man, interned after committing a violent crime, having multiple and complex psychiatric problems and a history of serious delinquent behavior. Due to circumstances in Flanders, admission to FPCs occur after a long detention period, making treatment more difficult.

Comparing international forensic psychiatric populations remains difficult. Important differences with regard to the legal system, the organization of forensic psychiatric care, characteristics of local patient groups, and local available treatment facilities all play a key role. Nevertheless, some important differences stand out. The Flemish population is characterized by a high proportion of sex offenders as well as a high proportion of personality-disordered patients. It is this last group, and the group with elevated psychopathy traits, who remain for longer than expected and is difficult to resocialize. The FPCs were established with a goal of resocializing every patient eligible for treatment. After 6 years, treatment was successful for almost one in three internees. However, for another part of the population, resocialization would go less smoothly. In future research, we must distinguish two groups of long-term residents: first, a group who needs long-term treatment, yet is still within the scope of reduced crime risk, enabling transfer at a later stage; second, a group who is treatment-resistant with little prospect of recovery or release while remaining at high risk of reoffending. This last group of so-called longstay patients is difficult to manage in a treatment facility. Many European countries face similar problems despite formal (separate services for longstay patients) or informal care (17). In our view, strict criteria are needed to identify longstay patients, who are best managed in separate longstay institutions that focus on care and quality of life within a restricted environment.
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FOOTNOTES

1This classification was made, not based on research, but on structural and procedural security institutions currently used, according to the researchers' estimate, not intended as a definitive classification of security level.
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