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ABSTRACT

Introduction: In Belgium, offenders who are deemed criminallyesonsible for their
criminal actions because of mental illness or lattlial disability are subject to a specific
safety measurwith the dual objective of protecting society arrdyiding mandated care to
the offender. While Belgian law requires that offers who are deemed criminally
irresponsible should be in a hospital, clinic dnestappropriate institution outside of prison,
in practice about one third of all such offendei eside in prison. Whether imprisoned or
living in settings outside prison, there is a deart knowledge on the characteristics of the
aging population among the criminally irresponsitiienders.

Objective: This paper aimed to explore the characteristiceldér offenders categorized as
criminally irresponsible in Flanders (northern Befg) with a focus on the differences
between imprisoned older offenders deemed crinyinakksponsible and their peers who are
residing outside prison.

Method: A retrospective case note study of all offenddgemed criminally irresponsible, >
60 years of age (n=174), was conducted in the @ammissions of Social Defense, which
implement the procedure in the case of those deammgdnally irresponsible in Flanders.
The files were screened for (1) demographic charestics, (2) criminal history as well as (3)
mental and physical health issues.

Results: One-fourth of the population were > 70 years oé.ag30.5% were in prison.
Compared to their non-imprisoned peers, the impeadooffenders had a history of having
committed more serious violent crimes towards pessuch as homicides and sexual crimes.
In addition, imprisoned older offenders categorizad criminally irresponsible are
characterized more explicitly by personality tréitat are likely to reduce their chances of

being transferred to more appropriate settingh@écommunity.



Implications. A comprehensive and systematic screening of llérooffenders deemed
criminally irresponsible with regard to health neexhd social functioning, including age-
related deterioration, alcoholism, and other cawdesocial disadvantages, is warranted to

detect potentially hidden problems.

KEYWORDS: older, elderly, offenders, characteristics, miytid, legal insanity, insanity
defense, criminal responsibility.

1 INTRODUCTION
A heightened interest in the aging of offenders Ib@sn noted in many Western countries,

mainly because of the high costs associated wighrelgted health care among the growing
population of older prisoner€hiu, 2010) The increase of imprisoned older offenders may
be partly explained by the aging of society, butynaéso have been exacerbated by the
excessive use of punitive sentencing practicebenp@st, e.g., ‘the three strikes and you are
out law’ in the USA (Fellner, 2012Althoughthere is anoticeable difference in the growth of
the population between the USA (16.5% > 50 yearags, according to Kim & Peterson,
2014) and most other Western countries [e.g., 18%JK (House of Commons Justice
Committee, 2013)], aging in prisons is an incnegsioncern (Aday, 2013).

Consequently, correctional systems are challengeatitiress age-related problems, such as
dementia (Maschi, Morgen, Zgoba, Courtney, & Rist@®11), and other needs, such as age
appropriate accommodation and social isolation @daurns, Turnbull, & Shaw, 2013).
Internationally, most contemporary legal systent®iporate the principle ofégal insanity

for offenders diagnosed with mental disorders &&i Meynen, 2014). According to this
principle, offenders should be provided with apprate care where they are either unable, or
can only to a certain degree, be held criminallgpomsible for their offences (Penney,

Morgan, & Simpson, 2013).



In this context, the Belgian law applies a dichotwed model in which offenders are
considered either fully responsible or fully irreggible for their criminal acts (Protais, 2014).
In cases where individuals have the legal capaeitye responsible for their crimes, offenders
can be found guilty by a judge or court and in scabes are subjected to a sentence, which is
— in case of imprisonment — predetermined in ti@e the other hand, criminal offenders who
are evaluated by an expert-psychiatrist during itheestigation process and found to be
criminally irresponsible become subject to the aled “measure of internment”, which is
indeterminate in time (Vandevelde, Soyez, VandekelBe De Smet, Boers & Broekaert,
2011). This judicial measure is aimed (1) at sadeding society against dangerous offenders
and — at the same time — (2) at treating the o#enavho are considered as patients or as
persons who should be supported, due to mentasslnor intellectual disabilities (Van
Assche, 2013). Up until now, the Commission of 8bbiefense (CSD) is responsible for the
implementation and evaluation of the measure wheans that it is the Commission’s
prerogative to decide on where the offender isrrefeto (Cosyns, 2005)The CSD also
decides on the duration and termination of the omeadased on an evaluation of the ‘social
dangerousness’ of the individual and an improvenmerihe condition (e.g. the psychiatric
illness) on which the measure is bagd@ndevelde et al., 2011)Given the insufficient
capacity of (forensic) care facilities in Belgiunmany offenders deemed criminally
irresponsible are sent to prison, often withoutssaiitial care provision (Vandevelde et. al.,
2011). In 2011, 28.3% (n= 1,158) of all Belgianeoifilers deemed criminally irresponsible
(n= 4093) were imprisoned in regular prisaiMoens & Pauwelyn, 2012)Furthermore,
45.2% (n=2,255) of the offenders deemed criminaitgsponsible were managed within
probation services, either living independently redme, or in other services such as
specialized forensic units, regular mental heathe csettings or facilities for people with

intellectual disabilities (Moens & Pauwelyn, 201Because of the precarious living



conditions of imprisoned offenders deemed crinlynigtesponsible and the expectation that
care provision outside prisons could not be created short amount of time, imprisoned
offenders deemed criminally irresponsible have mgrarated in most prisons from the other
prisoners and since 2007 they have been looked aftesmall multidisciplinary care teams.
However, it cannot be ignored that these care teamseriously understaffed in number and
are only capable of dealing with the most immedete basic care needs. Despite some
additional initiatives that have been undertakesdme prisons e.g. for those with intellectual
disabilities (Vanden Hende, Caris & De Block-Bu(2005), the overall situation of those
offenders deemed criminally irresponsible accomrtemlain prison still remains at a
substandard level; a situation for which Belgiuns hepeatedly been criticized by the
European Court of Human Rights (ECHR).

At the time of the present study (2011), the Flénpspulation (the Dutch-speaking part of
Belgium) of offenders deemed criminally irrespotsibumbered 1962 (Moens & Pauwelyn,
2012), of whom 8.9% were > 60 years of age (n=1T7H¢ main aim of the present study is to
describe the situation of older offenders deemaemhially irresponsible in Flanders with
respect to (1) demographic characteristics; (2nerhistory; and (3) mental and physical
health issues. As a substantial number of offendeesned criminally irresponsible reside in
prison and because a prison environment is not ideresl to be the most suitable
environment for treatment, we have compared thbaeacteristics for imprisoned offenders
deemed criminally irresponsible and their non-irepnied counterparts. As this is — to our
knowledge — one of the first studies that tackles tquestion, the article reports on
information that has not been available up untivntm the discussion, we will reflect on the
most pertinent findings, and make recommendationsaw meeting the dual mandate which
requires the provision of appropriate care to olckeminally irresponsible offenders, while

simultaneously protecting society, could be mordinoglly delivered in Belgium and



internationally. Specific attention will be givea what we could learn from the differences

between imprisoned and non-imprisoned older critlyimaesponsible offenders.

2 METHOD

2.1 Setting and participants
A retrospective case note study of older offend#gemed criminally irresponsible was

conducted in the four CSDs in Flanders, which ataldished in the regional cities of Ghent,
Brussels, Antwerp, and Leuven. The Commissionsietadats manage the files in which
information from various sources is recorded, eegmpliance with probation rules, periodic
social reports, police reports, observation repgsychological reports, and notifications of
transfers or absence without permission. The C3d@stall judicial decisions concerning
alterations in the probation rules, changes inctire trajectory, and if applicable, cessation of
the status of criminal irresponsibility based oesth files.

The inclusion criteria for the study were as folfovt) case files of persons subjected to the
measure of legal insanity at the time of the staahgl 2) those > 60 years of age.

2.2 Procedure and instruments

Since there is n@entral data management system across the four @SBknders, the
relevant files were manually extracted from theed@ss in each of the four CSD secretariats.
Between December 2010 and January 2011, the fila ©74 offenders deemed criminally
irresponsible_> 60 years of age were identified.c@debook of 112 items was created
comprising socio-demographic characteristics, arahihistory factors, and psychiatric as
well as the physical health issues of the offendEng codebook was digitalized using Snap
survey software, (Snapsurveys, London, UK - ver8oap 10 Professional, 2014). Although
Snap is primarily intended as an online web appboa it was used in this study as a

standalone data input system on a laptop. Theatligiputting of data was carried out on site



by the first author. This procedure enabled a aoergrand uniform process of data collection

and any chances of input errors were minimized.

2.3 Data analysis
Descriptive statistics (frequencies and crosstale applied to map the characteristics of

the older offenders deemed criminally irresponsilidi-square statistics were used to
evaluate the differences between older imprisonadl @on-imprisoned offenders deemed
criminally irresponsible at a bivariate level. Alhalyses were performed in SPSS 20.0 using a
statistical significance threshold of p<0.05. e tresults section of this paper, statistically

significant results have been indicated in theeslbly the symbol * .

2.4 Ethical considerations
Ethical approval (B.U.N. 14320109752) from the EshiCommittee of the University

Hospital of the Vrije Universiteit Brussel (Free idersity of Brussels) was obtained, as well
as authorization from the Belgian Federal PublicviBe for Justice to conduct the study.
Only the first author had access to the records datd were analyzed confidentially and

reported anonymously.

3 RESULTS

3.1 Demographic characteristics

Of the 174 offenders in this study, sixty-eight .(B®) were accommodated in institutional
care facilities outside of prison settings, of wheB7% (n=37) were in specialized geriatric

facilities and 45.3% (n=31) were in mental healtttec Nearly one-third of the offenders



(30.5% [n= 53]) were still imprisoned and 29.9% (52) lived at home. In one case, the

current place of residence was unclear.

In Table 1, the demographic characteristics of mladgfenders deemed criminally
irresponsible are summarized. The population waslyjneale (90.1%), with a mean age of
approximately 67 years. Most of the older offendigemed criminally irresponsible were of
Belgian nationality (95.9%). The majority were pgoeducated; indeed, > 50% of the
offenders had only completed a primary educatioorddver, in 29.9% of the files, functional
illiteracy and/or problems in calculating were repd. None of the differences between 10s
and NIOs were statistical significant in Table 1.

Table 1. Demographic characteristics of older imprisoned (10s) and non-imprisoned
offenders deemed criminally irresponsible (N1 Os)

10 NIO Total
% N % | N % N
53 110 173
Age 60—69 years 774 | 41 |74.2 89| 75.1| 130
70-79 years 20.8| 11| 20| 24| 20.2| 35
80 years of age and older 1.9 1 |58 7| 4.6 8
Gender Female 57 3 | 11.7 14| 9.9 17
Male 943 | 50 | 88.3106| 90.1| 156
Nationality | Belgian 925| 49 | 95.8115| 94.8| 164
Other 57 3 33 4 4.0 7
Unknown 1.9 1 08| 1 1.2 2
Marital 7.5 4 1208 25| 16.8| 29
status Married
Never married 43.4 | 23 | 33.340 | 36.4| 63
Divorced 396 | 21| 35042 | 36.4, 63
Widowed 3.8 2 8.3] 10| 6.9 12
Other 0 0 3.8 2 1.2 2
Unknown 57 3 08| 1 2.9 4
Highest level | 5oy education 56.6| 30 |56.7| 68 | 56.6| 98
of education
Secondary education 35.8| 19 |24.2] 29 | 27.7| 48




Higher education 3.8 2 19211 ] 75 13
Adult education 0 0 5| 6 | 35 6
Unknown 3.8 2 5 6 | 4.6 8
Employment | Skilled employment 422 | 19 |43.6] 48 | 43.2| 67
Unskilled employment 51.1| 23 |46.4| 51 | 47.7| 74
Executive / higher managem¢ 4.4 2 |64 7 | 51 9
Army 2.2 1 (36 4| 29 5
Other 0 O |18| 2 | 1.3 2

* p<0.05

Table 2 shows the negative life events experiermealder offenders deemed criminally
irresponsible. Only the prevalence rates of > 10&tshown. Generally, it appears that about
three in four of the older offenders deemed crintynaresponsible experienced physically or
mentally threatening living conditions at a yourgeg< 18 years). Psychological violence
and neglect, physical violence, domestic violendniw the family, and alcoholism of the

parents was prevalent in at least one-fifth of¢hses. More than one in three of the sample

had at least one period in institutional care dychildhood.

Table 2. Negative life events experienced by older imprisoned (IOs) and non-imprisoned

criminally irresponsible offenders (NI Os)

1O NIO Total

% |N| % | N | % N
Negative life experiences (<18 years) 53 116 169
No obvious negative life experiences 226114 25 | 29| 243 41

reported

Psychological neglect 30.2 | 1619.8| 23 (23.1] 39
Physical violence 26.4 | 1419.8| 23 (21.9| 37
Domestic violence — many conflicts 22.6 | 1220.7| 24 |21.3| 36
Alcoholism — parents 18.9 |1 1020.8| 25 [20.2| 35
Sexual abuse 13.2| 7| 15.5 18 |14.7| 25
« Sexual abuse by others 75 | 4|11.2 13 |10.0] 17

» Sexual abuse by own parents 57 | 3| 43| 5|47| 8
Repression of the child 15.1 | 8| 14.91 17 |14.7| 25
Death of one or both parents 13.2| 7| 14.7 17 |14.1] 24
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Physical neglect 11.3 12.1 14 {11.8] 20

Unknown/unreliable reporting 17 8.6| 10|11.2| 19

Psychiatric ilinesses involving parents | 11.3 10.3 12 {10.6] 18

Psychiatric illnesses involving siblings 7.5 12.1 14 |10.6| 18

glhlo|Olo

Child labor 9.4 10.3 12 {10.0| 17

Institutions during childhood (<18 years)

No history of institutional admissions |[60.4 | 3270.9/83 |67.6| 115

Institution for special youth care 13.2| 7] 10.3 12 |11.2] 19
Boarding school 11.3| 6] 11.1 13 |11.2| 19
Reformatory school 11.3| 6| 6 7176] 13
Unknown 11.3| 6| 6 7176] 13
Child and adolescent psychiatry 75 | 4| 68| 8|71 12
Adult psychiatry 38 | 2| 6 7153 9
Service for persons with a disability 75 | 4| 43| 5|53 9

* p<0.05

With respect to negative life events, no statiflifcsignificant differences emerged between
IOs and NIOs. Nevertheless it seems that I0Os espeed more psychological neglect (10,
30.2% vs. NIO, 19.8%) and had a more substant&biy of institutional admissions than

NIOs (10, 39.6% vs. NIO, 29.1%).

3.2 Crime History

Table 3 presents an overview of offences commatdéast once during the lifetime of these
offenders. Sexual offences were the most prevaileith, approximately 55.5% of all older

offenders deemed criminally irresponsible havingiootted rape and violent sexual offences
and approximately 38.2% having a history of indé@ssault without violence at least once
in their lifetime. Minors were the most prevalenctims. Within the sample, 31.2%

committed at least one sexual offence against mitloey knew, 27.2% committed at least
one offence against minors who they did not knomd &6.2% committed a sexual crime

against a minor in their own family.
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In nearly 13% of the cases, unequivocal referetxelinquency underl8 years of age were
found in the case files. Within the sample 63.2%ady had a criminal record before the
current measure legal insanity, including 26.4% \whd been the subject of at least one other
measure of legal insanity previously. The mean turaof the current measure of legal
insanity was 13.7 years (SD= 11.9 years, median& $8ars, minimum = 0.0 years, and
maximum = 44.7 years).

The mean age at the first conviction was 40.1 y¢8F3, 13.8 years, median, 39.0 years,
minimum 16.0 years, and maximum=85.0 years). 35M&e > 50 years of age when they
were convicted for the first time. The proportidificst-time offenders > 60 years of age was
16.7% and 2.9% for those > 70 years of age.

Recidivism seemed to be a feature of the cohorthat several of the cohort continued to
commit crimes at an older age; specifically, 33.aP4he sample were condemned for new
offences when they were between 50 and 61 yearagef with approximately 25.6%
condemned for new offences when they were > 6Csyafaage.

Table 3. Offences committed at least once during lifetime by older imprisoned (10s) and
non-imprisoned criminal irresponsible offenders (N1 Os)

10 NIO Total

% [N| % | N % N

53 120 173
Rape and indecent assault by violence* 81.1/43|44.2| 53| 55.5| 96
Theft 52.8/28/41.7/ 50 | 45.1| 78
Indecent assault and sexual offences without vaglen 45.3| 24| 35.0] 42 | 38.2 | 66
Battery and violence to persons 43.4/23|29.2 35| 33.5| 58
Defamation, slander, and insults 32.1/17/30.0 36 | 30.6 | 53
Homicide 24.5/13/16.7) 20| 19.1| 33
Fraud and dishonesty 18.9/10(15.8/ 19| 16.8 | 29
Attempted homicide* 22.6/12/10.8) 13| 145 | 25
Destruction or damage to property 13.2) 7 |11.7) 14| 121 | 21
lllegal possession of arms 9415|9211 9.2 16
Arson* 170{ 9| 5.0, 6 5.8 10
Drug-related offences 38|12 |17 2| 35 6
Type of victim of sexual offences % |[N| % | N % N
53 120 173
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Minor, no family, victim known* 47.2125(24.2 29| 31.2| 54
Minor, no family, victim unknown 28.3/15|26.7| 32| 27.2| 47
Minor within a family* 28.3/15/10.8) 13| 16.2| 28
Adult, no family, victim known 15.1| 8 | 8.3| 10| 10.4| 18
Adult, no family, victim unknown 1709 | 75| 9| 10.4| 18
Adult within a family* 1709 | 58| 7| 9.2 16
* p<0.05

Older 10s committed sexual offences with violencerenoften than NIOs (10, 81.1% vs.
NIO, 44.2%); X (1, N = 173) = 20.34, p= .00001., and withoutletme (10, 45.3% vs.
NIO, 35.0%); ¥ (1, N=173) = 1.65, p= 0.11, NS). The most strikiegults concern sexual
offences towards minors where the victim was knoavthe perpetrator (10, 47.2% vs. NIO,
4.2%); ¥ (1, N = 173) = 9.06 , p = .003. and towards nsnwithin the family (10, 28.3%
vs. NIO, 10.8%); X2 (1, N = 173) = 8,27, p= .00%hose IOs convicted of serious violent
crimes were more frequently imprisoned due to batied violence to persons (IO, 43.4% vs.
NIO, 29.2%); ¥ (1, N = 173) = 3.34, p = 0.07, NS, homicide,(B2.5% vs. NIO, 16.7%);
X? (1, N = 173) = 1.47, p = 0.23., NS, and attemtechicide (10, 22.6% vs. NIO, 10.8%);
X? (1, N = 173) = 4.15, p = 0.04. than NIOs. Arsors\aiso a more frequently reported crime

among |0s (17.0%) than NIOs (5.09%) (1, N = 173) = 6.66, p= .001.

3.3 Health

3.3.1 Physical health

Although not all files contained systematically-weted information about the health status of
the sample, the presence of physical disorders thenpast could be retrieved in many cases,
e.g., from the reports carried out by psychiatrstssocial workers. In Table 4, physical
disorders before and after 50 years of age arertezpd@only prevalence figures > 5% are

included). Age-related disorders, such as diabetegjiovascular and lung disorders are

13



reported to a greater extent later in life (aftér yeears of age), whereas traumatic brain

injuries and bone fractures were reported moreugatly in those under 50 years of age.
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Table 4. Physical health problems of older imprisoned (1O0s) and non-imprisoned
criminal irresponsible offenders (NI Os)

< 50 years of age

> 50 years of age

10 NIO Total 10 NIO Total
% N % N % N % N % N % N
53 120 173 53 120 173

Diabetes 5.7 3 4.2 5 4.6 8 75 ) 11.24 | 10.4| 18
Epilepsy 7.5 4 5 6 5.8 10 3.8 Y, 5 6 4, 8
Brain injury 13.2| 7 92| 11| 104 18 | 19 1 0 0 0.6 1
(external trauma)
Brain damage 1.9 1 5 6 4 7 7.5 4 83 10 8[1 14
alcohol/drugs
Cardiovascular— | 5.7 3 0 0 1.7 3| 1183 6 |14.2| 17 | 13.3| 23
cholesterol
Cardiovascular —| 1.9 1 1.7 2 1.7 3 7.5 4 83 10 8 14
stroke
Cardiovascular —| 3.8 2 3.3 4 3.5 6| 118 6 | 24.2| 29 | 20.2| 35
high blood
pressure
>50*
Bone fractures 15.1| 8 4.2 5 7.5 13 0 0 5.8 7 4.0 7
<50*
Respiratory 0 0 2.5 3 1.7 3 3.8 2 88 10 © 12
diseases
(excluding cancer
and tbc)
Tuberculosis 5.7 3 5 6 5.2 9 d ( 0.8 i 0.6 1
* p<0.05

The number of older criminally irresponsible 10smgmared with NIOs was small and did not

reveal any statistical significant results. Nevelglss, it appears that older criminally

irresponsible 10s experienced somewhat more bometuires before 50 years of age (IO,

15.1% vs. NIO, 4.2%); X(1, N = 173) =6.32, p= .001. Conversely, hypesien (10, 11.3%

vs. NIO, 24.2%); X (1, N = 173) = 3.76, p = 0.05. NS and lung dissd#®, 3.8% vs. NIO,

8.3%) N.S. were less frequently among 10s than aniNI©Ds.

3.3.2 Mental health

Currently the judicial classification that applisoffenders deemed criminally irresponsible

in Belgium remains based on legislation that d&tas the 1930’s. As a result, archaic Dutch

15



terminology is still in use nowadays and therefeeehad to customize the terminology into
the contemporary interpretation of the three caiegaused (table 5). (1) It appears that the
majority (60.9%) of the older offenders deemed aratly irresponsible have been declared
criminal irresponsible for ‘miscellaneous’ reaso(), one fifth (21.8%) because of mental
illness and (3) one in five (20.7%) due to intdiledly disability. Specific definitions of these
categories are non-existent according to Van Ass@®3). However, according to
Casselman et al. p41 (1997), the category ‘miscetias’ comprises a heterogeneous group
of disorders that lead to ‘abnormal aggressiveeapsasly irresponsible behavior’. In practice,
this includes personality disorders, psychopatligiaion problems, sexual disorders, and
psycho-organic disorders. Mental illness refersthe presence of distinct psychiatric
disorders that affect the sense of reality, e.gychpotic disorders with hallucinations and

delusions. According to the same authors, inteledadisability is defined by 1Q < 70.

In addition to the judicial classification, eachpert psychiatric report in the case files
included a reference to either a broad typologymblems (e.g. intellectual disability or
psychiatric disorder) or a range of manifestatiamfisbehaviors or symptoms, which are
summarized in Table 5. In the vast majority of saspecific DSM classifications appeared
absent, i.e., in 91.3% and 94.2% of the cases ks A (main diagnoses, such as depression
and schizophrenia) and Axis 2 (personality disaadsuch as borderline personality disorder
or antisocial personality disorder), respectivelystead, psychiatric manifestations were
described in a non-standardized jargon as presémt€dble 5 (i.e., mental health problems

and personality traits and behaviors).

Tableb. Psychiatric characteristics of older imprisoned (10s) and non-imprisoned
offenders deemed criminally irresponsikil Os)

10 NIO Total
% | N| % | N| %| N
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Judicial classification legal insanity 51 116 167
Intellectual disability (1Q < 70) 216 11 | 21.6/ 25 | 20.7| 36
Psychiatric illnesses 15.7) 8 | 25.0/ 29 | 21.8] 37
Miscellaneous 62.7| 32 | 53.4] 62 | 60.9| 94
Mental health problems 51 113 164
Psychotic disorders 47|124 | 48.7| 55 | 48.2| 79
Alcoholism 23.5| 12 | 28.3] 32 | 26.8| 44
Sexual disorders 29415 | 16.8| 19 | 20.7| 34
Personality disorder@) 23.5| 12 | 124/ 14 | 15.2| 25
Psychopathy* 235 12 | 71 8 | 12.2 20
No specific psychiatric disorder described 1.8 | 12.4| 14 | 12.2] 20
Brain damage by substance abuse* 17.6 7.1 8 | 104 17
Others 78| 4 | 115 13 | 10.4| 17
Mood disorders 5.9 3| 10612 | 9.1| 15
Brain damage by accident 9,8 5.3 6 6.7
Dementia 0.0 0 4.4 5 2.4 4
Number of diagnoses 51 113 164
1 451|123 | 53.1 60 | 50.6 83
2 or more 549 |28 | 46.9 53 | 49.4 81
Per sonality traits and behavior 53 120 173
Poor self-insight* 86.8| 46 | 67.5| 81 | 74.0| 128
Impulsive behavior and tempers 64.2| 34 | 53.3| 64 | 56.6/ 98
Lack of remorse* 71.7| 38 42.5| 51 51.4, 89
Paranoid thoughts 35.8| 19 | 39.2| 47 | 38.2| 66
Poor social skills 453 24 | 32.5 39 | 36.4| 63
Immature behavior* 47.2| 25 30.8| 37 35.8] 62
Over assessing own abilities 35.8| 19 | 32.5] 39 | 33.5] 58
Lack of empathy* 45.3| 24 | 26.7| 32 | 32.4| 56
Sexual disinhibited behavior 37.7| 20 | 29.2| 35 | 31.8] 55
Aggression — verbal 39.6| 21 | 25.0/ 30 | 29.5| 51
Egoistic attitude* 39.6| 21 | 23.3| 28 | 28.3| 49
Aggression — physical* 39.6| 21 | 21.7| 26 | 27.2| 47
Manipulative behavior* 37.7| 20 | 21.7) 26 | 26.6] 46
Lack of responsibility* 37.7) 20 | 21.7) 26 | 26.6| 46
Histrionic — demanding behavior 28.3| 15 | 25.0/ 30 | 26.0| 45
Provocative behavior* 37.7) 20 | 20.8| 25 | 26.0| 45
Easily influenced by others 22.6| 12 | 20.0| 24 | 20.8| 36
Emotional insensitivity 26.4| 14 | 158/ 19 | 19.1] 33
Disinhibited behavior 20.8| 11 | 15.8| 19 | 17.3] 30

(1) Other than psychopathy and other than personasityrders with psychotic symptoms

17
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* p<0.05

Psychotic disorders appear to affect nearly halthef older offenders deemed criminally
irresponsible. Alcoholism was diagnosed in onettowf the sample and brain damage by
substance abuse in one of ten older offenders diermainally irresponsible. Alcoholism, as

a psychiatric illness, has been reported far lesguently compared to the problematic ever-
use of alcohol, which occurred in 60.3% of the sade contrast, the misuse or abuse of
illegal substances was much lower. The three higiaéss that could be retrieved were 4.6%
for cannabis, followed by 3.6% for illegal sedatieigs (e.g. heroin), and 2.9% for illegal

stimulant drugs (e.g. cocaine, amphetamines). $eks@ders were diagnosed in one-fifth of
the cases. Approximately half of the older offesddeemed criminally irresponsible were

diagnosed with two or more comorbid psychiatricdibans.

Most expert psychiatric reports also contained wugisons of personality traits which
characterize the daily functioning at the time loé f{psychiatric assessment of those in the
sample. Poor self-insight and impulsive behavioreatbe two most prevalent characteristics
(Table 5). It also became apparent from the adthtimotes that in nearly one in five cases
(17.8%) that initially reported negative persomnatitaits and problematic behavior from the
past, these manifestations had become milder over t

In terms of mental health problems, older crimypaliesponsible I0s were more commonly
diagnosed with sexual disorders (10, 28.8% vs. NIRB%); X (1, N = 164) =3.39, p = 0
.07, NS, personality disorders (10, 23.1% vs. NID,8%); X (1, N = 164) = 3.27, p = 0.07.
NS., psychopathy (10, 23.1% vs. NIO, 6.7%Y: (4, N = 164) = 8.88, p = 0.003. and brain
damage by substance abuse (10, 17.6% vs. NIO, 7X9%), N = 164) =4.22, p = 0.04. than

NIOs.
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For all items, older I0s were more frequently digsmat as having negative personality traits
and behaviors than NIOs. For example, having ldangpathy (10, 45.3% vs. NIO, 26.7%);
X2 (1, N = 173) =5.82, p = 0.02. and a lack of reradt®, 71.7% vs. NIO, 42.5%):%(1, N

= 173) = 12.55, p= 0.0004., verbal aggression 8@6% vs. NIO 25.0%); ¥(1, N = 173) =
3.78, p = 0.051. NS. and physical aggression (806 8s. NIO, 21.7); X(1, N = 173) =5.99,

p = 0.01.

4 DISCUSSION
This study indicates that older offenders deemadically irresponsible can be considered as

a heterogeneous population in many respects. lapibyt it was observed that one-third of
the older offenders deemed criminally irresponsiviere still accommodated in a prison
setting where the provision of mental health car@fien inadequate. Notwithstanding the
descriptive design, this study revealed a numbeliftdrences between older imprisoned and
non-imprisoned offenders deemed criminally irrespole. Firstly, according to our results
about the nature of offences committed at lease dnclifetime, the population of older
imprisoned offenders deemed criminally irresporesiblas represented to a higher extent
compared to non-imprisoned peers in each catedtwy.most striking differences are related
to the serious violent crimes towards others, sashhomicides and sexual crimes. This
discrepancy between groups may be explained byatttethat in Flanders no forensic care
facilities for high-risk offenders existed at th@é¢ of this study. High-risk offenders are often
not accepted in forensic care based on exclusiterier that include psychopathy, sexual
disorders, and/or sexual crimes, psycho-organiordess, serious addiction problems, poor
self-insight, and poor cognitive abilities (Baeief014).

Our results indicate that most of these exclusioierea match with characteristics that are
more prevalent in the imprisoned population of old#fenders deemed criminally

irresponsible. Consequently, we may assume thabnigtthe lack of available places, but
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also non-corresponding client profiles reduce thatment opportunities for older mentally ill

offenders.

4.1 Demographic characteristics
Nearly 40% of the older offenders deemed crimin@itgsponsible were accommodated in

institutional care facilities outside prisons. Tééacilities represent a broad variation in types
of services and facilities, each with their ownntly and treatment objectives. In fact, this
diversity of care facilities for offenders deematmninally irresponsible reflects the overall

situation of disjointed care for forensic patiemtsthe Flemish region, which has been

described previously by Boers et al. (2011) aseifieic care on small isolated islands’.

Only one-fourth of the older offenders deemed arnatly irresponsible were > 70 years of
age, which raises the question about how the mmstoariate age threshold of ‘the older
offender’ should be defined. Age cut-offs in otlpaiblications range from 45 to 70 years, or
even higher (Aday, 2005; Gallagher, 2001; Hows&32&Kleinspehn-Ammerlahn, Kotter-
Gruhn, & Smith, 2008). Researchers in favor of gsiower age thresholds refer to the
consequences of a harsher lifestyle characterized bifetime of adverse events, e.g.,
substance abuse, malnutrition, and unhealthy hgu3imis is also referred to as ‘early aging’
or ‘accelerated aging’ (Price, 2006). However, @gtler (2001) stated that there is no
empirical evidence for the generalizability of suabceleration in aging for all older
offenders. Similarly, Oei & Bleeker (2003) arguddhitt functional deterioration from a
geriatric perspective, usually starts to manifadtyfonly during the later years of life.
Whether or not accelerated aging is generally pteseour research population cannot be

concluded directly from our results.
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4.2 Criminal characteristics
One-half of the older offenders deemed criminaitgsponsible in this study had a history of

at least one sexual offence and a quarter had thegnosed with a sexual disorder. These
were primarily offences committed against minord ane-fifth had committed homicides. In
the main, this appears consistent with findingsnfildday (2003), who stated that the majority
of older males in state prisons are imprisonedrfarder and sexual crimes. Fazel and Grann
(2002) reported that among (new) offenders deemiedir@lly irresponsible > 60 years of
age, 25.7% and 22.9% had committed sexual offemogdomicides, respectively. We found
that one-third of the older offenders deemed cratynirresponsible had committed their first
crime after the age of 50 years, whereas Wabhidid&y (2010) cited in Aday (2013) found

that nearly one-half of the older imprisoned offersd¢ 50 years) were new older offenders.

4.3 Health characteristics
Physical deterioration caused by alcohol abusdtén @resent and may have an impact on a

broad variety of health problems (NIH, 2010). Thisalth problems were prominent in our
study as well as hypertension, hypercholesterolemigocardial infarction, epilepsy, and
diabetes, and are generally consistent with otinelirfgs involving older offenders (Colsher,
Wallace, Loeffelholz, & Sales, 1992; Fazel, Hop&@nell, Piper, & Jacoby, 2001; Hayes,
Burns, Turnbull, & Shaw, 2012). In any event, 60.3%othe older offenders deemed
criminally irresponsible in our study had experieti@ problematic pattern of lifetime alcohol
consumption. This is much greater than 15% of raalé 12% of female older primary care
outpatients in the community who regularly drankexcess of the limits as reported by
Adams, Barry & Fleming (1996). Our findings are maaronsistent with the results of

MacAskill et al. (2011) who reported a problematicohol consumption in 73% of the cases
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among prisoners entering the prison system in générom the same study it appeared that
the older age group (40-65 years) demonstrated 1@ mmabitual and addictive drinking
behavior. Other studies showed that 86% of therotd&enders in a maximum security
forensic hospital had a history of alcohol abusay@® 2000) and Curtice (2003) reported a

rate of previous alcohol abuse in medium secufigpproximately 79%.

In addition to alcoholism, we found that nearlyftaflthe older offenders deemed criminally
irresponsible were labeled with a psychotic disartteapproximately half of the population,
a psychiatric co-morbidity was present. Compariragostic rates is difficult because of the
considerable differences in the composition of aede populations in other studies. To
illustrate this problem, Fazel and Grann (2002)rtgnl that 31.4% of the older criminally
irresponsible offenders>(60 years of age) had psychotic disorders as aapyirdiagnosis;
however, these offenders had been examined folgpaimes committed at a time when they
were> 60 years of age, which is not necessarily the casar study.

Dementia was reported in 2.3% of our cases, whedms generally consistent with the
pooled prevalence of dementia in the general Eanopeale population, as follows: 1.6% for
65—69 years; 2.9% for 70-74 years; and 5.6% for795years (Lobo et al., 2000). Moll
(2013:p.11) stated that the prevalence of demearhang older prisoners remains largely
undetermined. Again, comparisons between studiesldtbe interpreted with caution. For
example, in a population of older psychiatricalkamined offenders> 60 years of age),
Fazel and Grann (2002) reported a 7.1% rate ohdises of dementia, whereas Lewis (2006)

reported a rate of 44.4%.
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5 Limitations
Although this study had strengths, such as the tfadt a systematic screening method was

used to explore the files of a largely under-stddepulation, some weaknesses should be
noted as well. Firstly, the comparison of our fimgh with other studies should be interpreted
with caution, especially because inclusion criteriay differ considerably between studies
according to place of residence, age thresholdthvener not a first offender, and whether or
not labeled ‘criminally irresponsible’. Secondligetfiles that had been used in our study were
specifically written for administrative juridicalupposes rather than from a care or scientific
perspective. In this respect we noted that somdensatsuch as medical issues, were not
reported on a systematic basis and thus some dfrmlings are possibly more susceptible to

underestimation.

6 Conclusion and recommendations
In this study the characteristics of older offersd@eemed criminally irresponsible in Flanders

have been thoroughly studied. As data proved diffio retrieve in the non-digital case files,
a standardized and broad health screening of allergering older prisoners, with a specific
focus on aspects related to aging, would be reteffiatson, Stimpson, & Hostick, 2004).
Given our findings, screening should focus on peotd that often remain undetected among
older offenders, such as age-related physical pnabl (e.g. cardiovascular disease and
diabetes), physical and mental consequences ohalsm, institutionalization, loneliness,
mental health problems, intellectual disabilitiasd early signs of dementia or other cognitive
impairments. We would certainly recommend screepimgpners > 50 years of age for signs
of early aging. In fact, this is consistent witle ildea to apply functional criteria to investigate
aging in forensic populations, as suggested by Aatay Krabill (2013). We share another

recommendation of the same authors, who statedsasitivity must be granted to inmate
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diversity and that care must be taken to ensurelingate is one conductive to supporting all

offenders into their later adulthood yeafgday and Krabill, 2013 [p. 207]).
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