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DEFINING GENDER ISSUES: REDEFINING WOMEN’S SERVICES 

 

Executive Summary and Recommendations 
 

Introduction: 
 

This report is based on an analysis of sex differences in the high security hospital’s 

Case Register.  To a certain extent our analysis was limited by the nature and type of 

data included in the Case Register, as it’s main focus is on the criminal histories of the 

patients, but we have also reviewed other research and statistics relating to secure 

psychiatric services.  We identify the major differences between men and women 

patients in the high security provision in respect of their life experiences, offending 

behaviour and mental health needs.  Building from this we have identified the key 

gender issues, which should provide an effective framework to inform the process of 

planning, developing and implementing a dedicated service structure for women with 

security needs. 
 

 

Summary of Key Differences: 
 

Women patients in high security hospitals are significantly more likely (than men 

patients) to: - 

 

 

• experienced disruptions and changes in their care as children, and to have 

experienced institutional care in a children’s home or hospital before the 
age of 16. 

 

• experienced sexual and/or physical abuse during childhood 

 

• be parents 

 

• have never experienced employment 

 

• have been solely dependant on social security benefits for their income 

 

• experience problems with alcohol misuse/dependency 

 

• be detained under Part II of the Mental Health Act as civil patients rather 
than in connection with a prosecuted offence 

 

• be classified as having a personality disorder, and to meet the diagnostic 

criteria for BPD (Borderline Personality Disorder) 
 

• have an index offence of arson 
 

•  be admitted because of damage to property, suicidal or self-harming 
behaviour or as a result of aggressive behaviour towards staff in 

psychiatric hospitals of lesser security 
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• be admitted at a younger age 
 

• to have a prior offending record for arson 
 

• have at least one previous inpatient admission to a psychiatric hospital or 
numerous prior psychiatric inpatient admissions 

 
• self-harm  

 
• be involved in recorded  incidents of aggression/assaults in hospital 

 
• to stay longer 

 
• be transferred to a local psychiatric or learning disability hospital when 

they leave high security provision 
 

 
Men patients in high security hospitals are significantly more likely (than women 

patients) to:- 

 

 

• have been young offenders 

 
• have been  employed during the three years prior to admission 

 
• have been earning their own living at the time of their admission/offence 

 
• have a sexual orientation towards children (paedophiliac) 

 
• to be transferred from prison 

 
• be detained under a Restricted Mental Health Act Order 

 
• be classified as mentally ill 

 
• have an index offence relating to serious physical or sexual violence 

against a person(s). 
 

• be admitted because of their sexual behaviour or symptoms of mental 
illness 

 
• have a prior offending record for physical and/or sexual violence 

 
• have experienced previous custodial penalties 

 
•  to have victims who were strangers 

 
• to be admitted to high security provision for a second time 
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Key Issues and Recommendations: 
 

 

The importance of recognising the impact of Gender 
 

There is a fundamental distinction between sex and gender.  Sex relates to physical 

differences of the body, whilst gender is concerned with the psychological and 

sociocultural differences between females and males.  Many of the differences 

between women and men are not biological in origin.  

 

Women’s experiences have to be understood in the context of a social world where 

we are still very far from achieving equality between the sexes.  There are still very 

distinct gender roles and expectations in our society.  Women have very different 

roles within the home and family, and are still predominately expected to take day to 

day responsibility for child-rearing and domestic work.   We still dominate in 

occupations relating to domestic, menial, caring and low-paid work, we still face 

sexual harassment and discrimination in the workplace, and are still largely excluded 

from the boardroom and positions of senior management. We still experience more 

poverty, often in the context of bringing up children as lone-parents.  We are still 

portrayed in the media as sex objects, and are still the victims of actual and potential 

sexual violence both in and outside our homes.  Women are still expected to look 

pretty, speak quietly, and act gently, and if we deviate from such stereotypical 

behaviour we are often judged as “bad”, “mad” or both.   

 

The histories of individual women can only be fully understood if we also recognise 

the broader impact of our oppression as a group in an unequal society.  Our 

experiences of familial abuse, under-achievement in education, unemployment, 

poverty, homelessness, drug and alcohol dependency, domestic violence, relationship 

breakdown, parenting, offending, and our experience and fear of violence in the 

community, all need to be understood within the wider context of women’s 

oppression.   Women experiencing mental distress require support from services 

which provide environments that ensure our safety, that are sensitive to the impact 

gender has on our lives, and that do not replicate our experiences of oppression with 

institutional practices which control, demean and devalue us as individuals. 

 

Recommendation: 

 

All staff working with women in secure psychiatric settings, should receive 

training in gender awareness.  There should also be an urgent review of all care 

practices, so that gender issues as well as the more personal care needs of female 

patients are taken into account. 

 

(NB:  WISH in conjunction with the University of Liverpool are just 

commencing a three year project to develop and pilot a multi-disciplinary gender 

awareness training and education programme.)   
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Equality of treatment will require different treatment 
 

(Reed 1994) looked at services for women as part of the Home Office and 

Department of Health review of services for mentally disordered offenders, his report 

stated: 

“In male-dominated environments, women’s needs, including their more 

personal female needs, are liable to be over-looked.  They are sometimes 
subject to sexual harassment and other demeaning behaviour.”  He 

emphasised “….the need for positive action to counteract these problems and 
generally to ensure that women receive the care, treatment, accommodation 

and rehabilitation they need with proper attention to their personal dignity.”  
 

The Reed Report concluded that if women were to receive equality of treatment 

they would need services that respond to their own particular needs, and this 

would require different services to those tailored to meet the needs of men. 

 

Women are currently being cared for in secure settings in which they are 

marginalised, and which are not designed or equipped to meet their different care, 

treatment and security needs from men.  Inevitably current clinical assessments of 

women patients in secure settings are measuring their needs in respect to their 

functioning and ability to cope in care environments which are acknowledged as 

unsatisfactory and inappropriate.  Such assessments will not accurately reflect their 

individual needs as patients.  The current three-tier structure of high, medium and low 

secure services does not fit neatly with the pattern of women’s security needs.  

Women are more likely to require high intensive of care, with a high staff/patient 

ratio, providing a supportive and safe environment, rather than physical high security 

care.  Clinical assessments of how individual women patient’s needs fit into the 

current model of high, medium or low secure do not make sense, nor do they provide 

an accurate needs assessment for women to inform the strategy for “The future of 

women’s secure Psychiatric Services”.   

 

Equally important is the need to assess the needs of women not only in respect of their 

individual pathology but also to take account of the social and economic context of 

their mental distress, offending and behaviour.   The interaction between their mental 

health needs and the social and economic marginalisation experienced by so many of 

the women, has also to be considered, if the long-term objective of secure provision is 

to rehabilitate women back into the community. 

 

Recommendation: 

 

There needs to be a distinct and entirely separate structure of secure psychiatric 

services for women modelled around their own care needs.  The strategy for 

“The Future of Secure Psychiatric Services for Women” should be informed not 

only by clinical needs assessments of women patients, but also by gender issues, 

the social and economic context of women’s offending and mental distress, and 

by listening to women patients and taking their views into account.  

 

(NB:  WISH are currently planning a formal consultation programme with 

women patients in conjunction with the HSPS Commissioning Board and the 

University of North London.) 
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Past Experiences of Abuse and Women’s Safety 
 

 

Various research studies have found a very high proportion of women who use mental 

health services, especially women in high security hospitals, have experienced 

childhood sexual abuse.  Other studies have uncovered an unacceptably high level of 

sexual harassment and abuse of women patients whilst in psychiatric hospitals.   

 

Although it is the case that in the high security hospitals there are women only wards, 

there is little access to women-only off-ward activities, such as work, education and 

leisure. (Although Rampton hospital has significantly increased the number of women 

only off-ward activities.)    Women patients who feel threatened by mixed-sex 

environments or who experience harassment or abuse when attending mixed-sex 

activities can become trapped within the confines of their own ward. Further because 

almost all, medium secure units are mixed-sex and male-dominated, many women 

find it very difficult to cope in such environments.  Therefore they either resist 

transfer down to conditions of lesser security, or are re-called back to high security 

hospitals after a trial leave of absence in a medium secure unit has failed. 

 

If women are to be enabled to benefit from therapeutic regimes in hospitals they have 

to able to experience their treatment environment as a place of safety.  It is also 

important that women’s care is provided in a manner, which is sensitive to any past 

trauma of abuse, and which does not echo and reinforce earlier trauma.  Women’s 

experiences of sexist language and comments, exposure to unsolicited and unwelcome 

sexual advances or harassment, disregard for their personal privacy or dignity, forced 

treatment or being physically restrained by male staff members, whilst being cared for 

in secure settings, may all contribute to a sense of re-victimisation. 

 

Recommendation: 

 

Women patients in secure care, that have experienced childhood abuse need to 

be able to access appropriate therapeutic programmes to enable them to 

overcome past traumas.  It is not possible to deliver effective therapy 

programmes for women who have experienced childhood abuse within the 

context of hospital environments where women’s needs are marginalised, their 

safety is compromised by exposure to sexual harassment and abuse, and where 

institutional practices are insensitive to their past abuse.   To be effective such 

programmes need to be delivered in the context of gender-sensitive women-only 

environments.  
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Civil Patients in High Security Hospitals 
 

 

Over 26% of women patients compared with just 9% of men patients in high security 

hospitals are detained on a civil order under the Mental Health Act, and their 

detention is not linked to any prosecuted criminal offence.   However civil patients are 

treated and viewed in the same way as patients detained under part III of the Mental 

Health Act, they experience the same stigma, and are labelled as “dangerous and 

violent”.  In most cases women transferred on a civil order to high security hospital 

from other NHS provision will have been involved in a “violent” incident and be 

accused of an assault against either another patient or a member of staff.   It is very 

easy, for what may have been a common assault in the context of being detained in a 

environment perceived by the mentally distressed patient as very controlling, 

threatening and frightening to be misconstrued as a much more serious incident. Ward 

staff recording incidents are often under stress and pressure, which may lead to 

inaccurate reporting. However such records, which remain on patient’s files, may 

effect future decisions and their care and security needs.     

 

Article eleven, of the Universal Declaration of Human Rights (1948) states that 

nobody should be blamed for doing something until it is proved; when people say you 

have committed a penal offence you have the right to show it is not true.  If a patient 

is accused of what the law would regard as an indictable offence, for example an 

assault leading to actual or serious injury to another person, the patient should have 

the right to an independent legal hearing.  In a situation where a incident is dealt with 

by transferring the patient to high security provision without involving the criminal 

justice system, the psychiatric system is acting as judge, jury and custodian (and in 

cases where the alleged assault was against a member of staff) the victim as well. 

 

 

 

Recommendation: 

 

If patients detained under civil sections of the Mental Health Act are referred for 

transfer to high security provision following “violent” incidents, that would 

normally be judged as indictable offences, by the criminal justice system, the 

patient should still have the right to a legal hearing. Although it might be 

appropriate to transfer the patient immediately, the case should also be dealt 

with through the proper legal channels, and the allegations against the patient 

subject to the proper legal scrutiny.  If there is a clear policy and procedure to 

ensure patients have access to justice, when accused of serious offences, it will 

then be much clearer that any other patients detained on civil orders have either 

not been involved in serious incidents, or their involvement in such incidents was 

not proven. 
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Borderline Personality Disorder 
 

The case register data shows that a high proportion of women patients in high security 

hospitals are classified as having a personality disorder.  Other research studies have 

shown that the vast majority of the women classified as having a personality disorder 

meet the diagnostic criteria for Borderline Personality Disorder (BPD).   The 

diagnostic category of Borderline Personality Disorder has been the subject of much 

controversy among mental health professionals and Herman has suggested an 

alternative model for understanding the difficulties experienced by such patients that 

she calls Complex Post-traumatic Stress Disorder. 

 

Characteristics associated with BPD are markedly different in nature to those present 

in other types of personality disorder.  Diagnostic criterion includes; a lack of self-

identify, dissociative symptoms, intense affective instability including, anger, anxiety, 

depression and tension, patterns of thought disorder similar to transient “psychotic” 

symptoms, difficulties with interpersonal relationships, impulsiveness, self-injury, 

eating disorders and substance misuse.   A background of childhood abuse is almost 

always present in women identified as having BPD.   

 

Women with BPD may find it particularly difficult to cope in secure settings.   In 

environments where they are surrounded by the distress of others, and where they are 

controlled by disciplined regimes influenced by the custodial aspects of secure 

hospitals, the affective vulnerability, lack of self-identity and sense of powerlessness 

experienced by women with BPD will be exaggerated.  This is likely to promote 

increased impulsiveness including self-harming and assaultive behaviour 

 

Recommendation: 

 

There is currently little opportunity for women with personality disorders to 

access appropriate therapeutic provision in their own areas.  Many women 

admitted to high security hospitals have had numerous previous admissions to 

acute psychiatric hospitals, that have been unable to meet their therapeutic 

needs.  Development of locally based therapeutic communities able to deliver 

appropriate programmes of treatment for women identified as having 

Borderline Personality Disorder, would enable them to access the therapeutic 

help they need much earlier, and prevent the need for admission to secure care. 

 

 
 

Women who have an Index Offence of Arson 
 

Over a quarter of women patients in high security hospitals have an index offence 

relating to arson and over ten percent of women detained on civil orders have a prior 

offending record for arson.  

 

Although in most cases of arson committed in the context of mental distress, there is 

no intention to endanger life or destroy property, the risks associated with arson are 

viewed as particularly serious. It is therefore difficult for women who have a record of 

arson to access treatment in medium secure units or local psychiatric hospitals.  This 
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may result in delays in being transferred from high security hospitals, even when 

assessed as no longer requiring care in high security provision. 

 

Recommendation: 

 

Further research is required to enable us to more fully understand the 

antecedents to women and arson, and to identify their specific treatment needs. 

Therapeutic programmes which address difficulties such as anger management, 

depression, low self-esteem and limited communication skills need to be 

developed, as well as therapy that enables women to deal with underlying causes 

of their mental distress.  Treatment plans for individual women with a history of 

arson, should have clearly defined measurable targets aimed at helping them to 

overcome any specific difficulties associated with their arson behaviour, and 

which provide clear indications of their progress, in order to facilitate an 

effective framework for post-treatment risk assessment. 
 

 

Self-harming and other “difficult to manage” behaviour 
 

Case Register data shows that for 16% of women patients, suicidal or self-injurious 

behaviour, at least in part, led to their admission to high security hospital.  Other 

research studies have found a very high level of self-harming in women whilst 

detained in high security provision.  Self-harming behaviour is also particularly 

prevalent in women’s prisons. 

 

The most common reason for admission to high security hospitals among women 

patients is physical attacks on other patients, property or hospital staff.  Research 

studies of violent incidents in high security hospitals have found that women patients 

are over-represented and are involved in a proportionally higher number of incidents 

than male patients, with some women making repeated assaults against property, 

other patients or staff.  However incidents involving women patients are less likely to 

lead to serious injury than those involving male patients. 

 

Due to this high level of self-harming and aggressive behaviour, women patients are 

often assessed as having care-needs that are unmanageable in conditions of lesser 

security, where longer-term intensive care is not available. 

 

Research by (Adshead 1994) suggested that women who had experienced childhood 

sexual abuse, who were aggressive and violent towards health care staff, may well 

have a deep-seated resentment towards all care-givers due to their abuse in childhood.  

An alternative view is that patients have been persistently let down and abused by 

those responsible for caring for them, first at home, then in care, then in the 

psychiatric system.  They have often had numerous admissions to local mental health 

hospitals, often being detained in environments where they are exposed to sexual 

harassment and further physical and sexual abuse.   Psychiatric services have 

generally focused only on the symptoms of their distress, such as self-harming, 

substance misuse and other “acting out” behaviours, and not enabled them to tackle 

the underlying cause of their distress. 
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Moira Potier, a clinical psychologist who has worked with women patients in 

Ashworth hospital, wrote: 

 

“There is a common existential experience shared by women of not being heard 

and rarely believed, chronically frightened and overwhelmingly powerless (‘except 
in outbursts of impotent rage against property, self or others’)” 

 

Women feel very threatened in secure provision, particularly Medium Secure Units 

that are so male-dominated.  It is often not acknowledged that patients will 

subjectively experience being physically restrained, being pinned-down to be forcibly 

injected, or being forced in seclusion rooms, often by male staff, as  “legitimised” 

assaults against them.  Women’s experiences within psychiatric hospitals, of being 

exposed to harassment and abuse, of feeling violated by staff administering forced 

treatment, and of neglect of the underlying causes of their distress, are likely to be 

major contributing factors to their “unmanageable” behaviour within inpatient 

psychiatric care settings.   Black women and lesbians are particularly vulnerable to 

harassment, abuse and inappropriate responses to their care needs within the 

psychiatric system. 

 

Recommendation: 

 

Secure services for women need to develop consistent and appropriate 

interventions in response to self-harming behaviour.  It is also essential that 

services provide appropriate therapeutic programmes for women that address 

the underlying distress leading to self-harm, rather than just focusing on 

controlling and treating their self-harm.  Women’s “unmanageable” behaviour 

in psychiatric care settings, is exacerbated by being detained in environments 

where they feel threatened and violated, where they have little or no control over 

their day to day lives, and where their needs are denied or not understood or 

appropriately catered for.  They need access to care from predominately female 

staff in gender-sensitive women-only units. 

 
 

 

Social and Economic Marginalization 
 

The Case Register shows that most women patients in high security hospitals come 

from large working-class families and most have experienced disruptions and changes 

in their care during childhood, with over a third having been “looked after” in 

Children’s homes.  23% were sent to special schools where they are likely to have 

been marginalized in very male-dominated classrooms from a young age, and over 

75% have no educational qualifications.  Over a quarter, have never been employed 

and 76% were solely dependent on social security payments for their income.  Very 

few had ever experienced marriage or other stable adult relationships.  Nearly 40% 

had children most of whom would have been lone-parents, struggling to bring up a 

family on their own, surviving on very low incomes.  Additionally other research 

shows the vast majority will have experienced physical and/or sexual abuse as 

children as well as in their adult relationships.  All these experiences will have had a 

very negative impact on their self-esteem. 
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If women are going to be helped to move forward in their lives, it is vital to 

acknowledge and understand the social and economic context of their offending 

behaviour and mental distress.  It is also important to try and help women to 

overcome their social and economic disadvantages by enabling them to gain new 

skills, training and qualifications, and to re-build their self-esteem.  This will require 

better access to appropriate educational, training and social activities whilst detained 

in secure provision, as well as better access to appropriate and supportive after-care 

services when they return to community settings. 

 

 

Recommendation: 

 

All staff working with women patients in secure provision need training to 

ensure they are aware of and understand the social and economic disadvantages 

faced by women patients.  Secure hospitals need to develop appropriate women-

only education, training and leisure activities that provide women with new skills 

and qualifications that will help them to improve their lives after they return to 

the community.  Education services in secure hospitals need to screen for specific 

learning difficulties, such as dyslexia and attention deficit and provide learning 

support services for women with these needs.  There also needs to be better 

access to aftercare services, including more women-only residential care, 

training and employment support services. 

 

 

 

Women in Prison 
 

In 1996 women represented only 4% of the prison population, but 9% of patients 

transferred from prison to high security hospitals.  A recent ONS survey of psychiatric 

morbidity among prisoners, found that women prisoners were far more likely then 

men prisoners, to have identified mental health care needs prior to being sent to 

prison. They were also more likely to experience mental health problems in prison, 

and to receive psychiatric treatment whilst in prison.  The survey results showed, a 

particularly high prevalence of mental health care needs among women prisoners on 

remand. 

 

 

Recommendation: 

 

Court Diversion schemes need to be further developed. They should ensure that, 

if a defendant accused of a serious offence has identified mental health needs, in 

that they have received psychiatric care within the last 12 months, or present 

with obvious mental distress, they are not remanded in custody, but referred to 

an NHS hospital under Section 35 or 36 of the Mental Health Act; or once 

convicted of an offence referred to NHS provision under Section 37 of the mental 

Health Act.  Women in Prison requiring psychiatric assessment or treatment 

should be transferred to NHS provision.   
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Alcohol Misuse and Drug Dependency 
 

High security Case Register data shows women patients are significantly more likely 

than men patients to have experienced drink problems.  They are also more likely to 

have started using hard drugs at a very young age.  It is the case that alcohol 

consumption or drug use is contributing factor in a very high proportion of all 

reported crime, including both property and violent offences. 

 

Women patients with alcohol-related problems are over-represented in high security 

hospitals, compared with in other care or custodial settings, or within the general 

population.  This may well be a consequence of a shortage of local treatment and 

community support services, that are accessible to and appropriate for the needs of 

women who have a dual diagnosis of substance misuse and other mental health care 

needs. 

 

Recommendation: 

 

Women detained in secure hospitals who experience problems with alcohol or 

drug dependency, should have access to appropriate therapeutic programmes.   

 

Local treatment and community support services for people experiencing 

substance misuse problems need to be more accessible to women, especially 

women who also have other mental health care needs. 

 
 

 

 

Young Women 
 

Women patients in high security hospitals are on average 3.3 years younger than men 

patients, and significantly more likely to still be under the age of 25 years.  They are 

also more likely to be admitted at a younger age, with the average age on admission 

for women patients being 2.2 years younger then for men patients.  About 10% of 

women patients were admitted as teenagers, compared with 8% of men patients. 

 

Women patients admitted to high security hospitals before the age of 25 years, were 

particularly likely to be classified as having a personality disorder, and as many as 

43% had been “looked after” in Children’s homes. 

 

Recommendation: 

 

Young women leaving local authority care need access to more effective 

aftercare services, especially if they have identified mental health needs and/or 

offending behaviour.   

 

Young women experiencing mental health difficulties associated with personality 

disorder need to be able to access care in therapeutic communities, and more of 

this type of mental health care provision needs to be made available in all 

regions.  
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Parenting and Family Needs 
 

Nearly 40% of women patients in high security hospitals are parents.  Of those 

women with children under 18 years of age, their children will often be “looked after” 

by their Local Authority Social Services department. By being sent out of their own 

region for treatment in high security hospitals, difficulties are bound to arise for 

mothers who wish to maintain regular contact with their children.  It also means they 

are unable to attend case conferences, where important decisions about the future care 

of their children are discussed.  In cases where court care-proceedings are ongoing, 

there will be no opportunity to women to be properly assessed in their role as parents.  

Decisions about a woman’s ability to care for her children will inevitably be based 

only on past history and assumptions coloured by stereotypical ideas about women 

with mental health care needs and patients in high security hospitals. 

 

It is also important for women with grown-up children and grandchildren to be able to 

keep in regular contact with their families, as for most women, parenting and family 

support is a core part of their role in society.  

  

 

Recommendation: 

 

A network of regional women-only and gender-sensitive secure/intensive care 

psychiatric units should be developed.  Such units would meet the needs of 

women currently detained in high security hospitals, prison, medium secure 

units, as well as those referred by the courts for psychiatric assessment or 

treatment, and those requiring transfer from low secure or other local 

psychiatric wards.   

 

Women detained in secure services that have children under 18, especially those 

with children in local authority care should have access to independent social 

work and advocacy services.   Child-friendly visitor’s facilities should be made 

available in all women’s wards/units. 
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Chapter One: Introduction 

 
 

WISH:  Who Are We? 
 

WISH (Women In Secure Hospitals) the originator of this report, is a unique, national charity working 

with and on behalf of women during, after and at risk of secure containment in high security hospitals, 

medium secure units and prison psychiatric units. 

 

The beliefs that underpin the work of WISH are: - 

 

• Women in high and medium secure care have the potential to make valuable contributions to 

society.  (In WISH’s own work, former patients have a vital contribution to make and are 

represented wherever possible within the organisation.) 

 

• Women are judged by a different value system than men and, as a consequence, are more harshly 

judged in the secure psychiatric and criminal justice systems than men.  The majority of women are 

detained in a higher level of security than is necessary.  For women who do require secure care, this 

should be in small units providing a gender sensitive therapeutic environment in which women 

patients are regarded as genuine stakeholders in their care and treatment. 

 

• Women in high and medium secure care are amongst the most vulnerable and damaged people in 

our society and require understanding, encouragement and sensitive treatment.  Existing provision 

does not currently provide this and is unlikely to in the future without major structural change. 

 

• Most women in high and medium secure care are detained for different reasons to men and have 

different needs.  For the vast majority, these needs would be best met in a single-sex environment. 

 

• Women detained in high and medium secure care often have little confidence and have little 

opportunity to control their lives.  It is vital that the system in which they are treated builds rather 

than undermines self-esteem and personal choice. 

 

 

Rationale for this Profile of Women in High Security Hospitals 
 

In recent years many of the stakeholders in the provision of secure psychiatric care have acknowledged 

that the needs of women patients are different from men patients requiring secure care.  Ideally 

women’s secure services should be planned, developed and managed as a distinct service rather than as 

services for a marginalised minority within a structure of provision designed for and predominately 

used by men.  A recent literature review of Women and Secure Psychiatric Services (Lart R. et al 

1998), commissioned by the NHS Centre for Reviews and Dissemination, found that most studies 

described secure psychiatric services either as services in which women appeared to be “an 

afterthought” or which appeared to be “gender blind”.    To consider how to progress towards a service 

more sensitive to women’s needs, a joint seminar was co-hosted by the High Security Psychiatric 

Services Commissioning Board (HSPSCB) and WISH in May 1997 which aimed to develop a strategy 

for the future provision of secure psychiatric services for women.  

 

Since this date WISH has became aware that, although there is an acknowledgement of a number of 

differences between the needs of women and men, there is a need for such information to be collated in 

such a way as to give an overall picture of the gender differences.  We believe such differences as 

described in this report reinforce the need for an entirely distinct and separate model of secure 

provision for women. 

 

This profile will also conclude that it is important to look beyond clinical assessments of women 

patients, when planning a service model for them. It is just as important to know about their life 

experiences and social and economic factors, in order to make informed decisions about the most 

appropriate environments and services for women.  We hope this report will inform the development of 

the strategy for “The Future of Women Secure Psychiatric Services” by providing a broader picture of 
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the needs of women patients in high security hospitals including the social and economic context of 

their mental distress and offending behaviour. 

 

WISH acknowledges that whilst we believe the needs of women patients are not appropriately or 

adequately met within the current structure of secure provision, there are some excellent and dedicated 

staff working with women and helping women to cope within the current structure of secure provision.  

However, we believe that within a new model of provision for women planned around their own care, 

treatment and security needs such staff members will be able to be much more effective. 

 

In focusing on the needs of women patients and the necessity to develop more appropriate and effective 

secure care for women, we are not by implication commenting on the appropriateness or effectiveness 

of the current secure service structure for men patients.  

 

Source of our Data: High Security Hospitals Case Register 

(also known as Special Hospitals Case Register)  
 

This Profile of women in high security hospitals is based on an analysis of gender differences in the 

information stored about all high security hospital patients in the Special Hospitals Case Register.  Our 

analysis looked at the 1996 population of high security hospitals, which was the latest information 

available at the time we undertook our analysis of the Case Register.  

 

The Special Hospitals’ Case Register is a computer-based record of all patients admitted or readmitted 

to one of the three high security hospitals in England, since 1972, as well as a census of residents 

during 1976.  Detailed information about demographic characteristics, social and offending background 

and index offence is collected from the extensive hospital records at the time of admission, and verified 

by means of a research interview with each patient within six months of admission. A further 

questionnaire requesting medical and other background details about each patient is sent to their 

Responsible Medical Officers (RMOs) and the official criminal record is also obtained by the Case 

Register Research Unit.  Data recorded at the time of admission, are supplemented by records of 

departure from high security hospital, and a post-hospitalisation update on death and/or re-

hospitalisation from the National Health Service register and any re-offending from the Home Office 

Offender’s Index.  

 

The Case Register provides a very detailed picture of the needs and experiences of high security 

hospital patients, although there are some obvious gaps in information about the lives and needs of 

women patients.  For example certain mental health problems which are specific to, or mainly 

associated with, women such as eating disorders, post-natal depression or pre-mentrual syndrome are 

not recorded.  There is also no information about patient’s experiences of being victims of crime.  A 

particularly important gap is information on past abuse, and other research studies of women in high 

security hospitals have indicated that a very high proportion have experienced childhood abuse, 

including sexual abuse.  This omission is, in part, due to the fact that the Case Register was originally 

designed and constructed at the beginning of the 1970’s at which time there was little awareness of 

child/domestic abuse issues.  Also difficulties arise in collecting such personal and sensitive 

information from individual patients within the context of a brief structured research interview. 

 

Most of the information analysed in this report inevitably relates to the “negative aspects” of women’s 

patient’s lives.   The Case Register is a research instrument limited by the amount and type of 

information the Research Unit is able to collect.  It gives an overview of what happened to patients in 

childhood, in education and employment.  The main focus is on the patient’s criminal history since that 

was always considered an essential element of understanding how patients came to be admitted to a 

high security hospital, and most importantly how best to assess future risk.  As an organisation we seek 

to support women and recognise their positive attributes.  We are painfully aware of our responsibility 

to ensure that this Profile be used for constructive planning purposes and aim to minimise negative 

stereotyping in our analysis.  
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Content and Format of Report 
 

The report looks at the gender differences in the demographic and social backgrounds of high security 

hospital patients as well as in key admission details, offending and mental health histories and 

departure details, and is organised into the following chapters: - 

 

• Family and Social Backgrounds 

• Key Admission Details 

• Offending/Criminal Histories 

• Mental Health Histories 

• Length of Stay and Discharge Details 

 

At the end of this report we have provided some composite cameo profiles of men and women patients.  

These are to help give readers an insight into how gender differences across a wide range of factors can 

effect the lives of individual women patients in high security hospital and to illustrate the very different 

nature of their care, treatment and security needs from men patients.  

 

Within the text of each chapter we have rounded percentages to the nearest whole number to facilitate 

ease of reading.  However for greater accuracy within the Tables of data in the appendix and in the bar 

charts, percentages are rounded to the first decimal place.    Throughout the text of the report when 

describing gender differences in the Case Register data we do so in terms of the percentage or 

proportion of men and women patients within each category.  It must be remembered that women 

patients form only a small minority (approximately 16 percent) of the patient populations in the three 

high security hospitals in England (Broadmoor, Rampton and Ashworth).  Therefore even when a 

much higher percentage of women than men patients fit a particular description they are still likely to 

represent a minority in terms of the number of high security hospital patients fitting that description.   

For example whilst 26 percent of women patients had an index offence of arson compared with only 7 

percent of men patients, in terms of the number of patients with an index offence of arson there were 

only 68 women compared with 94 men. 

 

There is a certain amount of missing data within the Case Register where the information stored for 

many of the variables is not available for all the patients in the high security hospital population.  

Where there is missing data, the calculation of percentages of men and women patients is based on the 

total number of men and women patients for which information is available.   

 

To establish the statistical significance of the different proportion of men and women patients across 

the various categories and descriptions a chi-square test for statistical significance was undertaken for 

each value in all the tables of figures.  These are detailed in the appendix to this report.  The statistical 

significance or otherwise is indicated for each value in the right hand column of these tables.  Within 

the text of the report where we have referred to the percentage or proportion of women in any category 

as being “significantly” or “much” greater or smaller than for men, this can be read as indicating a 

statistically significant difference between men and women patients.  As is conventional in research, 

significance is attributed to a probability of less than 5 in a 100 (p<0.05) of the difference between men 

and women patients arising by chance.   For the purpose of readability within the text of this report we 

have given comparisons drawn directly from the Case Register, but tables detailing full data are 

provided in the appendix.  Differences of interest between men and women patients are illustrated by 

the use of bar charts within the main text. 

  

In each chapter we have also included some brief details of the other key research and statistics 

published, which is relevant to that section of the report, in order to supplement and clarify the 

information held in the Case Register about high security hospital patients.    Throughout the text 

sources of information other than Case Register data are abbreviated and highlighted in brackets, with 

full references detailed in alphabetical order at the end of the report.   

 

At the end of each chapter we have highlighted the key points in a summary. 
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Chapter Two:  Family and Social Background 
 

 

This chapter explores differences between men and women patients in respect of their family and social 

backgrounds. Details are provided on their parental families, childhood experiences of disruptions in 

care, education, adult relationships and children, employment and income sources prior to admission, 

current age, and alcohol and drug misuse. 

 

 

Structure, Size and Social Class of parental family 
 

There were no significant differences between men and women patients in relation to family structure, 

size or social/occupational class.  Although not statistically significant, women patients were slightly 

less likely to have been born into a family situation with both natural parents. Both natural parents first 

cared for 89% of men compared with 84% of women.  Ten percent of men and 12% of women were 

first cared for by lone parents or other relatives, and 1% of men compared to 3% of women first cared 

for in institutional or other local authority care (refer to: Appendix: Table 1). 

 

As can be seen in chart 2.1, the majority of patients came from working class family backgrounds, with 

only 16% being recorded as coming from families where the head of household had a professional or 

white collar occupation (refer to: Appendix: Table 2).    This compares with a current social class 

breakdown of the adult population in which 37% of men and 31% of women belong to professional and 

white-collar families (Labour Force Survey 1996/7). 

 

    

 
 

 

Only 6% of men and 5% of women patients were only children, with a high proportion, about 60%, of 

both men and women patients being reared in large families where there were four or more children 

(refer to: Appendix: Table 3).  In respect of the sex-ratio of siblings, women patients were more likely 

to have been brought up in family where there were only or more girls, and men patients were more 

likely to be brought in families where there were only or more boys (refer to: Appendix: Table 4). 
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Type of School attended 
 

As chart 2.2 shows there was no significant difference in the type of school last attended by men and 

women patients, but 20% of men and 23% of women had attended a special or hospital school.  

 

 

 

 

 

This compares with just 1.7% of 5 to 15 year olds in 1982 just prior to the implementation of the 1981 

Education Act and 1.4% of 5 to 15 year olds in 1996 who attended special schools. (CSIE Statistics: 

special school placements 1992-96). 

 

In the gender breakdown of pupils attending special schools in England and Wales, particularly in 

respect of Schools for children with moderate learning difficulties or emotionally and behavioural 

difficulties, girls represent only a very small minority (Personal communication with Harry Daniels, 

University of Birmingham, and Patricia Potts, Open University).    This suggests that girls who attend 

special schools may be significantly over-represented within the high security hospital population 

compared with boys attending special schools.    

 

Only a slightly smaller proportion of women patients, 8% compared with 9% of men, had attended a 

school for young offenders. This is despite a significantly smaller proportion of women compared with  

men having any record of offending or being in trouble with the law as a young person (refer to 

Appendix: table 5). 
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Disruptions and changes in care during childhood 
 

 

Chart 2.3 illustrates how women patients were significantly more likely than the men patients to have 

experienced at least one disruption in parental care before reaching the age of sixteen years were.   

Whilst Case Register data shows that 37% of men patients experienced no changes or disruption in 

their parental care as a child, only 29% of the women patients had no such disruptions during their 

childhood.  As many as 21% of the women had as least three changes in parental carers before the age 

of sixteen, compared with 14% of men (refer to: Appendix Table 6). 

 

 

 
 

 

Chart 2.4 shows that the most likely age of the first change or disruption in parental care for men 

patients was between the ages of 5 and 11 years with 24% of men patients having experienced their 

first change in care in this age band.  For women patients the most likely age for their first change in 

their care situation was at an older age over 11 but before 16 years of age (refer to: Appendix: Table 

7). 

 

As chart 2.5 shows, the same proportion of men and women patients (38%) had experienced a change 

in their parent’s circumstances, for instance divorce or bereavement.   However a change or disruption 

in care during childhood relating more directly to circumstances in the patients own lives as children, 

for instance being admitted to hospital, a children home, or other institution, or leaving home, was 

significantly more common among women patients with 27% having experienced such a disruption 

during their childhood (refer to: Appendix: Table 8). 
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Chart 2.6 illustrates how a significantly greater proportion of women patients than the men had been 

cared for in a children’s home before the age of 16, with 36% of the women having experienced life in 

a children’s home.   

 

Although only a minority of patients had been admitted to a mental hospital before the age of 16 years, 

a significantly greater percentage of women patients, 8%, compared with 5% of men had been admitted 

to a mental hospital (psychiatric or learning disability) before reaching the age of 16 years.  A slightly 

higher percentage (but not statistically significant) of men patients had been sent to a penal institution 

before the age of 16, although the women patients were significantly less likely to have offended 

during their childhood (refer to Appendix: Tables 9 & 32). 
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Chart 2.6  Experience of Institutional Care
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Over a third of the women population in High security hospitals had experienced institutional care in a 

children’s home.  In contrast during 1995 just 0.46% of all children under the age of 16 years were 

“looked after” by their local authority, the majority being cared for by foster families with just 12% (of 

the 0.46%) being looked after in children’s homes. (Social Trends 28) 

 

 

 

 

Parents/siblings’ experience of mental health difficulties/Criminal 

Justice System 

 

 

There were no significant differences in the proportion of men or women patients who had parents, 

brothers and sisters who had experienced some mental health difficulties. However as chart 2.7 shows, 

women patients were significantly more likely than men patients to have a mother with a history of at 

least one in-patient admission to a psychiatric hospital.  Eighteen percent of women patients had 

mothers who had been admitted to psychiatric hospital on at least one occasion (refer to: Appendix: 

Table 10). 

 

There were no significant difference between men and women patients in respect of their parents or 

siblings contact with the criminal justice system (refer to Appendix: Table 11). 
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Chart 2.7   Inpatient Psychiatric Admissions of Family Members
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Adult Relationship Family Details 
 

Over 80% of both men and women patients are single and have never been married (refer to 

Appendix: Table 12).  This compares with only 36% of men and 29% of women aged 16 or over in 

the general population who are single and have never been married (1991 Census: England & Wales).    

Of the minority of patients who are or have been married, most have only been married once with just 

3% of men patients and 2% of women patients having been married more than once.  At the time of 

their index offence or admission to hospital only 6% of men patients and 7% of women patients were 

cohabiting with a partner (refer to: Appendix: Table 13). 
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Less than one in five of all high security hospital patients had experienced married life, but as shown in 

chart 2.8, women patients were significantly more likely to have children.  Thirty-eight percent of the 

women had one or more children, compared with just 27% of men patients who reported they had 

fathered at least one child  (refer to: Chart 2.8; Appendix: Table 14). 

 

As shown in chart 2.9 the partners of women patients who had been married or cohabiting, were 

significantly more likely than the partners of men patients to have a criminal record.  Thirty-two 

percent of the husbands/partners of the women patients had at least one criminal court conviction and 

21% had received at least one custodial penalty.  This compared with just 14% of the wives/partners of 

men patients who had been convicted of a criminal offence and 4% who had been given custodial 

penalties.  This significant difference reflects the greater proportion of men in the general population 

who have been convicted of criminal offences. 

 

Of the minority of patients who have had children, the children of women patients were more likely to 

have experienced mental health difficulties, but they were not significantly more likely to have been 

convicted of criminal offences or to have received custodial sentences (refer to: Appendix: Table 15). 
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Sexual Orientation 
 

 

As part of the information provided to the Case Register by RMOs (Responsible Medical Officers) 

details are recorded about the patients’ sexual orientation.  Chart 2.10 shows that 92% of women 

patients and 84% of men were described as heterosexual.   A similar proportion of women and men 

were recorded as being gay, lesbian or bisexual.  Four percent of men patients being gay and 6% being 

bi-sexual, compared with 3% of women patients recorded as lesbian and 5% as bi-sexual.   However 

whilst a significant minority of men patients, over 6% were identified as having a sexual orientation 

towards children (paedophiliac), there were no women patients identified as presenting a possible risk 

to children’s safety, by having a sexual orientation towards them (refer to: Appendix: Table 16). 
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Chart 2.10    Sexual Orientation
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Income, Employment and Qualifications 
 

 

Unemployment was a key feature in the lives of both men and women patients and nearly half of both 

groups had not had a job for over three years at the time of their admission/index offence.  However as 

can be seen in chart 2.11, there were some gender differences and a significantly lower percentage of 

women patients compared with men patients had any experience of employment. (27% of women had 

never been employed, compared with only 15% of men patients).  The women who had been 

previously employed were significantly less likely to have been employed during the three years 

preceding their index offence/admission, with only 25% of women compared with 38% of men having 

been employed at any time during these last three years (refer to: Appendix: Table 17). 
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Whilst 19% of men patients had been in paid employment at the time of their index offence/admission, 

only 7% of women were employed and earning their own income when they committed their offence 

or behaviour that led to their admission to high security hospital.   Just 4% of women were described as 

being housewives at the time of their index offence/admission (refer to Chart 2.12; Appendix: Table 

18). 
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For the majority of both men and women patients Social Security benefits were their only source of 

income at the time of their offence/admission, but as chart 2.13 shows a significantly higher proportion 

of women (76%) than men (64%) were solely dependant on welfare benefits.    Significantly fewer 

women patients than the men had their own earnings as their main source of income, and just 7% of the 

women were earning an income to financially support themselves at the time of their 

offence/admission.  This compared with 22% of men patients who had their own earnings as their main 

source of income at the time of index offence/admission.    Five percent of the women patients had 

been reliant on their partners for financial support at this time, compared with hardly any (0.2%) of the 

men being financially dependant on a spouse/partner (refer to: Appendix: Table 19).   

 

 

In comparison to this very high level of financial dependency on social security benefits among high 

security hospital patients prior to their admission, in 1996 just 13% of all household income in the UK 

were from social security payments. (Social Trends 28) 
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Chart 2.13   Main Source of Income at time of Admission/offence
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One factor perhaps contributing to the high levels of unemployment experienced by patients prior to 

admission is the lack of any educational or vocational qualifications.  Just under three quarters of all 

High security hospital patients have no recognised academic or vocational qualification, with no 

significant difference between men and women in respect of the type of qualifications obtained (refer 

to: Appendix: Table 20).  In the general population in Britain only 21% of women and 16% of men of 

working age have no qualifications at all. (Labour Force Survey 1997) 

 

 

 

Current Age 
 

 

Women patients were on average 3.3 years younger then men patients with the mean age for women 

patients being 36.6 years compared with a mean age of 39.9 years for men patients (T-test: P<0.001).  

As shown in chart 2.14 a significantly higher percentage of women patients (12%) were still less than 

twenty-five years of age compared with 6% of men patients.  Fifty-four percent of women patients 

were under 35 years compared with 38% of men patients.  On the other hand there was a significantly 

higher proportion of men patients, who were over the age of 45 years (refer to Appendix: Table 21). 
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Chart 2.14   Current Age
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Alcohol and Drug Misuse 
 

 

Men patients are more likely to drink alcohol, but women patients are more likely to experience 

problems with their drinking.  As shown in chart 2.15, twenty-seven percent of women patients 

compared with 18% of men patients never drink alcohol.  However a significantly higher proportion of 

women patients (21%) than men patients (14%) have experienced problems with their drinking (refer 

to: Appendix: table 22) 
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Women patients were also more likely to have a history of court convictions for drunkenness, with 7% 

of the women compared with 4% of the men having a history of drunkenness offences.    In the general 

UK population men are more likely to be problem drinkers, with the average weekly consumption of 

alcohol by men being over twice that consumed by women (General Household Survey 1996-7). 

 

 

Chart 2.16 Amphetamine Use
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A similarly high proportion of both men and women patients in High security hospitals had taken 

illegal drugs, including among other drugs amphetamines and heroin.  Chart 2.16 shows that 23% of 

the women and 21% of the men had taken amphetamines and chart 2.17 shows that 13% of women and 

12% of men had used opiate-based drugs such as heroin.  These figures are very high compared to 

people aged between 16-59 years in the general population of whom only 9% who have ever taken 

amphetamines and just 1% who had ever taken heroin (British Crime Survey 1996).    

 

 

Chart 2.17   Opiate Use (eg: Heroin)
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Among those patients who had used illegal drugs, women patients were significantly more likely to 

have first taken amphetamines or opiate-based drugs at a very young age with 8% having taken 

amphetamines and 4% using opiates under the age of 16 years (refer to: Appendix: Tables 23 & 24). 
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Summary of Other Key Research/Statistics 
 

 

 

 

• Professor Pamela Taylor in her inaugural lecture as the first Chair of Special Hospital Psychiatry 

described how damage from early social experiences is more prevalent among patients who become 

dangerous.  She states that “clinical impression among special hospital patients is that a substantial 

sub-group has suffered tremendous social damage in childhood, of unstable, multiple-parent 

families, and of five or six consecutive years of physical or sexual abuse, generally by an intimate.”  

She quotes figures from a study of high security hospital patients by (Ferraro et al.) showing that 

at least half of both men and women patients alike had experienced a major change in rearing 

patterns during childhood.  Taylor conservatively estimates that it is likely that the frequency of 

physical and sexual abuse experienced by special hospital patients during their childhood is 40% for 

men and 80% for women. (Taylor 1997) 

 

 

 

• (Heads et al, 1997) studied the childhood experiences and behaviour of 102 patients (69 men, 33 

women) in Broadmoor during 1993 who had a diagnosis of schizophrenia and a history of violence.  

The study reported that 51.5% of the women patients had been subjected to physical violence by 

their parents compared with only 27.5% of men patients and 48.5% of women patients had 

experienced definite or probable sexual abuse within their family environment compared with only 

5.8% of men patients.  Women patients were also significantly more likely to have been brought up 

in a family with alcohol abuse problems, with 42.5% of women and just 23.2% of men patients 

having parents that abused alcohol. 

 

 

 

• In a case note study of women patients in Broadmoor hospital (Dolan and Bland 1996) found what 

they describe as an alarmingly large proportion of women had a history of sexual abuse.  They state 

“There was a clear and consistent history of victimisation in 42.5% of cases and a story suggestive 

of abuse in a further 25.3% of cases, which gives a total of 67.5% who have been sexually abused.”  

(Potier 1993) in evidence to the public inquiry on Ashworth hospital stated that available evidence 

suggested that at least 58% of the then women patients in Ashworth had been sexually abused in 

childhood.  In respect of those women patients classified as having a personality disorder the likely 

proportion who had been sexually abused as children was 85%. 

 

 

 

• Various studies have shown that experience of childhood sexual abuse can have long-term 

influence on the mental health of victims, and emphasise the need for mental health professionals to 

recognise and respond to the needs of the victims of sexual abuse. (Mullen et al, 1988, Mullen 

1990, Bifulco et al, 1991, Sheldrick 1991, McClelland et al 1991, Mullen et al 1993, Staples and 

Dare 1996) 

 

 

 

• (Mezey and Stanko 1996) discuss the importance of recognising the pervasive effects on women 

of being potential targets of sexual violence, and the need for women’s mental health services to 

confront the detrimental effects of living within a social climate in which women fear for their 

safety. 

 

 

 

 

 



Defining Gender Issues: Redefining Women’s Services 

WISH Report  Page: 29 

• (Jennings 1994) wrote that women who have experienced sexual abuse in their childhood face re-

victimisation within the psychiatric system and illustrated how common institutional practices can 

echo and reinforce their childhood trauma:- 

 

 Early childhood trauma Common institutional practices 

Trapped Unable to escape perpetrators’ abuse Unable to escape institutional abuse.     

Locked up. 

Sexually 

violated 

Stripped by abuser ‘with nothing on 

below’. 

 

Boundaries violated. Exposed. 

No privacy. 

To inject with medication, patient’s 

pants pulled down, exposing buttocks 

and thighs, often by men attendants.   

No privacy from patients or staff. 

No boundaries 

Isolated Taken by abuser to places hidden from 

others. 

Forced, often by men attendants, into 

seclusion room. 

Unseen and 

unheard 

Attempts to tell adults met with denial 

and silencing 

Reports of past and present abuse 

interpreted as delusions. 

Blamed and 

shamed 

‘I had this feeling that I was bad... a bad 

seed.’ 

Patients stigmatised as deficient, 

mentally ill, worthless.  Institutional 

practices convey low regard, tear down 

self worth. 

Threatened As a child, constant threat of being 

sexually violated. 

As a mental patient, constant threat of 

being stripped, thrown in seclusion, 

restrained, over-medicated. 

Betrayal Violated by trusted caretakers and 

relatives. 

Re-traumatised by the helping 

professions. 

 

 

 

 

• (Taylor et al, 1998) reported the results of an interview study of patients in Broadmoor (Quayle 

and Clark), that found, nearly 40% of the men and two-thirds (67%) of the women had been 

drinking to unhealthy levels prior to admission. 

 

 

• A survey of 50 women attending an alcohol treatment unit (Evans & Lacey 1992) explored the 

prevalence of behavioural-control problems other than alcohol abuse.  The survey found 75% of the 

women also had other self-damaging behavioural problems, with over 50% having thought of 

taking an overdose, and just under 50% having actually taken an overdose; about 25% cut 

themselves deliberately; 50% described impulsive physical violence; 50% acknowledged a period 

of ‘promiscuity’; and at least 16% had a clinical diagnosable eating disorder.  Their discussion of 

these results emphasised the need to identify and address the full range of problems associated with 

impulse control in women patients being treated for specific behaviour-control problems such as 

alcohol misuse. 

 

 

• The Case Register data and other research show a significantly higher prevalence of alcohol 

misuse/dependence among women than among men high security hospital patients, but the recent 

Department of Health commissioned survey of Psychiatric Morbidity among Prisoners showed a 

greater prevalence of hazardous drinking among men prisoners.   58% of remand and 63% of 

sentenced men prisoners, compared with only 36% of remand and 39% of sentenced women 

prisoners having misused alcohol during the year prior to entering prison.   In respect of drug use 

the survey showed that although men prisoners were more likely to have used cannabis or 

amphetamines during the year prior to entering prison, women prisoners especially those on remand 

were more likely to be dependent on opiates.  Opiate dependence in the year before coming to 

prison, either alone or together with dependence on stimulants, was reported by 41% of women on 

remand and 23% of sentenced women, compared with 26% of the men on remand and 18% of the 

men sentenced group. (Office of National Statistics, 1998)   
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• Case Register data shows a very high proportion, of men and women patients are educationally 

disadvantaged, with about three-quarters having no recognised qualifications.   A study of offenders 

in London screened 150 randomly selected offenders who were clients of the Probation Service and 

found that 52% showed strong indications of dyslexia (Morgan 1996).  Further to this research the 

Dyspel project set up by the NE London Probation Service found that of 50 offenders referred to 

tutors to help them overcome difficulties associated with their dyslexia only five re-offended over a 

two year period. The Dyspel project found that “As much as offenders with dyslexia need help with 

reading and writing, often their most urgent needs are in learning to understand and manage their 

difficulties with personal organisation, time, expressing themselves, accessing information, and 

these issues often effect their offending behaviour.  (Klein 1998)  Some recent and on-going 

research studies with high security hospital patients and prisoners has measured cognitive 

dysfunction,  (see Taylor P., 1997), which could be a key factor in the educational disadvantage 

among high secure hospital patients. 

 

 

• Life experiences that contribute to women’s distress must be understood within the context of our 

social world that is organised according to gender, class and race.  (Ussher 1991) explains how 

there can be no simple answer to the question of why women experience mental distress, as “many 

routes take us to madness”.  She asserts that whilst psychiatric and psychological care acts to 

pathologise women, treating them as if they were sick, the route they have travelled to arrive at 

their position of “madness” is ignored.  She emphasising the need to look at both the individual 

woman, her experience of social and economic disadvantages, such as poverty, caring 

responsibilities, poor education, familial abuse, as well as the needs (and oppression) of women as a 

group, and how the structure of our society contributes and compounds women’s powerlessness and 

distress.  (Bostock 1997) also acknowledges the enormous diversity in women’s experiences as 

well as the commonalties.  She identifies the following three inter-related themes in attempt to 

illuminate the effects of oppression via family and outside influences during the course of a 

women’s life: (1) low social status and restrictive role expectations; (2) exposure to adverse 

experiences; and (3) limited access to resources to overcome difficult circumstances. 

    



Defining Gender Issues: Redefining Women’s Services 

WISH Report  Page: 31 

 

Key Points:   Family and Social Background 

 

• Poverty and social exclusion are evidently crucial factors in the lives of most patients in high 

security hospitals and this will have influenced their mental health, offending behaviour and 

ability to cope with their lives in the community.   

 

Over 80% come from working class backgrounds, the majority from large families; about 75% have 

no formal qualifications, and over 20% were excluded from mainstream education before leaving 

school.  Unemployment and welfare dependency was a feature in the lives of a large majority of the 

patients.    Among women patients indicators of social disadvantage appear greatest, with over 25% 

of women patients having never been employed and over 75% being solely dependant on social 

security benefits prior to their admission.   Thirty-eight percent of the women are mothers, many of 

who are likely to have been lone parents raising their child(ren) on very low incomes. 

 

 

 

• Nearly all high security hospital patients, both men and women, are single. 

 

Less than 25% of women have ever been married and just 7% were cohabiting with a 

spouse/partner at the time of their index offence/admission. 

 

 

 

• A high proportion of both men and women patients experienced disrupted care during childhood, 

but a significantly higher proportion of women experienced one or more change or disruption in 

parental care.  

 

Women were significantly more likely to have experienced institutional care in a children’s 

home or mental hospital before the age of 16. 

 

 

 

• Although the Case Register does not include any details about the patients’ experiences of 

childhood abuse, other research studies of women in High security hospitals indicate that a 

majority of the women were sexually abused during their childhood.  

 

 

 

• Thirty-eight percent of women patients had one or more children compared with only 27% of 

men patients.  (The women are more likely to have been responsible for caring for their children as 

sole parents, whereas men patients who had fathered children were more likely to have been absent 

parents). 

 

 

 

• Although alcohol misuse is more prevalent among men in the general population, over a fifth of 

women high security hospital patients had experienced drink problems, compared with just 

14% of the men patients.  Other research studies have that shown women patients were more 

likely than men patients to have had parents who experienced alcohol abuse problems. 

 

 

 

• A high proportion of both men and women had used illegal drugs including amphetamines and 

opiates such as heroin.  Twenty-three percent of the women had used amphetamines and 13% 

had used opiates.    Women patients were significantly more likely than men patients to have 

first taken such drugs at a very young age. 
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Chapter Three: Key Admission Details 
 

This chapter describes gender differences in the key admission details of patients in high security 

hospitals, including legal category and classification under the Mental Health Act, recorded reasons for 

admission, age when admitted, ethnic origin and type of Index offence. 

 

Legal Category under the Mental Health Act 
 

All patients admitted to High security hospitals are subject to an Order made under one of a number of 

Sections of the 1983 Mental Health Act.  (Although occasionally patients are detained under other 

legislation). 

 

For patients detained in high security hospitals under Civil Orders (Section 2 or 3) their detention is not 

linked to any criminal proceedings.  They will have been transferred to secure provision as their mental 

distress or behaviour was assessed as presenting a significant risk to themselves or others within less 

secure care settings. 

 

As can be been from chart 3.1, in the 1996 population of the high security hospitals the proportion of 

women patients detained under Civil Orders was nearly three times as high as the proportion of men 

with Civil Orders.  For 26% of the women patients their detention was not linked to any criminal 

proceedings or conviction, compared with just 9% of men patients.  Most patients detained on Civil 

Orders will have been transferred from other NHS hospitals following recorded incidents of violent or 

aggressive behaviour towards others or themselves. First recorded reasons for the admission of patients 

detained under Section 3 civil orders were:  

Physical attacks against patients/public: - men 47% women 35% 

Physical attacks against staff: - men 20% women 29%  

Sexual behaviour: - men 7% women 0%  

Suicidal threats or self-harm: - men 2% women 16%  

Threats of violence: - men 9% women 8%  

Damage to property: - men 0% women 2%  

Hallucinations/delusions: - men 3% women 2%  

Other: - men 4% Women 6%. 

 

The majority of patients in high security hospitals will have been subject to criminal proceedings in a 

court of law.  They will have been remanded to hospital on a Court Order for psychiatric assessment or 

treatment during the course of their court case prior to their conviction or acquittal, or subsequent to 

their conviction, have been sent to hospital for treatment, or for psychiatric assessment prior to 

sentencing.  Prisoners assessed as requiring psychiatric treatment are transferred to High security 

hospitals under Section 47 of the Act if they are sentenced prisoners, or under Section 48 if they are  

remanded.   

 

Chart 3.1 shows that court orders (sections 35 to 38) accounted for a similar proportion, (just over 

half), of both men and women patients in High security hospitals during 1996. The proportion of men 

patients who had been transferred from prison was significantly higher than for women, with 33% of 

men having been transferred from prison under Section 47 or 48 of the Mental health Act, compared 

with just 17% of the women population. 

 

Some patients who have been convicted of grave or other serious offences will also have a Restriction 

Order under Section 41 or 49 of the Mental Health Act.  They cannot be discharged without Home 

Office approval or a decision from a Mental Health Review Tribunal.     Men patients are far more 

likely to be subject to Restriction Orders (Section 41 or 49) with 73% of men in the 1996 population 

having a Restricted Order compared with just 49% of women detained in High security provision.   The 

higher proportion of men patients on Restricted Orders is partly accounted for by the larger number of 

transfers from prison.  Most prisoners transferred during their sentence will be admitted to high 

security hospital on a restricted order, as they will be required to return to prison to complete their 

sentence when they are discharged from hospital.  It is also the case that the percentage of women 

patients detained under court imposed Section 37 order who have Section 41 restriction imposed is 

significantly lower than for men patients detained under Section 37 orders (refer to: Appendix: Table 

25). 
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Chart 3.1  Legal Category under Mental Health Act

72.7

33.6

52.9

8.9

48.5

17.4

51.3

26.2

0 10 20 30 40 50 60 70 80

Restricted Orders

Prison Transfers

Court Orders

Civil Orders

percent

Women

Men

 
 

 

 

Classification under the Mental health Act 
 

 

All patients detained under the Mental Health Act (1983) are classified under one or more of the 

following four categories of mental disorder, Mental Illness, Psychopathic/ Personality Disorder, 

Mental Impairment or Severe Mental Impairment. 

 

 

Chart 3.2 shows that women are significantly less likely to be classed under the Mental Health Act 

(MHA) as being mentally ill compared with men patients, (48% of women and 64% of men).  In 

comparison of all patients detained in England under the MHA during the year 1996/97, a slightly 

higher proportion of women 86% compared with 82% of men were legally classified as mentally ill.  

Whilst 13% of men legally classed as mentally ill were detained in high security hospitals, just 3% of 

women classed as mentally ill under the MHA were detained in high security hospitals. (Department 

of Health Statistical Bulletin 1998/01) 

 

 

A slightly lower proportion (but not statistically significant) of women patients were classified under 

the MHA as being mentally impaired, (including dual classifications; women 9% compared with men 

10%).  Bearing in mind women represent a minority of the total population of adults in Britain with 

mental impairment, especially of those with mental impairment associated with significant behavioural 

impairment, women with learning disabilities may well be over-represented in the high security 

hospital population. 

 

 

The Case Register for the 1996 population showed that women patients are significantly more likely to 

be classed as having a personality disorder (PD)  (including dual classifications; women 45% compared 

with men 28%) (refer to: Appendix: Table 26). 
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Chart 3.2 Mental Health Act Classification
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Women classified as having a personality disorder were more likely than men with a PD classification 

to be detained under a Section 37/41 Restricted Court Order.  Of all the men High security hospital 

patients detained under sections 37/41, 28% were classified as having a Personality Disorder, compared 

with 49% of the women patients detained under a Restricted Court Order. 

 

 

Recorded Reasons for Admission 
 

 

The Case Register records details of the first and in some cases a second reasons for admission to a 

high security hospital.   Chart 3.3 gives details of first recorded reasons and chart 3.4 shows the 

proportion first or second recorded reasons for men and women admissions.  Women were slightly less 

likely to have been transferred to a high security hospital as a result of physical attacks against other 

patients or the public (Women patients 30%, compared with men patients 34%).  They were 

significantly more likely to be recorded as having made physical attacks against hospital/prison staff 

(Women patients 16% compared with men patients 9%).  Whilst sexual behaviour was the first 

recorded reason for admission for 103 men patients (8%), only one woman patient was admitted to a 

high security hospital due to her sexual behaviour.  Most significantly whilst over a fifth of women 

patients were transferred to high security provision because of damage to property, only just over 5% 

of men were admitted for this reason.   Women were also nearly twice as likely to be admitted because 

of suicidal threats or self-injury, (Women 11% compared with men 6%) (refer to Appendix: Table 

27).  

 

When second reasons for admission to high security hospitals are looked at as well as the first recorded 

reason, the gender differences are accentuated.  Men are far more likely than women to be admitted for 

reasons of sexual behaviour or because of symptoms of mental illness (hallucinations/delusions). 

Women are far more likely than men to be admitted because of damage to property, physical attacks 

against staff or suicidal threats/self-injury (refer to: Appendix: Table 28). 
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Chart 3.3 First Reason For Admission
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Chart 3.4  First or Second Reason for Admission
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Age at Admission 
 

 

The average age of women patients on the date of their admission to high security hospital is 

significantly lower than for men patients (P<0.01).  In the 1996 population the mean age for women 

patients when first admitted was 28.8 years compared with a mean age of 31 years for men patients. 

 

Chart 3.5 shows a greater proportion of women patients compared with men patients were admitted 

when they were still teenagers (Women 10%: Men 8%).  Whilst 41% of women were under 25 years of 

age when first admitted to High security hospital only 29% of men patients were still under the age of 

25 years when admitted.   On the other hand women patients were slightly less likely to be admitted 

over the age of 45 years, with just 6% of women being over the age of 45 when admitted compared 

with 9% of men patients (refer to: Appendix: Table 29).    

 

 

Chart 3.5  Age when admitted
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Among women patients first admitted as young people under the age of 25 years, over half were 

classified as having a personality order.  Over three-quarters of them experienced at least one 

disruption or change in parental care as children and as many as 43% had experienced institutional care 

in a children’s home.  

 

 

Ethnicity 
 

 

Chart 3.6 shows women patients are slightly less likely to come from a minority ethnic background 

than men high security hospital patients.  Of the 34 women patients (13%) known to be from minority 

ethnic backgrounds 32 were black women of African/Caribbean origin  (refer to: Appendix: Table 

30).    In 1996 only about 6% of the population in Britain were from non-white minority ethnic groups 

(Office of National Statistics, UK in Figures).   Therefore people from minority ethnic groups, 

especially those with an African/Caribbean origin, both men and women, were considerably over-

represented among admissions to high security hospitals compared with their numbers in the general 

population.   In respect of the prison population during 1996 there was an even greater over-

representation of women from ethnic minorities with 24% of women prisoners being from ethnic 

minorities, compared with 18% of the men prison population (Home Office Stat Bull. issue 18/1997).  
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Chart 3.6  Ethnicity
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Index Offence 
 

 

Patients detained under Part III of the Mental health Act (1983) on either court-imposed Hospital 

Orders or transferred from prison, will have index offences linked to their high security hospital 

admission, which are the main offences for which they were convicted/(or are being prosecuted for). 

 

Chart 3.7 shows 65% of men patients compared with only 38% of women patients have index offences 

involving violence against the person.  If offences involving either violence against the person or 

sexual assaults are considered together as the type of offences most directly indicating a threat or 

danger to others 77% of men patients had index offences in this category, compared with just 38% of 

women patients.   

 

The proportion of men patients with an index offence of murder was twice as high as for women 

patients (men 15%; women 7%).  It is also the case that a significantly higher proportion of men 

patients had other index offences related to homicide (the killing of another person) or serious 

wounding (men 38%; women 25%) and for other physical violence (men 12%; women 6%).  In respect 

of sexual assaults, whilst 12% of men patients had an index offence for sexual assaults only one 

women patient had an index offence in this category. 

 

The other type of offence associated with indicating a serious risk or danger to the safety of others is 

arson.  Due to the unpredictable nature of the damage that can be caused by fire to both people and 

property, the risk associated with arson is viewed as particularly serious, by both the criminal justice 

system and health care professionals.  This is the case even when there is no intention to cause serious 

damage or harm to others.  Proportionally nearly three times as many women patients as men patients 

(26% compared with 9%) were detained in a high security hospital with an index offence of arson.   

Women patients with an index offence of arson were significantly more likely than men patients with 

an the same index offence, to have at least one previous conviction for arson with 55% of the women 

having a history of previous arson convictions compared with 33% of the men.  As patients who have 

committed arson offences are considered such as risk, it is difficult for them to access other NHS 

psychiatric hospitals and this can lead to delays in transfer to other provision, even when they are 

assessed are requiring care in conditions of lesser security.  Women patients with an index offence of 

arson were more likely to stay in high security provision for over five years, and within the 1996 

population 64% of women arson offenders compared with 56% of all women patients had been 

detained for longer than five years. 

 

Whilst only 9% of men patients in High security hospitals had no index offence, 26% of women 

patients were detained without an index offence  (refer to: Appendix: Table 31). 
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Chart 3.7  Index Offence
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Summary of Other Key Research/Statistics 
 

 

• Although the Case Register data shows that women account for 17% of the patients detained in high 

security hospitals during 1996 under court-imposed Hospital Orders, they represent only about 12% 

of offenders found guilty of indictable offences. (Home Office Stat. Bull. 16/96)    A research 

study by  (Hillary Allen, 1987), found that women appearing before the criminal courts were about 

twice as likely as men to be dealt with by psychiatric rather than penal means.   Allen described 

how women appearing in court were more likely to be treated as ‘mad’, not because they are 

offenders but because they are women.  She observed that “some of the ways in which women’s 

behaviour is discussed, for example, seem to present the woman subject in fundamentally 

pathological terms, as naturally irrational, unstable and out of control.” 

 

 

• Magistrates courts which deal with non-indictable (and “less serious”) offences have a greater 

tendency to use psychiatric disposals for women offenders and in 1995 women accounted for 15% 

of Mental Health Act Orders made by Magistrates courts, compared with 8.5% of those imposed by 

Crown Courts. (Unpublished Home Offices Statistics, supplied to WISH)    

 

 

• Only 49% of women patients in high security hospitals are subject to Restricted Orders compared 

with 73% of men high security hospital patients.  A slightly higher proportion of all women patients 

detained under Mental Health Act Restricted Orders (section 41 or 49) as at 31/12/95 were detained 

in high security provision, (53% of women compared with 50% of men) (Dept of Health Stat. 

Bull.  98/01) 

 

 

• The Case Register data shows women to be significantly more likely than men to be legally 

classified as having a personality disorder, either with or without mental illness being present.  

Other research has shown a very high proportion (as many as 91%) of women patients in high 
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security hospitals legally classified as having a personality disorder meet the DSM-III diagnostic 

criteria for Borderline Personality Disorder. (Coid 1992) 

 

• A 20% sample survey of high security hospital patients (Maden et al, 1995) concluded that whilst 

women patients were less likely to need a high level of security for reasons of public safety, they 

were more likely to have a high level of long-term intensive nursing care needs for which provision 

was currently not available other than in the context of high security hospitals.    They found that 

whilst only 34% of men patients were receiving in-patient psychiatric treatment at the time of their 

index offence or behaviour leading to admission to high security hospital, 60% of women were 

psychiatric inpatients when they committed their index offence/behaviour.  Researchers coded all 

behaviours other than index offences mentioned in the referral to, and assessment notes for, 

admission to high security hospital.  They found women were significantly more likely to be 

described as making repeated assaults (women 75%: men 52%), or as having self-harming 

behaviours (women 64%: men 27%).     The victims of the index offence/behaviour of women 

patients were more likely to have been fellow patients (women 36%: men 24%) or health care staff 

(women 45%: men 23%). 

 

• (Gwen Adshead 1994) in a research study on ‘Trauma and Violence’ with a sample of women 

referred to a forensic psychiatry service linked women’s violence and aggression towards others 

with a history of self-harming behaviours and experience of child sexual abuse in a sub-group of 

women presenting with personality disorders.  Adshead suggested that the propensity of this sub-

group of women patients to direct their aggressive violent behaviour towards health care 

professionals or other care-givers resulted from their past experiences of childhood sexual abuse 

and feelings of deep resentment towards care-givers’ in general. 

 

• Self-harming behaviour is particularly prevalent in women’s prisons and in 1996 there were 1,054 

recorded incidents of self-harm among a population of 2,010 women prisoners (Hansard 

Parliamentary Answer: 4 July 1997; by Joyce Quinn MP).  The recent Department of Health 

commissioned survey of psychiatric morbidity among prisoners found significantly higher levels of 

suicidal thoughts and suicidal attempts as well as self-injury, among women prisoners than among 

men prisoners. (ONS 1998). 

 

• Twenty-six percent of women patients in the 1996 population of the high security hospitals 

compared with about 7% of high security men patients had an index offence of arson, but in general 

women commit only a small minority of arson-related offences.  An estimated ratio of men to 

women arsonists is 6:1, based on both criminal and clinical statistics. (Stewart L. 1993) 

 

• Women represented only 28% (101 out of 360) of all patients with arson listed as their index 

offence detained under a Mental Health Act Restricted Order in any psychiatric hospital in England 

& Wales over a five year period (1992-96) (unpublished Home Office figures; supplied to WISH).  

However of patients detained in high security hospitals during 1996 with arson listed as their index 

offence 42% were women.   This indicates that women given MHA Restricted Orders in connection 

with arson offences are far more likely than comparable men patients to be detained in high security 

provision.  If arson is included in the broader category of criminal damage, in 1996 women 

represented just 8.9% of all defendants found guilty or cautioned for criminal damage/arson in a 

criminal court.  They represented 23.1% of those admitted to psychiatric hospital under a court 

imposed hospital order linked to a criminal damage/arson offence, and 39.8% of patients detained 

in high security hospitals. 

   

• (Taylor P. 1997) gives comparative figures between men and women high security hospital 

patients in 1994 which show that the index offences of women are far less likely to involve violence 

than those of men (41% against 65% involving any violence, and 13% against 22% involving 

homicide).  Conversely she gave figures showing  women were more likely than men patients to 

have been convicted of arson or criminal damage (21% against 8%) or to have no index offence 

(38% against 15%)  
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Key Points:          Admission Details 

 

 

• Proportionally nearly three times as many women patients as men patients in high security 

hospitals are detained on civil orders and their admissions are not related to any criminal 

convictions or proceedings. 

 

 

• Women patients are significantly less likely to have been transferred to a high security 

hospital from a prison than are men patients (women 17% compared with men 33%).  

However as women represented just 4% of the 1996 prison population, but represented nearly 9% 

of patients transferred from prison, women in prison are more prone to be transferred to high 

security hospital than are men prisoners.   

 

 

• A much higher proportion of men patients than women patients (73% and 49% respectively) 

in High security hospitals are detained on Restricted Orders under the MHA and will have been 

convicted of, or remanded in connection with, grave or serious criminal offences associated with a 

significant risk to the safety of others.  About 50% of women patients detained under a Restricted 

Court Order Section 37/41 are classified as having a personality disorder, compared with only 28% 

of men patients detained under Section 37/41. 

 

 

• Whilst women patients are significantly less likely than men patients in high security hospitals to be 

legally classified as mentally ill, a much greater proportion of women than men are classed as 

having a personality disorder.   Including dual classifications 45% of the women patients in 

High security hospitals compared with just 28% of the men patients were classified as having 

a personality disorder.   Other research with women offenders classed under the MHA as having a 

personality disorder found a very high proportion of them meet the diagnostic criteria for 

Borderline Personality Disorder (BPD).  

 

 

• Reasons for admissions as recorded in the patient’s admission details show significant differences 

between the men and women populations in high security hospitals.  Looking at both first and 

second recorded reasons for admissions physical attacks against other patients or the public is the 

most common reason for admission for both men and women patients (Men 33%: Women 29%).  

Among the other recorded reasons for admissions the most likely behaviour leading to a 

woman’s admission is damage to property (28%), followed by physical attacks on staff (27%) 

and suicidal threats/self-injury (16%).    For men patients the most likely other recorded 

reason for admission was equally physical attacks against staff or symptoms of mental illness 

such as hallucinations or delusions (15%), followed by threats of violence (11%) and sexual 

behaviour (10%). 

 

 

• Other research studies of women patients in high security hospitals have shown a very high 

proportion of women patients self-injure.  Women detained under a Section 3, Civil Order under 

the MHA were particularly likely to self-injure. 

 

 

• On average women are younger then men when they are first admitted to a high security hospital, 

and a significantly higher proportion of women than men are under 25 years of age when first 

admitted. 

 

 

• There is an over-representation of black people from African and Caribbean origin among 

both men and women patients in high security hospitals. 

 

                                                                                                          continued…………….. 
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                                                                                    …………….. continued 

 

 

 

• Men patients in high security hospitals are far more likely than women patients to have an index 

offence related to serious violence or sexual offences, with 77% of men compared to only 38% of 

women patients having an index offence related to physical or sexual violence.   

 

 

• The proportion of men patients (15%) with an index offence of murder was twice as high than 

for women patients (7%).   

 

 

• Whilst 12% of men patients in high security hospitals had index offences related to sexual 

assaults only one woman patient had a sexual offence listed as her index offence. 

 

 

• Proportionally nearly three times as many women than men patients in high security 

hospitals, 26% compared with only 9%, had an index offence of arson.  Home Office statistics 

indicate that a greater proportion of women than men arson offenders detained under Restricted 

Orders of the MHA are admitted to high security hospitals.  Women patients are more likely than 

men patients to be repeat arson offenders, and are likely to stay longer in high security hospital than 

other women patients are.    
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Chapter Four: Offending/Criminal Histories 

 

 
This chapter explores gender differences in respect of offending records prior to the index 

offence/behaviour including details of court appearances and convictions both as youths and as adults, 

any prior violent, sexual or arson offences, and previous custodial sentences.  It also looks at 

background details to violent/sexual index offences including identified motives and the patient’s 

relationship with the victim(s). 

 

 

 

 

Court appearances and convictions prior to index offence/behaviour 
 

 

Chart 4.1 shows just over 40% of men patients had experienced at least one court appearance before 

reaching the age of 17 years, but only 27% of women patients had appeared as defendants in court as a 

youths/juveniles.  Men patients were also more likely to have repeatedly been in trouble with the police 

as youths with 14% having appeared in court as least four times before the age of seventeen, compared 

with just 4% of  women patients (refer to: Appendix: Table 32). 

 

   

Chart 4.1  Number of Court Appearances as Young Offender
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As shown in chart 4.2, 40% of women patients had no court appearances as an adult prior to their index 

offence/admission, compared with just 30% of men patients.    
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Chart 4.2 Number of Court Apprearances as Adult (Prior to index 

offence)
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A slightly lower percentage of women patients (33%) had made over three court appearances as an 

adult compared with 39% of men patients (refer to: Appendix: Table 33). 

 

On average men patients had been tried in a court 5.4 times, 1.2 times as a youth and 4.2 times as an 

adult.  Women patients averaged significantly fewer court appearances with a mean of 4.1 court 

appearances, 0.6 as youths and 3.5 as adults (T-test: P<0.01). 

 

Chart 4.3 shows that in respect of violent and sexual offences, the type of offences most likely to be 

considered as an indication of risk to the safety of others, 32% of the women had prior convictions.   

This compared with 44% of men patients who had been previously convicted of a violent offence, and 

18% who had prior convictions for offences involving a sexual assault against another adult or a child 

(refer to: Appendix: Table 34). 

 

 

Chart 4.3 HIstory of violent/sexual offence (prior to index offence)
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Of the notable minority of high security hospital patients who had prior convictions for violent 

offences, chart 4.4 shows that 33% of men and 27% of the women were first convicted of a violent 

offence as a youth/juvenile.  The most probable age for a first conviction for violence was between the 

age of 18 and 25 years.   Indeed about 60% of the 64 women patients who had a prior record of violent 

offences were first convicted for violence as young adults under the age of 25 years.  This compared 

with 40% of the men who’s first adult conviction for violence occurred when they were under 25 years 

of age (refer to: Appendix: Table 35). 

 

 

 

Chart 4.4  Age when committed first violent offence
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Chart 4.5 shows very few patients had any convictions, prior to their index offence, relating to 

homicide/(killing of a person).  Just 3% of both men and women patients had been previously 

convicted for murder (or attempted/conspiracy or threat to), or manslaughter (including infanticide, a 

specifically female offence relating only to new mothers).  

 

 

In relation to other serious violent offences 39% of men patients but a significantly smaller proportion 

of women patients, 26%, had previously been convicted for wounding or other indictable assault.  

Women patients were also significantly less likely to have been previously convicted for robbery. 
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Chart 4.5  Previous Serious Offences (Violent/sexual/arson)
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In respect of arson, the other type of offence that is also associated with a high level of risk to the 

safety of others, this is much more likely to feature in the criminal histories of women patients.  

Twenty-two percent of the women had been previously convicted for arson compared with just 9% of 

the men (refer to Appendix: Table 36). 

 

Chart 4.6 shows 44% of men patients had been previously given one or more custodial penalties by the 

criminal justice system, compared with only 32 % of the women patients. 

 

 

Chart 4.6  Number of prior custodial sentences
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Women patients were also significantly less likely to have been persistently convicted of serious 

offences attracting custodial sentences, with only 13% of the women compared with 22% of the men 

having been sentenced with four or more custodial penalties in the past (refer to: Appendix: Table 37). 

 

 

Background to Index Offence 
 

 

In cases where the index offence/behaviour of the patient involves violence or sexual assaults the 

details provided by the Responsible Medical Officers (RMOs) includes information relating to the 

background of the index offence including motive, relationship with the victim and details of any 

precipitating events. 

 

Chart 4.7 shows with 29% of women patients, compared with 24% of the men patients their was no 

motive apparent to the RMO.  Whilst men patients were more likely to be identified as having had 

motives which were sexual or in some cases linked to the furtherance of theft, the RMOs were most 

likely to connect the motives of women patients with jealousy (refer to: Appendix: Table 38).  

 

 

Chart 4.7  Motive for violent/sexual index offences (as identified by 

RMO)
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There are significant differences between men and women patients who had committed violent or 

sexual attacks, in respect to the nature of the relationship between themselves and their victim(s).   

Chart 4.8 shows men were more than twice as likely to have attacked complete strangers, with as many 

as 34% of the victims of men patients being strangers.   Conversely women patients were far more 

likely to have committed their attack within the context of a healthcare setting, and were three times 

more likely to have a victim who was a doctor or nurse.  The higher incidence of assaults against 

healthcare staff attributed to women patients is one factor leading to women being referred to high 

security hospitals by other psychiatric hospitals, where staff considered them “unmanageable”.  

Women were also five times more likely than men patients to have been convicted for perpetrating 

violence against their own children/progeny. (This would include infanticide cases) (refer to:  

Appendix: Table 39). 
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The fact that the victims of men patients were much more likely to be strangers suggests a greater 

degree of random attacks, which were not committed within any particular context and as such are 

probably the most unpredictable and indicative of a serious risk to the safety of the public.  It is also the 

case the RMO’s questionnaires were less likely to identify any precipitating events before attacks by 

men patients and this further points to the unpredictable and random nature of attacks on others by men 

patients.    Whilst precipitating events were present for 37 % (32 cases) of women patients, for only 

26% (240 cases) of men patients were any precipitating events identified. 

 

 

Chart 4.8  Relationship between offender/victim (violent/sexual 

offences)
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Summary of Other Key Research/Statistics 
 

 

 

• (Carlen P. 1998) argues that women offenders are doubly punished by the criminal justice system 

in that they offend against stereotypical ideas of how “nice” girls behave, so sentences are harsher.  

She quotes home office figures that show that proportionally twice as many women as men are 

given a prison sentence for their first offence.   Her research with women prisoners shows how the 

impact of poverty linked with low educational levels, particularly when coexisting with the 
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experience of childhood abuse and the burden of responsibility for child-care within the context of 

an abusive/violent relationship plays a large part in female crime.  (Heidensohn 1991), a feminist 

criminologist who has researched and written extensively about women as perpetrators and victims 

of crime, suggests that social and economic marginalisation is a significant factor in women’s 

crime. She suggests women especially those who are found guilty of violent offences are treated as 

“doubly deviant” and their actions are explained only in psycho-pathological terms ignoring the 

social and economic context of their offences. 

 

 

• A study by (Lumsden J. et al, 1996) looking at pre-admission violence, compared the violence 

ratings of women patients in Broadmoor hospital with the violence ratings of men patients in 

Broadmoor from an earlier study (Wong M. et al. 1993) using the same rating scale (Robertson et 

al 1987).   They rated the level of violence associated with the patients’ index offence as well as 

previous violence including both prosecuted and non-prosecuted incidents of violent behaviour as 

recorded in criminal records and/or hospital notes.  The study found the prevalence of violence 

among women patients very significantly less than among men patients (p=0.00001).  Whilst only 

6% of men patients were scored as being “less violent” (score 0-2), 23% of women patients were 

scored as “less violent”.   At the other end of the scale in the most violent group (score 6-8) there 

was just 12% of  women patients compared with 30% of men patients. 

 

 

• Studies of violent incidents post-admission to high security hospitals have found a greater 

prevalence of violent/aggressive incidents among women patients.  (Maden et al 1995) in a 20% 

sample study of patients in the three high security hospitals found that during the previous 12 

months the percentage of women who had been recorded as committing minor assaults as well as 

those recorded as perpetrating serious violence was double that for men.  However although the 

incidence of minor injuries caused by women was much higher than by men, no woman patients 

were recorded as causing serious injuries compared with 9 men (4%) who caused serious injuries.   

(Larkin et al 1988) in a study of violent incidents in Rampton hospital found that women patients, 

who comprised only 25% of the hospital population, were involved in 75% of the incidents.     This 

over-representation of women patients’ involved in violent incidents was due largely to a small 

minority (14%) of them, who were involved in over half of the total recorded incidents throughout 

the hospital during the study period.  Self-harming acts and attacks on property were included in 

this study; this will also have contributed considerably to the prevalence of women involved in the 

recorded incidents.  

 

• Very serious violent assaults by patients detained in high security hospitals that result in the death 

of a victim are very rare indeed.   A study of homicides occurring in special hospitals, by (Gordon 

et al 1997) found that across all four high security hospitals (including Carstairs in Scotland) during 

the 30-year period 1966 to 1995, there were just 6 incidents, involving 8 patients, all men, and 7 

deaths.  No women patients were involved in any of these fatal incidents. 

 

 

• The confidential inquiry into homicides and suicides by mentally ill people (Appleby L. 1997) a 

Department of Health funded national research study, investigated 238 homicides by people with or 

without a history of mental illness.  The inquiry found that just 17% of those convicted of homicide 

had symptoms of mental illness at the time of the offence, and that only 5% of those convicted had 

symptoms of psychotic illness such as delusions and hallucinations.   Public fear of mental illness is 

partly based on the belief that mentally ill people are a major risk to strangers within the general 

public.  This study found that only 10% of the victims of homicides committed by people with 

mental illness were strangers compared with 26% of victims of people without mental illness.  

None of the victims of the women mentally ill offenders convicted of homicide, were strangers. 

 

 

 

• A recent study by (Taylor and Gunn, 1999) based on Home Office data relating to homicides in 

England and Wales between 1957 and 1995, showed there was little fluctuation in the numbers of 

people with a mental illness committing criminal homicide over the 38 years studied.  On average 

there had been a 3% annual decline in the proportion of homicide offenders who have a mental 

disorder.  Whilst in the early years of the study period the proportion of homicides attributed to the 
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mentally ill was approaching half (peak of 48% in 1958 and 1963), in 1995 approximately only one 

in ten of all homicides were committed by mentally-disordered offenders (11.5% of all homicides).  

The authors argue that these figures clearly illustrate, that, contrary to the impression given by the 

popular media, since the introduction of community care there has been a consistent fall over the 

years to the contribution that mentally ill offenders make to official homicide statistics. 

 

 

• Compared to men very few women commit crimes, even fewer commit violent crimes.   According 

to figures in the (Home Office Statistical Bulletin issue 16/1996) in 1995, over four times as many 

men were found guilty or cautioned for a criminal offence, as were women.  In respect of crimes 

involving violence against the person men outnumbered women by well over five to one (42,000 

against 7,800). 

 

 

• (Lloyd A. 1995) in her investigation of the treatment of violent women gathered Home Office data 

showing that in only about 11% of recorded homicides is the principal suspect women, and of the 

cases where women are convicted of homicide most are domestic crimes.   Very few women kill 

victims who are strangers to them.   Of 527 women convicted of homicide in England and Wales 

during the eleven year period 1982-92 only 32  (6%) had killed victims who were not known to 

them.    According to the British Crime Survey, 1996 (Home Office Stat. Bull. 19/96) of all contact 

crimes where the victim was a stranger, in 83% of cases the offender was male.   These figure 

suggest that even when women patients have index offences indicating serious violent acts, in many 

cases this will not necessarily be indicative of a risk or danger to the general public. 

 

 

 

• In a study of 28 women arson offenders admitted to the medical wing at Holloway prison during a 

four month period, (Stewart L. 1993), over 92% had received previous psychiatric diagnoses most 

(64%) had multiple diagnoses.  Over half (52%) were diagnosed as having a personality disorder.   

Comparisons with a clinical control group of 28 women prisoners who were not arson offenders 

admitted to the medical wing over the same period of time, showed both groups had similarly high 

rates of early deprivation and sexual and/or physical abuse.    However there was a greater tendency 

for the arson-group to have been involved in a marital/long-term cohabiting relationship, they were 

also more likely to be mothers, more likely to be involved in abusive adult relationships and to have 

experienced sexual assaults/physical abuse from their partners.   The study tested the women for 

measures of depression and self-esteem.  The mean scores of women from the arson-group were 

significantly different from those in the control group, showing the women in the arson-group to be 

more depressed and to have lower self-esteem.   The study identified several antecedents associated 

with arson offences by women that could be targeted for treatment.  These were low self-esteem, 

depression, limited communication skills and deficits in anger-management.   
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Key Points:       Offending / Criminal Histories 

 

 

 

• Men patients in high security hospitals had on average experienced more court appearances then 

women patients.  The mean number of court appearances for the men was 5.4, compared with a 

mean of 4.1 court appearances for the women.  The men patients were particularly more likely 

to have had more court appearances as youths/juveniles. 

 

 

• Women patients were significantly less likely to have any prior convictions for violence. Nearly 

70% had never been convicted of a violent offence before their index offence/behaviour.  

 

 

• Although virtually no woman patient had ever been convicted of an offence involving a sexual 

assault, 18% of the men patients had previous convictions for sexual assaults. 

 

 

• Among the just over 30% of women patients who had one or more previous convictions for 

violence, the most probable age for committing a first violent offence was as a young adult 

between the age of 18 and 25 years. 

 

 

• Although only 3% of either men or women patients had a previous conviction for an offence 

associated with homicide/(the killing of another person), a significantly larger proportion of men 

than women, 39% and 26% respectively, had at least one prior offence for a serious violent 

attack leading to a conviction for wounding or indictable assault. 

 

 

• A much higher proportion of women patients than men patients, 22% and 9% respectively, 

had a previous criminal record for arson.  (Arson is also the most common index offence among  

women patients). 

 

 

• Prior to their index offence women were significantly less likely to have ever been convicted of 

a serious offence which resulted in them receiving a custodial penalty.  Less than a third of the 

women had previously been given custodial penalties and only 13% had more than three earlier 

custodial sentences.   In contrast 44% of men patients had been given at least one prior custodial 

sentence and 22% had experienced four or more custodial penalties. 

 

 

• Women patients were less likely than men patients to have committed random attacks against 

strangers.    Whilst 34% of the victims of attacks by men patients were strangers to their attacker, 

in only 15% of violent offences by women was the victim a stranger.  There was also less likely to 

have been precipitating events present in violent/sexual attacks by men patients. 
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Chapter Five: Mental Health Histories 
 

This chapter looks at differences between men and women high security Hospital patients in respect of 

the number of previous in-patient admissions to psychiatric hospitals, including the number of 

admissions to a high security hospital.  It also gives details of the proportion of men and women 

patients who were identified by their Responsible Medical Officer (RMO) as having a personality 

disorder and/or schizophrenia. 

 

Previous psychiatric hospital in-patient admissions 
 

As shown in chart 5.1 a much higher percentage of men patients (29%) than women patients (11%) in 

high security hospitals had never previously been admitted as an in-patient to a psychiatric hospital.  

Women patients were also far more likely to have had numerous prior in-patient admissions to 

psychiatric hospitals before becoming a high security hospital patient. Thirty percent of women 

patients compared with just 21% of men patients had experienced at least five previous in-patient 

psychiatric admissions, and 12% of women compared to just 5% of men had in excess of ten past 

admissions as in-patients to psychiatric hospitals (refer to: Appendix: Table 40).  The average number 

of previous psychiatric in-patients admissions was significantly higher for women patients than for men 

patients, with the mean number of admissions for women being 5.0 compared with 3.7 for men, a mean 

difference of 1.3  (T-test P<0.01).  There was more variability among men patients in respect of their 

number of prior psychiatric admissions the standard deviation from the mean for the men patients being 

7.4 compared with 4.6 for the women patients. 

 

 

Chart 5.1  Number of previous in-patient psychiatric admissions
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Chart 5.2 shows women patients were significantly more likely before their admission to high security 

hospital, to have spent more than a year in psychiatric hospitals.  Fifty-seven percent of women 

compared with 46% of men had previously spent over a year as in-patients in psychiatric hospitals, 

although this period of time may well have represented several shorter periods of time following a 

number of admissions.   There was however no significant difference between the proportion of men or 

women who had previously spent over five or over ten years, as psychiatric in-patients (refer to: 

Appendix: Table 41).     In view of the greater average number of prior admissions for women 

patients, on average their length of stay in general psychiatric hospitals or those of lower security 

would have been shorter than for men patients. 
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Chart 5.2  Time spent as psychiatric inpatient prior to current admission
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For a large majority of both the men and women patients this was their first admission to high security 

psychiatric provision.  Chart 5.3 shows this admission as the first for 74% of men and 79% of women.  

There were significantly more men patients for whom their current detention in a high security hospital 

represented a second admission, with 21% of men patients and 13% of women patients having had one 

previous high security hospital admission.  In respect of the small minority of patients who had 

previously been admitted at least twice, there was a slightly but not significantly larger proportion of 

women than men who fitted this category, (8% of women compared with 5% of men) (refer to 

Appendix: Table 42).  

 

  

 

Chart 5.3 Number of admissions to High Security hospital
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RMO diagnosis of Personality Disorder and/or Schizophrenia 
 

Whilst the proportion of women patients classified under the Mental Health Act as having a personality 

disorder (including dual classifications), is 45%, the proportion of women patients identified by their 

RMO as having a personality disorder is substantially higher at 64%.  In respect of men patients whilst 

only 28% are classed under the Mental Health Act as having a personality disorder (including dual 

classifications), 41% were identified by their RMO as having a personality disorder.   Women patients 

were significantly more likely than men patients to be identified as having personality disorders 

whether formally classed as such under the Mental Health Act, or whether identified as such by their 

Responsible Medical Officer. 

 

Schizophrenia, the most likely diagnosis of patients classified under the Mental Health Act as being 

Mentally Ill, was significantly more likely to be identified as present by the RMO in men patients than 

in women patients.   Forty-nine percent of men patients and 37% of women patients were identified by 

their RMO as being effected by schizophrenia. (Refer to: Chart 5.4) 

 

 

Chart 5.4  Schizophrenia/Personality Disorder present (as identified by 

RMO)
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Summary of other Key Research/Statistics 

 

• In a comparative study of women offenders with personality disorders sent to prison or referred for 

treatment to a non-secure NHS hospital (Dolan B., Mitchell E., 1994) 79% of the women in prison 

and 84% of those in the NHS facility were described as having Borderline Personality Disorder 

(BPD).  (Coid J. 1992) in a study of women special hospital patients found that over 90% of those 

classified as having a personality disorder met DSM-III criteria for BPD.  A 1994 case note study of 

women patients in Broadmoor hospital (Dolan and Bland 1996) found the diagnosis of Borderline 

Personality Disorder (BPD) as defined in DSM-IV, “as highly relevant to many of the women” 

classified as having personality disorders.  They suggest that as transient “Psychotic” experiences 

are acknowledged as part of the BPD profile, these women patients do not fit in neatly with the 

framework for legal classification under the Mental Health Act which separates mental illness 

which is generally equated with psychotic/affective symptoms, from personality disorders, and 

consequently the needs of women personality disorder (PD) patients are likely to be quite different 

from those of men patients classified as PD.  

 

• A survey of drug treatment among all Broadmoor patients (Fraser & Hepple 1992) showed that 

women with a personality disorder (PD) were very significantly more likely to be prescribed anti-

psychotic and/or anti-depressants drugs than were men PD patients.  Whilst 96% of men patients 

with a personality disorder were prescribed neither anti-psychotic nor anti-depressants, this was the 

case for just 17% of women PD patients.  Whilst 75% of women were prescribed anti-psychotic 

drugs just 4% of men were prescribed anti-psychotics and none were on anti-depressants.  Forty-six 

percent of women were prescribed anti-depressants as well as anti-psychotics and further 8% anti-

depressants only.  
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• Research studies of deliberate self-harm in high security hospitals have shown a very high 

proportion of women patients self-injure.  (Burrow 1992) studying incidents of self-harm in one 

high security hospital over a six month period found women patients were responsible for 297 

incidents of self-harming behaviour compared with 84 incidents by men.   In a study of Section 3 

(Civil Order) patients at Broadmoor hospital, 88% of women self-harmed, compared with only 15% 

of the male sample  (Sellars and Liebling, 1988).    A study of 40 women patients who self-harm 

in Ashworh hospital with an average age of 31 years, found that over half of the women 

commenced their self-harming before the age of 14 years and 88% self-harmed before the age of 19 

years (Liebling et al., 1997). 

 

 

• Official statistics show that in England and Wales women are more likely than men to report 

symptoms of mental illness to their family doctor and also to use mental health services more 

frequently than men.  The fourth national study of morbidity in general practice (OPCS 1992) 

showed over 7% of adults consulted their family doctor about a mental health problem the 

prevalence rate per 10,000 persons at risk was 503 for men and 944 for women (almost double).  

Women are more likely to receive care from Community Psychiatric Nursing services with the rate 

per 1000 for men being 9 compared with a rate per 1000 for women of 13. (Gov. Stat. Service, DH 

Stats Div 2B, 1995-96).  A greater proportion of women are subject to Guardianship Orders under 

the 1983 Mental Health Act with 65% of new Guardianship Orders conferred during the year ended 

31/3/96 being with regard to women. (Gender breakdown supplied to WISH by D of H Statistics 

Div 2B).   During the financial year 1993/94 women represented 53.4% of all NHS hospital 

admissions with a main diagnosis of a mental disorder (including mental impairment).  The table 

below shows the percentages/numbers of admissions for selected categories of disorder:- 

 

In-patient admissions by main diagnosis (diagnostic short list) by sex 

NHS hospitals in England, Selected Mental Disorders  

  Women 

 

Men 

Schizophrenic psychoses 

(ICD 211) 

No. 

% 

13,993 

40.3 

 

20,707 

59.7 

Affective psychoses 

(ICD 212) 

No. 

% 

23,457 

64.5 

 

12,923 

35.5 

Other psychoses 

(ICD 213) 

 

No. 

% 

21,212 

51.3 

20,116 

48.7 

Neurotic & Personality 

Disorders (ICD 214) 

 

No. 

% 

20,939 

57.8 

15,298 

42.2 

Alcohol Dependency 

Syndrome (ICD 215) 

 

No. 

% 

6,022 

28.7 

14,929 

71.3 

Drug Dependency 

(ICD 216) 

No. 

% 

1,383 

30.3 

3,174 

69.7 

 

(Source: Hospital Episode Statistics Vol I, Finished Consultant Episodes 

 Financial year 1993-94, Dept of Health Statistics Division) 

 

 

• In brief key theoretical perspectives attempting to explain the vast differences in mental health 

problems experienced by men and women other than those relying only on biological differences 

between the sexes, include:- 

• the importance of social factors in producing depressive illness in women and the greater 

prevalence of social disadvantage among women, as well as the greater impact such 

disadvantage has on women;  

• placing gender as central to the understanding of women’s mental illness, describing 

women’s oppression in a male-dominated society as driving them to mental distress; 
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• that the label of mental illness is a social construct which is inappropriately and incorrectly 

applied to women as a means of social control in a patriarchal society; 

• Or that woman’s “deviance” is explained only in psycho-pathological terms ignoring the 

social context and origin of women’s behaviour. 

 

 

• The recent (Office of National Statistics 1998) survey of psychiatry morbidity among prisoners 

found evidence of a significantly higher prevalence of mental health needs among women than 

among men prisoners.  The findings of the survey include:- 

 

               Men          Men           Women        Women 

                                                      remand       sentenced       remand       sentenced 

                                                                     Proportion of population (%)  

 

Received psychiatric help/ 

treatment before entering prison 21    18                     40              40 

Received psychiatric help/ 

treatment since entering prison 15              16                     23              30 

Current neurotic disorder               59              40                     76              63 

Personality disorder                         78              64                              50* 

Any Functional psychosis                10                7                              14* 

Heroin dependency                          29              21                      41             26 

 

(*  data from clinical interviews is not shown separately for remand and sentenced women prisoners) 

 

 

• Case Register data shows women patients often experience numerous inpatient psychiatric 

admissions before being admitted to high security hospital.  These previous admissions will nearly 

always have been to mixed-sex wards.   The key findings concerning women patients from a One-

day Visit to 309 acute psychiatric wards, by the Mental Health Act Commission (Sainsbury 

Centre for Mental Health 1997) included that 94% (n=291) of the wards were mixed-sex with 

only nine women-only and 9 men-only wards.  A third of the women patients had to use washing 

and toilet facilities that were shared with men patients and a further quarter of women patients had 

to walk through or past areas for men to get from their sleeping areas to women only toilets and 

baths/showers.  Seventy-one women (3%) had to share sleeping areas with men patients.   Staff in 

well over half (59%) of the mixed-sex wards reported issues concerning sexual harassment of 

women patients by men patients.  The most commonly mentioned were, in order of frequency:- 

• Dis-inhibited behaviour and remarks by men patients 

• exploitation of vulnerable women 

• verbal harassment 

• watching or following of women patients 

• exposure or nudity by men patients 

• touching women patients 

 

 

• Since the publication of an article (Feinmann 1988) raising concerns about wide spread sexual 

assaults of women patients in psychiatric hospitals, there has been various further reports of sexual 

assaults and harassment of women psychiatric patients.  A number of authors have argued for the 

need to review the policy of mixed-sex psychiatric wards and advocate the availability of single-sex 

wards for those women patients who would feel safer in or choose to be treated in a single-sex 

environment. (Copperman & Burrowes 1992, Tonks 1992, Thomas et al 1992, Thomas & 

Batchup 1994, Thomas C.  et al 1995,  Henderson & Reveley 1996, Kohen 1999) 
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Key Points:   Mental Health History 

 

 

• Admission to a high security hospital was far more likely for women patients to be preceded 

by at least one in-patient admission to a local psychiatric hospital or one of lesser security (i.e. 

low or medium).   Whilst just 11% of women patients had no past psychiatric in-patient 

admissions, 29% of men high security patients had never previously been admitted as inpatients to 

any psychiatric hospital.   

 

 

• Although women high security hospital patients were more likely to have experienced 

numerous previous psychiatric inpatient episodes, with 42% having been admitted in excess 

of five times compared with just 27% of men who had five or more admissions, they were not 

significantly more likely to have spent very long periods of time as psychiatric inpatients.  This 

suggests the average length of stay following each admission for women patients in local 

psychiatric hospitals or others of lesser security was likely to be shorter than it was for  men 

patients. 

 

 

• Men patients were more likely than women patients to have been admitted to high security 

hospital for a second time, (men 21%: women 13%).    Only a small minority of patients had 

experienced more than two high security admissions, with no significant difference between men 

and women. 

 

 

• A high proportion (64%) of women patients were identified by a Responsible Medical 

Officers as having a personality disorder. Other research studies of women in High security 

Hospitals (Coid 1992) found 91% of women classed as having a personality disorder met the 

diagnostic criteria for Borderline Personality Disorder (BPD).   The diagnostic profile for BPD is 

significantly different from that of other personality disorders, and includes transient “psychotic” 

experiences, and is often associated with past experiences of abuse.  
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Chapter Six: Length of Stay and Discharge Details 
 

 

This chapter describes the differences between men and women high security patients in respect of 

length of stay of current patients and of those discharged during 1996.  It also looks at differences in 

the type and destination of discharge and aftercare arranged. 

 

 

Length of Stay 
 

Chart 6.1 shows that there were no significant differences between men and women in the length of 

stay to date of patients still detained in the 1996 population.  About 20% of all patients had been 

admitted within the previous two years. Forty-one percent of men compared with 44% of women had 

been admitted within the past five years, however the majority of patients had been detained in a high 

security hospital for over five years. About a third had been detained for ten or more years (refer to 

Appendix: table 44).  The fact that the proportion of women patients who had been detained for less 

than two years was the same as for men patients is an indication that, although women are over-

represented in high security psychiatric provision the proportion of women admissions is not falling. In 

1994 women admissions represented 18% of all admissions, in 1995, 15% and in 1996 women 

accounted for 16% of all admissions. In comparison women represented just 4% of the prison 

population during 1996 (Home Office Statistics on Prison Population) and just 12.5% of those found 

guilty of indictable offences (Home Office Statistics on Court Proceedings). 

 

Despite the much smaller proportion of women compared with men detained on Restricted Orders or 

with index offences related to homicide, other serious violence or sexual assaults against another 

person(s), they are just as likely to have remained detained for between five and twenty years. The 

proportion of women who had been detained for over twenty years is only slightly less than the 

proportion of men who were admitted over twenty years ago.  

 

 

Chart 6.1 Length of Stay to date of current High Security hosptial 

patients
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During 1996 there were 173 men patients and 38 women patients discharged from high security 

hospital, with women representing 18% of discharges.  Chart 6.2 shows that a much higher percentage 

of  men discharged that year had stayed less than two years (men 35%: women 16%).  At the other end 

of the scale, 6% of the discharged men had been detained for over twenty years, but as many as 16% of 

the discharged women had been detained in high security hospital for over twenty years (refer to: 

Appendix: Table 45). 
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Chart 6.2  Length of stay of patients discharge during 1996
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Type of Discharge/Aftercare 
 

Relatively few patients leaving high security hospital are discharged into the community on either an 

absolute or conditional discharge with no significant difference between men and women.  Chart 6.3 

shows that 3% of men and 5% of women leaving during 1996 were given an absolute discharge and 

9% of men and 8% of women being conditionally discharged.  This similarly uniform proportion of 

men and women who are discharged into the community is likely to be indicative of a significant 

difference in the way women and men are treated.   A much higher proportion of women were detained 

on Civil Orders, and a much smaller proportion were detained on Restricted Orders or had index 

offences relating to homicide or other serious physical violence or sexual assaults.  Women with a 

history of arson offences are particularly likely to be considered as presenting a very high risk, and are 

likely to remain longer in high security provision, and have difficulty accessing care in NHS provision 

of lesser security. 

 

Whilst a much higher proportion of women were transferred to a local psychiatric or learning disability 

hospital 40% compared with 18% of the discharged men, only one woman was transferred back to 

prison compared with 21% of the men who were discharged from high security hospital during 1996.  

This is a reflection of the much smaller proportion of women than men, who are admitted from prison 

on a Section 47 or 48 Order under the Mental Health Act. 

 

Nearly a third of all discharged patients were transferred to a medium secure psychiatric unit, 31% of 

men and 29% of women going into medium secure provision.    

 

Sadly a small proportion of patients leaving the high security patient population during 1996 never got 

to be discharged from High security provision during their lifetimes, with 6% of men and 8% of 

women dying whilst still patients (refer to: Appendix Table 46)   

 



Defining Gender Issues: Redefining Women’s Services 

WISH Report  Page: 59 

Chart 6.3 Type of discharge
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Of the small minority of patients who were discharged into the community 7 men and 4 women were 

discharged into the care of a local authority social worker. Ten men but just 2 women were discharged 

into the care of a local supervisory hostel, and the 2 other men patients discharged into the community 

had other (unspecified) aftercare (refer to: Appendix: Table 47). 

 

 

 

 

 

 

 

 

 

Other key research/statistics 
 

• Among all the patients formally discharged from high security hospitals during 1996 the mean 

length of stay for the women patients was two and a half years longer than for men patients (9.7 

years against 7.2 years).  (Taylor 1997) gave figures for the average length of stay in 1994 for men 

and women patients broken down by legal classification which showed that women within each 

category stayed on average a year longer than men in the same category, apart from those classified 

as having severe mental impairment, where the average length of stay for women was 21 years 

compared with 14 years for men.         

 

• Although women appear to be staying longer in high security provision, according to research 

carried out on behalf of the Special Hospitals Services Authority (shortly before they were 

superseded by the HSPSCB), approximately only 22% of the then population of women patients in 

high security hospitals required high secure care, with 37% of them requiring only medium secure 

care and 42% requiring conditions of lesser security than medium secure care (Special Hospitals 

Services Authority, 1994).   
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• Research looking at the placement needs of high security hospital patients originating from the 

NorthWest Region (Shaw J. et al 1994) also found a high proportion of high security hospital 

patients needed placements of lesser security.  A research panel concluding that 67% of the high 

security hospital patients coming from the North West region did not require maximum security 

care at that time and that approximately 84% would not require conditions of high security within 2 

years time.  A similar study looking a the placement needs of high security hospital patients 

originating from the North West Thames region (Murray et al 1994) found that only 14% of the 

current women patients, and 32% of men patients definitely required maximum security care.    

 

• A study examining the need for longer term psychiatric care in medium of low security provision 

(Reed 1997) concluded that the majority of women patients (n=138) in high security hospitals 

would be better placed in low or medium secure units providing longer term care. 

 

   

• The study of patients from the North West region (Shaw et al 1994) found a higher proportion of 

women among a group of patients who were given leave of absence to a regional secure unit but 

who were subsequently returned to high security hospital.  Similarly a study of sex differences 

among admissions to a medium secure unit (MSU) over a 12 year period (Milne S. et al, 1995) 

found women were 2.7 times as likely as men to be transferred from the MSU to high security 

hospital.  Overall they found a net movement of 19 men patients out of high security hospitals and a 

net movement of 3 women into high security hospitals. 

 

• Various studies of individual mixed-sex MSUs have found that women patients represent only a 

small minority of admissions ranging from 10 to 25%. (Bullard & Bond 1988, Higgo & Shetty 

1992, Smith et al 1992, Cope & Ward 1993, Torpy & Hall 1993, Milne et al 1995, Moss et al 

1996) 

 

• A study involving a one-day census of all NHS medium secure units in England, found women 

patients represented just 17% of the medium security patient population on that day, there being a 

total of 93 women patients.   The sex ratio in most units was 4:1 men to women or higher.  Only 

12.5% of all patients (and just 11% of first admissions) were transferred from other NHS hospitals, 

with the majority of patients being referred from remand prisons.  The study concluded that 

pressure for places from prisons and court referrals was causing a situation in which the number of 

beds available in medium security units was insufficient.  MSUs were therefore unable to respond 

to the needs of high security hospital patients needing transfer to conditions of lower security, or for 

civil patients assessed as requiring higher levels of security.  (Murray K., 1996)  

 

• Statistics held by the Home Office regarding Restricted patients leaving high security hospitals 

show that women patients leaving high security care are less likely to be re-convicted of an offence 

but more likely to be recalled to high security hospital within five years of their discharge than are 

men patients. (See table below:-) 

 

                                                                Percentage of discharged persons* 

                                                              Re-convicted of         Recalled to high 

                                                              an offence                 security hospital 

                                                              within 5 years           within 5 years 

 

Men                                                            44%                         17% 

 

Women                                                            33%                         27% 

                         

* (All patients first discharged from high security hospital between 1972-90) 

 

(Gender breakdown supplied to WISH by Home Office Research and Statistics Div.) 
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Key Points:   Length of Stay and Discharge Details 

 

 

• Within the current (1996) population of high security hospitals the majority had already been 

detained for over five years, with about a third having already spent ten or more years in high 

security hospital. 

 

 

• Women represented 18% of patients leaving high security psychiatric care during 1996.  

Significantly fewer women than men were discharged after a period of less than two years.  Whilst 

35% of discharged men had been admitted within the past two years, only 16% of the women 

who were discharged had spent less than two years in High security hospital.  In terms of the 

patients discharged who had been detained for twenty years or more, women were significantly 

more likely than men to fall into this category of very long stay patients.  Sixteen percent of the 

women had been admitted over twenty years ago, compared with just 6% of the men.  The 

average length of stay for patients discharged during 1996 was two and a half years longer for 

women than for men (9.7 against 7.2 years). 

 

 

• A very small number of patients are discharged into the community with an absolute or conditional 

discharge.   There was no significant difference between the proportion of men and women being 

given absolute or conditional discharges into the community. 

 

 

• Official statistics kept by the Home Office on Restricted patients leaving high security hospitals, 

show that men restricted patients are more likely to be re-convicted of a criminal offence within 

five years of their discharge, with 44% of men being re-convicted within 5 years compared with 

33% of women.  On the other hand Restricted women patients are more likely to be recalled to 

High security hospital within five years of their discharge without having been re-convicted of an 

offence, with 27% of discharged women being recalled within five years, compared with 17% of 

discharged Restricted men patients, (Patients first discharged between 1972-90).  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

Composite Cameo Profiles 

of men and women high security hospital  patients 
 

It can be difficult to envisage how facts and figures about the population of high 

security hospital patients impact on the lives of individual patients, and the 

implications they may have in relation to their individual needs.   Indeed many of the 

people involved in the process of making decisions about the future of women’s 

secure psychiatric services may have little opportunity to gain any real insight into the 

lives of the patients in this very unique, segregated and socially excluded population. 

 

The following cameo profiles are based on a composite of the average, the most likely 

or the most significantly different values for men and women patients in the high 

security hospitals Case Register data. Some appropriate fictional elaborating details 

have been added, based on knowledge gained from WISH’s experience of working 

with patients in high security hospitals.  They are not supposed to represent typical 

men and women patients, and indeed patients in high security hospital are not a 

homogeneous population and there is no such thing as a typical woman or man 

patient. 

 

Apart from the differences illustrated by the cameos, between the histories and needs 

of men and women patients, there are a number of shared experiences.  For example 

most high security hospital patients come from working class backgrounds, often 

from large families, most have no educational qualifications, over a fifth were 

excluded from mainstream education, and unemployment has often featured in the 

lives of both men and women patients.  Very few have experienced marriage or stable 

adult relationships and only a handful will have been cohabiting with a partner at the 

time of their index offence or admission to high security hospital.  

 

 

 

 

Composite cameo profile (A) male high security hospital patient 

(We shall refer to the male “Composite” patient (A) as Arthur) 

 

Current circumstances: 

Arthur is in his early fifties.  This is his second admission to a high security hospital.  

He was admitted under section 37/41 of the Mental Health Act nine years ago with an 

index offence of manslaughter.  He is diagnosed with schizophrenia and is classified 

as mentally ill under the Mental Health Act. 

 

Background: 

Arthur comes from a very large working class family.  He was the oldest of eight 

children, having five brothers and two sisters.  As a child he was often sent away to be 

looked after by other relatives in his extended family.  He left school with no 

qualifications and, as there was no room for him at his family home, he was forced to 

leave as a teenager and experienced homelessness from a young age. 

 

Prior contact with Mental Health and Criminal Justice Systems: 

He was frequently in trouble with the police in relation to vagrancy and theft.  At the 

age of nineteen he started to experience “psychotic” symptoms and was taken to a 



 

psychiatric hospital by the police where he was diagnosed with schizophrenia.  Whilst 

in hospital he attacked another patient with a knife and was charged with wounding.   

 

He was sent by the court to a medium security unit where he spend several years 

before being transferred to a high security hospital due to repeated violent threats. 

After ten years he was transferred back to a local medium secure unit from where he 

was discharged having been stabilised on medication.  He became homeless again 

after spending two years living in a hostel.    

 

When he was no longer on medication, his symptoms led to very aggressive 

behaviour as he had paranoid thoughts, and believed other people were trying to harm 

him.  He had intermittent contact with the local psychiatric services and police over 

the following few years.  Then he attacked another homeless man in a night-shelter, 

stabbing him in the chest with a pair of scissors.  The man died shortly after arriving 

at hospital and Arthur was charged with manslaughter.  He was found guilty and sent 

to a high security hospital for the second time on a restricted order under the Mental 

Health Act.  

 

 

 

Composite cameo profile (B)  male high security hospital patient  

(We shall refer to the male “composite” patient  (B) as Barry) 

 

Current circumstances: 

Barry is now 39 years old.  He was admitted to a high security hospital five years ago 

but hopes to be conditionally discharged shortly to a supervisory hostel in the 

community by the Mental Health Review Tribunal.  He was transferred from prison 

where he had been serving a five year sentence for rape, under section 47/49 of the 

Mental Health Act.  Since he has been in high security hospital he has attended a 

therapeutic group for sex offenders.  He is classified as having a 

psychopathic/personality disorder under the Mental Health Act. 

 

Background: 

Barry was one of four children.  During his childhood his father was in steady 

employment with a large building firm as a skilled bricklayer.  As a teenager Barry 

struggled with his school work due to undiagnosed dyslexia and left school at sixteen 

having failed his ‘O’ Levels.   His parents were very disappointed that he had not 

passed any exams at school and enrolled him at a local college in order to retake his 

exams, but he rarely attended.    He started to spend his time with a local gang of 

youths, he began to sniff glue and use drugs, and soon started to get in trouble with 

the police.    

 

His father managed to get him some temporary work as a labourer on a building site 

from time to time, but he often suffered from periods of withdrawal and depression. 

 

Prior contact with Mental Health and Criminal Justice Systems: 

As a young teenager he appeared in a youth justice court several times on minor 

charges, including possession of cannabis, and spent a short period in a young 

offender unit. 

 



 

He found relationships with anyone difficult and had never had a proper girlfriend.  

He would often make inappropriate advances to women, and prior to his index 

offence, he had two previous sexual offences, one for indecent exposure and one for 

indecent assault, for which he had received suspended sentences and probation orders.  

At the age of thirty-two he was charged with raping a women who he had followed 

home after she left a local pub late at night.  He was found guilty and sentenced to 

five years in prison.  Whilst in prison he was identified as having a substance misuse 

problem and a personality disorder, and was transferred to a high security hospital, 

half way through his sentence. 

 

 

 

 

 

Composite cameo profile  (C) female high security hospital patient 

(We shall refer to the female “composite” patient (C) as Caroline) 

 

Current circumstances: 

Caroline is now 36 years old. She was admitted to high security hospital under section 

37/41 of the Mental Health Act, just over 12 years ago when she was still only 23 

years of age.  Her index offence is arson. She is classified under the Mental Health 

Act as having a personality disorder. 

 

Background: 

Caroline’s parents both had drink problems.  Her father used to work as an unskilled 

labourer, but most of his jobs were fairly short-lived and in between there were often 

quite lengthy periods of unemployment.  She had two younger sisters.  When her 

parents were drinking there were often arguments and fights.  Although there was 

always alcohol around the house, there was often little to eat.  From a young age 

Caroline was introduced to drinking alcohol when her parents would give her a drink 

to keep her quiet.   Her father had a very violent temper and was often extremely cruel 

to his children, who would be punished regularly for no apparent reason.  

 

When Caroline was twelve her mother was admitted to a local psychiatric hospital 

after taking an overdose of sleeping tablets.  The two younger children were placed 

with foster parents, but initially Caroline stayed at home with her father.  Her father’s 

drinking continued and whilst her mother was in hospital he started to sexually abuse 

her.  Caroline had nobody to turn to and became very withdrawn. Her school work 

suffered and she started to cut her arms with razor blades.   

 

Prior contact with Social Work, Mental Health and Criminal Justice Systems: 

Social Services decided to also take Caroline into local authority care and she was 

placed in a children’s home as no foster carer was available. When her mother was 

discharged from hospital, the two younger girls went back home to their parents, but 

Caroline’s mother felt unable to cope with her so it was decided she should remain in 

the children’s home for the time-being.   

 

Whilst in the children’s home she was sexually abused by a male staff member and, 

through other girls in the home, was introduced to a pimp and street prostitution.  She 

became increasingly withdrawn and depressed and unable to manage with school.  



 

She was referred to a psychiatrist who prescribed anti-depressant tablets.  The 

following week she took an overdose and was admitted to an adult psychiatric ward 

despite still being only 15 years old, as at the time there was no specialist children’s 

psychiatric inpatient provision locally.  She was diagnosed as having Borderline 

Personality Disorder.   

 

Over the next few years she became a “revolving door” patient with numerous 

admissions usually pre-empted by self-injury or overdosing.  She first starting taking 

drugs at the age of fifteen when one of the male patients in the psychiatric ward 

introduced her to speed (amphetamines).   When Caroline took speed it allowed her to 

feel good about her self, and as she so desperately lacked self-esteem, it very soon 

became a habit she could not control.    

 

Caroline had never completed her schooling and had no qualifications and was unable 

to find any work during the periods she was not in hospital, when she generally lived 

in hostel accommodation.  She started to shoplift for items she could sell to get money 

to buy drugs.  The first time she was caught she was just given a warning, but the next 

time when she was eighteen she was charged and received a fine and a probation 

order.  She continued to take amphetamines and had also started drinking heavily.     

 

Caroline had never had a stable relationship but at the age of twenty fell pregnant and 

became a lone-parent.  Her probation officer managed to get her a small council flat 

just shortly before her son was born.  Immediately after she returned home from the 

hospital with her baby she found it very difficult to cope and become very depressed 

and was admitted to the Regional Mother and Baby Unit.  There she managed to come 

off speed and stop drinking, and started to bond with her son.   She returned home 

after spending just over a year in the Mother and Baby Unit, and in view of her 

psychiatric record Social Services placed her son on the At Risk Register.      

 

It was not long before Caroline started to drink and take amphetamines again.  Social 

Workers became concerned about her ability to care for her young child and decided 

to take him into care on an Interim Order until such times as Caroline was able to 

cope better.  She was distraught and was again admitted to a local psychiatric hospital 

after over-dosing.  She continued to injure herself, cutting and burning her arms and 

legs.  She received some help from a psychologist, and for the first time was able to 

talk to someone about her childhood abuse.  Before she was discharged she had 

started to have weekly access visits with her son, and was looking forward having him 

back home when she left the hospital. 

 

However rather than returning her son back home to her, Social Services decided that 

due to her “very unstable mental health and her history and drug and alcohol misuse” 

they were going to apply to the court for a Full Care Order.  Caroline was devastated, 

and felt her whole world had fallen apart.  On impulse she set fire to her living room 

furniture, thinking what was the point of having a home if she did not have her son 

anymore.  The neighbours spotted the smoke and called the fire brigade after helping 

her out of the flat.  She was charged with arson.   The court found her guilty and 

imposed a Section 37/41 Restricted Order under the Mental Health Act in view of the 

fact her actions had put the lives of others living in the block of flats at risk.  The only 

medium secure unit in the area only accepted male patients and other medium secure 



 

units that were approached unable to accept her, so she was sent directly to a high 

security hospital. 

 

 

Composite cameo profile (D) female high security hospital patient 

(We shall refer to the female “composite” patient (D) as Denise) 

 

Current Circumstances: 

Denise is now 22 years old.  She was admitted to high security hospital on a Section 

3, civil order under the Mental Health Act four years ago when she was only eighteen 

years of age.  She has a dual classification under the Mental Health Act of Mental 

Illness and Personality Disorder.  She is of mixed parentage, (white mother and father  

of Caribbean origin). 

 

Background: 

Denise was an only child.  Her mother was unmarried when she was born, and Denise 

never knew her natural father.  However her mother had various boyfriends during 

Denise’s childhood who would take on the role of being step-father to varying 

degrees whilst living with her mother.   Denise often felt neglected during her 

childhood and never received much attention or nurturing from her mother who went 

from one unsuccessful relationship to another.  She was always too busy trying to 

please her new partner to show Denise much love or care.  Although Denise’s mother 

did love her, she would often take things out on Denise when things went wrong in 

her own relationships with men, and would always turn a blind-eye when one of her 

boyfriends  treated Denise badly, including physical and racial abuse. 

 

Prior contact with Mental Health and Criminal Justice Systems:   

At school Denise found it difficult to participate in class work or to make friends and 

was often the subject of bullying.  She was referred to the Child Guidance Service, 

where she was assessed by a psychiatrist.  She was first admitted to an adolescent 

psychiatric unit at the age of fourteen, and never completed her schooling.    After 

being discharged from the adolescent unit where she had spent over a year she 

returned home to live with her mother, but was re-admitted to a local psychiatric 

hospital after only a few weeks, having taken an overdose of her medication.  In 

hospital she was uncooperative with staff and refused to attend group meetings or 

activities.  She started to use broken glass to lacerate her arms and wrists, which often 

required suturing by medical staff.   She became verbally abusive and threatening to 

both staff and patients.  She was reluctant to take medication and was placed on a 

Section 3 Order under the Mental Health Act.   

 

She was transferred to a medium security unit after she had lashed out at and kicked 

nursing staff who were attempting to give her depot medication, and the ward staff 

decided her behaviour was too difficult to be managed safely within local psychiatric 

facilities.  In the sixteen-bedded medium secure unit she was transferred to she was 

one of only two women patients.  As an attractive young woman she started to receive 

a lot of attention from male patients, which she found very threatening, resulting in 

her behaviour becoming even more difficult to manage, as well as being viewed as a 

disruptive influence for the male patients.  She was very aggressive towards both staff 

and patients in the unit and after a short period was transferred to a woman’s ward in 

a high security hospital. 
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Appendix 

 

High Security Hospitals Case Register Data 

 

All the tables in this appendix are derived from data in the Special Hospitals Case 

Register.  The tables show the number and percentage of male and female patients for 

each value, for all of the case register variables that were analysed for gender 

differences.  A statistical significance measure from a chi-square test for each value 

label in the tables is indicated in the far-right column.  Two asterisks (**) indicate a 

high statistical significance in the difference between male and female patients to a 

least the P=0.005 level, and one asterisk ( * ) indicates a statistical significance to at 

least the P=0.05 level.   A dash ( - ) indicates the difference between male and female 

patients is not statistically significant (i.e: P>0.05).    (If the Statistical Significance 

column is blank/(missing) a statistical test was not applicable/relevant). 

 

 

Tables for Chapter Two: - Family and Social Backgrounds 

 

 

Structure, Size and Social Class of family 

 

 

Initial Family/Care situation Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Both natural parents 

 

1073 88.5 178 84.0 - 

Lone parent family and/or  

other relatives 

122 10.0 26 12.3 - 

Institutional/Local Authority 

care (Foster/Children’s home) 

17 1.4 7 3.3 - 

Total cases recorded 1212  211   

Table 1 - Patient First Reared By: 

(Missing cases:- Men:194 Women: 52) 
(source: Special Hospitals Case Register: 1996 population) 

 

 

Social/Occupational 

Classification of Father 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Professional 48 4.6 8 5.2 - 

Intermediate (White collar) 119 11.4 16 10.3 - 

Skilled (Manual work) 538 51.6 73 47.1 - 

Semi-Skilled (Manual work) 168 16.1 26 16.8 - 

Unskilled (Manual work) 152 14.6 27 17.4 - 

Armed Forces 16 1.5 5 3.2 - 

Total cases recorded 1041  155   

Table 2 - Social Class Background 

(Missing cases:- Men: 364 Women: 108) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 



 

Number of children in family Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

One: Patient was an only child 72 5.9 10 4.7 - 

Two or three children in family 433 35.3 75 35.3 - 

Four to eight children in family 617 50.3 116 54.4 - 

Nine of more children in family 105 8.5 12 5.7 - 

Total cases recorded 1229  213   

Table 3 -  Family Size 

(Missing cases:-  Men: 178   Women: 50) 
(Source: Special Hospitals Case Register:  1996 population) 

 

NB:  Women patients were less likely to be the first born child in their family.  52 

women (24.9%) were firstborn children compared with 394 (32.4%) of male patients. 

 

 

Sex ratio of siblings Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Boys only 271 22.5 - - 

Girls only - - 39 19.0 

Equal number boys/girls 224 18.6 41 20.0 

Excess boys 501 41.7 36 17.6 

Excess girls 204 17.0 87 42.5 

Total cases recorded 1203  205  

Table 4 -   Sex ratio of siblings in childhood family 

(Missing cases:  Men: 204    Women: 58) 
(Source: Special Hospitals Case Register: 1996 population) 

 

Type of school Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Never attended school 6 0.5 - - - 

Primary/Elementary school 18 1.5 1 0.5 - 

Mainstream Secondary School 741 61.1 132 63.1 - 

Special/hospital school 243 20.1 47 22.5 - 

Judicial (Young Offenders)  103 8.5 16 7.7 - 

Educated outside U.K. 64 5.3 4 1.9 - 

Other 37 3.1 9 3.9 - 

Total recorded cases 1210  208   

Table 5 - Type of school last attended 

(Missing cases:-  Men 194   Women: 55) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 

 

 

 

 



 

Disruptions and changes in care during childhood 

 

 

Number of Changes before 16 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None 428 36.6 60 29.3 * 

One 221 18.9 43 21.0 - 

Two 201 17.2 33 16.1  - 

Three 119 10.2 26 12.7 - 

More than three 199 14.1 43 21.0 - 

Total cases recorded 1168  205   

Table 6 -   Number of changes in Parental care before age 16 

(Missing cases:-  Men: 239  Women: 58) 
(Source: Special Hospitals Case Register : 1996 population) 

 

Age at first change Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

No change before 16 years 427 36.2 60 29.4 * 

Under 5 years 236 20.0 48 23.5 - 

Over 5 but under 11 years 286 24.2 45 22.1 - 

Over 11 but under 16 years 231 19.6 51 25.0 - 

Total recorded cases 1180  204   

Table 7 - Age of first disruption/change in parental care 

(Missing cases:-  Men: 227  Women: 59) 
(Source: Special Hospitals Case Register: 1996 population) 

 

Reason for first change Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

No change before 16 

 

429 36.3 60 28.7    * 

Change in parent’s cir-

cumstances (eg: divorce, death) 

446 37.7 79 37.8    - 

Patient was admitted to hospital, 

sent to institution or left home 

before age of 16 years 

249 21.1 57 27.4     

    * 

Other 

(Not specified) 

59 5.0 13 6.2    - 

Total cases recorded 1183  209   

Table 8 - Reason for first disruption/change of care during childhood 

(Missing cases:-   Men: 224   Women: 54) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 

 

 

 



 

Type of institutional care exper-

ienced  before age 16 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Children’s home 

 

330 27.6 76 36.4 * 

Learning Difficulties School 

(Moderate or Severe) 

63 5.3 11 5.2 - 

School for Maladjusted (EBD) 

 

59 4.9 11 5.3 - 

Penal Institution 

  

79 6.6 9 4.3 - 

Psychiatric/Learning Disability 

Hospital 

59 4.9 17 8.1 * 

Table 9 -   Experience of different types of Institutional Care before age 16. 

(NB:  Some patients will have experienced more than one type of institution) 
(Source: Special Hospitals Case Register: 1996 population) 

 

Parental/siblings’ experience of Mental Health Difficulties 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Father      

History of mental health 

difficulties but NO inpatient 

hospital admissions 

26 2.4 3 1.7 - 

History of mental health 

difficulties with ONE OR 

MORE inpatient admission 

64 6.1 16 9.3 - 

Mother      

History of mental health 

difficulties but NO inpatient 

hospital admissions 

86 7.7 14 7.3 - 

History of mental health 

diffficulties with ONE OR 

MORE inpatient admission 

143 12.9 35 18.3 * 

Siblings      

History of mental health 

difficulties but NO inpatient 

hospital admissions 

46 4.4 11 6.6 - 

History of mental health 

difficulties with ONE OR 

MORE inpatient admission 

132 12.7 24 14.4 - 

Table 10  -   Family History of Mental Health Difficulties 
(Source: Special Hospitals Case Register: 1996 population) 

NB:  Male patients were more likely to have a sibling with a history of admission to a 

High Security hospital with 16 male patients having a brother or sister who had been 

admitted to a High Security hospital, but only one female patient had a sibling who 

had been in a patient in a High Security hospital. 

 

 

 



 

Parental/Siblings’ experience of Criminal Justice System 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Father      

One or more Non-motoring 

court conviction  

135 12.7 24 14.3 - 

One or more Custodial penalty 

 

88 8.4 17 10.1 - 

Mother      

One or more Non-motoring 

court conviction 

36 3.3 5 2.7 - 

One or more Custodial penalty 

 

13 1.2 1 0.5 - 

Siblings      

One or more Non-motoring 

court convictions 

343 32.3 47 27.6 - 

One or more Custodial penalty 

 

218 20.9 28 16.8 - 

Table 11 -   Family history of Criminal Convictions and Custodial Sentences 
(Source:  Special Hospitals Case Register: 1996 popuolation) 

 

 

Adult Relationship Family details 

 

 

 

Marital Status Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Single (Never married) 1017 82.0 176 81.1 - 

Married 62 5.0 8 3.7 - 

Widowed 9 0.7 2 0.9 - 

Divorced 128 10.3 26 12.0 - 

Legally separated 6 0.5 1 0.5 - 

Separated 17 1.4 4 1.8 - 

Total recorded cases 1239  217   

Table 12 -  Marital Status  

(Missing cases Men: 168 Women: 46) 
(Source: Special Hospitals Case Register: 1996 population) 

 

NB: Of the minority of patients who are or have been married, most have only been 

married once with just  (35) 2.8 percent of male patients and  (5) 2.4 percent of 

women patients having been married more than once. 

 

 

 

 

 

 



 

Cohabiting status before 

Present admission 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

Not living with a partner 1140 93.6 198 93.0 

 

 - 

Cohabiting (Living with partner 

but for less than 12 months) 

21 1.7 5 2.4  - 

Cohabiting (Living with same 

partner a year or more) 

 

57 4.7 10 4.7  - 

Total cases recorded 1218  213    

Table 13 - Cohabiting Status at time of present admission/Index Offence 

(Missing cases: Men: 189 Women: 50) 
(Source: Special Hospitals Case Register: 1996 population) 
 

Parenting/Children 

 

No. of children Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None  (Never had children) 889 72.8 133 62.4 ** 

One child 145 11.9 39 18.3 * 

Two children 97 7.9 24 11.3 - 

Three or more children 90 7.4 17 8.0 - 

      

One or More children 332 27.2 80 37.6 ** 

Total cases recorded 1221`  213   

Table 14 - Number of children 

(Missing cases:- Men: 186 Women: 50) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig. 

Spouse/Partner 

Has experienced mental health 

Difficulties 

43 17.6 10 21.8  - 

Has one or more non-motoring 

court convictions 

34 14.1 14 31.8 ** 

Has received one or more 

custodial penalties 

10 4.1 9 20.5 ** 

Not applicable/Not known 1164  219   

Own Children 

Have experience mental health 

difficulties 

2 0.7 3 4.8 * 

Have one or more non-

motoring court convictions 

10 3.6 3 4.6 - 

Have received one or more 

custodial penalties 

5 1.9 2 3.1 - 

Not applicable/not known 1132  198   

Table 15 - Spouses’/Own children’s experience of Mental Health Difficulties 

  and Criminal Justice System  (Source: Special Hospitals Case Register: 1996 population) 



 

 

Sexual Orientation 

 

 

Sexual Orientation Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Hetersexual 

 

1017 83.9 212 91.8  ** 

Homosexual (Gay, Lesbian) 

 

50 4.1 7 3.0  - 

Bi-sexual 

 

68 5.6 12 5.2  - 

Paedophiliac 

 

24 2.0 - -  * 

Paedophiliac and other 

(i.e. Heter/Homo/bi- sexual) 

53 4.4 - -  ** 

Total cases recorded 1212  231   

Table 16 -   Sexual Orientation 

(Missing cases:- Men: 195  Women: 32) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

Income and Employment 

 

 

When last employed at time 

of admission/offence 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Never employed 167 14.7 51 27.0  ** 

 

During last three years 430 37.8 48 25.4  ** 

 

Over three years since last job 54.2 47.6 90 47.7   - 

 

total cases recorded 1139  189   

Table 17 -   Length of time since last employed  

(Missing cases - Men 268 Women 74) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 

 

 

 

 

 

 



 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Employed (open) 260 18.5 18 6.8  ** 

 

Employed (Sheltered) 10 0.7 1 0.4  - 

 

Training Centre 7 0.5 - -  - 

 

Unemployed 712 50.6 127 48.3  - 

 

Non-employed 151 10.7 32 12.2  - 

 

Housewife - - 11 4.2  ** 

 

Student/At school 28 2.0 2 0.8  - 

 

Retired 5 0.4 1 0.4    - 

 

Always in institution 26 1.8 9 3.4   - 

 

Not known/ (Missing) 208 14.7 62 23.6  

Table 18 -   Employment Status before current admission/offence 
(Source:  Special Hospitals Case Register; 1996 population) 

 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Self (earnings) 258 21.6 15 7.4  ** 

 

Spouse/Co-habitee 2 0.2 10 4.9  ** 

 

Parent/(other relative) 43 3.7 4 2.0  - 

 

Pension 18 1.5 1 0.5  - 

 

Social Security (only income) 759 63.5 154     75.9  ** 

 

Other/(inc. criminal activity) 115 9.6 19 9.4  - 

 

Total cases recorded 1195  203   

Table 19 -  Main source of income before current admission/offence 

(Missing cases  Men 211  Women 60) 
(source: Special Hospitals Case Register; 1996 population) 

 

 

 

 

 

 



 

Qualifications and current age 

 

 

Highest qualification attained Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None 891 74.3 153 74.3   - 

 

GCSE/O Level or CSE 149 12.4 34 13.5   - 

 

A Level or equivalent 50 4.2 3 1.5   - 

 

Degree 16 1.3 1 0.5   - 

 

Professional qualification 6 0.5 2 1.0   - 

 

Other recognised qualification 88 7.3 13 6.3   - 

 

Total cases recorded 1200  206   

Table 20 - Educational qualifications attained 

(Missing cases:  Men 207  Women  57) 

 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Under 25 years 79 5.6 31 11.8  ** 

 

25 - 34 years 457 32.5 110 41.8  ** 

 

35 - 44 years 454 32.3 72 27.4   - 

 

45 - 54 years 255 18.1 31 11.8  * 

 

55 years + 160 11.4 19 7.2  * 

  

Total cases recorded 1405  263   

Table 21 - Current age of High Security Hospital Patients (1996 population) 
(Source: Special Hospitals Case Register: 1996 population) 
 

 

 

 

 

 

 

 

 

 

 



 

Alcohol and Drug Misuse 

 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Never Drinks alcohol 

 

215 18.4 53 27.0  * 

Drinks alcohol but no drink 

problem 

796 68.1 101 51.5  ** 

Drinks alcohol and has a drink 

problem 

158 13.5 41 20.9  * 

Total cases recorded 1169  196   

Table 22 - Alcohol use 

(Missing cases  Men 238   Women 67) 
(Source: Special Hospitals Case Register 1996 population) 

 

NB:   Significantly more women patients than male patients have a history of court 

convictions for Drunkenness. 

 

 

Amphetamine use Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Has taken amphetamines 

 

248 21.4 46 23.3  - 

First taken under age of 16 

 

49 4.2 16 8.1  * 

First taken under age of 20 

 

175 15.1 41 20.8  - 

Total cases recorded 1155  197   

Table 23 - Use of Illegal Drugs - Amphetamines 

(Missing cases  Men 252  Women 66) 
(Source:  Special Hospitals Case Register; 1996 population) 

 

 

Opiate use Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Opiates taken (eg heroin) 

 

145 12.4 26 13.2  - 

First taken under age of 16 

 

15 1.3 8 4.1  ** 

First taken under age of 20 

 

75 6.4 20 10.2  - 

total cases recorded 1161  196   

Table 24 -  Use of illegal drugs - Opiates 

(Missing cases Men 246   Women 67) 
(source: Special Hospitals Case Register: 1996 population) 
 

 

 



 

 

Tables for Chapter Three - Key Admission Details 

 

Male Female 

No: Percent No: Percent 

Stat. 

Sig. 

 

 

Civil Orders: 

Section 2 or 3 
 

126 

 

8.9 

 

69 

 

26.2 

 

** 

Court Disposals: 

Remand: section 35, 36 

Section 37 

Section 37/41 (restricted) 

Section 38 

 

30 

73 

467 

74 

 

2.1 

5.2 

40.3 

5.3 

 

8 

26 

86 

15 

 

3.0 

9.9 

32.7 

5.7 

 

 

 

 

 

- 

Prison Transfers: 

Section 47 

Section 47/49 (restricted) 

Section 48 

Section 48/49 (restricted) 

 

11 

311 

7 

145 

 

0.7 

22.1 

0.5 

10.3 

 

 

- 

24 

4 

18 

 

- 

9.1 

1.5 

6.8 

 

 

 

 

 

** 

Other 

Not known 

57 

7 

4.1 

0.5 

9 

4 

3.4 

1.5 

 

 

Total 1407  263   

Table 25 -  Legal Category under 1983 Mental Health Act 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

Male Female Stat. 

Sig. 

Classification 

No:         Percent No:        Percent  

Mental Illness 

 

904           64.3 125           47.5 ** 

Psychopathic/personality 

Disorder 

299           21.3 91              34.6 ** 

Mental Impairment 81               5.8 12               4.6 

 

- 

Severe Mental Impairment 17              1.2  5                1.9 - 

Dual Classification    

Psychopathic/Personality 

Disorder & Mental Impair- 

ment (inc Severe) 

24              1.7  2                0.8 - 

Mental Illness & Mental 

Impairment (inc. severe) 

16              1.1  3                1.2 - 

Mental Illness & Psycho- 

pathic/personallity Disorder 

66              4.7 25               9.5 

 

** 

Table 26 -  Mental health Act Classification  
(Source: Special Hospitals Case Register: 1996 population) 

 

 

      



 

Men Women Reason for admission  

No: Percent No: Percent 

Stat. 

Signif 

Physical attacks against 

Patients or public 

 

459 

 

33.9 

 

75 

 

30.0 

 

- 

Physical attacks against 

Hospital/prison staff  

 

128 

 

9.4 

 

39 

 

15.6 

 

* 

Sexual Behaviour 

 

 

103 

 

7.6 

 

1 

 

0.4 

 

** 

Suicidal Threat etc 

(Self-Injury) 

 

78 

 

5.7 

 

28 

 

11.2 

 

** 

 

Threats of violence 

 

101 

 

7.4 

 

13 

 

5.2 

 

 

- 

Hallucinated/deluded 

 

 

110 

 

8.1 

 

9 

 

3.6 

 

* 

 

Damage to property 

 

77 

 

5.7 

 

54 

 

21.6 

 

 

** 

Other and Transfers 

from other High 

Security Hospital 

 

302 

 

22.3 

 

31 

 

12.4 

 

Table 27 -  First Recorded Reason for Admission 

                     (Missing cases:-  Men: 49  Women: 51) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

Men Women Reason for Admission 

No: Percent* No: Percent* 

Statistical 

Signif: 

Physical Attacks against 

Patients or Public 

 

459 

 

32.6 

 

75 

 

28.5 

 

- 

Physical Attacks against 

Hospital/prison Staff 

 

207 

 

14.7 

 

71 

 

27.0 

 

** 

Sexual behaviour 

 

 

137 

 

9.7 

 

1 

 

0.4 

 

** 

Suicidal Threats etc 

(Self-injury) 

 

92 

 

6.5 

 

42 

 

16.0 

 

** 

Threats of Violence 

 

 

154 

 

10.9 

 

27 

 

10.3 

 

- 

Hallucinated/deluded 

 

 

207 

 

14.7 

 

13 

 

4.9 

 

** 

Damage to property 

 

 

119 

 

8.5 

 

74 

 

28.1 

 

** 

Table 28 - Recorded as First or Second Reason for Admission 

(* Percentages based on proportion of total Male or Female populations) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 



 

Men Women Age when Admitted 

no: Percent No: Percent 

Statistic. 

Signif: 

 

Under 20 years 

 

 

111 

 

7.9 

 

25 

 

9.5 

 

- 

 

20 - 24 years 

 

 

298 

 

21.2 

 

83 

 

31.6 

 

** 

 

25 - 34 years 

 

 

617 

 

43.9 

 

98 

 

37.3 

 

- 

 

35 - 44 years 

 

 

259 

 

18.4 

 

42 

 

16.0 

 

- 

 

45 - 54 years 

 

92 

 

6.5 

 

12 

 

4.6 

 

 

- 

 

55 years and over 

 

 

29 

 

2.1 

 

3 

 

1.1 

 

- 

Table: 29 -  Age when  first admitted to High Security Hospital 

(Missing cases:  Men: 1) 
(Source: Special Hospitals Case Register; 1996 population) 
 

 

 

 

 

Men Women Ethnicity 

No: Percent No: Percent 

Statist. 

Signif: 

 

White (Caucasian) 

 

1029 

 

73.1 

 

211 

 

80.2 

 

- 

 

Black (African/Caribbean) 

 

211 

 

15.0 

 

32 

 

12.2 

 

- 

 

Black (Asian) 

 

36 

 

2.6 

 

1 

 

0.4 

 

- 

 

Oriental 

 

4 

 

0.3 

 

- 

 

 

 

- 

 

Other 

 

19 

 

1.4 

 

1 

 

0.4 

 

- 

 

Not Known 

 

3 

 

0.2 

 

18 

 

6.8 

- 

Table  30 -   Ethnicity 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 



 

Men Women Index Offence 

No: Percent No: Percent 

Statistical 

Signif: 

 

Murder 

 

 

206 

 

14.7 

 

19 

 

7.3 

 

** 

 

Other homicide/ or serious 

violence/ Wounding (GBH) 

 

531 

 

38.0 

 

64 

 

24.5 

 

** 

 

Other physical violence 

 

 

171 

 

12.2 

 

16 

 

6.1 

 

 

* 

 

Sexual Offences 

 

 

166 

 

11.9 

 

1 

 

0.4 

 

** 

 

Arson 

 

 

94 

 

6.7 

 

68 

 

26.0 

 

** 

 

Other (Including non-indictable 

and minor offences) 

 

105 

 

7.5 

 

26 

 

9.9 

 

- 

 

None 

 

 

125 

 

8.9 

 

68 

 

26.0 

 

** 

Table 31 -  Type of Index Offence 

(Missing cases: Men: 9  Women: 1) 
(Source: Special Hospitals Case Register: 1996 population) 
 

Tables for Chapter Four:  Offending Histories 

 

Court appearances and convictions prior to index offence/behaviour 

 

No. of court appearances as 

juvenile 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None 672 59.7 146 72.6  ** 

 

One 147 13.1 24 11.9  - 

  

Two 84 7.5 15 7.5  - 

 

Three 70 6.2 9 4.5  - 

 

Four or More 153 13.5 7 3.5  ** 

 

Total cases recorded  1126  201   

Table 32 - Number of court appearances as a juvenile (i.e. under 17 years) 

  prior to index offence 

(Missing cases  Men 281  Women 62) 
(Source:  Special Hospitals Case Register; 1996 population) 

 

 



 

Number of court appearances as 

adult 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

Sig: 

None 331 29.5 80 39.8  ** 

 

One 139 12.4 30 14.9  - 

 

Two 124 11.0 14 7.0  - 

 

Three 87 7.7 11 5.4  - 

 

Four or More 442 39.4 66 32.8  - 

 

 

Total cases recorded 1123  201   

Table  33 - Number of court appearances as an adult prior to index offence 

(Missing cases  Men  284  Women 62) 
(source: Special Hospitals Case Register;  1996 population) 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

History of at least one previous 

violent offence 

497 44.2 64 31.8  ** 

History of at least one previous 

sexual offence 

202 18.0 1 0.5  ** 

Total cases recorded 1124  201   

Table 34 - History of violent/sexual offences prior to index offence 

(Missing casess  Men 283  Women  62) 
(Source: Special Hospitals Case Register:  1996 population) 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

No history of violent offences 627 55.8 137 68.2 

 

 ** 

Total cases recorded 1124  201   

 

 

     

Age first violent offence:      

17 years or under 163 32.8 17 26.6  - 

 

18 - 24 years 203 40.8 38 59.4  ** 

 

25 - 39 years 117 23.5 9 14.1  - 

 

40 years or over 14 2.8 - -  - 

 

Total cases recorded 497  64   

Table  35 - Age when committed first violent offence 

(Missing cases:   Men 283  Women 62) 
(Source: Special Hospitals Case Register; 1996 population) 



 

 

 

 

Type of offence Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Murder  

(inc. attempt/conspiracy/threat) 

20 1.8 2 1.0  - 

Manslaughter (inc infanticide) 

 

18 1.6 4 2.0  - 

Wounding/indictable assault 

 

437 38.8 53 26.4  ** 

Robbery 

 

135 12.0 10 5.0  ** 

Rape 

 

53 4.7 - -  ** 

(Buggery)/Anal Rape 

 

32 2.8 1 0.5  * 

Indecent Assault (of female) 

 

135 12.0 - -  ** 

Arson 

 

95 8.5 44 21.9  ** 

Table 36 - History of Serious Offences (Violent/Sexual/Arson) prior to Index 

  Offence 
(source:  Special Hospitals Case Register; 1996 population) 
 

 

No: of custodial sentences prior 

to Index offence/admission 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None 628 56.0 136 67.7  ** 

 

One 112 10.0 19 9.5  - 

 

Two 78 7.0 12 6.0  - 

 

Three 58 5.2 7 3.5   - 

 

Four or More 246 21.9 27 13.4    * 

 

Total cases recorded 1122  201   

Table 37 - Number of Custodial sentences prior to Admission/Index offence 

(Missing cases:   Men 285  Women 62) 
(Source:  Special Hospitals Case Register; 1996 population) 

 

 

 

 

 

 

 

 



 

Background to Index Offence 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Apparently motiveless 311 24.0 70 28.6  - 

 

Defence of self 90 6.9 20 8.1  - 

 

Defence of other(s) 12 0.9 4 1.6  - 

 

Defence of property 4 0.3 1 0.4  - 

 

Furtherance of theft 114 8.8 9 3.7  * 

 

Sexual 329 25.3 3 1.2  ** 

 

Jealousy 

 

194 15.0 66 26.9  ** 

Not Known 110  17    

 

Table 38 - Motives for Violent/sexual index offences (as identified by RMO) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Current or ex-partner 74 7.8 4 4.5  - 

 

Progeny (own child) 18 1.9 9 10.2  ** 

 

Other relative 122 12.8 10 11.4  - 

 

Fellow patient/prisoner 56 5.9 5 5.7  - 

 

Police/Prison officer 33 3.5 5 5.7  - 

 

Doctor/Nurse 32 3.4 8 9.1  ** 

 

Other authoritative/official 

person 

53 5.6 5 5.7   - 

 

Work mate/ Acquaintance etc 242 25.4 29 33.0    - 

 

Stranger 323 33.9 13 14.8  ** 

 

No Presence Offence 368  163   

Not Known 85  12   

Table 39 - Relationship between offender and main victims of violent/sexual 

  Index Offences (Source:   Special Hospitals Case Register; 1996 population) 

 



 

N.B.  Violent index offences committed by women patients were less likely to be 

random attacks and there were precipitating events present in 36.8% (32) of violent 

index offences committed by women patients compared with in 25.9%  (240) 

committed by male patients. 

 

Tables for Chapter Five:    Mental Health Histories 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

None:- (No previous psychiatric 

inpatient admissions) 

380 28.7 27 11.2  ** 

One 

 

203 15.3 24 10.0  * 

Two 146 11.0 32 13.3 

 

 - 

Three 140 10.6 38 15.8 

 

 * 

Four 101 7.6 19 7.9 

 

 - 

Five to Ten 

 

284 21.4 73 30.3  ** 

Over Ten 

 

72 5.4 28 11.6  ** 

Total cases recorded 1326  241   

Table 40 - Number of previous psychiatric hospital inpatient admissions 

(Missing cases  Men  81  Women 22) 
(Source:  Special Hospitals Case Register: 1996 population) 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

No previous psychiatric 

inpatient admissions 

352 28.1 24 10.7  ** 

Up to 3 months 111 8.9 23 10.3  - 

 

Between 3 and 12 months 213 17.0 50 22.3  - 

 

Over 1 but less than 3 years 210 16.7 51 22.8  * 

 

Over 3 but less than 5 years 103 8.2 26 11.6  - 

 

Over 5 but less than 10 years 141 11.2 27 12.1  - 

 

Over 10 years 123 9.8 23 10.3  - 

 

Total cases recorded 1254  224   

Table 41 -  Length of spent spent as a psychiatric inpatient prior to current 

  High Security hospital admission 

(Missing cases  Men 153  Women  39) 
(Source: Special Hospitals Case Register: 1996 population) 

 



 

High Security Hospital 

admissions 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

First  admission 986 74.0 199 79.3  - 

 

Second admission 282 21.2 33 13.1  ** 

 

Three or more admissions 64 4.8 19 7.6  - 

 

Total cases recorded 1332  251   

Table 42 - Number of admissions to High Security Hospitals 

(Missing cases  Men 75  Women 12) 
(Source:  Special Hospitals case register: 1996 population) 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Schizophrenia diagnosed 691 49.2 97 36.9  ** 

 

Personality Disorder diagnosed 539 41.5 157 64.1  ** 

 

Table 43 - RMO identified patient as having Schizophrenia/Personality  

  Disorder  (N.B. may have both diagnoses) 
(Source: Special Hospitals Case Register: 1996 population) 

  

 

 

Tables for Chapter Six:   Length of Stay and Discharge Details 

 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Under 2 years 280 19.9 54 20.6  - 

 

2 - 5 years 298 21.2 61 23.3  - 

 

5 - 10 years 343 24.4 65 24.8  - 

 

10 - 20 years 334 23.8 63 24.0  - 

 

Over 20 years 150  10.7 19 7.3  - 

 

Total cases recorded 1405  262   

Table 44   - Length of stay to date of current patients in High Security  

  Hospitals (1996 population) 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 



 

 

 

 

Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Under 2 years 61 35.3 6 15.8  * 

 

2 - 5 years 18 10.4 4 10.5  - 

 

5 - 10 years 49 28.3 15 39.5  - 

 

10 - 20 years 35 20.2 7 18.4  - 

 

Over 20 years 10 5.8 6 15.8  * 

 

Total cases recorded 173  38   

Table 45 - Length of stay of the patients discharged during 1996 
(Source: Special Hospitals Case Register: 1996 population) 

   

 

 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Absolute discharge 5 2.8 2 5.3  - 

 

Conditional discharge 15 8.5 3 7.9  - 

 

Transfer to local psychiatric or 

learning disability hospital 

32 18.1 15 39.5   ** 

Transfer to Medium Secure Unit 54 30.5 11 28.9   - 

 

Transfer to prison 37 20.9 1 2.6  ** 

 

Remand (aquitted) / End of 

Interim Order 

20 11.3 2 5.3  - 

Death 10 5.6 3 7.9  - 

 

Other 4 2.3 1 2.6  - 

 

Total discharges during 1996 177  38   

Table 46 - Type of Discharge (Patients who left High Security Hospital  

  during 1996) 
(Source:  Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 

 



 

 

 

 Men 

No: 

 

Percent 

Women 

No: 

 

Percent 

Stat. 

sig: 

Not absolute discharge 154 89.0 31 83.8  - 

 

Local Health Authority Social 

Worker 

7 4.0 4 10.8  - 

Supervisory Hostel 10 5.8 2 5.4  - 

 

Other 2 1.2 - -  - 

 

Total  173  37   

Table 47 - Type of Aftercare provided for patients discharged during 1996 
(Source: Special Hospitals Case Register: 1996 population) 

 

 

 

 

 

 




