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Abstract 
 
 
 Mental disorders are among the most prevalent of chronic diseases, and high rates 

of these disorders have been consistently found in jails and prisons. This study was a 

retrospective case series that described the population of adults charged with a criminal 

offense who were court ordered to undergo a psychiatric assessment within the Medical 

Legal Service in Santiago, Chile from 2005-2006. Chi-square tests were used to assess 

differences in the distribution of variables by sex and by criminal responsibility. 

Exploratory analyses using polytomous logistic regression were conducted in order to 

assess variables that might be predictive of the outcome of criminal responsibility as 

recommended by the psychiatrist. Of the evaluated offenders, approximately 84% were 

considered by a psychiatrist to be criminally responsible for their crime, 7% were 

regarded as having diminished criminal responsibility, 4% were considered to be not 

criminally responsible for their crime, and 4% were cases where criminal responsibility 

was not applicable. The following variables were found to be significant in the 

exploratory model: sex, age, occupational status, psychiatric pathology, recommendation 

of treatment, and recommendation of hospitalization. An offender determined by the 

psychiatrist to have a psychiatric pathology had the highest increase in odds of being 

considered to have diminished criminal responsibility or of being considered not 

criminally responsible. Results from this investigation will contribute to international 

knowledge about forensic psychiatry and mental health in Latin America.  
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Chapter 1 
 
Introduction 
 
1.1 Goals and objectives 

 

The main goals of this study were to (i) describe the population of individuals 

who were court ordered for a psychiatric assessment within the Santiago Medical Legal 

Service in Chile in 2005-2006 and to (ii) conduct exploratory work on the outcome of 

criminal responsibility. 

More specifically: 

1. Characteristics of the mentally ill offenders in Santiago were 

explored in order to better understand this population. 

2. Analysis was done in order to find variables that may be 

predictive of an offender’s criminal responsibility after having 

undergone a psychiatric assessment. 

 
 
1.2 Background 
  

According to the World Health Organization (WHO), 450 million people 

worldwide are affected by mental, neurological, or behavioural problems. Many of these 

problems go untreated or even undiagnosed. Mental illnesses can cause social isolation, 

poor quality of life, increased mortality, and are related to many other health concerns. 

For example, stress and anxiety can increase the risk of myocardial infarction, and 
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maternal depression can lead to developmental delays and psychiatric problems in 

children and is a major risk factor for infanticide. Mental illnesses also carry tremendous 

economic and social costs.  These can include lost productivity from persons with mental 

illness as well as their family members, direct and indirect costs for families caring for 

the mentally ill, costs of accidents caused by psychologically disturbed persons, justice 

and correctional costs associated with crimes committed by mentally ill persons, as well 

as developmental costs to the children of mentally ill parents1.  

Although the global burden of mental disorders is immense, there is a huge 

difference between the number of people receiving treatment and the number of people 

needing treatment. This gap is partly due to barriers such as a lack of understanding about 

the seriousness of mental illnesses and the benefits of services. Studies have shown that 

this gap is especially large in developing countries2. The treatment gap also varies across 

disorders. One review found that around the world the median untreated rate ranged from 

about 32% for schizophrenia to about 78% for alcohol dependence3. In Chile, the number 

of people receiving treatment as a percentage of the number of people needing treatment 

varied from 33% for schizophrenia and non-affective psychoses to 84% for alcohol abuse 

or dependence3. 

Research suggests that mentally ill individuals who commit serious offences and 

enter the penal system might not have committed such offences had they received 

appropriate mental health treatment4.  It is also speculated that committing minor 

offences may be a way of asking for help because once admitted to prison, it is possible 

to assess whether psychiatric treatment is necessary4. Furthermore, a large proportion of 

mentally ill persons first come to the attention of the police who know that if they refer a 
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psychiatric case to the criminal justice system, as opposed to taking them to hospital, the 

offender will be in a secure setting and dealt with in a more systematic way4. Penrose 

theorized that there is an inverse relationship between prisons and mental hospital 

populations4. This means that if one of these forms of confinement is reduced the other 

will increase, so where prison populations are extensive, mental hospital populations will 

be small, and vice versa4. All of these reasons may explain to why a greater proportion of 

mentally ill persons are in jails and prisons.  

Other factors cited as causes of mentally ill persons being placed in the criminal 

justice system are deinstitutionalization, more rigid criteria for commitment, lack of 

adequate community support for persons with mental illness, mentally ill offenders' 

difficulty gaining access to community treatment, and the attitudes of police officers and 

society4. According to Penrose’s theory, mental health system reform could lead to more 

mentally ill individuals ending up in prison, as was the case with deinstitutionalization2. 

It is often asserted that the number of mentally ill individuals in the criminal justice 

system has increased since deinstitutionalization4.  

Both the judicial system and the forensic psychiatric system (dealing with cases 

that occur in the boundary between psychiatry and the law) in Chile are currently being 

reformed5, 6. Chilean officials are also putting more emphasis on population health and 

mental health in particular. Legislation is being developed to ensure patients’ rights, and 

plans are being made to improve the delivery of services, both in physical and mental 

health7. Therefore, knowledge that can contribute to these system changes and their 

effects would be beneficial. 



4 

Current research has shown that evidence-based practice, which allows scientific 

research to be used for population health decision-making, is not routinely used in mental 

health programs8. The situation gets even more difficult if scientific evidence does not 

exist for a particular program. Furthermore, there are close interactions between the 

development of appropriate legislation and services and the care delivered within the 

health service. Therefore, using an evidence-based approach to mental health reform is 

beneficial and makes the collection of primary descriptive data all that more important. 

Descriptive studies can document the health of populations, the occurrence and 

distribution of a disease and the morbidity and mortality that result and can be the 

beginning of further, more detailed analysis9.  They are the first step in an evidence-based 

process and can give a broad perspective of the epidemiological situation before more 

rigorous studies are conducted. 

 

1.3 Study Rationale 

 

Because of the huge impact that mental disorders have and the costs that they 

entail, it is appropriate that more research be done in the area of mental health, especially 

within developing countries.  

As research has not yet been conducted on the population of individuals ordered 

by the courts to receive a psychiatric assessment in Santiago, Chile, descriptive research 

is a first logical step. This study represents the first time that data have been analyzed to 

support forensic psychiatric development in Chile. Results from this investigation will 

contribute towards international knowledge about forensic psychiatry and mental health 
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in Latin America. It will give a comprehensive understanding of the mentally ill 

offenders who enter the penal system. This study will also aid in the knowledge needed to 

allow the system reforms taking place to be appropriate for the population that will 

receive its services. It is also expected that the data collected will lead the way for 

international and regional comparisons, allowing for further research and understanding 

of the forensic psychiatric system in Chile.  

This study will also explore predictive variables for an offender’s criminal 

responsibility as determined by the psychiatrist at the time of psychiatric assessment. Any 

act cannot be criminally punishable if the person who committed the act did not have the 

capacity to fully understand the nature of the act or that the act was wrong10. It is from 

this definition that some individuals can be found not criminally responsible of a criminal 

act, as they are not able to fulfill these criteria due to a mental illness. This term refers to 

the mental state of the accused at the time of the offense11. The outcome of criminal 

responsibility will be used as a proxy for a final finding of criminal responsibility as 

decided by a judge at time of sentencing. This analysis could aid in determining how 

mentally ill offenders are being managed through the forensic psychiatry and judicial 

systems. For example, we should have a better understanding of the types of variables, 

and their relationships, that influence the determination of a mentally ill offender’s 

criminal responsibility. 
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Chapter 2 
 
Literature Review 
 
2.1 Mental Health Definitions 
 
 

The definition of health given by the World Health Organization (WHO) makes 

mental health an integral part of overall health. It states that “Health is a state of complete 

physical, mental and social well-being and not merely the absence of disease or 

infirmity”12. WHO further defines mental health as a “state of well-being in which the 

individual realizes his or her own abilities, can cope with the normal stresses of life, can 

work productively and fruitfully, and is able to make a contribution to his or her own 

community”12.  Therefore, a mental disorder can affect the individual’s physical health, 

peer and family relationships, occupational attainment, and many other aspects of life. 

Just as with general health and other illnesses, mental health and mental disorders are 

affected by multiple interacting social, biological, and psychological factors12. 

Defining disorders in mental health can be difficult, as it can be in many other 

disciplines. The Diagnostic and Statistical Manual of Mental Disorders 4th ED. (DSM-IV) 

defines a mental disorder as a “clinically significant behavioural or psychological 

syndrome or pattern that occurs in an individual and that is associated with present 

distress or disability or with a significant increased risk of suffering death, pain, 

disability, or an important loss of freedom”13. The definition continues that whatever the 

“disorder’s original cause, it must currently be considered a manifestation of a 

behavioural, psychological, or biological dysfunction in the individual”13. Thus abnormal 
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behaviour or conflicts that are between the individual and society are not mental 

disorders unless such behaviour is a symptom of a dysfunction in the individual13.  

Health services research can be defined as research that examines the tasks, 

resources, activities, and results of clinical practice and health services14. The field is 

relatively young, and grew out of the need for objective empirical evidence of the health 

system’s ability to deliver services that are efficient, effective, equitable, and safe14. 

Health services research focuses on three areas of care: deciding what care to provide; 

providing the best possible manner of administering care; and the outcomes that result 

from care14. The current study touches on two of these aspects. Looking at the descriptive 

characteristics of the population of mentally ill offenders can give a better sense of what 

types of services are provided and which would be needed in order to better care for these 

individuals. For example, if high rates of substance abuse disorders are discovered, this 

points to a need for improved access to rehabilitation treatment facilities. Exploring the 

characteristics that predict mentally ill offenders criminal responsibility looks at the 

outcome that results from the psychiatric assessment. This can give a better overview as 

to whether the outcome is appropriate for each individual. 

 

2.2 Classification of Psychiatric Disorders 
 

 

Psychiatric illnesses have tended to be diagnosed on the basis of symptoms, and 

not on causes, as is usually the case in other medical specialties.  Causes are not known 

for the majority of psychiatric illnesses, which then makes classification difficult. 

Traditionally, the groupings of mental disorders have been psychoses, neuroses, 
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personality disorders, substance use disorders, situational adjustment reactions, and 

organic disorders15. Intellectual disabilities are also sometimes included as a separate 

category; however, they are no longer considered to be mental disorders15. The DSM and 

the International Classification of Diseases (ICD) still generally use these classifications, 

although there have been changes throughout the years.  

According to the 10th Edition of the ICD (ICD-10), schizophrenia is the most 

common of the psychoses and many of the other disorders in this category share similar 

characteristic features. Schizophrenia is characterized by fundamental and characteristic 

distortions of thinking and perception, and by inappropriate or blunted affect. The term 

neurosis is no longer used in classification, although was widely used for some time. 

These disorders can have mixed symptoms, with coexistent anxiety and depression being 

common, and many have psychological causation. Personality disorders are generally 

persistent and are the expression of the individual’s lifestyle and mode of relating to self 

and others. The substance abuse disorders can differ in severity, but are all due to the use 

of one or more psychoactive substances. Situational adjustment reactions are 

characterized by a change in mood or affect. Finally, the organic disorders are mental 

disorders grouped together because of their common etiology in cerebral disease, brain 

injury, or other insult leading to cerebral dysfunction16.  

Historically, the grouping of psychiatric disorders was controversial and political, 

and diagnoses could vary between psychiatrists and from country to country17. Many 

factors, including this lack of congruency in diagnoses, influenced the building of a 

single system of classification, and in 1952 the American Psychiatric Association (APA) 

published the DSM-I17. Throughout every edition of the DSM, the dominant philosophy 
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of the time prevailed. In the first and second editions, psychoanalysis, the theories 

founded by Sigmund Freud, were evident.  In the first edition, Freudian analyses were 

scattered throughout, and with the second edition the influence of psychoanalysis was 

even more so, with psychoneurotic problems no longer being termed as ‘reactions’ but 

‘neuroses’17. With the third edition came the attempt to resolve the diagnostic issues 

occurring at the time, for example the inclusion of homosexuality as a disorder. With the 

third edition came the need to make diagnoses as precise as possible, with long lists of 

diagnosis criteria, validated through scientific evidence17. With DSM-IV, the current 

version of the DSM, the decline of psychoanalysis is evident. For example, the term 

neurosis was dropped in this edition of the DSM and is no longer widely used17. This 

current version is the main classification manual of mental disorders in North America 

and gradually more so around the world.  

Along with the DSM, the ICD used by the World Health Organization, is also 

widely used for the classification of mental disorders. In the late 1800s, Jacques 

Bertillion presented the precursor for the ICD in the Bertillion Classification of Causes of 

Death. It was adopted in many countries, and in 1898 the American Public Health 

Association recommended its adoption in Canada, Mexico, and the United States18. There 

have been many revisions since then, with the 6th and future revisions being entrusted to 

the WHO since 194818. The ICD has become the international standard diagnostic 

classification for all general epidemiological and many health management purposes, 

including mental disorders16. The ICD is also available in many languages including 

Spanish, and has been tested in 40 countries, making it a useful tool for cross-cultural 

analysis18.  



10 

The current revision of the ICD, ICD-10, includes in Chapter V detailed 

classification of more than 300 mental and behavioural disorders. This chapter defines 

the majority of disorders, as well as disorders of psychological development16. ICD-10’s 

Diagnostic Criteria for Research categorize them as follows: 

• F00-F09: Organic, including symptomatic disorders (e.g. dementia) 

• F10-F19: Mental and behavioural disorders due to psychoactive substance abuse  

(e.g. disorders due to the use of alcohol) 

• F20-F29: Schizophrenia, schizotypal and delusional disorders  

• F30-F39: Mood (affective) disorders (e.g. depressive episode and bipolar  

affective disorder) 

• F40-F48: Neurotic, stress-related and somatoform disorders (e.g. anxiety  

disorders) 

• F50-F59: Behavioural syndromes associated with physiological disturbances and  

physical factors (e.g. eating disorders) 

• F60-F69: Disorders of adult personality and behaviour 

• F70-F79: Mental retardation 

• F80-F89: Disorders of psychological development (e.g. developmental disorders  

of speech and language) 

• F90-F98: Behavioural and emotional disorders with onset usually occurring in  

childhood and adolescence (e.g. conduct disorders) 

• F99: Unspecified mental disorder 
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Those who prepared ICD-10 and DSM-IV collaborated closely and coordinated 

their efforts, resulting in similarities and reducing meaningless differences in wording 

between the two manuals13. The codes and terms of DSM-IV have been found to be 

compatible with both ICD-9 and ICD-10, making use of the two systems easier13. 

However, differences between the two systems do exist and still today the classification 

of psychiatric disorders is constantly evolving. Furthermore, not every individual will 

exactly fit the category of a diagnosis. This must be taken into consideration when 

diagnosing which disorder(s) an individual has and generally skilled clinical judgment is 

necessary. More recently, there is a move from the WHO to review all diagnostic 

categories and a group of world experts have been engaged in this endeavour (ref: 

correspondence with Dr. J. Arboleda-Flórez). 

 

 
2.3 Epidemiology of Mental Health 
 
  

Traditionally, psychiatric epidemiology has been disadvantaged by difficulties in 

conceptualizing and measuring mental disorders19. Thus, psychiatric epidemiology 

continues to be primarily descriptive, whereas other branches of epidemiology are 

documenting risk factors and prevention strategies19. Even in the 1970’s there were wide 

variations in the prevalence estimates and classification systems were inconsistent, as 

were case definitions and sampling methods20. However, over the past 20 years the 

situation has been improving beyond descriptive and into more analytical and 

preventative work19. 
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Essentially, there have been three generations of epidemiology studies on the 

prevalence of mental disorders. The first were characterized by the use of records and 

informants to define cases, and took place prior to World War II21. Post World War II, 

the second wave of studies was characterized by more personalized interviews and cases 

being identified using psychiatrist evaluations21. There were more studies in the second 

wave as opposed to the first and the second wave also utilized the diagnostic 

nomenclature that had expanded post World War II. The third wave, which began around 

the late 1970’s and early 1980’s, began to see improvements in case identification and 

classification21. Large descriptive studies of adult mental disorders have increased over 

the past twenty years, and have been carried out in many countries around the world19.  

Through these third wave studies, diagnostic tools have been improving the 

measurement of mental disorders. One such tool has been the Diagnostic Interview 

Schedule (DIS), which was an innovation of the Epidemiologic Catchment Area (ECA) 

study in the United States. The DIS could be administered by trained lay interviewers in 

about an hour and a computerized algorithm generated major DSM-III diagnoses20. 

Studies demonstrated that this method yielded reliable and valid diagnoses and it became 

the standard for community surveys of mental disorders19. The ECA, which was 

conceived in 1977 by the National Institute of Mental Health, was conducted in five 

centers across the US, with a total random sample of about 20 000. Some of the cities 

included considerable African American and Hispanic populations. The survey also 

included a total of 1370 responses from institutional residents. The ECA estimated that 

32% of the population had or had had a psychiatric disorder (lifetime prevalence), and 

found that 20% of respondents had an active disorder, in other words they met the criteria 
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for a disorder at some point in their life and had at least one symptom in the year prior to 

the interview20. The study also found that over 50% of respondents with a primary 

diagnosis of a mental illness, excluding cognitive impairment, had also met the lifetime 

criteria for at least one other psychiatric diagnosis or comorbidity20.  

The next innovation came in 1990 from WHO’s Composite International 

Diagnostic Interview (CIDI)19. This structured research diagnostic interview was similar 

to the DIS, but had incorporated ICD criteria22. The CIDI could be administered in 

several different languages, and had been shown to be cross-nationally valid and 

reliable22. Because of its widespread use, the WHO created a research consortium, the 

International Consortium in Psychiatric Epidemiology (ICPE) in 199722. This was to 

synchronize comparative analyses on, and provide technical assistance to, 

epidemiological studies using the CIDI taking place worldwide19. The first round of 

surveys using the CIDI took place in seven countries in North American, Latin America, 

and Europe, with a set of over 30 000 interviews22,23. Generally, these studies found that 

more than one-third of respondents met the criteria for a lifetime CIDI disorder24. These 

surveys found that lifetime prevalences for any disorder widely varied between countries, 

from around 40% in the Netherlands and the USA to 12% in Turkey and 20% in 

Mexico22. They also showed from the comparisons of lifetime and recent prevalences that 

these disorders were often chronic22.  

The WHO World Mental Health 2000 (WMH2000) initiative then grew out of 

these developments to further coordinate population surveys using the CIDI in 20 

countries, including Canada and Latin American countries. For this initiative, the CIDI 

was modified to address some previous limitations such as not including standardized 
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treatment questions, and expanded to included questions about disorder severity, 

impairment, and treatment24. The CIDI now contains questions about the depth of distress 

caused by the disorder and 12-month symptom severity scales based on a standard 

clinical scale. A severe mental disorder can be defined as having many symptoms in 

excess of those required to make the diagnosis or the symptoms cause visible social 

impairment13.  

One of the WMH2000 studies estimated the prevalence, severity, and treatment of 

DSM-IV mental disorders in 6 less developed and 8 developed countries24. From 2001-

2003, household surveys were conducted on a total of 60 463 adults in countries in the 

Americas, Europe, the Middle East, Africa, and Asia24. These surveys found that the 

prevalence of having any WMH-CIDI/DSM-IV disorder in the year prior to the survey 

varied widely, from 4.3% in Shanghai to 26.4% in the USA24. The severity of 12-month 

disorders also varied, from 33.1% in Colombia to 80.9% in Nigeria24.  

There are many important results that have emerged from these CIDI and DIS 

studies including the finding that mental disorders are among the most prevalent of 

chronic diseases and are often associated with serious role impairment19,24. Some studies 

have shown that the disorders have lifetime prevalences close to 50% of the population, 

and 12-month prevalences falling between 15-25%19. In Canada, studies have shown that 

around 20% of the population will experience a mental illness within their lifetime25. It 

has also been shown that anxiety disorders are the most common disorders in many 

countries followed by mood disorders, with 12-month prevalences ranging from 2.4-

18.2% for anxiety disorders and 0.8-9.6% for mood disorders24. Mild disorders are also 

much more frequent than moderate and more severe disorders24.  
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Studies have also found that mental disorders generally have earlier ages of onset 

than other chronic diseases19. The median age of onset varies between disorders.  

However, generally, the median age at first symptom is 16, and 90% have had their first 

symptom by age 3820. Anxiety disorders have an earlier age of onset, around age 15, than 

substance-use and mood disorders, which usually develop around ages 21 and 26 

respectively22. 

Studies have also discouragingly shown that only a minority of individuals who 

meet the criteria for a mental disorder are actually treated or seek treatment. Moreover, 

some surveys document therapy as only minimally adequate for patients who do seek 

treatment19,20. Severity of disorder has been found to be associated with service use. 

Individuals with more severe disorders or those with more than one diagnosis were found 

to be more likely to seek treatment and be treated20,24. Those with mild disorders are then 

more at risk because it is known that many individuals with mild disorders go on to 

develop more serious mental disorders24. Furthermore, the proportion of treated 

individuals has been shown to be much larger in developed countries than in less-

developed countries24. Despite severity being associated with treatment, studies have 

shown that around 35.5-50.3% of serious cases in developed countries, and 76.3-85.4% 

of serious cases in less developed countries did not receive treatment in the 12 months 

prior to surveys24. The proportion of treated individuals is still a minority, and a high 

proportion of people will go untreated or even undiagnosed, including those with severe 

cases24.  

Given the information that mental disorders are widely prevalent and have an 

early age of onset, it is even more disconcerting that these disorders have also been 
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shown to have a greater disabling effect on role functioning than some other chronic 

diseases24. Many studies in community, primary, and outpatient care settings in North 

America have shown that depression and anxiety are associated with functional disability, 

and that depressed and anxious patients have higher levels of disability than patients 

without psychiatric symptoms26. One study of note, the WHO Collaborative Study on 

Psychological Problems in General Health Care, conducted such research cross-

culturally, in order to determine if this relationship held true in different countries26. 

Fifteen centers, most being in large cities including Santiago, Chile, were selected to 

represent different socioeconomic development, culture, and ecology19. Groups of 1300 

to 2800 respondents were screened for a total sample of 26 91626. Psychopathology was 

assessed using the CIDI and DSM-IV and ICD-10 diagnoses. Disability was measured 

with the Brief Disability Questionnaire and physical health was assessed during a 

physician consult26. Illness severity was measured with the CIDI. Interestingly, the study 

found that Santiago had the highest prevalence (53%) for any mental disorder. After 

controlling for physical disability, psychopathology was associated with increased 

disability across the centers and a dose-response relationship was shown between the 

severity of mental illness and disability.  

 

2.3.1 Mental Illness in the Judicial System 

 

 Jails and prisons offer an interesting look at mental disorders because a large 

proportion of individuals with mental disorders are incarcerated4. Arboleda-Flórez 

published a paper in 1999 that reviewed the literature from that year on the prevalence of 
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mental illness in prisons, the types of conditions found, ethical issues and preventative 

strategies27. It found that studies had shown high rates of psychotic illness, neurotic 

symptoms, and attempted suicide in sentenced and remanded individuals. Remanded 

populations are those individuals in custody and waiting for trial. High rates of substance 

abuse and dependence disorders were also found. One study included in the review, 

looked at 400 consecutive admissions to prison and used the Structured Clinical 

Interview (SCID) for the DSM-IV diagnoses. This diagnostic tool is the best available 

instrument for assessing major Axis I diagnoses and is meant for use only by qualified 

physicians. Axis I diagnoses in DSM-IV are clinical disorders, not including personality 

disorders or mental retardation13. This study found that lifetime dependence disorders or 

substance abuse were present in 74% of inmates. Thirty-seven percent of inmates had 

abused or were dependent on drugs or alcohol in the 30 days before the study27.  

Other Canadian studies have also found high prevalence of mental disorders 

within the prison system. One study conducted in Alberta compared community rates of 

mental disorders in Edmonton to rates found in the provincial prison system28. A random 

sample of 3258 community residents and 222 inmates were interviewed using the DIS 

yielding DSM-III diagnoses28. The study found that over 90% of male inmates had had a 

disorder at some point in their life and that 87% had had a substance-use disorder28. They 

also found that 76.7% of the inmates had had symptoms in the 6 months preceding the 

survey28. These rates were found to be about 2.1 times the population rates of mental 

disorders and 3.3 times the population rate for the 6-month prevalence rates. This second 

finding was interesting because the 6-month rate is likely to have included the time of the 

offence28. Particularly high rates were found for substance-use and antisocial disorders, 
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as well as affective and anxiety disorders, when compared to the general population of 

males28.  

 Another Canadian prevalence study found similar high rates of mental disorders. 

This study, conducted in British Columbia in 1999, examined a random sample of 202 

male offenders who were newly sentenced to a term in federal incarceration29. The study 

used the Structured Clinical Interview (SCID) for DSM-IV diagnoses. Lifetime 

prevalence rates as well as 1-month (current) rates were measured. The study found that 

84.2% of the sample had at least a 1-month or a lifetime DSM-IV Axis I diagnosis, 

31.7% had a current mental disorder, and 15.8% had no diagnosis. These rates were 

compared to lifetime community rates in males in Edmonton of 40.7%29. The community 

rates were much lower than the rates found in the incarcerated population.  

 Similar findings have been shown in other countries as well. A systematic review 

was conducted on 62 surveys published from 1966 to 2001, from 12 countries, including 

Australia, Canada, Denmark, Finland, Ireland, Netherlands, New Zealand, Norway, 

Spain, Sweden, UK, and the USA30. The review searched for studies on the prevalence of 

psychotic illnesses, major depression, or personality disorders in prison populations of 

Western countries. Prevalence of substance abuse was not included in the review as this 

can be affected by reporting and ascertainment biases. Only surveys in which validated 

instruments were used were included in the review. In total, 22 790 prisoners, 81% of 

whom were male, were included in the 62 surveys. The review found that 3.7% of the 

male prisoners had psychotic illness, 10% had major depression, and 65% had a 

personality disorder including 47% with antisocial personality disorder. Of the female 

prisoners, 4% had a current psychotic illness, 12% had major depression, and 42% had a 
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personality disorder including 21% with antisocial personality disorder. These illnesses 

were current, meaning occurring within 6 months of the surveys. The results suggested 

that on average one in seven prisoners in western countries is afflicted with a psychotic 

illness or major depression. Furthermore, around 1 in 2 male and 1 in 5 female prisoners 

have antisocial personality disorders. The surveys showed about two- to four-fold 

increases of these disorders in prisoners over the general population. The researchers also 

discussed the extent of treatable disorders that were found in these prisoners. Depression 

and psychotic illnesses are treatable diseases, but given the lack of resources of most 

prisons, it is doubtful that these individuals are receiving the care they require30. Similar 

findings of high prevalences of psychotic symptoms and personality disorders in German 

prisons have been shown31. The majority of prison surveys have been conducted in 

western countries30 and thus more research needs to be done to assess these issues in non-

western countries.  

 Many studies have looked at the relationship between mental illness and violent 

behaviour in an attempt to discover whether mentally ill individuals are more dangerous 

than others. It has been shown that the general public believes that persons with mental 

illness are more likely to commit violent crimes than other people and that they are 

unpredictable32,33. There is evidence for a modest association between violence and 

mental illness, but the causal relationship is still not entirely clear33,34,35. One theory has 

been that violence is related to a set of psychotic symptoms, described as threat/control-

override symptoms34,35. The theory suggests that psychotic symptoms are likely to lead to 

violence if the symptoms cause a person to perceive others as harmful or if the symptoms 

influence in such a way that they override prohibitions against violence34. In 1994 Link 
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and Stueve conducted a case-control study in New York City using data from the 

Epidemiological Catchment Area34. They identified that threat/control override 

symptoms were more associated with violent behaviour than other psychotic symptoms34. 

Other studies have similar findings35. 

Evidence has also been found that mentally disordered inmates tend to be 

substance abusers and substance abuse, especially long-term use, is known to be 

associated with violence33.  Some studies studied the relationships among social factors, 

mental illness, and violence. One paper presented a model for the causal relationship 

between mental illness and violence. It was able to show that when severe mental illness 

is combined with antisocial personality disorder and substance disorders and is molded 

by an environment of violence, then the behaviour of the severely mentally disordered 

may turn violent33. In other words, mental illness alone is not a sufficient cause of violent 

behaviour. Research still needs to be done to fully explore these relationships. 

It has been demonstrated that mentally ill individuals were more likely to be 

arrested than individuals who seemed to be free of mental disorders even when the 

offending behaviours were the same32. The term “criminalization” of the mentally ill was 

first described by Abramson in 1972. He observed that mentally ill individuals were 

being increasingly subject to arrest and prosecution36. This term has since been defined in 

several ways. Some researchers suggest that criminalization should be defined at the time 

of arrest, whereas others require prosecution or incarceration and there are even 

distinctions between minor and serious offenses4. One review suggests that 

criminalization should describe mentally ill individuals who are arrested, with or without 
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jail detention, and prosecuted for minor offenses instead of being diverted to the mental 

health system4.   

Research indicates that higher arrest rates of mentally ill persons have little to do 

with the actual rates of violent or illegal behaviour32. The criminalization of the mentally 

ill may have more to do with the fear and stigma associated with these individuals. It may 

also be due to what has been called the “psychiatrization of criminal behaviour”, which 

proposes that more behaviours, including illegal and violent behaviours, are now under 

the scope of psychiatry32. Therefore, more individuals prone to illegal or violent 

behaviour are found in patient populations32. Higher arrest rates may not be due to 

relationships between violence and mental illness but due to the “psychiatrization” of 

these acts32.  

Another factor that has been suggested as affecting the relationship between 

mental disorders and criminalization is the lack of organization and continuing care for 

mentally ill offenders37. If individuals with mental disorders are not receiving adequate 

support and treatment this may be another reason why more of these individuals are 

ending up in the penal system.  

Returning to Penrose’s theory as a partial explanation, Penrose in 1939, used 

prison and mental hospital census data from 18 countries in Europe and found an inverse 

relationship between populations in prisons and in mental hospitals. According to his 

theory, some proportion of the population required a secure setting. If one form of 

confinement was reduced the other would increase4. If more services and greater access 

to treatment were provided to individuals with mental disorders, then less would end up 

in prison. Furthermore, if civil commitment were reduced, then more mentally ill 
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individuals would appear in criminal courts4. Civil commitment or involuntary admission 

as stated in the Mental Health Act of Ontario occurs when an individual suffering from a 

mental illness of an ongoing or recurring nature is likely to be harmful to themselves or 

others when not treated. An attending physician can deem this individual suitable for 

admission as an involuntary patient in a psychiatric facility38.  

If studies continue to find high rates of disorders among prison populations this is 

further evidence to support a need for better mental health services. Recommendations 

have been given to rectify the high proportions of mentally ill individuals in prisons. 

These include mental health consultation with police and formal training for officers, 

more careful screening of incoming jail detainees, more diversion to the mental health 

system for mentally ill individuals who have committed minor offenses and appropriate 

treatment, and even involvement of and support for families of mentally ill offenders41. 

All of these stress the fact that mental illness within the judicial system, or forensic 

psychiatry, is very much a health and health resources issue.  

One relatively recent advance in trying to address the issue of mentally ill 

offenders has been the creation of diversion services and specifically mental health 

courts. Diversion is a process in which alternatives to criminal sanctions are available to 

individuals with mental illness who come into contact with the judicial system for minor 

offenses39. The creation of diversion services and mental health courts came out of the 

realization that there were inequalities in the experiences of offenders with mental illness 

and with the creation of drug courts and therapeutic jurisprudence40,37,41. Therapeutic 

jurisprudence can be described as the study of the ways in which the legal process and the 

legal players produce therapeutic or anti-therapeutic consequences for the individuals 
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involved37. In 1997, a mental health court was opened in Florida that is described as the 

first mental health court. The movement can be traced back to as early as 1980 when a 

court established in Indiana was the first court to serve mentally ill persons after arrest 

and booking40. Mental health courts can vary between jurisdictions but generally share 

some basic features. They handle only cases that involve offenders with mental 

illnesses37. The staff such as the judge, prosecutor, and defense attorney generally has 

special training in community mental health services37.  The staff and community 

providers of mental health services work together to put into practice therapeutic 

interventions including mental health services provided in jails, medication management, 

substance abuse treatment, linkages to services after conviction, job training, housing, 

and psychosocial rehabilitation37. Prebooking programs, such as police crisis teams, are 

also available and attempt to divert mentally ill offenders to mental health services before 

arrest37. The goal of these facilities is to prevent criminalization, incarceration, and 

recidivism of the mentally ill by providing the services mentioned37. Literature on mental 

health courts is still mostly descriptive in nature or gives summary statistics of numbers 

of people diverted, for example39. More research needs to be done to assess the 

effectiveness of these facilities and the impact on mentally ill offenders.  

 
 
2.4 Forensic Psychiatry 
 
 

Psychiatry is the branch of medicine that deals with the diagnosis, treatment, and 

rehabilitation of mental disorders. Forensic psychiatry can be defined as the branch of 

psychiatry that responds to issues occurring in the boundary between psychiatry and the 

law and to the course of mentally disordered offenders along many social systems42. This 
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can include matters within the penal system and civil law, in addition to issues arising in 

the development and use of mental health legislation42. Generally, forensic psychiatric 

services are reserved for persons who commit an offense while suffering from a mental 

condition. If the offender’s lawyer, prosecutor, or the judge considers that mental illness 

was a factor in the crime, a forensic assessment will be requested11.  

Ordinarily, when a mentally ill person enters the penal system there are three 

areas that need forensic assessment42. The first are issues concerning fitness to stand trial, 

which refers to whether the accused is mentally ill at the moment of the trial. Hence, it 

pertains to rulings in which defendants who are found unfit to stand trial are sent to a 

psychiatric facility where their competency to stand trial is expected to be restored42. This 

is generally the case when the lack of competency is considered to be temporary. To be 

found unfit to stand trial, the individual on account of his or her mental state must be 

unable to understand the nature of the proceedings and the possible consequences or be 

unable to communicate effectively with counsel43.  If an individual is found unfit to stand 

trial, this does not prevent the accused from being tried subsequently once the accused 

becomes fit 10.  

The second are insanity regulations that pertain to matters of criminal 

responsibility and, more specifically, whether because of a mental illness at the time of 

the crime the offender should be found not criminally responsible.  Legally, this 

translates into whether or not an offender is mentally competent to know, understand, or 

appreciate the nature of their crime42. The term generally used for these types of 

regulations is ‘not criminally responsible’ and is known as the ‘insanity defense’. These 

concepts only refer to the mental state of the accused at the time of the crime11. The 
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concept of ‘imputabilidad’ (imputability) as used in Spanish, is similar to the concept of 

criminal responsibility used in Anglo-Saxon legal systems. The insanity defense, 

however, is seldom used and rarely successful4. Furthermore, offenders who have 

successfully used the defense and been found not criminally responsible may be detained 

for significantly longer periods than if simply convicted of the same offense4. For 

individuals to be found not criminally responsible for their crime their mental disorder 

must cause them to be unable to know the nature and quality of the act or that it was 

wrong43. Diminished criminal responsibility, although similar from not criminally 

responsible in that both terms examine the mental capacity of the accused, is a separate 

legal concept. Whereas the determination of not criminally responsible exempts a 

mentally ill offender from the crime, diminished responsibility exempts the offender from 

the more severe crime while pleading to a lesser crime44. For example, an offender may 

be found guilty of the lesser charge of manslaughter but not guilty of the more severe 

charge of murder, due to a diminished capacity. 

The final area deals with dangerousness applications. A decision to declare that a 

person poses a danger to self or to others requires a high level of expertise in order to 

provide the courts with risk assessment and future violence predictions42. The dangerous 

offender legislation is typically applied to sex offenders (e.g. persons found guilty of rape 

or who are diagnosed with major paraphelias), although not exclusively, and a dangerous 

offender might be detained for an indeterminate term43.  

In Canada, the period of psychiatric assessment of the offender cannot be longer 

than 30 days10. The assessment can take place in jail at a courthouse or in a hospital11. 

The assessment is thorough, spanning over a few meetings, and can include detailed 
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accounts of the crime and the defendant’s medical history and any diagnostic tests the 

psychiatrist sees fit (correspondence with Dr. Arboleda-Flórez).  The assessment can also 

include interviews with the defendant’s family and support network11. The accused may 

also see nurses, psychologists, social workers, and recreation therapists during the 

assessment period11. At the end of this process, the psychiatrist will compile a report for 

the court11. The defendant and his or her family can refuse to take part in the assessment, 

however, the report will be made regardless11. Based on this assessment, the judge (and 

sometimes a jury in the case of criminal responsibility) will make final decisions on the 

fitness to stand trial or criminal responsibility11. If the court decides that the accused is 

unfit to stand trial or not criminally responsible, the accused will then be under the 

authority of a review board, which will make longer-term decisions about where to place 

the individual, the level of security needed, and the privileges to be awarded11.  

After the completion of this process, there are several models that can be used to 

deliver mental health care to offenders. These models, where prisoners spend the duration 

of their episode or incarceration can include ambulatory care within prisons, special 

wings within prisons, specialized security hospitals, or forensic community corrections42. 

When exiting the system, offenders must then be assessed for predictions of recidivism 

and readiness for parole. Concerns at this point in an offender’s course include those 

arising from the application of mental health legislation and the revolving door 

phenomenon where patients flow between the prisons and the mental institutions45. By 

better understanding systems and the patient populations and implementing evidence-

based policy, psychiatric treatment for mentally disordered offenders may be improved 

and trends such as the revolving door phenomenon may be avoided.  For the reason of 
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trying to reduce the revolving door and because of their involvement in many legal 

processes, forensic psychiatrists are interested in the development and application of 

mental health legislation. Thus, research in this area is welcomed and the implementation 

of legislation that improves mental health care delivery within both the health and justice 

systems is feasible and important.  

The main goal of the forensic mental health system is to rehabilitate and 

reintegrate mentally ill offenders into the community11.  Throughout each step of the 

process, individuals involved must balance the rights and needs of the accused with the 

rights and needs of the general public, while upholding the law11. It is a complex process 

that must integrate both health services and the law. However complex, this connection 

between the law and health has been in evidence for centuries, especially concerning 

mentally ill patients46. Treatment and rights of patients have been a large part of the 

connection between mental health and the justice system46. In order to fully meet the 

needs of individuals with mental illness who come in contact with the law, both systems 

are required11. More integration of these services is needed.  

 

2.5 Study Setting: Chile 
 
 
2.5.1 Country Demographics 

 
 

Chile is a Spanish speaking country, around 757 000 km2 in area47 (about 70% the 

size of Ontario48). Estimates in 2007 put the country’s population at 16 284 74147. 

Around 85% of the population live in urban areas such as Santiago, the country’s 
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capital49. The median age is 30.7 years with 24.1% of the population being 0-14 years, 

67.4% 15-64 years, and 8.5% of the population being 65 years and older47. These age 

categories are also more or less divided equally between the sexes, although slightly more 

women than men are 65 years and older47. The country is in the higher middle-income 

group, with a per capita GDP of $12 700 US (PPP) based on 2006 estimates47. The life 

expectancy at birth in Chile is 73.4 for males and 79.9 for females49. The country has a 

high literacy rate, with 95.7% of its total population over the age of 15 able to read and 

write47. The Chilean population is relatively homogeneous with 95% of the population 

white (Hispanic) or white-Amerindian, 3% Amerindian, and 2% other47. Seventy percent 

of the population state their religion as Roman Catholic, 15.1% are Evangelical, and 

8.3% of the population have no religious affiliation47. As of 2007, Chile is divided into 15 

regions, which are further divided into provinces and municipalities. 

 
 
 
2.5.2. Mental Health in Chile 
 
 

Studies have shown a high prevalence of mental disorders in Chile. About 31%, 

roughly one-third of the population, has had a lifetime psychiatric disorder and 22.2% 

have had a disorder in the previous 12 months7. The most common lifetime psychiatric 

disorders are agoraphobia (11.1%), social phobia (10.2%), simple phobia (9.8%), major 

depressive disorder (9.2%), and alcohol dependence (6.4%). Females have a higher 

prevalence of mental disorders than males; however, this could be due to more women 

than men reporting these disorders50.  
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The majority of individuals with mental disorders do not utilize mental health 

services, as is common in other countries. One study found that of respondents with the 

most severe disorders, such as nonaffective psychosis, 35% did not receive care6. The 

estimated total prevalence of mental disorders in Chile is around 5 million people and 

only an estimated 2 million (38.5%) received treatment7.  

There is a high prevalence of alcohol abuse and dependence and there has also 

been an increase in illicit drug abuse. Fifteen percent of the population over 15 years of 

age are problem drinkers, some of these individuals meeting the criteria for alcohol 

dependence7. Drug abuse has been growing over the last 20 years in Chile. Two percent 

of the population over 12 years of age admitted to consuming illicit drugs, mainly 

marijuana and cocaine, during the previous month in 1994 and this increased to 3.0% in 

20047.  

Chile has also had a historical background of violence and human rights 

violations. During the military dictatorship between 1973 and 1990, many people 

disappeared or were executed, murdered, tortured, incarcerated, sent to concentration 

camps, or exiled by the armed forces6. The WHO estimates that approximately 800 000 

people were directly affected and many of the survivors still have physical and mental 

health complications resulting from the human rights violations during this period7.  

Domestic violence is also highly prevalent in all socioeconomic levels in Chile 

and has recently become a public issue. About one half of women and one half of 

children report that they are victims of physical and verbal abuse7. This can have both 

physical and mental consequences for victims and their families. 
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Within Chile, there are 4.7 psychiatrists, 1.7 mental health nurses, and 3.1 mental 

health occupational therapists per 100,000 persons as of 20077. Psychiatry is a 3-year 

specialization after the 7 years of medical school. There are currently 742 psychiatrists, 

and 109 medical doctors working in mental health facilities or private practices. There are 

currently 264 nurses working in mental health facilities or private practices, but there is 

no formal training to become a psychiatric nurse7. By comparison, Canada, with about 

twice the population of Chile, has 4100 psychiatrists51 and a total 5051 psychiatric nurses 

for the whole country52. 

The majority of mental health services are found in the Metropolitan Region, as 

this is where the majority of the Chilean population lives. In this region there are 131 

primary health care centers with psychologists (out of a total 671 in the country), 34 

community mental health centers (total 42), 12 psychiatric outpatient centers (total 55), 9 

day-hospitals (total 42), 5 inpatient units in general hospitals (total 18), 9 day-centers 

(total 25), 54 sheltered homes and residences (total 101)7.  

There are also 1 private and 4 public mental hospitals in Chile. They are also 

located in the central part of the country, 3 in Santiago, and 2 in the Valparaiso Region. 

They have a total of 1453 beds, consisting of 480 short-stay, 112 medium-stay, 781 long-

stay, and 80 forensic beds7. They provide acute hospitalization for health districts that do 

not have an inpatient unit in a general hospital or if the unit in the general hospital does 

not have enough beds7. In 2005 and 2006 there were 4820 and 4986 discharges 

respectively from these hospitals, and these discharges were mainly from short-stay 

beds7. 
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Chile also has, among other resources, inpatient psychiatric units in public general 

hospitals and community mental health services, and psychiatry has been incorporated in 

almost all secondary-level outpatient centers7. 

 

 
2.5.3. Mental Health Legislation in Chile 
 

 

Chile along with the rest of Latin America is going through a reform of their 

penal system that includes forensic psychiatry53. The reform began in 2005 due to 

inadequacies in the health system and an increase in the percentage of the adult 

population7. Since its inception a lot of progress has been made. The reform emphasized 

a right to health, equity, efficiency in the use of resources, and social participation in 

health7. National health objectives and goals were set for the year 2010. Regional health 

authorities were created, the 28 public health districts (Servicios de Salud) were given 

more autonomy, health superintendence was created for the regulation of public and 

private providers, and a National Public Health Plan and Regional Public Health Plans 

are being developed7. 

There is currently no legislation in Chile to ensure uniformity in budgeting for 

mental and physical health. Resources allocated to the former are still between 2-2.5% 

lower than the latter7. There is also currently no legislation to protect people with mental 

disorders from discrimination, to support the development of community-based treatment 

facilities, or to allow for access to subsidized housing, education and sheltered work7.  

The country has steadily been making improvements in the health care system and 

with regards to mental health. The reform has been working to form the appropriate 
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legislation that was lacking. Drafts of laws to protect the rights of persons with 

disabilities, the rights and duties of patients, and the forming of the Presidential Decree 

for Psychiatric Hospitalization in 2001 are some examples of the progress being made7. 

The Presidential Decree included the establishment of a National Commission for the 

Protection of People with Mental Illness, the implementation of a campaign to educate 

mental health workers about the rights of people with mental disorders, strict regulations 

concerning the practice of psychosurgery for mental disorders associated with violent 

behaviour, and the inspection of some of the psychiatric facilities7.  

The implementation of the National Mental Health Plan in 2000 has also 

tremendously improved the mental health services in Chile. Examples include the 

formation of community-based services, and the increasing use of primary health care 

centers. The principal mental health programs that are being implemented in the public 

sector as part of the National Plan are programs for depression, schizophrenia, substance 

abuse and dependence, victims of the military dictatorship, domestic violence, attention 

deficit/hyperactivity disorder, and forensic psychiatry7. In forensic psychiatry, short- and 

medium-stay inpatient units are now available in both mental hospitals and in prisons7. 

The general system is being strengthened in order to provide people who have mental 

disorders and are caught up in the justice system with forensic evaluations, ambulatory 

and inpatient care, psychosocial rehabilitation, and sheltered homes. 

As previously mentioned, lack of care is considered to be a major criminalizing 

factor for the mentally ill. In addition, studies have shown that the primary barrier to 

access to mental health care in Chile is a lack of available services6. Thus, these 
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improvements in mental health and in forensic psychiatry will be beneficial to mentally 

ill individuals and those who enter the judicial system.  

 
 
 
2.5.4 Chilean Judicial System 
 

 

The criminal procedure of Chile has recently changed. Prior to 2002, the country 

used the European Inquisitory model in which judges were responsible for the 

investigation, accusation, were in possession of all the evidence, and made decisions on 

culpability and sentencing. In December 2000 Chile’s new code of criminal procedure 

came into effect, replacing the former written, secret, inquisitory system with an oral, 

public, adversarial one7. By 2002 the system reform had been implemented in eight of the 

country’s thirteen regions that cover approximately 25.3% of the population7. In contrast 

to the older system, the new system has different individuals to carry out each of the 

responsibilities previously overseen by a judge7. Under the new system, the Public 

Prosecutor’s Office carries out the investigation through the prosecutor who eventually 

formalizes the accusation7. The Public Defender represents the defendant throughout the 

trial and also represents the defendant before the Supervisory Judge who ensures that the 

rights of the persons involved in the criminal investigation are upheld7. Finally, the 

procedural stage consists of hearings that take place in an Oral Criminal Trial Court 

where three judges consider the charges21. Facts and arguments are conducted orally and 

evidence is presented to allow the judge to reach a ruling7. Forensic psychiatric 

assessments are an important component in the reformed system.  
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2.5.5 Medical Legal Service in Santiago 
 

 

In 2006, Chile had 6100 psychiatric evaluations at the Medical Legal Services 

throughout the country54. A large number, 3767, of these were done in the Metropolitan 

Region of Santiago.  The majority of the evaluations were conducted on males and higher 

proportions of evaluations were done after crimes such as robbery, sexual abuse, drug 

trafficking, injuries, and homicides in both sexes54.  

The Medical Legal Service (Servicio Medico Legal) in Santiago staffs around 18 

doctors, who consist mostly of psychiatrists, a few psychologists and one neurologist. 

There is also one social worker. On average the Service sees about 200-300 cases per 

month. Cases are referred to the Medical Legal Service by a court appointed judge and 

the offender is given an appointment for the psychiatric assessment. These appointments 

cannot be forced upon the individual and therefore not all of the court ordered 

assessments occur. Generally about 20% of cases do not show up for their original 

appointment. Reasons for not showing up vary and are many. These could include the 

fact that the individual believes that the psychiatric illness has resolved itself or the 

individual may also not wish to return for possible jail time. Generally these individuals 

have committed less serious crimes and have a high rate of recidivism. It is unclear 

whether these individuals differ greatly from those who do show up for the appointment. 

Regardless, around 80% of offenders are evaluated at their first designated appointment 

(correspondence with Dr. E. Sepúlveda). From January to July 2006 there were 2555 

orders sent to the Service, 1834 of those were actually seen by a psychiatrist, and 720 did 
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not show up for their initial appointment. One hundred and forty-eight of the cases that 

missed the first appointment were recaptured and evaluated in a second appointment. At 

the end of the psychiatric evaluation a report is made and, depending on the case, the 

psychiatrist makes a recommendation as to the offender’s criminal responsibility as 

described above.  
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Chapter 3 
 
Methods 
 
3.1 Study Design 
  

The study design was a retrospective case series with a follow-up component to 

assess psychiatric outcomes. The analysis was conducted on data from the Medical Legal 

Service (Servicio Médico Legal) in Santiago, Chile.  

 

3.2 Data Collection and Field Experience 
 

The original dataset was a raw compilation of the characteristics collected during 

each forensic psychiatry evaluation, intended for policy and funding purposes. The 

dataset contains the majority of information collected at the psychiatric evaluations. 

Psychiatrists routinely fill out standardized forms and complete a summary after each 

psychiatric evaluation of the examined offender. See appendices for standardized forms. 

These forms are then collected and summarized yearly by the statistical department at the 

Medical Legal Service. We were able to obtain a spreadsheet of this summary that 

included all psychiatrically evaluated cases from January 2005 to December 2006. This 

included 3065 evaluations in total. The data summary collected from each standardized 

form contains 42 variables, including patient characteristics, crime, and psychiatric 

details. The courts that send the order for psychiatric assessment of the offenders to the 

Santiago Medical Legal Service are within the Greater Santiago Region. Therefore this 
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dataset represents all individuals appearing before a Santiago court and being ordered to 

undergo a psychiatric assessment at the Medical Legal Service in Santiago. 

During data collection, relevant Chilean population summary statistics, such as 

mental health and legal information, were collected. Legally relevant information, such as 

laws and regulations that pertain to the mentally ill, as well as information on the legal 

and health reforms recently being undertaken in Chile were also collected.  

 

3.3 Data Management 
 

 Data were thoroughly examined, cleaned, and numerically recoded for statistical 

analysis. Obvious data entry errors, spelling mistakes, were corrected before analysis to 

allow for easier recoding of the variables. On the rare occasion when a spelling mistake 

was unclear a decision was reached between the investigators both in Chile and in 

Canada. One duplicate records were found and removed, leaving the dataset with an N of 

3064 evaluations.  

Names were deleted and identification numbers were generated instead to ensure 

confidentiality of psychiatric records. Throughout data management and analysis, files 

were backed up on removable disks to prevent any loss of information due to technical 

problems. The computer with which all data were kept was password protected.  

 

3.4 Exclusions 
 

Given their small number, individuals under the age of majority, 18 in Chile, were 

removed (N=30) from the dataset so that only adults would be analyzed. The dataset 
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included individuals assessed after being given criminal charges, drug charges, and civil 

charges. In order to ensure uniformity, only cases that occurred because of criminal or 

drug charges were retained. As criminal cases were the focus for this project, civil cases 

were excluded (N=1085). The dataset that remained had 1948 evaluations. Additionally, 

to ensure uniformity of the analyzed sample, only those who were evaluated as the 

perpetrator of the crime (malhechor) were analysed, which were the majority. This 

excluded accomplices, witnesses, claimants, defendants, as well as victims of crimes 

(total N=333), all of whom may be evaluated at the Medical Legal Service. If the record 

did not indicate the individual’s participation in the crime it was also removed (N=11). 

The final dataset included 1605 evaluations, 160 from female offenders and 1445 from 

male offenders. 

Some evaluated offenders had received more than one evaluation. Some 

individuals had received 2 psychiatric evaluations for separate crimes (N=16), one 

individual had had 3 psychiatric evaluations for separate crimes, and one individual had 

received 5 psychiatric assessments for separate crimes. Since only a small percentage 

(1.3%) of the total observations were repeated evaluations, the unit of analysis based on 

psychiatric evaluations would be similar to the analysis based on individuals. Since this 

study was researching a health service, the unit of measurement was the psychiatric 

evaluation and not the individual. Therefore, each of these units was kept in the dataset as 

separate observations and the analysis was based on psychiatric evaluations treating them 

as independent observations. Analysis based on individual’s first evaluation was repeated 

to assure its similarity to the analysis based on evaluations. 
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3.5 Selected Variables 
 

 The variables in the dataset included a psychiatric report number and the legal 

case number, which can be used to find sentence information from the appropriate court, 

and the name of the court, which can determine whether the court is from the ancient or 

reformed judicial system. Dates are also recorded; the date the court ordered the 

evaluation, the date of the evaluation, the date the psychiatric report is completed, and the 

date when the report is sent back to the court. Age, sex, profession, community of 

residence, and type of residence from which the offenders came prior to the evaluation 

are also collected. Relevant medical information such as whether the offender has a 

psychiatric pathology, the psychiatric diagnosis, any psychiatric comorbidities (up to 

three), and whether treatment or hospitalization is recommended are also recorded. 

Information on the crime for which the evaluation was ordered and the offender’s 

criminal responsibility are also collected. Diagnoses are written by hand and given an 

ICD-10 diagnostic code beside the written diagnosis. Some variables, whether the 

offender had a personality or intellectual evaluation, were not well populated and 

therefore were not used in the analysis.  

 

3.6 Recoding of Variables 
 

All of the variables in the dataset were string variables, excluding the dates and 

case numbers, and first had to be recoded to numeric variables for analysis. Age was 

recoded into categories of under 20, 20-29, 30-39, 40-49, 50-59, 60-69, and 70+. Four 

subjects had an age of 99. We considered this as a missing value and recoded it as such.  
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Since municipality of residence was described as unknown for approximately half 

of the sample, the municipality data were recoded into a variable with categories of the 

Province of Santiago, other Regions, and unknown. This was done to allow for a more 

powerful analysis of this variable. There were no missing values for municipality of 

residence.  

Professions were recoded into two new variables. The first variable described 

whether the evaluated offender was employed, unemployed, a student, or retired. Missing 

values in the profession variable categorized as unemployed (N=152). The second 

variable used the occupation status categories used by the National Statistical Institute of 

Chile (Instituto Nacional de Estadísticas) to allow comparability with other studies50. 

These categories divide occupations into high status occupations (involving non-manual 

professionals), middle status occupations (involving non-manual workers without 

professional qualifications), low and stable occupation status (involving manual non-

specialized employees), and low and unstable occupation status (involving manual non-

specialized employees with temporary or freelance positions)50. With the aid of Dr. E. 

Sepúlveda in Chile (one of the co-investigators), we manually went through each 

profession and categorized them into each of the four groups. Those who did not have an 

occupation, students or pensioners, were not included in these categories, but were 

captured in the employment variable. See appendix for complete list of occupations in 

each group. If any misclassification occurred it was non-differential and would bias the 

results towards the null.       

Crimes were recoded into a variable with categories for crimes against persons, 

crimes against property, and other crimes. These categories are used by the United States 
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Federal Bureau of Investigation (FBI) and can be found in the Uniform Crime Reporting 

Handbook55. Crimes where violence against a person was obvious were categorized as a 

crime against a person. Property crimes were any crime where property was stolen, or 

damaged. The remaining crimes, including drug crimes, were placed into the ‘other’ 

category. Some crimes were difficult to classify, such as pornography and firearms 

charges. Firearms charges are in a separate (Part III) area in the Canadian Criminal 

Code10 and therefore we found it appropriate to categorize them as other. Pornography 

was described only as such in the dataset and did not give any indication of whether this 

was possession, distribution, or making of pornography. As with any crime that proved 

difficult to classify, pornography was placed in other crimes, as it was decided that it 

would be more beneficial to be conservative in our classification and place these crimes 

either in property or other crimes. The crime variable did not contain missing values.  

Several variables described an offender’s psychiatric status. The first variable 

stated whether or not the individual had a psychiatric pathology and four other variables 

described the individual’s primary psychiatric diagnosis and any psychiatric 

comorbidities. Psychiatric pathology was a dichotomous yes/no variable that described 

whether or not the individual met the criteria for diagnosis of a mental illness. Psychiatric 

pathology was missing for one evaluation (N=1) and this was considered as not having a 

psychiatric pathology. If the primary diagnosis was missing (N=604) it was assumed that 

this individual did not fit the diagnostic criteria for a mental illness and thus did not have 

a psychiatric pathology. Minor coding discrepancies and logistical inconsistencies were 

found in the diagnosis data. For example, eight individuals were categorized as not 

having a psychiatric pathology, but had been given a diagnosis of a mental disorder. 
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These were thought to be data entry errors and corrected to having a psychiatric 

pathology in order to accurately assess the diagnosis of a mental disorder. Twelve 

individuals had been given a psychiatric pathology but a specific diagnosis was missing. 

Furthermore, twelve individuals were not given a diagnosis but were recommended for 

treatment, thus there may have been some misclassification in this variable. However, it 

is unclear whether these are data entry mistakes and in which variable the errors 

occurred. Thus, there may be some small misclassification of diagnostic data. 

Primary diagnoses were recoded into a variable consistent with ICD-10 chapter V 

categories - codes that are used at the Santiago Medical Legal Service. ICD-10 diagnosis 

categories that were not included in the sample were those dealing with childhood 

disorders (F80-F98) and behavioural factors associated with physiological disturbances 

(F50-F59). See appendix for complete list of diagnoses from the sample included in each 

group.   

The remaining three variables that describe the offender’s psychiatric 

comorbidities were recoded into two new variables. The first described whether the 

offender had a psychiatric comorbidity and the second described the number of 

psychiatric comorbidities. A category of no diagnosis was added to both of these 

variables in order to capture those offenders with no primary diagnosis.    

The court from which the evaluation was ordered was recoded into a variable that 

indicated whether the court reflected the ancient or new judicial system. If the court 

variable was missing for a record (N=75) it was not included in the recoded variable. A 

variable was also created to assess whether the ancient or reformed judicial system was 

more efficient at processing psychiatric cases. This analysis can be found in the 
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appendices. For this variable a DATEDIFF, between the date when a court ordered the 

psychiatric evaluation and the date when the evaluation was conducted, was generated 

and recoded into the new variable. Missing values were excluded, as were negative date 

differences. After the number of days was generated, categories corresponding to a time 

range were made to allow for analysis of this variable. The time ranges were 2 weeks, 2 

weeks to a month, 1 month to 2 months, and over 2 months. Since psychiatric evaluation 

appointments cannot be enforced, this variable also includes the time taken for the 

offender to come to their respective appointment. Therefore this variable gives a general 

view of the efficiencies of the ancient and new systems, though this is only related to 

cases handled by the Medical Legal Service.  

Criminal responsibility was recoded into separate numerical variables 

corresponding to the four options of responsibility. These are: conserved criminal 

responsibility (criminally responsible), diminished criminal responsibility, not criminally 

responsible, or not applicable. In some evaluations, criminal responsibility is not yet in 

question, such as in cases of fitness to stand trial and therefore is not applicable to the 

individual, giving the fourth category of ‘not applicable’. If a missing value occurred 

(N=15) it was assumed that criminal responsibility was not applicable to the evaluated 

individual and recoded as such.  

 

3.7 Data Analysis 
 

 Data analysis was conducted on the SPSS 16 system for MAC and SAS 9.1 for 

Windows. Frequency tables for each variable were generated in order to see the general 

distribution of the data. Frequencies and proportions by sex were generated to view the 
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distribution of variables between males and females. Frequencies and proportions were 

also computed by crime and by sex and crime and these analyses can be found in the 

appendix. Confidence limits were calculated on each proportion by writing code on the 

Syntax Editor of SPSS. Chi-square tests were used to assess the statistical significance of 

the distribution of variables by sex, by crime, and by crime and sex. The analyses of 

variables by crime and by crime and sex are found in the appendices. Fisher’s exact tests 

were run when any expected values were less than 5 in the crosstabulation tables. When 

generating Fisher’s exact tests were not feasible because it required a prohibitive amount 

of computer time and memory, Monte Carlo approximations of the exact test were 

generated. Descriptive statistics and chi-square tests were derived for the system 

efficiency variable to assess differences between the two judicial systems.  

The distributions of variables by criminal responsibility were compared and 

differences were tested for significance using chi-square and Fisher’s exact test. 

Unadjusted odds ratios were also calculated to show the bivariate association between the 

independent variables and the outcome.  

Any p values that were computer-rounded to 0.000 are recorded as <0.001. 

 

3.7.1 Polytomous Logistic Regression 
 

 

In order to determine which variables were related to the offender’s criminal 

responsibility as determined by the psychiatrist at the end of the psychiatric evaluation a 

polytomous logistic regression model was created. Polytomous regression was used 

instead of an ordinal logistic regression due to the problem of non-proportionality of odds 
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found in the data and because criminal responsibility is not an ordered outcome but rather 

nominal in nature. Criminal responsibility is a legal term and could not be forced into 

ordinal levels of the same outcome. Instead criminal responsibility was analysed as an 

unordered categorical outcome with conserved criminal responsibility as the referent 

comparison category. Polytomous logistic regression is essentially fitting two logistic 

regressions simultaneously using all the available data to allow for more precise 

assessment of relationships between variables56. It is a standard logistic model extended 

to analyse outcome variables that have more than two categories and when these 

categories are nominal56.  

Evaluations where criminal responsibility was not applicable were excluded from 

the model (N=77). The categories of the outcome then were diminished criminal 

responsibility and not criminally responsible, with conserved criminal responsibility as 

the referent comparison category. Variables to be entered into the model building were 

those found to be significance by the chi-square tests. Age was used as a continuous 

variable and dummy variables were produced for the remaining categorical variables. In 

order to reduce multicollinearity due to the fact that both of these variables came from 

one original variable, the occupation status variable was modified to also include 

unemployed individuals in the lowest status category and the employment variable was 

not used in this analysis. Diagnosis was captured through the psychiatric pathology 

variable instead of the individual diagnoses due to the many categories and the small 

numbers in some of the categories. Similarly, other variables in which the categories 

were not well populated were also excluded from the model as these also caused 

estimation errors and ridging.  
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The final polytomous logistic regression model was developed using the 

backward elimination procedure with the default significance level of 0.05 for retaining 

the variables in the model. Dummy variables defined for a given categorical variable 

were retained or eliminated at the same time in the backward elimination procedure. 

Maximum likelihood parameter estimates, goodness of fit statistics, diagnostics, 

residuals, collinearity diagnostics, and odds ratios were generated for the final logistic 

regression model. Possible interactions were assessed for all variables in the model. 

Adjusted and unadjusted odds ratios were compared to identify confounding.  

 

3.8 Ethics Review 
 
 

Ethics approval for this project was granted by the Queen’s University Research 

Ethics Board. Consent is not required from the individual offenders because the study is 

observational and data were collected only from records.  Furthermore, any legal 

information is in the public domain given that crimes are of public interest. Courts are 

open to the public and the press regularly reports on crimes, accused persons and legal 

determinations. Anonymized computerized records (with numeric identifiers, rather than 

names) obtained from the forensic psychiatry dataset have been maintained in password 

protected computer files accessible only to the researcher and supervisors.  Once the 

study is completed, records will be erased from the computer after copying them  to a 

special forensic disk to be kept under lock and key at the highly secure forensic files of 

the Forensic Services of Providence Care under direct control of the Chair of the Division 

of Forensic Psychiatry. 
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Chapter 4 
 
Results 
 

Summarized here are the main analyses for the thesis project. The additional 

analyses that were generated are found in the appendices. 

 

4.1 Initial Description of Case Series 
 

The final sample size was 1605 individuals who were described as the perpetrator 

(malhechor) of a criminal or drug charge.  

Table 1 describes the demographic and crime characteristics and Table 2 

describes the mental health characteristics for all offenders evaluated at the Medical 

Legal Service of Santiago, Chile in 2006. 

Ninety percent or 1445 of the individuals were male and 10% were female. The 

largest age groups were the 20-29 and 30-39 years of age, with 27.1% and 27.5% 

respectively.  Fifty-nine percent of the total sample was between 18-39 years of age. 

Four, 0.2%, evaluations had missing age values.  

Seventy percent of the evaluations came from the ancient judicial system and 30% 

was from the reformed system. In 4.5% (N=73) of the evaluations the court that ordered 

the evaluation was unknown. Although evaluations can also take place in a small hospital 

setting, almost all, 98.6%, were evaluated at the Medical Legal Service (Servicio Medico 

Legal) in Santiago.  

Municipality of residence was unknown for almost half (48.8%) of the evaluated 

offenders. When the municipality of residence was known, 72.9% of evaluated offenders 
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(37.3% of the total number of offenders) lived in the province of Santiago and 27.1% in 

other provinces and regions. Sixty-five percent of evaluated offenders live in their own 

residence, 33.1% in a detention center (Centro de Detención Preventiva - CDP). Only 

1.6% resided in other facilities such as a hospital.  

The majority of offenders (70.3%) were employed, 6.0% were retired or in 

school, and 23.7% were unemployed. Of those offenders who were employed, 44.9% 

were categorized in middle status occupations and 41.0% of cases categorized in low 

status but stable occupation. The other two outermost categories were the least common, 

with evaluated offenders with low status and unstable occupations making up 7.8% of 

employed offenders and those with high status occupations making up only 6.4% of 

employed offenders. For this occupation status variable, about 30% (N=476) were 

missing values and these corresponded to unemployed, retired, or student offenders.  

The majority of offenders (68.1%) had entered the judicial system because of 

crimes against persons. This was followed by 23.1% being evaluated for crimes against 

property and 8.8% for other crimes. Drug crimes made up the majority (72.3%) of other 

crimes. Overall, 6.4% of all evaluated offenders had committed drug crimes.  

The majority of evaluated offenders (62.9%) were considered by the assessing 

psychiatrist to have a psychiatric pathology. Among those found to have a psychiatric 

pathology, the most common diagnoses were the personality disorders (F60-F69). Thirty-

eight percent of all evaluations or 61.0% of those with psychiatric pathology had been 

diagnosed with these types of disorders. The second most frequent diagnoses were the 

substance abuse disorders (F10-F19). Eight percent of all evaluations, 13.5% of offenders 

with psychiatric pathology, had been diagnosed with substance abuse disorders. The 
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other diagnoses categories were about evenly distributed, with around 3% of all 

evaluations or 5% of those with mental illnesses. About 23% of all evaluated offenders 

had a psychiatric comorbidity. Of offenders who had a primary diagnosis, 37.7% were 

also diagnosed with a psychiatric comorbidity. Additionally, 16.0% of all evaluated 

offenders had been diagnosed with one psychiatric comorbidity, 6.1% had been 

diagnosed with two comorbidities, and 1.4% had been diagnosed with three 

comorbidities. Thirty-eight percent had only a primary diagnosis and no psychiatric 

comorbidity. Treatment was recommended for 22.2% of the evaluated offenders. 

Hospitalization was recommended for a small proportion (2.5%) of the offenders. 

For the majority (83.7%) of the evaluated offenders, the assessing psychiatrist 

considered them to be criminally responsible (conserved). Seven percent were considered 

to have diminished criminal responsibility and for 4.8% criminal responsibility was not 

applicable to the individual. Only 4.3% of evaluated individuals were considered by the 

psychiatrist to be not criminally responsible for their crime.  
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Variable Categories Frequency Percentages and Confidence 

Interval 
 

Sex 
 

Male 
 

1445 
 

90.0 [88.5, 91.4] 
 Female 160 10.0 [8.6, 11.5] 

 
Age distribution 

 
Under 20 

20-29 
30-39 
40-49 
50-59 
60-69 
70+ 

 

70 
434 
441 
295 
167 
97 
97 

4.4 [3.5, 5.5] 
27.1 [25.0, 29.3] 
27.5 [25.4, 29.8] 
18.4 [16.6, 20.4] 
10.4 [9.0, 12.0] 
6.1 [5.0, 7.3] 
6.1 [5.0, 7.3] 

Court system Ancient 1083 70.7 [68.4, 72.9] 
 Reformed 
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29.3 [27.1, 31.6] 

 
Place of evaluation Medical Legal Service 1582 99.8 [99.5, 100.0] 

 Other 3 0.2 [0.0, 0.5] 
    

Employment Employed 1129 70.3 [68.1, 72.5] 
 Student/Retiree 96 6.0 [4.9, 7.2] 
 Unemployed 380 23.7 [21.7, 25.8] 

 
Profession status High status 72 6.4 [5.1, 7.9] 

 Middle status 506 44.9 [42.0, 47.8] 
 Low and stable  463 41.0 [38.1, 43.9] 
 Low and unstable 

 
Missing (unemployed) 

88 
 

476 

7.79 [6.33, 9.46] 
 

29.6 [27.4, 31.9] 
Municipality of residence Province of Santiago 599 37.3 [35.0, 39.7] 

 Other Provinces 223 13.9 [12.3, 15.7] 
 Unknown 783 48.8 [46.3, 51.2] 

 
Type of residence Private residence 1048 65.3 [62.9, 67.6] 

 Detention center (CDP) 531 33.1 [30.8, 35.4] 
 Other 26 1.6 [1.1, 2.3] 

    
Crime  Against person 1093 68.1 [65.8, 70.4] 

 Against property 371 23.1 [21.1, 25.2] 
 Other 141 8.8 [7.5, 10.3] 
    

Table 1: Frequencies and percentages with confidence intervals for demographic and crime variables for all offenders 
evaluated at the Santiago Medical Legal Service from 2005-2006.  
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Variable Categories Frequency Percentages and Confidence 
Interval 

Psychiatric pathology Yes 1011 62.9 [60.6, 65.3] 
 No 594 37.0 [34.7, 39.4] 

 
ICD-10 Diagnoses 

 
Organic disorders 

Substance abuse disorders 
Schizophrenia/ delusional 

disorders 
Mood disorders 

Neurotic/ stress related disorders 
Adult personality/ behaviour 

disorders 
Mental retardation 

 

51 
135 
59 

 
49 
47 
609 
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5.1 [3.9, 6.6] 
13.5 [11.5, 15.7] 

5.9 [4.6, 7.5] 
 

4.9 [3.7, 6.4] 
4.7 [3.5, 6.4] 

61.0 [57.9, 64.0] 
 

4.9 [3.7, 6.4] 
 

Psychiatric comorbidities Yes 377 23.5 [21.5, 25.6] 
 No 

No primary diagnosis 
624 
604 

38.9 [36.5, 41.3] 
37.6 [35.3, 40.0] 

Number of Comorbidities 0 
1 

622 
257 

38.8 [36.4, 41.2] 
16.0 [14.3, 17.9] 

 2 98 6.1 [5.0, 7.4] 
 3 

No primary diagnosis 
22 
606 

1.4 [1.0, 2.0] 
37.8 [35.4, 40.2] 

Treatment recommended Yes 357 22.2 [20.3, 24.3] 
 No 1248 77.8 [75.7, 79.7] 

 
Hospitalization  Yes 40 2.5 [1.8, 3.3] 
recommended No 1565 97.5 [96.7, 98.2] 

 
Criminal Responsibility Criminally responsible 1343 83.7 [81.8, 85.4] 

 Diminished responsibility 116 7.2 [6.0, 8.6] 
 Not criminally responsible 69 4.3 [3.4, 5.4] 
 Not applicable 

 
77 4.8 [3.8, 5.9] 

 
Table 2: Frequencies and percentages with confidence intervals for psychiatric variables for all offenders evaluated at 
the Santiago Medical Legal Service from 2005-2006.  
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4.2 Analysis of variables by sex 

 

Women are commonly found to be a much smaller percentage of all offenders in 

general4 as was the case with the offenders evaluated at the Santiago Medical Legal 

Service. Tables 3 and 4 describe the characteristics of male and female evaluated 

offenders. 

Not all variables differed by sex. The percentages of males and females who had 

gone through the ancient and reformed justice systems were similar. Around 70% came 

from the ancient justice system and 30% came from the new system for both sexes and it 

was confirmed that there was no statistically significant difference (χ2=0.23, df=1, 

p=0.63). Similarly, the age distribution was similar for males and females (χ2=6.27, df=6, 

p=0.39).  

Occupation status did differ by sex. Of those employed, the highest percentage of 

men (46.8%) remained in the middle status occupation category followed by 39.1% in the 

low but stable status occupation category. For women on the other hand, the highest 

percentage (57.8%) fell in the low status but stable occupation category followed by 

28.5% in the middle status occupation category. The difference was significant 

(χ2=18.82, df=3, p<0.001). Males and females were similar with respect to employment. 

Seventy percent of men, and 72.5% of women were employed; this difference was not 

significant (χ2=0.91, df=2, p=0.64). 

A slightly higher percentage of males than females were described as having their 

residency in a detention center, 34.1% and 23.8% respectively. Consequently, more 

female than male offenders stated their residency as a private residence, 73.8% and 
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64.4% respectively. Significant differences were found between the sexes when 

municipality of residence was described as the Province of Santiago, Other regions, and 

unknown (χ2=10.22, df=2, p=0.006). Females were slightly more likely than males to 

have a known community of residence; 36.9% of females were categorized as having an 

unknown community of residence as compared to 50.1% of males. The majority of both 

sexes lived in the province of Santiago, 46.9% of females and 36.3% of males. 

Striking differences can be seen in the distribution of crimes by sex. Crimes were 

more evenly distributed among the categories for female offenders. Men were far more 

likely to be evaluated following crimes against persons (70.9%) whereas only 43.1% of 

female offenders had committed crimes against persons. Additionally, for male offenders, 

21.9% had committed crimes against property, and only 7.3% had committed other 

crimes. For female offenders, 34.4% had committed crimes against property and 22.5% 

had committed other crimes. This is a high proportion mostly due to drug charges. 

Considering only the drug related crimes, a small percentage of male offenders (4.9%) 

had committed drug crimes, whereas 19.4% of female offenders had committed drug 

crimes. Fisher’s exact test confirmed that there was a significant difference between male 

and female evaluated offenders with respect to the crimes they had committed (Fisher’s 

exact test, p<0.001).  

Women and mend were equally likely to have a psychiatric pathology, 67.5% and 

61.9% respectively (χ2=2.53, df=1, p=0.11). On the other hand, among those who had a 

primary diagnosis, proportions of diagnostic categories differed significantly by sex 

(χ2=38.29, df=6, p<0.001). Among offenders with a primary diagnosis, 62% of males and 

51.4% of females had been diagnosed with a personality disorder. Fourteen percent of 
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males and 7.3% of females had been diagnosed with a substance abuse disorder. The 

diagnoses of female offenders were more evenly distributed among the remaining ICD-

10 categories than those of male offenders (see Table 4). Whether the offender had a 

psychiatric comorbidity did not significantly differ by sex (χ2=3.0, df=2, p=0.22). 

Twenty-three percent of males and 27.5% of females had a psychiatric comorbidity. 

Fifteen percent of males and 20.6% of females had one comorbidity, 6.1% of males and 

6.2% of females had two comorbidities, and 1.5% of males and 0.6% of females had 

three comorbidities. These differences were not significant (Fisher’s exact test, p=0.33). 

The recommendation of treatment was higher for female offenders than for males 

37.5% and 20.6% respectively (χ2=23.81, df=1, p<0.001). The recommendation of 

hospitalization however was low for both sexes and was not significantly different, 2.4% 

of males being recommended and 3.8% of females (Fisher’s exact test, p=0.28).  

 Criminal responsibility significantly differed between male and female offenders 

(χ2=22.16, df=3, p<0.001). A higher percentage of women were considered to be not 

criminally responsible for their crimes, 10.8% versus only 3.6% of men. The percentage 

of those considered to have diminished responsibility was also slightly higher for women 

than men, 8.9% and 7.1% respectively. Still the majority of the evaluated offenders in 

both sexes were considered to be criminally responsible, 85.6% of men, and 74.1% of 

women.  
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  Males (n=1445) Females (n=160) 
Variable Categories Frequency Percentages and 

Confidence Interval 
Frequency Percentages and 

Confidence Interval 
Court system Ancient 976 70.9 [68.4, 73.2] 107 69.0 [61.5, 75.9] 

 
 

χ2 p value 

Reformed 
 

0.63 

401 29.1 [26.8, 31.6] 
 

48 31.0 [24.1, 38.6] 

Age 
distribution 

 
 
 
 
 
 

χ2 p value 

Under 20 
20-29 
30-39 
40-49 
50-59 
60-69 
70+ 

 
0.39 

63 
391 
390 
269 
154 
91 
83 

 

4.4 [3.4, 5.5] 
27.1 [24.9, 29.5] 
27.1 [24.8, 29.4] 
18.7 [16.7, 20.7] 
10.7 [9.2, 12.4] 

6.3 [5.2, 7.7] 
5.8 [4.6, 7.1] 

7 
43 
51 
26 
13 
6 
14 

4.4 [2.0, 8.4] 
26.9 [20.5, 34.1] 
31.9 [25.0, 39.4] 
16.2 [11.2, 22.6] 

8.1 [4.6, 13.1] 
3.8 [1.6, 7.6] 
8.8 [5.1, 13.9] 

 

Employment Employed 1013 70.1 [67.7, 72.4] 116 72.5 [65.2, 79.0] 
 Student/Retiree 89 6.2 [5.01, 7.5] 7 4.4 [2.0, 8.4] 
 
 

χ2 p value 

Unemployed 
 

0.91 

343 23.7 [21.6, 26.0] 
 

37 23.1 [17.1, 30.1] 

Profession  High status 62 6.1 [4.8, 7.7] 10 8.6 [4.5, 14.8] 
status Middle status 474 46.8 [43.7, 49.8] 33 28.5 [20.8, 37.1] 

 Low and stable  369 39.1 [36.1, 42.1] 67 57.8 [48.7, 66.5] 
 
 

χ2 p value 

Low and unstable 
 

<0.05 

82 8.1 [6.5, 9.9] 
 

6 5.2 [2.2, 10.4] 

Municipality of  Province of Santiago 524 36.3 [33.8, 38.8] 75 46.9 [39.3, 54.6] 
residence Other 197 13.6 [11.9, 15.5] 26 16.3 [11.7, 22.6] 

 
 

χ2 p value 

Unknown 
 

0.01 

783 50.1 [47.5, 52.7] 
 

59 36.9 [29.7, 44.5] 

Type of Private residence 930 64.4 [61.9, 66.8] 118 73.8 [66.6, 80.1] 
residence Detention center  493 34.1 [31.7, 36.6] 38 23.8 [17.7, 30.8] 

 Other 22 1.5 [1.0, 2.3] 4 2.5 [0.9, 5.8] 
 
Fisher’s exact  

 
0.03 

    

Crime  Against person 1024 70.9 [68.5, 73.2] 69 43.1 [35.6, 50.9] 
 Against property 316 21.9 [19.8, 24.1] 55 34.4 [27.4, 42.0] 
 Other 105 7.3 [6.0, 8.7] 36 22.5 [16.6, 29.4] 
 

χ2 p value 
 

<0.05 
    

Table 3: Frequencies and percentages with confidence intervals for demographic and crime variables for male and 
female offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
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  Males (n=1445) Females (n=160) 
Variable Categories Frequency Percentages and 

Confidence Interval 
Frequency Percentages and 

Confidence Interval 
Psychiatric  Yes 895 61.9 [59.4, 64.4] 108 67.5 [60.0, 74.4] 
Pathology 

 
χ2 p value 

No 
 

0.11 

601 38.1 [35.6, 40.6] 
 

52 32.5 [25.6, 40.0] 

ICD-10 
Diagnoses 

 
 
 
 
 
 
 
 
 
 

Monte Carlo 
Estimate 

Organic disorders 
Substance abuse 

disorders 
Schizophrenia/ 

delusional disorders 
Mood disorders 

Neurotic/ stress related 
disorders 

Adult personality/ 
behavioural disorders 

Mental retardation 
 
 

0.00 

48 
127 

 
46 

 
40 
32 

 
553 

 
44 

5.4 [4.1, 7.0] 
14.3 [12.1, 16.7] 

 
5.2 [3.9, 6.8] 

 
4.5 [3.3, 6.0] 
3.6 [2.5, 5.0] 

 
62.1 [58.9, 62.6] 

 
4.9 [3.7, 6.5] 

3 
8 
 

13 
 

9 
15 

 
56 

 
5 

2.8 [0.8, 7.2] 
7.3 [3.5, 13.4] 

 
11.9 [6.9, 19.0] 

 
8.3 [4.2, 14.5] 

13.8 [8.3, 21.2] 
 

51.4 [42.1, 60.6] 
 

4.6 [1.8, 9.8] 

Psychiatric  Yes 333 23.0 [20.9, 25.3] 44 27.5 [21.0, 34.8] 
comorbidities 

 
 

χ2 p value 

No 
No primary diagnosis 

 
0.22 

557 
555 

38.5 [36.1, 41.1] 
38.4 [35.9, 40.9] 

 

65 
51 

40.6 [33.2, 48.4] 
31.9 [25.0, 39.4] 

Number of 
Comorbidities 

0 
1 

557 
224 

38.5 [36.1, 41.1] 
15.5 [13.7, 17.4] 

65 
33 

40.6 [33.2, 48.4] 
20.6 [14.9, 27.4] 

 2 88 6.1 [4.9, 7.4] 10 6.3 [3.3, 10.8] 
 
 
 

Fisher’s exact  

3 
No primary diagnosis 

 
0.33 

21 
555 

1.5 [0.9, 2.2] 
38.4 [35.9, 40.9] 

1 
51 

 

0.6 [0.1, 2.9] 
31.9 [25.0, 39.4] 

Treatment  Yes 44 20.6 [18.5, 22.7] 60 37.5 [30.3, 45.2] 
Recommended 

 
χ2 p value 

No 
 

<0.05 

1147 79.4 [77.3, 81.5] 
 

100 62.5 [54.8, 69.7] 

Hospitalization  Yes 34 2.4 [1.7, 3.2] 6 3.8 [1.6, 7.6] 
recommended 

 
Fisher’s exact 

No 
 

0.28 

1411 97.7 [96.8, 98.3] 
 

154 96.3 [92.4, 98.4] 

Criminal Criminally responsible 1226 85.6 [83.7, 87.4] 117 74.1 [66.8, 80.4] 
responsibility Diminished 102 7.1 [5.9, 8.5] 14 8.9 [5.2, 14.0] 

 Not responsible 52 3.6 [2.8, 4.7] 17 10.8 [6.6, 16.3] 
 
 
χ2 p value 

Not applicable 
 

<0.05 

52 3.6 [2.8, 4.7] 
 

10 6.3 [3.3, 10.9] 

Table 4: Frequencies and percentages with confidence intervals for psychiatric variable for male and female offenders 
evaluated at the Santiago Medical Legal Service from 2005-2006.  
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4.3 Criminal responsibility  
 
 
4.3.1 Descriptive analysis of categories 
 
 
 The data were analyzed to determine whether there were differences among the 

criminal responsibility groups. Tables 5 and 6 describe the characteristics between 

criminal responsibility categories. 

There was a significant difference between the sexes by criminal responsibility 

(χ2=22.18, df=3, p<0.001). A much higher percentage (10.6%) of evaluated females was 

considered not criminally responsible compared to men (3.6%). The unadjusted odds 

ratios showed that women had 1.4 [0.8, 2.6] times the odds of being thought to have 

diminished criminal responsibility than men, and 3.4 [1.9, 6.1] times the odds of being 

regarded as not criminally responsible.  

 A significant difference was also found between age ranges (Monte Carlo exact 

estimate p=0.01 [0.00, 0.01]. The highest percentage (9.7%) of evaluations where the 

offender was believed to have diminished criminal responsibility was found in the 20-29-

age range. The highest percentage (7.2%) of evaluations where the offender was thought 

to be not criminally responsible was found in the 70+ age category. With age as a 

continuous variable the unadjusted odds ratios did not show any increase or decrease in 

odds of having diminished or being considered not criminally responsible as age 

increases. 

The criminal responsibility categories were found to statistically differ by judicial 

system (χ2=2.47, df=3, p<0.001). Unadjusted odds ratios also showed differences. Using 
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the ancient judicial system as the referent, the unadjusted odds of an offender evaluated 

in the reformed judicial system being thought to have diminished responsibility were 1.8 

[1.2, 2.7]. Conversely, the odds of an offender evaluated in the reformed system being 

thought of as not criminally responsible were 2.6 [1.5, 4.3].  

 A statically significant difference was seen with respect to criminal responsibility 

among employment groups (Monte Carlo exact estimate, p< 0.001 [0.00, 4.60E-04]). A 

majority (73.6%) of offenders considered criminally responsible were employed, whereas 

a majority (56.5%) of offenders believed to be not criminally responsible for their crime 

were unemployed. The highest percentage of individuals thought to have diminished 

criminal responsibility (53.5%) or be not criminally responsible (62.5%) were found in 

the low and unstable/unemployed category. These differences between occupation status 

categories and criminal responsibility categories were statistically significant (Monte 

Carlo exact estimate, p=0.00 [0.00, 4.60 E-4]). The unadjusted odds ratios for each status 

category decreased the offender’s odds of having both diminished and no criminal 

responsibility, using the low and unstable/unemployed category as a referent. When the 

offender’s status was low and stable, the odds of having diminished responsibility and 

being regarded as not criminally responsible were 0.4 [0.3, 0.7] and 0.4 [0.2, 0.7] 

respectively. When the offender was categorized as having middle status, the odds of 

being considered to have diminished responsibility and being regarded as not criminally 

responsible were 0.4 [0.2, 0.6] and 0.1 [0.0, 0.3] respectively. Finally, when the 

offender’s status was high, the odds of being considered to have diminished 

responsibility and being thought of as not criminally responsible were 0.4 [0.2, 1.3] and 

0.3 [0.1, 1.3] respectively.  
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Other residences, such as hospitals, made up 1.0% of residences for offenders 

regarded as criminally responsible and 2.6% for offenders where criminal responsibility 

was not applicable. In comparison, these other facilities made up 3.4% of residences for 

offenders with diminished criminal responsibility and 10.1% for offenders found not to 

be criminally responsible for their crime. This difference was found to be statistically 

significant (Monte Carlo exact estimate, p<0.001 [0.00, 4.60E-04]).  

 Significant differences were also found by crime category (Monte Carlo exact 

estimate, p<0.001 [0.00, 4.60E-04]). A higher proportion (50.7%) of individuals 

considered to be not criminally responsible had committed crimes against person. When 

using person crimes as the referent, unadjusted odds ratios showed that individuals who 

had committed property crimes had 1.8 [1.2, 2.7] times the odds and 2.8 [1.7, 4.6] times 

the odds of being regarded as having diminished responsibility and being thought not 

criminally responsible respectively. For individuals who had committed other crimes the 

odds of being considered to have diminished responsibility were 1.7 [0.9, 3.1], and the 

odds of being regarded as not criminally responsible were 0.9 [0.3, 2.6].  

 The majority of offenders thought to have diminished criminal responsibility or to 

be not criminally responsible had a psychiatric pathology of 98.3% and 98.6% 

respectively. This is compared to 57.9% of offenders considered criminally responsible 

having a psychiatric pathology and 66.2% of offenders where criminal responsibility was 

not applicable having a psychiatric pathology. This difference was statistically significant 

(Monte Carlo exact estimate, p<0.001 [0.00, 4.60 E-04]). The unadjusted odds ratios 

were quite high for psychiatric pathology. An individual who had a psychiatric pathology 

had a 41.4 [10.2, 168.2] increase in odds of being considered to have diminished 
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responsibility and a 49.4 [6.8, 356.7] odds increase of being regarded as not criminally 

responsible.  

Differences were also apparent when considering diagnosis. For offenders who 

were considered criminally responsible, 72.1% had been diagnosed with a personality 

disorder and 12.2% had been diagnosed with a substance abuse disorder. For offenders 

whose criminal responsibility was considered diminished, 34.2% had been diagnosed 

with personality disorders, 23.7% had been diagnosed with substance abuse disorders, 

14.9% had been diagnosed with mental retardation, and 12.9% had been diagnosed with 

organic mental disorders. Furthermore, 6.1% had been diagnosed with schizophrenia or 

delusional disorders. In comparison, for offenders who were regarded as being not 

criminally responsible for their crime, 60.3% had been diagnosed with schizophrenia, 

schizotypal or delusional disorders. This was a much higher percentage than was found in 

any other criminal responsibility category. The second highest proportion of diagnoses in 

offenders who were thought of as not criminally responsible for their crime were the 

organic mental disorders, followed by mental retardation. Substance abuse disorders were 

much lower in offenders who were considered to not be criminally responsible for their 

crime. These differences were found to be significant (Monte Carlo exact estimate p=0.00 

[0.00, 4.60E-04]). 

A lower proportion of psychiatric comorbidities were found among offenders who 

were regarded as not criminally responsible for their crime and this was slightly 

statistically significant (χ2=8.53, df=3, p=0.04).  

Treatment was recommended for about half of the offenders where criminal 

responsibility was diminished, not applicable, and where the offender was considered not 
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criminally responsible. However, treatment was recommended for 17.0% of offenders 

who were regarded as criminally responsible, a difference that was found to be significant 

(χ2=133.8, df=3, p<0.001). Treatment also increased the odds of being considered to have 

diminished responsibility and to be not criminally responsible. If treatment was 

recommended for the offender, the unadjusted odds ratios showed a 4.4 [3.0, 6.5] 

increase in odds of having diminished criminal responsibility and a 6.0 [3.7, 9.8] increase 

in odds of being considered not criminally responsible.  

Hospitalization was recommended for a small percentage of offenders in each 

criminal responsibility group; however it was recommended for 30.4% offenders who 

were regarded as not criminally responsible for their crime (Fisher’s exact test, p<0.001). 

The recommendation of hospitalization greatly increased the odds of being considered to 

have diminished or not criminally responsible. An offender who had been recommended 

for hospitalization had a 12.3 [4.2, 35.6] increase in odds of being regarded as having 

diminished responsibility and an 83.5 [33.9, 205.9] increase in odds of being regarded as 

not criminally responsible.  

 

4.3.2 Exploratory model  
 

Table 7 and 8 give the summary of the final model. The following variables were 

entered into the model building process: sex, age, occupation status, crime, psychiatric 

pathology, recommendation of treatment, and recommendation of hospitalization. Male 

was used as the referent sex category. For the occupation status variable, the low and 

unstable status category was used as the referent. For the crime variable, the category of 

person crimes was used as the referent.  
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The odds ratios for the crime categories crossed the null and therefore were 

removed from the model as non-significant. The final model contained the variables for 

sex, age, occupation status, psychiatric pathology, recommended treatment, and 

recommended hospitalization. All maximum likelihood estimates were significant at the 

0.05 level at least for one category of the outcome. The goodness of fit statistics (AIC, 

SC, and -2 Log L) all indicated that the model that included the intercept and the 

covariates improved the fit than the model with only the intercept. The maximum 

rescaled R-square value for the final model was 0.31, although in logistic regression the 

R-square value does not have the same meaning as in the usual multiple regression and 

should be interpreted with caution. However, this value can suggest that around 31% of 

the variation in the model is explained by the independent variables and that around 69% 

is still unexplained.  

Primary interactions were tested between all variables and found to be 

insignificant in the model. Unadjusted odds ratios and adjusted odds ratios from the final 

model were compared and no confounding was observed.  

Regression diagnostics with more than one level of the outcome have not been 

developed. Therefore regression diagnostics were fit using the two separate logistic 

regressions. Residuals appeared normal, and no greatly influential points were observed.  

Collinearity diagnostics did not indicate any multicollinearity. Pearson’s correlations 

coefficients for variables describing an offender’s illness were not highly correlated; for 

psychiatric pathology and the recommendation of treatment it was 0.37, for psychiatric 

pathology and the recommendation of hospitalization it was 0.11, and for the 

recommendation of hospitalization and treatment is was 0.26.  
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The adjusted odds ratio estimates showed that being female increased an 

offender’s likelihood of being considered to have diminished criminal responsibility and 

not criminally responsible when controlling for the other variables in the model. The 

increase in odds was stronger for being regarded as not criminally responsible than for 

having diminished responsibility. Similarly, age also increased an offender’s likelihood 

of being considered to have diminished responsibility and to be not criminally 

responsible. As age increased, the odds also increased, again more so for an outcome of 

not criminally responsible. Conversely, status decreased an evaluated offender’s odds of 

being found to have diminished responsibility or to be not criminally responsible. Having 

a psychiatric illness greatly increased the odds of an offender being determined as having 

diminished criminal responsibility and being considered not criminally responsible, 

controlling for the other variables in the model. The odds were higher for the outcome of 

not criminally responsible than of diminished responsibility, but both odds were high. 

Being recommended for treatment and hospitalization also increased an offender’s 

likelihood of being determined as having diminished criminal responsibility and being 

not criminally responsible. These three characteristics, the recommendation of treatment, 

recommendation of hospitalization, and the diagnosis of a psychiatric pathology together 

give a broad sense of the severity of the illness.  
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  Criminal Responsibility 
Variable Categories Conserved 

(n=1343) 
Diminished 

(n=116) 
Not responsible 

(n=69) 
Not applicable 

(n=77) 
Sex 

 
 
 

χ2 p value 
 

Male 
 

Female 
 

<0.001 
OR (ref=Male) 

1226 
91.3 [89.7, 92.7] 

117 
8.7 [7.3, 10.3] 

 
1.0 

102 
87.9 [81.1, 92.9] 

14 
12.1 [7.1, 18.9] 

 
1.4 [0.8, 2.6] 

52 
75.4 [64.3, 84.4] 

17 
24.6 [15.6, 35.7] 

 
3.4 [1.9, 6.1] 

65 
84.4 [75.1, 91.2] 

12 
15.6 [8.8, 24.9] 

Age distribution 
 
 
 
 
 
 
 
 
 
 
 

 
Monte Carlo 

Estimate 

Under 20 
 

20-29 
 

30-39 
 

40-49 
 

50-59 
 

60-69 
 

70+ 
 

0.01 
OR 

62 
4.6 [3.6, 5.9] 

351 
26.2 [23.9, 28.6] 

373 
27.8 [25.5, 30.3] 

245 
18.3 [16.3, 20.4] 

151 
11.3 [9.7, 13.0] 

86 
6.4 [5.2, 7.8] 

72 
5.4 [4.3, 6.7] 

 
1.0 

4 
3.5 [1.2, 8.0] 

42 
36.2 [27.9, 45.2] 

34 
29.3 [21.6, 38.0] 

21 
18.1 [11.9, 25.9] 

4 
3.5 [1.2, 8.0] 

6 
5.2 [2.2, 10.4] 

5 
4.3 [1.7, 9.2] 

 
1.0 [1.0, 1.0] 

3 
4.4 [1.3, 11.3] 

22 
32.4 [22.2, 44.0] 

19 
27.9 [18.4, 39.4] 

10 
14.7 [7.8, 24.5] 

4 
5.9 [2.0, 13.4] 

3 
4.4 [1.3, 11.3] 

7 
10.3 [4.7, 19.2] 

 
1.0 [1.0, 1.0] 

1 
1.3 [0.1, 5.9] 

19 
24.7 [16.1, 35.1] 

15 
19.5 [11.9, 29.4] 

19 
24.7 [16.1, 35.1] 

8 
10.4 [5.0, 18.7] 

2 
2.6 [0.5, 8.1] 

13 
16.9 [9.8, 26.4] 

Court system Ancient 931 
71.9 [69.4, 74.3] 

62 
59.0 [49.5, 68.1] 

29 
50.0 [37.4, 62.6] 

61 
82.4 [72.6, 89.8] 

 
 

χ2 p value 

Reformed 
 

<0.001 
OR 

(ref=Ancient) 

364 
28.1 [25.7, 30.6] 

 
1.0 

43 
41.0 [31.9, 50.5] 

 
1.8 [1.2, 2.7] 

29 
50.0 [37.4, 62.6] 

 
2.6 [1.5, 4.3] 

13 
17.6 [10.2, 27.4] 

Employment Employed 988 
73.6 [71.2, 75.9] 

65 
56.0 [47.0, 64.8] 

26 
37.7 [26.9, 49.4] 

50 
64.9 [53.9, 74.9] 

 Student/Retiree 78 
5.8 [4.7, 7.2] 

9 
7.8 [3.9, 13.7] 

4 
5.8 [2.0, 13.2] 

5 
6.5 [2.5, 13.7] 

 
 

Monte Carlo 
Estimate 

Unemployed 
 
 

<0.001 

277 
20.6 [18.5, 22.9] 

42 
36.2 [27.9, 45.2] 

39 
56.5 [44.8, 67.8] 

22 
28.6 [19.4, 39.3] 

Profession 
status (including 

unemployed) 
 
 
 
 

 
Monte Carlo 

Estimate 

High status 
 

Middle status 
 

Low and stable 
 

Low unstable/ 
Unemployed 

 
0.00 

61 
4.5 [3.5, 5.8] 

449 
33.4 [31.0, 36.0] 

406 
30.2 [27.8, 32.7] 

427 
31.8 [29.4, 34.3] 

 
 

4 
3.5 [1.2, 8.0] 

25 
21.6 [14.8, 29.7] 

25 
21.6 [14.8, 29.7] 

62 
53.5 [44.4, 62.4] 

 
 

2 
2.9 [0.6, 9.0] 

5 
7.3 [2.8, 15.2] 

17 
24.6 [15.7, 35.7] 

45 
65.2 [53.5, 75.7] 

5 
6.5 [2.5, 13.7] 

28 
36.4 [26.3, 47.5] 

15 
19.5 [11.9, 29.4] 

29 
37.7 [27.5, 48.8] 

Table 5: Frequencies and percentages with confidence intervals for demographic variables by criminal responsibility 
for offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
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Province of  
residence 

Greater Santiago 
Area 

493 
36.7 [34.2, 39.3] 

48 
41.4 [32.7, 50.5] 

25 
36.2 [25.6, 48.0] 

33 
42.9 [32.2, 54.0] 

 Other 172 
12.8 [11.1, 14.7] 

21 
18.1 [11.9, 25.9] 

11 
15.9 [8.8, 25.9] 

19 
24.7 [16.1, 35.1] 

 
 

Monte Carlo 
Estimate 

Unknown 
 

 
0.01 

678 
50.5 [47.8, 53.2] 

47 
40.5 [31.9, 49.6] 

33 
47.8 [36.3, 59.5] 

25 
32.5 [22.8, 43.4] 

Type of 
residence 

Private 
residence 

862 
64.2 [61.6, 66.7] 

77 
66.4 [57.5, 74.5] 

42 
60.9 [49.1, 71.8] 

67 
87.0 [78.2, 93.1] 

 
 

Detention 
center 

468 
34.8 [32.3, 37.4] 

35 
30.2 [22.4, 38.9] 

20 
29.0 [19.3, 40.4] 

8 
10.4 [5.0, 18.7] 

 
 

Monte Carlo 
Estimate 

Other 
 
 

<0.001 

13 
1.0 [0.5, 1.6] 

4 
3.4 [1.2, 8.0] 

7 
10.1 [4.7, 18.9] 

2 
2.6 [0.5, 8.1] 

Type of crime 
 
 
 
 
 

Monte Carlo 
Estimate 

Against person 
 

Against 
property 

Other 
 
 

<0.001 

937 
69.8 [67.3, 72.2] 

290 
21.6 [19.5, 23.9] 

116 
8.6 [7.2, 10.2] 

66 
56.9 [47.8, 65.7] 

36 
31.0 [23.2, 39.8] 

14 
12.1 [7.1, 18.9] 

35 
50.7 [39.1, 62.3] 

30 
43.5 [32.3, 55.2] 

4 
5.8 [2.0, 13.2] 

55 
71.4 [60.7, 80.6] 

15 
19.5 [11.9, 29.4] 

7 
9.1 [4.2, 17.0] 

Table 5 continued: Frequencies and percentages with confidence intervals for demographic variables by criminal 
responsibility for offenders evaluated at the Santiago Medical Legal Service from 2005-2006. Percentages do not 
include missing values.  
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  Criminal Responsibility 
Variable Categories Conserved Diminished Not responsible Not applicable 

Psychiatric 
pathology 

Yes 778 
57.9 [55.3, 60.6] 

114 
98.3 [94.6, 99.6] 

68 
98.6 [93.4, 99.8] 

51 
66.2 [55.2, 76.1] 

 
 

Monte Carlo 
Estimate 

No 
 
 

<0.01 
OR 

565 
42.1 [39.5, 44.7] 

 
 

1.0 

2 
1.7 [0.4, 5.4] 

 
 

41.4 [10.2, 168.2] 

1 
1.4 [0.2, 6.6] 

 
 

49.4 [6.8, 356.7] 

26 
33.8 [24.0, 44.8] 

ICD-10 
Diagnoses 

 
 
 
 
 
 
 
 
 
 
 
 
 

Monte Carlo 
Estimate 

Organic disorders 
 

Substance abuse 
disorders 

Schizophrenia/ 
Delusional 
disorders 

Mood disorders 
 

Stress-related 
disorders 

Personality 
disorders 

Mental retardation 
 
 

0.00 

22 
2.9 [1.9,4.2] 

94 
12.2 [10.1, 14.7] 

8 
1.0 [0.5, 2.0] 

 
33 

4.3 [3.0, 5.9] 
35 

4.6 [3.3, 6.2] 
554 

72.1 [68.9, 75.2] 
22 

2.9 [1.9, 4.2] 

14 
12.3 [7.2, 19.2] 

27 
23.7 [16.6, 32.1] 

7 
6.1 [2.8, 11.7] 

 
7 

6.1 [2.8, 11.7] 
3 

2.6 [0.8, 6.9] 
39 

34.2 [26.0, 43.2] 
17 

14.9 [9.3, 22.3] 

10 
14.7 [7.8, 24.5] 

6 
8.8 [3.8, 17.3] 

41 
60.3 [48.4, 71.3] 

 
3 

4.4 [1.3, 11.3] 
0 

.0 [0.0, 3.6] 
1 

1.5 [0.2, 6.7] 
7 

10.3 [4.7, 19.2] 

5 
10.2 [4.0, 20.9] 

8 
16.3 [8.0, 28.5] 

3 
6.1 [1.8, 15.5] 

 
6 

12.2 [5.3, 23.5] 
9 

18.4 [9.5, 30.9] 
15 

30.6 [19.1, 44.3] 
3 

6.1 [1.8, 15.5] 

Psychiatric 
comorbidities 

Yes 283 
36.8 [33.5, 40.3] 

50 
43.9 [35.0, 53.0] 

19 
27.9 [18.4, 39.4] 

25 
51.0 [37.3, 64.6] 

 
 

χ2 p value 

No 
 

0.04 
OR 

485 
63.2 [59.7, 66.5] 

 
1.0 

64 
56.1 [47.0, 65.0] 

 
1.3 [0.9, 1.9] 

49 
72.1 [60.6, 81.7] 

 
0.7 [0.4, 1.2] 

24 
49.0 [35.4, 62.7] 

Treatment  Yes 228 
17.0 [15.1, 19.1] 

55 
47.4 [38.5, 56.5] 

38 
55.1 [43.3, 66.4] 

36 
46.8 [35.9, 57.9] 

 
 

χ2 p value 

No 
 

<0.001 
OR 

1112 
83.0 [80.9, 84.9] 

 
1.0 

61 
52.6 [43.5, 61.5] 

 
4.4 [3.0, 6.5] 

31 
44.9 [33.6, 56.7] 

 
6.0 [3.7, 9.8] 

41 
53.2 [42.2, 64.1] 

Hospitalization 
recommended 

Yes 7 
0.5 [0.2, 1.0] 

7 
6.0 [2.7, 11.5] 

21 
30.4 [20.6, 41.9] 

5 
6.5 [2.5, 13.7] 

 
 

Fisher’s exact  

No 
 

<0.001 
OR 

1336 
99.5 [99.0, 99.8] 

 
1.0 

109 
94.0 [88.5, 97.3] 

 
12.3 [4.2, 35.6] 

48 
69.6 [58.1, 79.5] 

 
83.5 [33.9, 

205.9] 

72 
93.5 [86.4, 97.5] 

Table 6: Frequencies and percentages with confidence intervals for psychiatric variables by criminal responsibility for 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006. Percentages do not include missing values.  
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 Diminished criminal responsibility Not criminally responsible 
 Odds ratio estimates with 95% 

confidence limits 
Odds ratio estimates with 95% 

confidence limits 
Effect Point 

Estimate 
Lower c.l. Upper c.l.  Point 

estimate 
Lower c.l. Upper c.l. 

Sex 1.32 0.70 2.48  3.81 1.88 7.71 
Age 1.00 0.99 1.01  1.02 1.00 1.04 

High status 0.75 0.25 2.26  0.57 0.12 2.62 
Mid status 0.49 0.29 0.80  0.16 0.06 0.43 

Low and stable status 0.46 0.28 0.76  0.42 0.22 0.82 
Psychiatric pathology 28.21 6.84 116.37  35.73 4.75 269.02 

Treatment recommended 2.19 1.44 3.32  1.45 0.79 2.68 
Hospitalization 
recommended 

4.67 1.51 14.47  43.91 15.21 126.78 

Table 7: Odds ratio estimate results from polytomous logistic regression for diminished and not criminally responsible 
offenders using conserved criminal responsibility as referent outcome.  
 
 

 

 

 Diminished criminal responsibility Not criminally responsible 
 Maximum likelihood estimates with standard error 

and p value 
Maximum likelihood estimates with 

standard error and p value 
Parameter Estimate Standard 

error 
P value  Estimate Standard 

error. 
P value 

Intercept -5.14 0.77 <0.01  -6.94 1.11 <0.01 
Sex 0.28 0.32 0.38  1.34 0.36 0.00 
Age -0.00 0.01 0.74  0.02 0.01 0.01 

High status -0.29 0.57 0.60  -0.56 0.78 0.47 
Mid status -0.72 0.26 0.01  -1.82 0.50 0.00 

Low and stable status -0.78 0.26 0.00  -0.86 0.34 0.01 
Psychiatric pathology 3.34 0.72 <0.01  3.58 1.03 0.00 

Treatment recommended 0.78 0.21 0.00  0.37 0.31 0.24 
Hospitalization 
recommended 

1.54 0.58 0.01  3.78 0.54 <0.01 

Table 8: Results of maximum likelihood analysis for polytomous logistic regression model for diminished and not 
criminally responsible offenders using conserved criminal responsibility as referent outcome.  
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Chapter 5 
 
Discussion 
 

5.1 Summary of Results and Interpretations 
 
 

As expected, the sample of psychiatrically evaluated offenders was primarily 

male and young. This is consistent with other studies on the demographics of offenders 

and prisoners28,57.  

Most of the psychiatrically evaluated offenders were employed and were 

categorized in the two middle status categories. Studies have shown that high rates of 

offenders have low education levels, are in low socioeconomic classes, and are 

unemployed 28,57. Chile however has a low unemployment rate, only 7%, and the majority 

of the population (95.7%) is literate47. Therefore, this may account for the difference 

found in this study; however, some misclassification in the occupation status variable 

may have been introduced. It may be possible that some evaluated offenders may not 

have been completely truthful in the reporting of their occupation. Moreover, it could 

also be possible that those with higher education are able to obtain better legal 

representation and seek the possibility of a psychiatric defense as an alternative. 

The highest proportion of crimes committed by the psychiatrically evaluated 

offenders was in the crimes against person category or generally violent crimes. This may 

be because those who commit violent offenses are more likely to be remanded for a 

psychiatric assessment than those who commit crimes against property or other crimes, 

perhaps because individuals who commit serious crimes can only be thought of as 

mentally ill28. Other studies have also found that psychiatrically evaluated offenders are 
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more likely than non-evaluated offenders to commit more serious, generally violent 

crimes58,59. In addition, it has been shown that discharged mental patients were arrested 

more often than non-patients and primarily for violent crimes or crimes against persons32. 

The proportion found in the current study is consistent with previous literature. 

The majority of psychiatrically evaluated offenders were found to have a 

psychiatric pathology, however the minority was recommended for treatment. This is 

most likely due to the fact that the highest proportion of offenders was considered to have 

personality disorders. Conventionally there are no effective treatments for these 

disorders. Studies have shown that treatment for personality disorders is either not 

effective or marginally effective at best60. Therefore, psychiatrists may not recommend 

treatment if it is thought to not be effective. The high rates of personality disorders found 

in this study are consistent with the high rates found in other studies of prison 

populations30. This may also be why Pearson’s correlation coefficients were so low for 

these two variables. Coefficients were also low between psychiatric pathology and 

recommendation of hospitalization. It may be because the hospital referred to here is a 

general facility and not a forensic one. It is still unclear why these variables were not 

highly correlated.  

When stratified by sex, type of crime was strikingly different. Females are 

generally under represented in criminal activity for several reasons. For example, the 

types of crimes that women commit are more difficult to detect, their detected crimes are 

less likely to be reported and their reported crimes are less likely to lead to an arrest or 

conviction61. The under representation of women in crime was also found in this study. 

More female evaluated offenders were accused of committing crimes against property 
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and other crimes, mostly drug crimes, whereas the males were more likely to be accused 

of crimes against persons. This is in agreement with other studies that have shown that 

female offenders are rarely involved in crimes that include force and are more likely to be 

involved in assaultive crimes and theft crimes that do not involve force61.  

Psychiatric disorders also differed when stratified by sex. Higher proportions of 

women were categorized as having delusional disorders. Women were also more likely 

than men to be recommended for treatment and to be found not criminally responsible. 

Since these types of disorders can be more severe and thus are likely to require treatment, 

they may also be more likely to hinder an individual from understanding the nature of 

their crime62. Therefore, it is expected that more of these individuals would be found not 

criminally responsible, as was found in this study. 

 

5.1.1 Prediction of Criminal Responsibility 
 

Only 4.3% of the evaluated offenders were determined to be not criminally 

responsible by the psychiatrist. The criteria for an offender to be found not criminally 

responsible are stringent so we expected this proportion to be small.   

Along with psychiatric pathology, both the recommendation of treatment and 

hospitalization were significant predictors of an evaluated offenders chance of being 

found to have diminished criminal responsibility or to be not criminally responsible. If an 

illness is recommended for treatment and/or hospitalization this may be an indicator of a 

more severe illness. Many variables, including severity and type of psychiatric illness, are 

taken into consideration when making decisions about criminal responsibility59. 

Consequently, it is expected that the presence of an illness in conjunction with the 
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recommendation of treatment and hospitalization, the illness is likely to be considered 

severe enough to cause an offender to not understand the nature of his or her crime and 

be considered to have diminished or be not criminally responsible.  

If an offender was processed through the reformed as opposed to the ancient 

judicial system they had 1.8 times the odds of being considered to have diminished 

criminal responsibility and 2.6 times the odds of being considered not criminally 

responsible by the psychiatrist. Psychiatrists were more likely to consider diminished 

criminal responsibility and not criminally responsible post judicial reform. The judicial 

reform in Chile may have affected the way mental illness is viewed with respects to 

crime and criminal responsibility. A similar occurrence happened in Canada when Bill C-

30 was introduced in 1991 to make amendments to the criminal code regarding mentally 

ill offenders63. In addition to new definitions, the Bill reformed the format for managing 

mentally ill accused. The Bill specified under which circumstances the court could order 

a psychiatric assessment, either for determining fitness to stand trial or to present 

evidence as to the mental state of the accused at the time of the offense. Studies found 

that after the introduction of the Bill in Canada there was an increase in psychiatric 

assessments ordered, and the use and success of the “insanity defense” (not criminally 

responsible) appeared to be on the rise63.  

All of the parameter estimates for the status categories were negative and 

therefore would decrease the chance of being considered not criminally responsible or 

having diminished responsibility. It may be that the offender’s illness affects their ability 

to maintain a certain level of occupation status. By achieving a higher status this implies 

that the severity of illness may not be as great. Additionally, socioeconomic status has 
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been shown to be a social determinant of health and low socioeconomic status could 

negatively affect an individual’s mental welbeing64. It has been shown that stigma 

towards people with mental illness affects the acceptance of mentally ill individuals as 

employees, tenants, or spouses32, all which can affect a person’s status. The high status 

group had the largest decrease in odds of being considered to have diminished criminal 

responsibility or not criminally responsible. Some stigma may be associated with those in 

lower status groups and thus these individuals may then be more likely to receive a label 

of diminished criminal responsibility or not criminally responsible as they may be 

thought of as more ill. Many studies have found that an offender’s socioeconomic status 

influences a prosecutor’s decision to accuse and a judge’s length of sentence and the 

same has been suggested that the same may be found in psychiatry57. 

Sex was also found to be a predictor in the final model describing the criminal 

responsibility of evaluated offenders. Female offenders had a higher odds of being 

considered not criminally responsible. There was also an increase in odds of being 

regarded to have diminished responsibility for female offenders, however not as high. 

Reasons for these increases may include the fact that the women in this sample tended to 

have more severe disorders that may have caused the offender to not understand the 

nature of her crime. Moreover, it has been suggested that the judicial system is more 

lenient towards women and similarly psychiatrists may be more likely to find women not 

responsible for their crime61 that in turn may favour them during sentencing58.  
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5.2 Methodological Considerations 
 

Data collected for this project were entirely in Spanish and the student 

investigator was not a native speaker of the language. The majority of the variables were 

either dichotomous or had one-word answers and were easy to translate. Categories were 

formulated in Spanish in order to allow for the data to later be used by our colleagues in 

Chile. During data collection the investigator took Spanish classes not only to strengthen 

language skills but also to aid in this project. Ultimately, the language barrier did not 

prove to be a great difficulty when working on this project. When uncertainties did occur, 

Dr. Arboleda-Flórez, a native speaker of Spanish and our colleagues in Chile, who also 

speak fluent English, worked together to sort them out.  

 

5.3 Study Strengths and Limitations 
 

 The conclusion of criminal responsibility as determined by the psychiatrist is a 

guideline that is used by the court system at the time of sentencing. Studies have shown 

that criminal responsibility decisions by both the psychiatrist and the judge are generally 

in agreement57. The judge will usually accept the psychiatric assessment and it is rare that 

a judge will assign diminished or no criminal responsibility without a psychiatric 

assessment57. One study found that only in 12% of cases did a judge assign complete 

responsibility following a recommendation of diminished responsibility from a 

psychiatrist57. Thus, although rare, there may be some cases where the judge does not 

agree or take into consideration the recommendation of the psychiatrist.  Hence using 

criminal responsibility as determined by the psychiatrist is only a proxy measure for the 
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final judicial decision, which could introduce some misclassification bias. Some 

offenders may have been assigned different criminal responsibility labels than would be 

found in their final sentencing. This would be non-differential and minimal and so bias 

the results slightly towards the null.    

 Exploratory work may also be limited. It is difficult to construct a model when no 

biological model or guidelines can be followed. However, exploratory research is 

sometimes more appropriate then prematurely assigning a theory, which could be false 

and that is based on little previous knowledge65. This is frequently the case in mental 

health research65. 

The data may have been better fitted with other categorical models. Other 

regression models were considered such as continuation ratio model or stereotype model. 

These models required a leveled outcome, which was deemed inappropriate for the data. 

Criminal responsibility could be thought of as different levels of one judicial concept, 

however, it was decided that this was not completely appropriate. Each judicial outcome 

of criminal responsibility is a separate idea with specific criteria and therefore we did not 

see it fit to force an order on the outcome. Therefore, polytomous logistic regression was 

the best modeling method for this study.  

Additional variables could also have been collected and added to the predictive 

model to give a better sense of an offender’s criminal responsibility. Education level may 

have also been added to get a better assessment of the offender’s social status. Ethnicity 

may also have been influential but perhaps in other study populations, as Chile’s 

population is relatively homogeneous in that regard47. Information on previous forensic 
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assessments and previous offenses may also have been beneficial to this analysis, as these 

have been shown in the literature to be confounders affecting sentencing decisions4. 

The information in this study came from a thorough data summary and the sample 

of evaluations was quite large. The data come from a province-wide database and 

therefore should be a representative sample of the Province of Santiago’s offender 

population. As this province inhabits the largest percentage of the country’s population, 

results could then be generalizable to the entire country.  

The research conducted is also novel. The description of the population of 

offenders evaluated at the Medical Legal Service in Santiago has never been carried out 

to this extent and therefore we expect this to be helpful to our colleagues in Chile. To our 

knowledge, a predictive model of criminal responsibility at the time of psychiatric 

assessment has not yet been generated. This allowed for objective, exploratory work, 

which could lead to further research in the area. 

 

5.4 Relevance of Findings 
 

The concept of evidence-based medicine, from a population health perspective, 

allows scientific research and evidence to be used for population health decision-making. 

Current research has shown that evidence-based practice is not routinely used in mental 

health programs and the situation gets even more difficult if scientific evidence does not 

exist for a particular program8. Using this approach to medicine, any possible 

intervention in a system reform must ideally be supported by the scientific literature. 

Furthermore, there are close interactions between the development of appropriate 

legislation and services, and the care delivered within any health service. Therefore, in 
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order for a reform of the Chilean forensic psychiatry system to be appropriate for the 

population that will receive care, scientific data must first be collected to determine the 

needs of the patients within the forensic penal system. This work can give our colleagues 

in Chile a better understanding of the mentally ill offenders who enter the Medical Legal 

Service and also give a basis for and stimulate further research in the area.  

 Identifying variables that could predict criminal responsibility as determined by 

the judge or psychiatrist can be beneficial to improving the way that mentally ill 

offenders are managed through the penal system. If certain characteristics influence the 

decision of criminal responsibility, these characteristics may in turn influence the 

sentencing decision. If mentally ill offenders are differentially managed through the penal 

system, offenders sent for a forensic psychiatric assessment may have different 

conviction rates and sentences than those not considered mentally ill, after controlling for 

other predictors of legal outcomes. The prediction model could aid in determining this 

and work towards bettering the outcomes for mentally ill offenders.  

 

5.5 Future Research 
 

Further exploration of a predictive model for criminal responsibility, either as a 

psychiatric outcome or a judicial outcome should be undertaken. After this, the predictive 

ability of the model could be evaluated and validated.  

Further research could also be pursued in evaluating differences in legal outcomes 

for the evaluated and non-evaluated offenders by linking judicial outcomes to the 

psychiatric outcomes. One study of this nature has been conducted in Canada and a 

similar study could be conducted in Chile to determine if the relationships found in 
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Canada are also found in Chile58. Other international comparisons between the Canadian 

and Chilean forensic psychiatry systems may also be conducted.  

The descriptive data collected could also lead the way for regional comparisons 

on the Chilean data in order to assess which regions may require more services and allow 

for further research and understanding of the system.  

 

5.6 Conclusion 
 

 This thesis has provided the first systematic description of the characteristics of 

the offenders remanded for a psychiatric assessment at the Santiago Medical Legal 

Service. This descriptive work will hopefully pave the way for more research on this 

population. Exploratory work on significant predictors that influence the assessment of 

criminal responsibility was done and it was primarily found that characteristics relating to 

an offender’s illness affect their criminal responsibility.  
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Appendices 

Appendix One: Categories of variables 

1a. Status of occupation categories (Categorias de profesiones) 
 

I. Alta estatus de empleo: Profesionales no manual o gente de negocios con 
empleo prestigio (High status occupation: Non-manual professionals or 
business people with prestigious posts) 

 
Abogado 
Antropologo 
Arquitecto 
Asesor 
Cientista 
Coronel 
Dentista 
 

 
Ejecutivo 
Ingeniero 
Kinesiologo 
Medico 
Odontologo 
Profesor 
Psicologo 
Quimico 

 
II. Media estatus de empleo: Trabajodores no manual con no título profesional 

(Middle status occupation: involving non-manual workers with no 
professional qualifications) 

 
Administrador 
Administrativo 
Agente 
Analista 
Artista 
Cajero 
Camarografo 
Carabinero 
Chef 
Profesional 
Chofer 
Cobrador 
Comerciante 
Comisionista 
Computacion 
Conductor 
Contador 
Contratista 
Corredor 
Corredor 
Propiedades 
Detective 
Dibujante 

Digitador 
Directora 
Diseñador 
Docente 
Educadora 
Electricista 
Empaquetadora 
Empleado 
Empresario 
Enfermera 
Escritor 
Estudiante 
Exonerado 
Funcionario Publico 
Gasfiter 
Gendarme 
Guardia 
Guia Turistico 
Independiente 
Informatica 
Instructor 
Jefe 
Jefe de Obras 
Jefe de Taller 
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Jefe Operativo 
Joyero 
Maestro 
Manipuladora 
Matricero 
Mecanico 
Metalurgico 
Microempresa
rio 
Militar 
Musico 
Oficial 
Particular 
Periodista 
Procurador 
Productor 
Programador 

Promotor 
Psicopedagoga 
Publicidad 
Sargento 
Sastre 
Secretario 
Sub Gerente 
Sub Oficial 
Supervisor 
Tecnico 
Terapeuta 
Traductor 
Transporte 
Tranportista 
Vigilante 
Visitador 

 
III. Baja estatus pero estable empleo: Trabajadores manual no especializado (Low 

status but stable occupation: Involving employed manual non-specialized 
workers) 

 
Agricola 
Agricultor 
Albañil 
Asistente 
Auxilia 
Ayudante 
Ayudante 
Ceramicas 
Carnicero 
Carpintero 
Cartero 
Cerrajero 
Chatarrero 
Chef 
Cocina 
Cocinero 
Comercio 
Sexual 
Confecciones 
Conserje 
Constructor 
Constructor 
Civil 

Cuida Enfermos 
Desabollador 
Despachador 
Dueña de casa 
Electromecanico 
Electronico 
Enfierrador 
Envasadora 
Estafeta 
Faenera 
Feriano 
Feriante 
Fraguador 
Garzon 
Jardinero 
Jornalero 
Junior 
Labores Agricolas 
Labores de Casa 
Lavador 
Limpia Aviones 
Minero 
Montepiada 
Muebleria 
Mueblista 
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Niñera 
Obrero 
Operador 
Operador de 
Ascensor 
Operador de 
Calzado 
Operador de 
Gruas 
Operario 
Orientadora 
Paisajista 
Panadero 
Panificador 
Paradocente 
Parvularia 
Peluquero 
Pescadero 
Pescador 
Pintor 
Podologa 
Prensista 
Prostituta 
Proyectista 
Rentista 

Reparador 
Reponedor 
Rondin 
Seguridad 
Serigrafia 
Servicio Militar 
Soldador 
Suplementero 
Tapicero 
Tasador 
Taxista 
Telefonista 
Teleoperador 
Tornero 
Trabaja Casa 
Particular 
Trabaja en Cuero 
Trabajador 
Construccion 
Trabajador Municipal 
Ventas 
Vulcanizacion 
Vulcanizador 
Zapatero 

 
IV. Baja estatus y no estable empleo y desempleado: Trabajadores casual, manual 

y no especializado (Low status and unstable occupation and unemployed: 
involving casual manual non-specialized workers) 

 
Artesano 
Aseador 
Aseo 
Banquetero 
Barman 
Camarera 
Cargador 
Cartonero 
Cesante 
Cuida Autos 
Cuidador 
Cuidador de 
Parcela 
Delincuente 

Descargador 
Estudiante 
Hojalatero 
Inactivo 
Jubilado 
Lava Vehiculos 
Ocasional 
Pelotero 
Pensionado 
Peoneta 
Repartidor 
Temporero 
Testeadora 
Vendedor
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1b. ICD-10 Diagnosis Categories F00-F99 (Categorias de Trastornos mentales y del 
comportamiento  CIE-10 F00 – F99) 
 
 

I. F00 – F09: Trastornos mentales organicos, incluidos los trastornos 
sintomaticos 
 
Alzheimer 
D.M. Leve 
D.M. Moderado 
Dano Organico Cerebral 
Dano Organico Cerebral 
Leve 
Demencia 
Demencia Arterio 
Esclerotica 
Demencia Inespecifica 
Demencia Mixta 
Demencia Organica 
Demencia Post SIDA 
Demencia Post TEC 
Demencia Senil 
Desorden Organico 
Cronico (DOC) 
DOC Leve 
DOC Moderado 
DOC Post Meninguitis 

Deterioro 
Deterioro Esperado por la Edad 
Deterioro Importante 
Deterioro Leve 
Deterioro Mental 
Deterioro Mental Grave 
Deterioro Mental Leve 
Deterioro Organico Cerebral 
Deterioro Psicoorganico 
Deterioro Psicoorganico Leve 
Encefalopatia Lipoxica 
Organicidad Leve 
Pseudo Demencia 
Psicosis Delirante Cronica 
Psicosis Organica 
Sindrome Demencia Inespecifico 
Sindrome Demencial 
Sindrome Post Conmocional 
T. Isquemico Cerebral Transtor 
T. Organico De la Personalidad 

 
II. F10 – F19: Trastorno mental y del comportamiento debidos al uso de 

sustancias psicoactivas  
 
Abuso de Pasta Base 
Adiccion a Cocaina 
Adiccion a Marihuana 
Adiccion a Pasta Base 
Adiccion a Pasta Base 
Cocaina 
Adiccion a Solventes 
Volatiles  
Adiccion al Alcohol 
Adiccion al Alcohol y 
PBC 
Alcoholismo 
Alcoholismo Cronico 
Alcoholismo Dependiente 

Alcoholismo en Abstinencia 
Alcoholismo Intermitente 
Alcoholismo Inveterado 
Alucinosis Alcoholica 
Bebedor Excesivo 
Bebedor Problema 
Consumo Abusivo de Alcohol 
Consumo Abusivo de Cannabis 
Consumo Abusivo de Cocaina 
Consumo Abusivo de Pasta Base 
Consumo Cocaina y Marihuana 
Consumo de Benzodiazepina 
Consumo de Pasta Base 
Consumo PBC-Alcohol-
Cannabis 



88 

Dependencia a Cocaina 
Dependencia a Drogas 
Dependencia a Pasta 
Dependencia a Sustancias 
Dependencia al Alcohol 
Drogadiccion 
Etilismo 
Etilismo Agudo 
Farmaco Dependencia 
Intoxicacion Alcoholica 
Poliadiccion 
Poliadicto a Cocaina 
Poliadicto a Pasta Base 
Policonsumo de 
Sustancias 
Polidependencia a Drogas 
T. Abuso de Alcohol 

T. Abuso PBC y Marihuana 
T. Dependencia a Cocaina y PBC 
T. Dependencia a Pasta Base 
T. Dependencia a Tabaco 
T. Dependencia al Alcohol 
T. Mentales por uso de Alcohol 
T. por Abuso de Alcohol 
T. por Abuso de Marihuana 
T. por Abuso de Pasta Base 
T. Dependencia al Alcohol 
T. Mental/Comportamiento por 
OH 

 
 
 

III. F20 – F29: Esquizofrenia Trastornos esquizotipicos, y Trastornos delirantes y 
Otros Trastornos Psicóticos 
 
Esquizofrenia 
Esquizofrenia Catatonica 
Esquizofrenia Cronico 
Esquizofrenia 
Desorganizada 
Esquizofrenia 
Diferenciada 
Esquizofrenia 
Hebefrenica 
Esquizofrenia 
Inespecifica 
Esquizofrenia Paranoide 
Esquizofrenia Paranoide 
Catatonico 

Esquizofrenia Residual 
Parafrenia 
Psicosis Carcela 
Psicosis Paranoide 
Psicosis Paranoide Residual 
T. Delirante Paranoide 
T. Esquizofrenico 
T. Esquizotipico 
T. Esquizotipico Personalidad 
T. Psicotico 
T. Psicotico Polimorfo 
T. De Ideas Delirantes 

 
 

IV. F30 – F39: Trastornos del humor (afectivos) 
 
Cuadro Depresivo 
Ansioso 
Depresion 
Depresion Ansiosa 

Depresion Ansiosa Cronica 
Depresion Cronica 
Depresion Depresivo Ansioso 
Depresion en Tratamiento 
Depresion Grave 
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Depresion Leve 
Depresion Mayor 
Depresion Mayor Grave 
Depresion Moderada 
Depresion Psicotica 
Depresion Reactiva 
Depresion Reactiva 
Moderada 
Depresion Severa 
Distimia  
Distimia Depresiva 
Severa 
Episodio Depresivo 
Episodio Depresivo Leve 

Episodio Depresivo Moderado 
Episodio Depresivo Reactivo 
Episodio Depresivo Secundario 
Estado Depresivo Ansioso 
Estado Depresivo Leve 
Estado Depresivo Severo 
Sindrome Depresivo 
T. Afectivo Bipolar 
T. Bipolar 
T. Depresivo 
T. Depresivo Mayor 
T. Depresivo Reactivo 
T. Depresivo Recurrente 

 
 

V. F40 – F48.9: Trastornos neuroticos, trastornos relacionados con el estres y 
trastornos somatomorfos 
 
 
Anoresia Nerviosa 
Disfuncion Erectil 
Duelo Patologico 
Estado Ansioso Reactivo 
Neurosis de Caracter 
Neurosis de Renta 
Reaccion Adaptivo 
Depresivo 
Reaccion Ansiosa 
Reaccion Ansiosa 
Adaptiva 
Reaccion Ansiosa 
Depresiva 
Reaccion Ansiosa Leve 
Reaccion de Stres 
Reaccion Depresiva 
Ansiosa 
Reaccion Explosiva 
Stres Post Traumatico 
Stres Post Traumatico 
Leve 
T. Adaptacion Depresivo 
T. Adaptativo 

T. Adaptativo Ansioso 
T. Adaptativo Ansioso Depresiv 
T. Adaptativo Mixto 
T. Adaptativo Depresivo 
T. Adaptativo Leve Ansiosa 
T. Adaptivo Post Traumatico 
T. Ansioso 
T. Ansioso Depresivo 
T. Ansioso Reactivo 
T. Crepuscular 
T. De Adaptacion 
T. De Adaptacion Depresiva 
T. De Angustia 
T. De Ansiedad 
T. De Ansiedad Generalizado 
T. Disociativo 
T. Fobico 
T. de Panico 
T. de Personalida Obsesiva 
T. Stres Post Traumatico 
T. Stres Post Traumatico Leve 
T. Ansioso Reactivo 
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VI. F60 – F69: Trastornos de la personalidad y del comportamiento en adultos  
 
Algunos Rasgos Frios 
Algunos Rasgos Histericos 
Arrebato 
Caracteropatia 
Desorden Antisocial 
Desorden Antisocial 
Personalidad 
Desorden Conductual 
Desorden de Personalidad 
Desorden Mixto de 
Personalidad 
Desorden Personalidad 
Limitrof 
Disfuncion Familiar 
Inestabilidad Emocional 
Pedofilia 
Personalidad Anomala 
Personalidad Anomala 
Asocial 
Personalidad Anomala Fria 
Personalidad Anomala 
Histerica 
Personalidad Anomala 
Inestable 
Personalidad Anomala 
Inmadura 
Personalidad Anomala 
Mixta 
Personalidad Anomala 
Primaria 
Personalidad Anormal 
Asocial 
Personalidad Anormal 
Desalmada 
Personalidad Anormal Fria 
Personalidad Anormal 
Histerio 
Personalidad Asocial  
Personalidad Asocial 
Desalmada 
Personalidad Asocial Fria 
Personalidad Asocial Mixta 
Personalidad Astemica 
Personalidad Cidotimica 

Personalidad con Rasgos Frios 
Personalidad Dependiente 
Personalidad Desalmada 
Personalidad Disocial 
Personalidad Esquizoide 
Personalidad Esquizotipico 
Personalidad Evitativa 
Personalidad Exentrica 
Personalidad Fanatica 
Personalidad Fria 
Personalidad Fria de Animo 
Personalidad Gistrionica 
Personalidad Hipertimica 
Personalidad Hisprinica 
Personalidad Histerica 
Personalidad Histero Narcisist 
Personalidad Histero 
Paranoide 
Personalidad Histrionica 
Personalidad Impulsiva 
Personalidad Inestable 
Personalidad Infantil 
Personalidad Insegura 
Personalidad Labil de Animo 
Personalidad Limite 
Personalidad Limitrofe 
Personalidad Mixta 
Personalidad Narcisista 
Personalidad Narcisista Fria 
Personalidad Paranoide 
Personalidad Psicopatica 
Personalidad Rasgo Asocial 
Personalidad Rasgo Disocial 
Personalidad Rasgo Histericos 
Personalidad Rasgo Limitrofe 
Personalidad Rasgo Paranoide 
Personalidad Rasgo Asociales 
Personalidad Rasgo Frios 
Personalidad Rasgo Sensitivos 
Personalidad Sintomatica 
Personalidad tipo Asocial 
Rasgos Anomalos 
Personalidad 
Rasgos Asociales 
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Rasgos Asociales e 
Inmaduros 
Rasgos Asociales Frios 
Rasgos Asociales 
Personalidad 
Rasgos Asociales 
Dependientes Inmaduros 
Rasgos Egocentricos 
Rasgos Egocentricos 
Sobrevalor 
Rasgos Fanaticos 
Personalidad 
Rasgos Frios de Animo 
Rasgos Inmaduro 
Personalidad 
Rasgos Inmaduros Asociales 
Rasgos Mixtos de 
Personalidad 
Rasgos Narcisistas 
Personalida 
Rasgos Pasivos Frios 
Agresivos 
Rasgos Personalidad Asocial 
Rasgos Personalidad 
Dependient 
Simulacion 
Simulacion de Amnesia 
Simulacion de Psicosis 
T. Antisocial 
T. Antisocial de 
Personalidad 
T. Antisocial Generalizada 
T. Asocial de la 
Personalidad 
T. Desarrollo de 
Personalidad 
T. Del Desarrollo 
T. Del Desarrollo 
Personalidad 
T. Disocial de Personalidad 

T. Emotionalmente Inestable 
T. Mixto de Personalidad 
T. Mixto Grave Personalidad 
T. Limitrofe 
T. Paidofilico 
T. Personalidad 
T. Personalidad Anormal 
T. Personalidad Antisocial 
T. Personalidad Asocial 
T. Personalidad Bordeline 
T. Personalidad Cronico   
T. Personalidad Dependiente 
T. Personalidad Disocial 
T. Personalidad Egocentrica 
T. Personalidad Emocional 
T. Personalidad Emotiva 
T. Personalidad Esquizoide 
T. Personalidad Esquizotipico 
T. Personalidad Exhibicionista 
T. Personalidad Fria 
T. Personalidad Hipertimica 
T. Personalidad Histerica 
T. Personalidad Histronica 
T. Personalidad Impulsiva 
T. Personalidad Inespecifica 
T. Personalidad Inestable 
T. Personalidad Infantil 
T. Personalidad Inmadura 
T. Personalidad Inmadura 
Sexual 
T. Personalidad Insegura 
T. Personalidad Intermitente 
T. Personalidad Limite 
T. Personalidad Limitrofe 
T. Personalidad Mixto 
T. Personalidad Narcisista 
T. Personalidad 
Neces.Estimac. 
T. Personalidad Paranoide 
T. Personalidad Tipo Limite 

 
 

VII. (F70 – F79: Retraso Mental) Developmental disabilities 
 

C.I. Limitrofe 
Debil Mental Leve 

DOC C.I. Limitrofe 
Inteligencia Limitrofe 
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Nivel Intelectual Lento 
Nivel Intelectual 
Limitrofe 
Oligrofrenia Grave 
Oligofrenia Leve 
Retardo Mental 
Retardo Mental Grave 
Retardo Mental Leve 
Retardo Mental Leve 
Moderado 
Retardo Mental 
Moderado 

Retardo Mental Profundo 
Retraso Mental  
Retraso Mental Grave 
Retraso Mental Leve 
Retraso Mental Leve/Limitrofe 
Retraso Mental Mediano 
Retraso Mental Moderado 
Retraso Mental Profundo 
Retraso Mental/Sordumodez 
Sindrome de Down 
T. Intelectual Leve 

 
 
 
1c. Crime categories (Categorias de delitos) 
 

I. Crimes against person (Delitos contra la persona): 
 
Aborto 

  Aborto provocado 
  Abuso sexual 

Abuso sexual-incesto 
Abuso sexual-robo 

  Acoso psicologico 
  Amenazas 
  Amenazas-lesiones 
  Cuasi delito lesione 

Cuasi homicidio 
  Derechos humanos 

Estupro 
  Homicidio-A.Sexual 

Homicidio-Lesiones 
  Homicidio-Parricidio 

Homicidio-Robo 
Homicidio-Secuestro 
Homicidio 
Homicidio calcificado 
Homicidio frustrado 
Incesto 
Incesto y aborto 
Infanticidio 
Injurias graves 
Lesiones-desacato 
 

 
Lesiones-secuestro 
Lesiones 
Maltrato infantile 
Maltrato/Carabinero 
Manejo con ebriedad 
Negligencia medica 
Parricidio-Homicidio 
Parricidio 
Parricidio frustrado 
Peligro moral 
Receptacion 
Robo con fuerza 
Robo con homicidio 
Robo con violacion 
Robo con violencia 
Robo-secuestro       
Robo/intimidacion 
Secuestro-tortura 
Secuestro 
Secuestro y robo 
Suicidio 
Tortura 
Viol. Innecesaria 
Violacion-lesiones 
Violacion-robo 
Violacion 
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II. Crimes against property (Delitos contra la propriedad): 

 
 
Aprop.intelectual    
Apropiacion indebida 
Contrabando          
Contrato simulado    
Danos                 
Danos-manejo/ebried. 
Estafa               
Estafa-hurto         
Fals. Doc. Publico    
Fraude al fisco      
Fraude tributario    
Giro doloso cheques   
Hurto                

Incendio             
Incendio frustrado   
Incendio-lesiones   
Infrac.ley prop.inte  
Malv.fondos publicos 
Ocultamiento prenda  
Propiedad intelec.   
Robo 
Robo e incendio      
Robo por sorpresa    
Usura 
Usurpacion identidad 
Violacion de morada 

 
 

III. Other crimes (Otros delitos): 
 

Art. 349 c.p.p.      
Control arma fuego 
Cultiv.espec.vegetal 
Delito tributario    
Desacato al tribunal 
Desercion simple     
Desordenes           
Ejerc.ilegal profes. 
Encubridor           
Incumpl. Militar     
Incumplim. De pena  
Infraccion ley armas  
Infrac.art-445.c.p.p 
Infrac.cod.aeronaut. 
Infraccion transito  
Maltrato animal      
Maltrato de obra   
Microtrafico 
No especifica  
Pornografia 
Pornografia infantile  
PYT Ilegal A/Fuego 
Suplantar nombre     
Suplantar persona    
Trafico de drogas 

Uso mal.inst.privado 
Usurpacion funciones 
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Appendix Two: Standardized data forms 
  
 Standardized data forms used at the Santiago Medical Legal Service at each 
evaluation. Data on these forms are taken to the statistical department and summarized. 
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Appendix Three: Additional analyses 

3a. Analysis of variables by type of crime 

 In order to determine whether differences may occur between offenders who have 

been evaluated after committing different crimes, variables were described by each crime 

category. To allow for easier analysis, drug crimes were kept in other crimes, giving the 

three types of crimes, crimes against person, property, and other, which is generally the 

distinction found in the literature59. Tables 1 and 2 display the frequencies, proportions 

and confidence intervals for all variables by type of crime.  

A higher proportion of crimes against property had been dealt with by the 

reformed judicial system, 36.2%, compared to 28.0% of crimes against persons, and 

21.8% of other crimes. This was also found to be a significant difference (χ2=12.2, df=2, 

p=0.002). 

 Statistically significant differences were found between crime categories in terms 

of age ranges (χ2=79.0, df=12, p<0.001). In the younger age groups, crimes against 

property were more common and then as the age range increased, crimes against person 

and other crimes were more prevalent.  

No significant difference was found between crimes in terms of the type of 

residence from which the offender had come from to the evaluation (χ2=7.24, df=4, 

p=0.124). The municipality from which the offender came also did not significantly 

differ by type of crime (Monte Carlo exact estimate, p=0.11).  

 A significant difference was found between offenders evaluated for different 

types of crime in terms of employment (χ2=2.70, df=4, p<0.001). Offenders who had 

been evaluated after committing crimes against property had a higher proportion of 
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unemployment, 33.7%, compared to 20.8% unemployment in offenders who had 

committed crimes against person, and 19.9% unemployment in offenders who had 

committed other crimes. Despite this difference, there were no significant differences 

between crime categories found in employed offenders in terms of their occupation status 

(χ2=9.93, df=6, p=0.128).  

 A significantly higher proportion of evaluated offenders who had committed 

crimes against property were found to have a psychiatric pathology than those evaluated 

offenders who had committed crimes against persons, or other crimes (χ2=54.5, df=2, 

p<0.001). Diagnoses did not statistically differ by crime type (Monte Carlo exact 

estimate, p=0.45). A significant difference was found between crimes categories in terms 

of psychiatric comorbidities (χ2=0.81, df=4, p<0.001). The highest proportion of 

comorbidities was found among offenders who had committed crimes against property, 

followed by other crimes, and then crimes against person. Furthermore, a significantly 

higher proportion of offenders who had committed crimes against property had been 

recommended for treatment, followed by other crimes. Offenders who had committed 

crimes against person had a significantly lower proportion of treatment recommendation 

(χ2=53.5, df=2, p<0.001). Similarly, the highest proportion of offenders who were 

recommended for hospitalization had been evaluated after committing crimes against 

property (Monte Carlo exact estimate, p<0.001).  

 A significant difference was found between crimes in terms of criminal 

responsibility (χ2=25.4, df=6, p<0.001). A higher proportion, 8.1%, of offenders who had 

committed crimes against property were considered to be not criminally responsible for 
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their crime, as opposed to only 3.2% and 2.8% of offenders who had committed crimes 

against person, and other crimes respectively.  

 
 

  Frequency, percentages and confidence intervals 
Variable Categories Crimes against person 

(n=1093) 
Crimes against property 

(n=371) 
Other crimes  

(n=141) 
Court system Ancient 760 

72.0 [69.2, 74.6] 
219 

63.8 [58.7, 68.8] 
104 

78.2 [70.6, 84.6] 
 Reformed 296 

28.0 [25.4, 30.8] 
124 

36.2 [31.2, 41.3] 
29 

21.8 [15.4, 29.4] 
Age distribution 

 
Under 20 

 
20-29 

 
30-39 

 
40-49 

 
50-59 

 
60-69 

 
70+ 

 

38 
3.5 [2.5, 4.7] 

267 
24.5 [22.0, 27.1] 

316 
29.0 [26.3, 31.7] 

213 
19.5 [17.3, 22.0] 

128 
11.7 [9.9, 13.7] 

73 
6.7 [5.3, 8.3] 

56 
5.1 [3.9, 6.6] 

30 
8.2 [6.7, 11.3] 

141 
38.3 [33.5, 43.4] 

88 
23.9 [19.8, 28.5] 

45 
12.2 [9.2, 15.9] 

20 
5.4 [3.5, 8.1] 

12 
3.3 [1.8, 5.5] 

32 
8.7 [6.1, 11.9] 

2 
1.4 [0.3, 4.5] 

26 
18.4 [12.7, 25.5] 

37 
26.2 [19.5, 33.9] 

37 
26.2 [19.5, 33.9] 

19 
13.5 [8.6, 19.8] 

11 
7.8 [4.2, 13.1] 

9 
6.4 [3.2, 11.3] 

Place of  
evaluation 

SML 1078 
99.8 [99.4, 100.0] 

366 
100.0 [99.3, 100.0] 

38 
99.3 [96.7, 99.9] 

 Other 2 
0.2 [0.0, 0.6] 

0 
0.0 [0.0, 0.7] 

1 
0.7 [0.1, 3.3] 

  
Employment Employed 800 

73.2 [70.5, 75.8] 
225 

60.7 [55.6, 65.5] 
104 

73.8 [66.1, 
80.5] 

 

 Student/ Retiree 66 
6.0 [4.7, 7.6] 

21 
5.7 [3.7, 8.4] 

9 
6.4 [3.2, 11.3] 

 

 Unemployed 227 
20.8 [18.4, 23.25] 

125 
33.7 [29.0, 38.6] 

28 
19.9 [13.9, 

27.0] 

 

Profession  
status (among  

High status 49 
6.1 [4.6, 7.9] 

15 
6.7 [4.0, 10.5] 

8 
7.7 [3.7, 14.0] 

 
 

those employed) Middle status 368 
45.9 [42.5, 49.4] 

94 
41.8 [35.5, 48.3] 

45 
43.3 [34.0, 

52.9] 

 

 Low and stable  329 
41.1 [37.7, 44.5] 

88 
39.1 [32.9, 45.6] 

46 
44.2 [35.0, 

53.8] 

 

 Low and unstable 55 
6.9 [5.3, 8.8] 

28 
12.4 [8.6, 17.2] 

5 
4.8 [1.9, 10.2] 

 

Municipality of  Province of Santiago 394 
36.1 [33.2, 38.9] 

146 
39.4 [34.5, 44.4] 

59 
41.8 [33.9, 

50.1] 

 

residence Other 166 
15.2 [13.2, 17.4] 

38 
10.2 [7.5, 13.6] 

19 
13.5 [8.6, 

19.8] 

 
 

 Unknown 533 
48.8 [45.8, 51.7] 

187 
50.4 [45.3, 55.5] 

63 
44.7 [36.7, 

52.9] 
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Type of residence  Private residence 736 
67.3 [64.5, 70.1] 

219 
59.0 [54.0, 64.0] 

93 
66.0 [57.9, 

73.4] 

 

 Detention center 
(CDP) 

343 
31.4 [28.7, 34.2] 

143 
38.5 [33.7, 43.6] 

45 
31.9 [24.7, 

39.9] 

 

 Other 14 
1.3 [0.7, 2.1] 

9 
2.4 [1.2, 4.4] 

3 
2.1 [0.6, 5.6] 

 

Table 1: Frequencies and percentages with confidence intervals for demographic variables by type of crime for 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
 
 
 
 
 
 
 
 

  Frequency, percentages and confidence intervals 
Variable Categories Crimes against person 

(n=1093) 
Crimes against 

property (n=371) 
Other crimes 

(n=141) 
Psychiatric  
pathology 

Yes 627 
57.4 [54.4, 60.3] 

292 
78.7 [74.3, 82.6] 

92 
65.3 [57.1, 72.7] 

 No 466 
42.6 [39.7, 45.6] 

79 
21.3 [17.4, 25.7] 

49 
34.8 [27.3, 42.9] 

ICD-10 Diagnoses 
(among those with 

diagnoses) 

Organic disorders 
 

Substance abuse 
disorders 

Delusional disorders 
 

Mood disorders 
 

Stress-related 
disorders 

Personality disorders 
 

Mental retardation 
 

30 
4.9 [3.4, 6.8] 

85 
13.7 [11.2, 16.6] 

32 
5.2 [3.6, 7.1] 

27 
4.4 [3.0, 6.2] 

29 
4.7 [3.2, 6.6] 

389 
62.8 [59.0, 66.6] 

27 
4.4 [3.0, 6.2] 

14 
4.9 [2.8, 7.8] 

34 
11.8 [8.5, 15.9] 

24 
8.3 [5.6, 11.9] 

15 
5.2 [3.1, 8.2] 

14 
4.9 [2.8, 7.8] 

169 
58.7 [52.9, 64.3] 

18 
6.3 [3.9, 9.5] 

7 
7.6 [3.5, 14.4] 

16 
17.4 [10.7, 26.1] 

3 
3.3 [0.9, 8.5] 

7 
7.6 [3.5, 14.4] 

4 
4.4 [1.5, 10.0] 

51 
55.4 [45.2, 65.3] 

4 
4.4 [1.5, 10.0] 

Psychiatric  
comorbidities 

Yes 
 

196 
17.9 [15.7, 20.3] 

139 
37.5 [32.7, 42.5] 

42 
29.8 [22.7, 37.7] 

 No 
 

No primary diagnosis 

423 
38.7 [35.9, 41.6] 

474 
43.4 [40.5, 46.3] 

149 
40.2 [35.3, 45.2] 

83 
22.4 [18.4, 26.8] 

50 
35.5 [27.9, 43.6] 

49 
34.8 [27.3, 42.9] 

Number of 
psychiatric 

comorbidities  

0 
 

1 

423 
38.7 [35.9, 41.6] 

143 
13.1 [11.2, 15.2] 

149 
40.2 [35.3, 45.2] 

86 
23.2 [19.1, 27.7] 

50 
35.5 [27.9, 43.6] 

28 
19.9 [13.9, 27.0] 

 2 43 
3.9 [2.9, 5.2] 

42 
11.3 [8.4, 14.8] 

13 
9.2 [5.3, 14.8] 

 3 
 

No primary diagnosis 

10 
0.9 [0.5, 1.6] 

474 
43.4 [40.5, 46.3] 

11 
3.0 [1.6, 5.1] 

83 
22.4 [18.4, 26.8] 

1 
0.7 [0.1, 3.3] 

49 
34.8 [27.3, 42.9] 

Treatment 
recommended 

Yes 187 
17.1 [15.0, 19.4] 

128 
34.5 [29.8, 39.4] 

42 
29.8 [22.7, 37.7] 

 No 906 
82.9 [80.6, 85.0] 

243 
65.5 [60.6, 70.2] 

99 
70.2 [62.3, 77.3] 
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Hospitalization 
recommended  

Yes 15 
1.4 [0.8, 2.2] 

20 
5.4 [3.4, 8.0] 

5 
3.6 [1.4, 7.6] 

 No 1078 
98.6 [97.8, 99.2] 

351 
94.6 [92.0, 96.6] 

136 
96.5 [92.4, 98.6] 

Criminal Conserved 937 
85.7 [83.6, 87.7] 

290 
78.2 [73.8, 82.1] 

116 
82.3 [75.3, 87.9] 

Responsibility Diminished 66 
6.0 [4.7, 7.6] 

36 
9.7 [7.0, 13.0] 

14 
9.9 [5.8, 15.7] 

 Not criminally 
responsible 

35 
3.2 [2.3, 4.4] 

30 
8.1 [5.6, 11.2] 

4 
2.8 [1.0, 6.6] 

 Not applicable 55 
5.0 [3.9, 6.5] 

15 
4.0 [2.4, 6.4] 

7 
5.0 [2.3, 9.5] 

Table 2: Frequencies and percentages with confidence intervals for psychiatric variables by type of crime for offenders 
evaluated at the Santiago Medical Legal Service from 2005-2006.  
 
 
 
3b. Analysis of variables by type of crime and by sex 

 As females made up a much smaller percentage of evaluated offenders and males 

and females had difference crime patterns, an analysis was conducted to see differences 

in type of crime in both sexes separately. Because female evaluated offenders made up a 

small proportion of the data, the majority of differences between types of crime would 

not be significant due to small numbers. Tables 3 and 4 display the frequencies, 

proportions, and confidence intervals for female offenders by type of crime, and tables 5 

and 6 display the results for male offenders. 

For males, those who committed crimes against persons and other crimes were 

more likely to have been processed by the ancient court system than property crimes. 

Seventy three percent and 78.4% of person and other crimes respectively had been 

processed by the ancient system, whereas 61.6% of crimes against property had been 

processed by the ancient and new court system. Chi-square tests showed this difference to 

be significant (χ2=16.6, df=2, p<0.001). Females evaluated for other crimes and crimes 

against property were more likely to have been processed through the ancient judicial 

system, 77.8% and 76.5% respectively, than females evaluated for crimes against person, 

58.8%. However, this difference was not statically significant (χ2=5.9, df=2, p=0.05). 



102 

 Males evaluated for crimes against property had a higher percentage of 

unemployment, 35.4%, than in the crimes against person, 20.4%, and other, 21.0%, crime 

groups. Also, a slightly higher percentage of students/retirees, 7.6%, were found among 

men evaluated for other crimes as opposed to men evaluated for crimes against persons, 

5.9%, or property, 6.6%. A higher proportion of males who had committed crimes against 

property were found in the low status and unstable occupation category, however any 

differences in occupation categories between crime categories were not statistically 

significant (Fisher’s exact test, p=0.07). For female offenders, no significant differences 

were found in employment or in occupation status proportions (Fisher’s exact test, 

p=0.12; and p=0.385 respectively).  

 Municipality of residence was similarly distributed across the crime categories for 

males. Similar numbers of male evaluated offenders were described as residing in the 

Greater Santiago area, other, and unknown municipalities between crime categories and 

this was supported as not statistically significant (χ2=8.6, df=4, p=0.07). For females, a 

slightly higher percentage of those who had been evaluated for crimes against person had 

unknown municipalities of residence, however, this difference was not found to be 

statistically significant either (χ2=3.8, df=4, p=0.44). For male offenders a statistically 

significant difference was seen between crime categories in terms of the type of residence 

that the offender came from prior to the evaluation (Fisher’s exact test, p=0.005). Male 

offenders who had been evaluated for crimes against property were more likely to have 

come from a detention center than a private residence. Higher proportions of female 

offenders, who had committed crimes against person, 26.1%, and other crimes, 30.6%, 

had come from a detention center prior to the psychiatric evaluation compared to those 
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who had committed crimes against property, 16.4%. Again this difference was not 

statistically significant (Fisher’s exact test, p=0.06). 

 Psychiatric pathology was found to be significantly different for males among 

crime groups (χ2=60.8, df=2, p<0.05). A much higher percentage of males who had been 

evaluated for crimes against property, 80.7% were found to have a psychiatric pathology, 

compared to males evaluated after crimes against person, 56.4% or other crimes, 64.6%. 

Men evaluated for other crimes had the second highest proportion of psychiatric 

pathology, 64.8%, followed by those evaluated for crimes against persons, 56.4%. This 

was not seen in female evaluated offenders. Similar proportions of female offenders in 

each crime category had or did not have a psychiatric pathology (χ2=0.29, df=2, p=0.86). 

 For male evaluated offenders, no significant differences were found in diagnosis 

categories between difference crime categories (Monte Carlo exact estimate, p= 0.38). 

For female offenders it was difficult to observe any differences in diagnosis between the 

crime categories due to small numbers, however Fisher’s exact test did not show any 

statistically significant differences (Fisher’s exact test, p=0.10). Male offenders evaluated 

for crimes against property were also statistically more likely to have a psychiatric 

comorbidity (χ2=0.86, df=4, p<0.001). Contrarily, no statistical differences were found 

between the three crime categories in terms of the number of comorbidities seen (Fisher’s 

exact test, p=0.06). For female evaluated offenders, no statistical differences were 

observed in whether or not the offender had a psychiatric comorbidity or the number of 

psychiatric comorbidities between crime categories (χ2=1.04, df=4, p=0.90, and Fisher’s 

exact test, p=0.547 respectively). Whereas only 1.2% and 2.9% of males evaluated after 

committing crimes against person and other respectively, 6.0% of males evaluated after 
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committing crimes against property were recommended for hospitalization (Fisher’s 

exact test, p<0.05). For female offenders, again there was no statistically significant 

difference in the recommendation of hospitalization between the crime categories 

(Fisher’s exact test, p=0.660). Similarly treatment was also statistically more likely to be 

recommended for males evaluated for crimes against property (χ2=44.3, df=2, p>0.05). 

The contrary was found in female offenders, those evaluated for crimes against property 

were not statistically more likely to be recommended for treatment (χ2=1.8, df=2, 

p=0.40), however, this proportion of female offenders was slightly higher than in the 

other crime categories. 

 A Statistically significant difference was found between crime categories in male 

offenders regarding criminal responsibility (Fisher’s exact test, p=0.007). Men who had 

committed crimes against property and other crimes had higher proportions of diminished 

criminal responsibility, 9.8% and 10.5% respectively, compared to 5.9% of men having 

diminished criminal responsibility after having committed crimes against person. 

Furthermore, 6.3% of male offenders who had committed crimes against property were 

found to be not criminally responsible for their crime, as compared to 2.7% of male 

offenders who had committed crimes against person, and 3.8% of evaluated males who 

had committed other crimes. Regarding female offenders and criminal responsibility, the 

highest proportion of those found to be not criminally responsible had been examined 

after committing crimes against property. Again this difference was not found to be 

significant, most likely due to small numbers (Fisher’s exact test, p=0.073).  
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  Females (n=160) 
Variable Categories Crimes against 

person (n=69) 
Crimes against 
property (n=55) 

Other crimes 
(n=36) 

Court system Ancient 40 
58.8 [47.0, 70.0] 

39 
76.5 [63.6, 86.5] 

28 
77.8 [62.4, 88.9] 

 Reformed 28 
41.2 [30.0, 53.0] 

12 
23.5 [13.6, 36.4] 

8 
22.2 [11.1, 37.6] 

Employment Employed 45 
65.2 [53.5, 75.7] 

42 
76.4 [64.0, 86.1] 

25 
80.6 [65.6, 90.9] 

 Student/Retiree 6 
8.7 [3.7, 17.1]  

0 
.0 [0.0, 4.4] 

1 
2.8 [0.3, 12.3] 

 Unemployed 18 
26.1 [16.9, 37.3] 

13 
23.6 [14.0, 36.0] 

6 
16.7 [7.3, 31.2] 

Profession  
status 

High status 3 
6.7 [1.9, 16.7] 

5 
11.9 [4.7, 24.1] 

2 
6.9 [1.5, 20.3] 

 Middle status 12 
26.7 [15.5, 40.8] 

15 
35.7 [22.6, 50.8] 

6 
20.7 [9.1, 37.8] 

 Low and stable  26 
57.8 [43.2, 71.4] 

20 
47.6 [33.1, 62.5] 

21 
72.4 [54.6, 86.0] 

 Low and unstable 4 
8.9 [3.1, 19.8] 

2 
4.8 [1.0, 14.4] 

0 
0.0 [0.0, 8.2] 

Province of 
residence 

Greater Santiago Area 28 
40.6 [29.6, 52.4] 

27 
49.1 [36.2, 62.1] 

20 
55.6 [39.4, 70.8] 

 Other 10 
14.5 [7.7, 24.2] 

10 
18.2 [9.8, 29.9] 

6 
16.7 [7.3, 31.2] 

 Unknown 31 
44.9 [33.6, 56.7] 

18 
32.7 [21.5, 45.8] 

10 
27.8 [15.3, 43.7] 

Type of Private residence 51 
73.9 [62.7, 83.1] 

42 
76.4 [64.0, 86.1] 

25 
69.4 [53.4, 82.6] 

residence Detention center 
(CDP) 

18 
26.1 [16.9, 37.3] 

9 
16.4 [8.4, 27.7] 

11 
30.6 [17.4, 46.7] 

 Other 0 
0.0 [0.0, 3.6] 

4 
7.3 [2.5, 16.4] 

0 
0.0 [0.0, 6.7] 

Table 3: Frequencies and percentages with confidence intervals for demographic variables by type of crime for female 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
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  Females (n=160) 
Variable Categories Crimes against 

person (n=69) 
Crimes against 
property (n=55) 

Other crimes 
(n=36) 

Psychiatric  Yes 49 
71.0 [59.6, 80.7] 

37 
67.3 [54.2, 78.5] 

24 
66.7 [50.5, 80.3] 

pathology No 20 
29.0 [19.3, 40.4] 

18 
32.7 [21.5, 45.8] 

12 
33.3 [19.7, 49.6] 

ICD-10 
Diagnoses 

 

Organic disorders 
 

Substance abuse 
disorders 

Delusional disorders 
 

Mood disorders 
 

Stress-related 
disorders 

Personality disorders 
 

Mental retardation 
 

0 
.0 [0.0, 5.1] 

3 
6.3 [1.8, 15.8] 

7 
14.6 [6.7, 26.5] 

7 
14.6 [6.7, 26.5] 

6 
12.5 [5.4, 24.0] 

23 
47.9 [34.3, 61.8] 

2 
4.2 [0.9, 12.7] 

2 
5.4 [1.1, 16.2] 

1 
2.7 [0.3, 11.9] 

6 
16.2 [7.1, 30.4] 

0 
.0 [0.0, 6.5] 

6 
16.2 [7.1, 30.4] 

20 
54.1 [38.2, 69.3] 

2 
5.4 [1.1, 16.2] 

1 
4.2 [0.5, 17.9] 

4 
16.7 [5.9, 34.9] 

0 
.0 [0.0, 9.8] 

2 
8.3 [1.8, 24.1] 

3 
12.5 [3.7, 29.7] 

13 
54.2 [34.7, 72.7] 

1 
4.2 [0.5, 17.9] 

Psychiatric 
comorbidities 

Yes 17 
24.6 [15.7, 35.7] 

16 
29.1 [18.4, 41.9] 

11 
30.6 [17.4, 46.7] 

 No 
 

No primary diagnosis 

31 
44.9 [33.6, 56.7] 

21 
30.4 [20.6, 41.9] 

21 
38.2 [26.2, 51.4] 

18 
32.7 [21.5, 45.8] 

13 
36.1 [22.0, 52.4] 

12 
33.3 [19.7, 49.6] 

Number of 
psychiatric 

comorbidities 

0 
 
1 

31 
44.9 [33.6, 56.7] 

11 
15.9 [8.8, 25.9] 

21 
38.2 [26.2, 51.4] 

12 
21.8 [12.5, 34.0]  

13 
36.1 [22.0, 52.4] 

10 
27.8 [15.3, 43.7] 

 2 5 
7.2 [2.8, 15.2] 

4 
7.3 [2.5, 16.4] 

1 
2.8 [0.3, 12.3] 

 3 
 

No primary diagnosis 

1 
1.4 [0.2, 6.6] 

21 
30.4 [20.6, 41.9] 

0 
0.0 [0.0, 4.4] 

18 
32.7 [21.5, 45.8] 

0 
0.0 [0.0, 6.7] 

12 
33.3 [19.7, 49.6] 

Treatment 
recommendation 

Yes 22 
31.9 [21.8, 43.5] 

24 
43.6 [31.1, 56.8] 

14 
38.9 [24.3, 55.2] 

 No 47 
68.1 [56.6, 78.2] 

31 
56.4 [43.2, 68.9] 

22 
61.1 [44.8, 75.7] 

Hospitalization 
recommendation 

Yes 3 
4.4 [1.2, 11.2] 

1 
1.8 [0.2, 8.2] 

2 
5.6 [1.2, 16.7] 

 No 66 
95.7 [88.9, 98.8] 

54 
98.2 [91.8, 99.8] 

34 
94.4 [83.4, 98.8] 

Criminal Conserved 48 
69.6 [58.1, 79.5] 

38 
69.1 [56.1, 80.1] 

31 
86.1 [72.2, 94.5] 

Responsibility Diminished 6 
8.7 [3.7, 17.1] 

5 
9.1 [3.6, 18.8] 

3 
8.3 [2.4, 20.6] 

 Not criminally 
responsible 

7 
10.1 [4.7, 18.9] 

10 
18.2 [9.8, 29.9] 

0 
.0 [0.0, 6.7] 

 Not applicable 8 
11.6 [5.6, 20.7] 

2 
3.6 [0.8, 11.2] 

2 
5.6 [1.2, 16.7]  

Table 4: Frequencies and percentages with confidence intervals for psychiatric variables by type of crime for female 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
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  Males (n=1445) 
Variable Categories Crimes against 

person (n=1024) 
Crimes against 

property (n=316) 
Other crimes  

(n=105) 
Court system Ancient 720 

72.9 [70.0, 75.6] 
180 

61.6 [56.0, 67.1] 
76 

78.4 [69.4, 85.6] 
 Reformed 268 

27.1 [24.4, 30.0] 
112 

38.4 [32.9, 44.0] 
21 

21.6 [14.4, 30.6] 
Employment Employed 755 

73.7 [71.0, 76.4] 
183 

57.9 [52.4, 63.3] 
75 

71.4 [62.3, 79.4] 
 Student/Retiree 60 

5.9 [4.5, 7.4] 
21 

6.7 [4.3, 9.8] 
8 

7.6 [3.7, 13.9] 
 Unemployed 209 

20.4 [18.0, 23.0] 
112 

35.4 [30.3, 40.8] 
22 

21.0 [14.0, 29.5] 
Profession  

status 
High status 46 

6.1 [4.6, 8.0] 
10 

5.5 [2.8, 9.5] 
6 

8.0 [3.4, 15.8] 
 Middle status 356 

47.1 [43.6, 50.7] 
79 

43.2 [36.2, 50.4] 
39 

52.0 [40.8, 63.1] 
 Low and stable  303 

40.1 [36.6, 43.6] 
68 

37.2 [30.4, 44.3] 
25 

33.3 [23.5, 44.5] 
 Low and unstable 51 

6.8 [5.1, 8.7] 
26 

14.2 [9.7, 19.8] 
5 

6.7 [2.6, 14.0] 
Province of  
residence 

Greater Santiago Area 366 
35.7 [32.9, 38.7] 

119 
37.7 [32.5, 43.1] 

39 
37.1 [28.4, 46.6] 

 Other 156 
15.2 [13.1, 17.5] 

28 
8.9 [6.1, 12.4] 

13 
12.4 [7.1, 19.7] 

 Unknown 502 
49.0 [46.0, 52.1] 

169 
53.5 [48.0, 58.9] 

53 
50.5 [41.0, 59.9] 

Type of residence Private residence 685 
66.9 [64.0, 69.7] 

177 
56.0 [50.5, 61.4] 

68 
64.8 [55.3, 73.4] 

 CDP (detention 
center) 

325 
31.7 [28.9, 34.6] 

134 
42.4 [37.1, 47.9] 

34 
32.4 [24.0, 41.7] 

 Other 14 
1.4 [0.8, 2.2] 

5 
1.6 [0.6, 3.4] 

3 
2.9 [0.8, 7.4] 

Table 5: Frequencies and percentages with confidence intervals for demographic variables by type of crime for male 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006.  
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  Males (n=1445) 
Variable Categories Crimes against 

person (n=1024) 
Crimes against 

property (n=316) 
Other crimes  

(n=105) 
Psychiatric 
pathology 

Yes 578 
56.5 [53.4, 59.5] 

255 
80.7 [76.1, 84.8] 

68 
64.8 [55.3, 73.4] 

 No 446 
43.6 [40.5, 46.6] 

61 
19.3 [15.2, 23.9] 

37 
35.2 [26.6, 44.7] 

ICD-10 Diagnoses 
 

Organic disorders 
 

Substance abuse 
disorders 

Delusional disorders 
 

Mood disorders 
 

Stress-related 
disorders 

Personality 
disorders 

Mental retardation 
 

30 
5.3 [3.7, 7.3] 

82 
14.4 [11.7, 17.4] 

25 
4.4 [2.9, 6.3] 

20 
3.5 [2.2, 5.3] 

23 
4.0 [2.6, 5.9] 

366 
64.1 [60.1, 68.0] 

25 
4.4 [2.9, 6.3] 

12 
4.8 [2.6, 8.0] 

33 
13.2 [9.4, 17.7] 

18 
7.2 [4.5, 10.9] 

15 
6.0 [3.5, 9.4] 

8 
3.2 [1.5, 5.9] 

149 
59.4 [53.2, 65.3] 

16 
6.4 [3.8, 9.9] 

6 
8.8 [3.8, 17.3] 

12 
17.6 [10.0, 28.0] 

3 
4.4 [1.3, 11.3] 

5 
7.4 [2.9, 15.4] 

1 
1.5 [0.2, 6.7] 

38 
55.9 [44.0, 67.2] 

3 
4.4 [1.3, 11.3] 

Psychiatric 
comorbidities 

Yes 179 
17.5 [15.3, 19.9] 

123 
38.9 [33.7, 44.4] 

31 
29.5 [21.4, 38.7] 

 No 
 

No primary 
diagnosis 

392 
38.3 [35.3, 41.3] 

453 
44.2 [41.2, 47.3] 

128 
40.5 [35.2, 46.0] 

65 
20.6 [16.4, 25.3] 

37 
35.2 [26.6, 44.7] 

37 
35.2 [26.6, 44.7] 

Number of 
psychiatric 

comorbidities  

0 
 
1 

392 
38.3 [35.3, 41.3] 

132 
12.9 [10.9, 15.1] 

128 
40.5 [35.2, 46.0] 

74 
23.4 [19.0, 28.3] 

37 
35.2 [26.6, 44.7] 

18 
17.1 [10.9, 25.2] 

 2 38 
3.7 [2.7, 5.0] 

38 
12.0 [8.8, 16.0] 

12 
11.4 [6.4, 18.5] 

 3 
 

No primary 
diagnosis 

9 
0.9 [0.4, 1.6] 

453 
44.2 [41.2, 47.3] 

11 
3.5 [1.9, 5.9] 

65 
20.6 [16.4, 25.3] 

1 
1.0 [0.1, 4.4] 

37 
35.2 [26.6, 44.7] 

Treatment 
recommendation 

Yes 165 
16.1 [14.0, 18.5] 

104 
32.9 [27.9, 38.2] 

28 
26.7 [18.9, 35.7] 

 No 858 
83.9 [81.5, 86.0] 

212 
67.1 [61.8, 72.1] 

77 
73.3 [64.3, 81.1] 

Hospitalization 
recommended 

Yes 12 
1.2 [0.6, 2.0] 

19 
6.0 [3.8, 9.0] 

3 
2.9 [0.8, 7.4] 

 No 1012 
98.8 [98.0, 99.4] 

297 
94.0 [91.0, 96.2] 

102 
97.1 [92.6, 99.2] 

Criminal Conserved 889 
86.8 [84.6, 88.8] 

252 
79.8 [75.1, 83.9] 

85 
81.0 [72.7, 87.6] 

Responsibility Diminished 60 
5.9 [4.5, 7.4] 

31 
9.8 [6.9, 13.5] 

11 
10.5 [5.7, 17.4] 

 Not criminally 
responsible 

28 
2.7 [1.9, 3.9] 

20 
6.3 [4.0, 9.4] 

4 
3.8 [1.3, 8.8] 

 Not applicable 47 
4.6 [3.4, 6.0] 

12 
43.8 [2.1, 6.3] 

5 
4.8 [1.8, 10.1] 

Table 6: Frequencies and percentages with confidence intervals for psychiatric variables by type of crime for male 
offenders evaluated at the Santiago Medical Legal Service from 2005-2006. 
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3c. Length of process between the ancient and reformed judicial systems 

 From this analysis, it seems as though the judicial reform resulted in a more 

efficient process. 84.0% of cases that had gone from the court to the psychiatric 

evaluation within 2 weeks were processed through the reformed judicial system 

compared to 72.1% from the ancient system. This difference was found to be statistically 

significant (χ2=22.59, df=3, p<0.001).  

 

 

 Judicial system  
Length of time 

(days) 
Ancient system Reformed system Total 

0-14  688 
72.1 [69.2, 74.9] 

 

314 
84.0 [80.0, 87.4] 

1002 
75.5 [73.1, 77.7] 

15-29 198 
20.8 [18.3, 23.4] 

 

48 
12.8 [9.7, 16.5] 

246 
18.5 [16.5, 20.7] 

30-59 40 
4.2 [3.1, 5.6] 

 

10 
2.7 [1.4, 4.7] 

50 
3.8 [2.8, 4.9] 

60+ 28 
2.9 [2.0, 4.2] 

 

2 
0.5 [0.1, 1.7] 

30 
2.3 [1.6, 3.2] 

Total 954 
100.0 

374 
100.0 

1328 
100.0 

Table 7: Frequencies and percentages with confidence intervals for length of process time by judicial system for 
offenders evaluated at the Santiago SML in 2006.  
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