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a distance from the home. When an unstable lie is recurrent
and the patient refuses admission she should be instructed to
report in early labour. Careful explanation will avoid cases of
obstructed labour and ruptured uterus in labours conducted
outside hospital.

Breech Presentation.-When facilities are available x-ray
pelvimetry should be done for primigravidae, though the results
should not have precedence over clinical assessment and a short
trial of labour.

Precious Caesarean Section.--Early in pregnancy the need
for hospital confinement should be stressed, with the explana-
tion that a section is not necessarily repeated. It is not unusual
for patients to be misled by friends who insist that confinement
is a natural process and in the home will invariably result in
spontaneous delivery. Some patients therefore attend ante-
natal clinics regularly but avoid admission until obstructed
labour or rupture of the scar occurs.

Uncertain Dates.-A large number of patients do not remem-
ber the date of their last menstrual period. Others conceive
during lactational amenorrhoea, as breast feeding is often pro-
longed for one to two years. Unless the weight of the foetus
can be assessed with some accuracy, induction for obstetrical
complications may result in premature birth. Induction for
postmaturity is therefore rarely undertaken. If a patient is
seen in early pregnancy the fundal height should be carefully
assessed so that the expected date of delivery can be evaluated
with as small a margin of error as possible. Mistakes in dates
are so common that clinical assessment is preferable.
Bad Obstetrical History.-Grand multiparae with no living

children are not uncommon problems. In giving their history
some patients do not differentiate between stillbirths and neo-
natal deaths: a stillbirth is often considered a miscarriage and
frequently only live births are mentioned. Infant mortality in
the tropics is high, and this, too, is frequently confused with a
bad obstetrical history. It is often found that the bad history
can be related to factors such as multiple diseases, malnutrition,
and employment in manual work until term.
The treatment is eradication of disease and advice on complete

rest. Admission to hospital should be recommended when rest
is impossible at home.

Grand Mtdtiparae.-The incidence of grand multiparae is in
the region of 20% of all obstetrical admissions. As in the West
the grand multipara is at greater risk during pregnancy and
labour. To the recognized complications must be added mal-
nutrition, tropical diseases, osteomalacia, and manual work.
Unless due attention is given to these women the risk of
mortality is high.

In a busy outpatient clinic osteomalacia may not be diagnosed
if the patient is first seen on an examination table. Pain in the
back and limbs is so common in pregnancy that the complaint
may go unheeded. Muscular weakness and incoordination
become evident if the patient walks to the examination table in
the presence of a doctor. In established cases the pelvis is of a
triradiate shape. The disease generally affects multiparae and is
due to the deficiency of vitamin D so that calcium absorption
is poor, or to a deficiency of calcium in the diet. Prophylactic
treatinent is given by supplementation with both calcium and
vitamin D during the antenatal period. In established cases
cephalopelvic disproportion may lead to obstructed labour. To-
wards term grand multiparae should be carefully assessed for
disproportion.
The place of confinement should be discussed early in preg-

nancy. Multiparae tend to avoid hospital delivery because it
entails an absence from the home of several days. As home
deliveries are often conducted by quacks, the rate of complica-
tions in labour and puerperium is high. Experience shows that
hospital delivery with a postpartum stay of even 24 hours is
preferable to home delivery. Instruction regarding rest and
elementary hygiene in the puerperium should be given to
patients returning home early. This is satisfactory, and re-
admission to hospital for puerperal complications is uncommon.
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FORENSIC MEDICINE AND TOXICOLOGY

Mental Disorder and Delinquency
JOHN S. BEARCROFT,* M.D., M.R.C.P., D.P.M.

General practitioners must frequently encounter disturbed
patients who are delinquent or potentially delinquent. Medical
advice on abnormal behaviour may be sought by many social
agencies, including the police and probation officers, and it may
obviate needless and wasteful litigation as well as alleviate human
distress and expedite essential treatment. Too many mentally
sick are remanded in custody for trivial offences when their
need is for hospital treatment rather than prison. Earlier diag-
nosis and psychiatric assessment of abnormal behaviour would
remedy this. A therapeutic and preventive attitude towards
the mentally abnormal offender is now readily acceptable to
the courts, under the terms of the Mental Health Act of 1959,
and treatment is increasingly ordered for those suffering from
one of the many types of personality disorder and for psycho-
paths.

Extent of Problem

In a study of habitual criminal in prison West' could find
only 12% who were psychologically normal, and from other

evidence we know that the size of the prison population and the
number of available psychiatric beds tend to be inversely related.
Criminals who demonstrate abnormal behaviour suggesting a
need for psychiatric assessment may have committed any crime
from wandering to murder. Every category of mental disorder
may be found among delinquents, though some forms of mental
abnormality and certain types of delinquency are frequently
associated. Most schizophrenics, for example, who have been
brought before a magistrate will either have stolen a small item
of food, such as a bottle of milk, or have been found wandering.

Offences such as wandering, begging, repeated drunkenness,
or being in possession of dangerous drugs entail medical and
social problems. Recognition of the existence of a mental
illness or of mental subnormality in an offender is essential in
the interests of the patient and of justice. In certain parts of
the country as much as 5% of the total number of adult
offenders are referred to a psychiatrist because of abnormal
behaviour. Abnormal behaviour due to mental disturbance is
* Consultant Psychiatrist, Kingston and Long Grove Hospitals.
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often obvious to the police and to the courts, and there is

frequently a past known history of psychiatric illness.

In a study2 of men remanded in custody for a psychiatric
report 50% had a severe and easily recognizable mental illness-

a psychosis. The remainder had a neurosis, with a varying
severity of symptoms, or a personality disability. The type of

psychosis was schizophrenia in some 42% ; hypomania in 5%;
and organic, toxic, or senile states in 3%. The neuroses in-

cluded anxiety and depressive illnesses, occasional hysterical and

paranoid reactions, and less well marked neurotic symptoms in
a group with more severely disturbed personalities (psycho-
paths). There was a small miscellaneous group comprising a

few mentally subnormal patients and some apparently healthy
persons.

Psychiatric Assessment

In making a psychiatric assessment it is important to have a

routine method of examination. Mentally abnormal offenders
will usually respond to a normal doctor-patient relationship,
and a brief discussion of the circumstances of the charge can

readily serve as an introduction. Some understanding of the
patient's background is essential to gaining an appreciation of
the existing situation and disorder. It should include inquiry
into the family history and the nature of the patient's relation-
ships with his parents and siblings. His developmental or

personal history should be ascertained, and this should include
information on his career in school and at work and on his
sexual and marital experience. Some account should also be
obtained of the patient's personality structure and of his
attitudes and interests, and this should preferably be got from
someone who knows the patient rather than from the patient
himself.
The majority of mentally abnormal offenders are able to give

a reasonable account of themselves, and the history will point
to the likely diagnosis. Difficulty in obtaining a history may be
due to hypomanic excitability, to poor memory (due to an

organic or a confusional state), or to limited intelligence in the
case of a mentally subnormal person. Difficulty is rarely en-

countered in people suffering from schizophrenic delusions or

neurotic depressions, though reluctance on the part of a para-

noid schizophrenic to co-operate and hostility from an aggres-
sive psychopath will occasionally be encountered.

Examination of a person's mental state should take into
account his general appearances ; his gestures and mannerisms;
his way of speaking as well as what he says and whether it is

coherent; his mood, and evident delusions and hallucinations;
his orientation; his memory (especially recent memory) ; his

ability to concentrate; his intelligence; and how aware he is

of his circumstances.

Psychoses

Schizophrenia

The majority of schizophrenics appearing before a magistrate
are charged with a minor crime against property or a vagrancy
offence. The property charge is commonly of petty larceny,
such as taking a bottle of milk, a loaf of bread, or fruit, or

occasionally of being found on enclosed premises. Vagrancy
charges, which are equally common, include wandering, being
a suspected person, begging, and sometimes indecent exposure.
Schizophrenics often resist the attentions of the police, which

may result in a charge of assault against a policeman.
Schizophrenic offenders appear in greatest numbers in large

urban communities, and in London in areas of social dis-
organization such as those near the main-line railway stations
and the docks.3 The drift of mentally abnormal persons to

the social anonymity of these areas may be due to social

pressures at home.
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Despite the host of social problems that these schizophrenics
present their illness is frequently unrecognized and untreated.
The medical responsibility for diagnosing these cases is there-

fore considerable, and unless they are diagnosed at this fairly
advanced stage of the illness it can be expected to deteriorate
further and sometimes irreparably. Schizophrenic offenders
are usually single or separated from their spouse and of no

fixed abode. A disproportionate number are coloured immi-
grants. They are young or middle-aged and ill-cared for and
unkempt. Their stealing, wandering, and seeking shelter is a

measure of their state of unreality, social incapacity, and
isolation.

On examination these persons show obvious mental illness
and a need for admission to hospital. They are often manner-

istic and distraught, often incoherent and obviously deluded,
and occasionally mute, inaccessible, and negativistic. Any
previous psychiatric history will come to light. Patients will
admit to hearing hallucinatory voices or there will be a story

of steady and continued social deterioration, often in a person

of previously good education and background.
Other characteristics are disturbance of thought processes,

vagueness and woolliness of expression, preoccupation with
religious and pseudo-philosophical subjects, inattention,
destructibility, emotional flatness, and persistent apathy and
lack of drive. Delusions of a paranoid type, self-aggrandizement,
and persecutory notions may be closely concealed in early cases

of paranoid schizophrenia. Sometimes only a period of observa-
tion will disclose the existence of delusions which have a bearing
on the real or threatened violence with which they are charged.

Manic Depression

Manic-depressive psychosis occurs usually mi the form of
hypomania-a state of restlessness, overactivity, and excit-
ability. Since the Suicide Act of 1961, under which attempted
suicide ceased to be a crime, the depressive component of manic-
depressive psychosis, with a tendency to self-injury rather than
to criminal behaviour, rarely comes to the attention of the law.
There are cases occasionally in which a person with manic-
depressive psychosis attempts to murder a loved one as a

prelude to his own destruction.
Hypomania, on the other hand, is not uncommonly asso-

ciated with criminal behaviour. It takes an outrageous form,
often with something of the practical joke about it. For
example, a patient began making love to a policewoman in
broad daylight. Refusal to pay an expensive restaurant bill
or for an unplanned rail journey, and promiscuity in a pre-
viously respectable, middle-aged woman are other examples of
the sort of abnormal ways in which persons with hypomania
behave. They are often of good family background and show
no signs of social deterioration. Characteristically cheerful,
talkative, and argumentative, their thoughts and conversation

are quick, flighty, and incomplete. Their ability to pay atten-

tion and to reason are markedly limited.

Toxic States and Dementias

Instances of acute disturbance of behaviour due to a recog-
nizable physical cause are, so far as the law is concerned,
practically confined to cases of alcoholism and of confusional

states induced by drugs. Rarely, cases of irrational behaviour

can be associated with hypoglycaemia or with a post-ictal state.

Delirium due to severe infections or to high fever is more

common in the sick-room.

Alcoholic intoxication may manifest itself as aggressive
behaviour, as excitability in a susceptible person (mania a potu),
or as delirium tremens. The signs of delirium tremens closely
resemble those of a heroin addict in the withdrawal state-

restlessness, agitation, panic, tremulousness, severe perspiration,
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hallucinations, and sometimes convulsions. A smell of alcohol
and the presence of needle punctures are points to note in
making a differential diagnosis.

Another acute hallucinatory state is that due to prolonged
amphetamine intoxication. People suffering from it may
require a period of observation to differentiate the condition
from that of paranoid schizophrenia.
The dementias result from any chronic brain damage-

commonly caused by arteriosclerosis and by senile states but
also by chronic alcoholism, severe head injury, and by infections
such as syphilis and encephalitis. The psychological manifesta-
tions include a gradual disinhibition with deterioration of habits
and social conduct, carelessness of dress, lability of mood,
impairment of especially recent memory, often confusion, dis-
orientation, and a paranoid disposition.

Persons totally disoriented in time and place may be charged
and convicted of, say, being on enclosed premises when they
were really taking shelter from imaginary pursuers. Confused
persons may be found indecently exposed, caught stealing
articles they can have no use for, or sometimes causing wanton
damage in order to attract some kind of attention. Epileptics
are not particularly prone to crime, as was once thought, though
criminal acts occasionally do occur as part of the epileptic
phenomenon. Hypoglycaemia may rarely be the basis of an
unprovoked act of aggression.

Neuroses
In the neuroses there is no intellectual deterioration (as in

the organic states), no persistent distortion of reality (as in
schizophrenia), and the mood (unlike the affective disorders) is
appropriate and may be influenced by the environment. The
symptoms occur in situations of stress in which the patient
is called upon to make a decision to resolve a conflict. In the
face of stress a vulnerable person unconsciously seeks the protec-
tion of mental symptoms such as anxiety, depression, or
hysteria, or, alternatively, he may turn to criminal behaviour.

Neurosis can be described in terms of personality develop-
ment.4 The more stable the person the greater the degree of
stress needed to cause a neurosis, and vice versa. At one
extreme a neurotic reaction may occur in a stable person facing
severe stress, and at the other a grossly immature person, a
psychopath, who has an overactive autonomic nervous system,5
responds to minimal stress with either neurotic symptoms or
behaviour which is persistently irresponsible, aggressive, and
socially deviant.
Some authors differentiate between neurosis and psychopathy,

arguing that a neurotic expresses his conflict internally through
symptoms and a psychopath externally through " stereotyped,
irrational and socially mept or hostile behaviour,"" but many
cases demonstrate features of both types of disorder.

Anxiety and Depression
The symptoms of anxiety and depression are commonly found

in association. Where anxiety predominates physical symptoms
such as palpitations, breathlessness, headaches, sleeplessness, or
indigestion may be found. It is sometimes difficult to determine
whether these symptoms preceded a criminal act or whether
they result from being caught. Only an adequate history and
sometimes a period of observation will resolve this difficulty.

Depression is a more common accompaniment of delinquent
behaviour. A depressed person may be found wandering by
the police, possibly contemplating suicide, or he may give him-
self up or sometimes leave deliberate clues for his easy detection
after committing a crime. A risk of suicide, especially after a
previous attempt, when the patient is agitated and admits to
suicidal thoughts is an indication for admission to hospital.

Petty larceny or repeated acts of malicious damage may be
done to attract attention or to seek compensation for real or
imagined loss. A shoplifting housewife will often admit to

depression and possibly menopausal symptoms. She may
recently have had a quarrel with her husband or be anxious
about a sick child as well as finding it difficult to make ends
meet. A compulsive shoplifter is usually a woman of obses-
sional disposition, with an intense drive for the well-being of
her family, who finds it difficult to resist the temptation to
steal, even after imprisonment.

Anxiety is a less common basis for crime, though there are
some exceptions. In some immigrants somatic symptoms,
especially headaches, may represent anxiety, and when ill-
understood and neglected can lead to frustration, increased
tension, and sometimes aggression. Episodes of confusion and
violence may occur, particularly in coloured immigrants pre-
viously of meek outlook, when they are in desperate situations.
Wrongful arrest owing to misunderstanding may produce a
panic reaction, a state of "amok." In susceptible persons the
stress of imprisonment may produce a transitory schizophreni-
form illness with confusion and hallucinations.

Hysteria

Hysterical reactions may present as loss of memory (amnesia)
or as wandering in a state of subdued consciousness (fugue).
The history will disclose a pattern of previous similar reactions,
and a recent wish either to escape some responsibility or to
abscond with the petty cash. To decide whether a loss of
memory is due to a head injury, to an unconscious hysterical
reaction, or to malingering often proves difficult, since all three
factors may co-exist.

Recurrent hysterical behaviour may be exhibited as persistent
petty swindling, pathological lying, assuming false identity,
chronic invalidism, or as an addiction to hospital treatment
(Munchausen syndrome). The Munchausen syndrome comes
within the category of psychopathic.

Inadequate and aggressive psychopaths are as a rule distinct
from each other, though even this rough rule often has excep-
tions. Moderate aggression is not unknown in inadequate
persons, and aggressive psychopaths are essentially immature
and emotionally inadequate. A notable feature of psychopaths
is their inability to make stable relationships and to meet the
social obligations and expectations of adult life. Short-lived,
intermittent attacks of anxiety and depression are characteristic
in the past history of many. Persons with passive inadequate
personalities accounted for about half of the chronic prison
population analysed by West,' who found them dependent,
ineffectual, feckless, and lacking drive, and tending to be
solitary, friendless, and to resort to impulsive petty thieving
when faced with frustration or difficulty. Many alcoholics,
drug addicts, and some sexual deviants come within this group.
A change in personality without intellectual loss may result

from grave damage to the brain from infection or trauma.
Such persons are often anti-social and prone to anxiety, social
deterioration, sudden mood swings, restless overactivity, and
aggression. Careful investigation, even in the absence of physical
signs, is necessary. Brain damage seems not to be so much
a direct cause of crime as perhaps the agent that releases an
existing predisposition to disordered behaviour engendered by
a disordered background.

Recent interest in the genetic aspects of delinquency has been
stimulated by the discovery of a high incidence of an abnormal
sex-chromosome complement in persons of low intelligence
committed to an institution for such antisocial behaviour as
larceny, fire-raising, and indecent exposure.
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