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FOREWORD 

Every year up to two million individuals facing trial on criminal 
charges, awaiting sentencing following conviction, or seeking treatment 
while in prison are screened and evaluated for mental aberration. Such 
mental health examinations involve determinations of competency to stand 
trial, judgments about insanity and the degree of responsibility that should 
be assigned to the defendant, predictions of dangerousness, recommendations 
for disposition after criminal conviction, and other psycholegal questions. 
They may be invoked for various patent and latent purposes at several stages 
in the criminal justice process, and may take place in court clinics, 
forensic hospitals, community mental health centers, and corrections 
facilities. This volume is directed to practitioners in the areas of mental 
health, criminal justice, law enforcement, and corrections who plan, 
administer, or evaluate mental health examinations in criminal justice 
settings. 

This volume is the culmination of an "evaluability assessment" of 
forensic mental health examinations in criminal justice which was funded by 
the National Institute of Justice (Grant No. 79 NI AX0070) as a part of its 
National Evaluation Program (NEP). The study was conducted by my colleagues 
and me at the National Center for State Courts in Williamsburg, Virginia 
between October 1979 and June 1981. Of course, the propositions made in the 
book, the model process presented, and other views expressed are those of 
the authors and do not necessarily reflect the positions of the National 
Institute of Justice or the National Center for State Courts. 

As we began.our study, our focus was narrowly on the practices and 
tools of psychiatrists, psychologists, social workers, and other mental 
health workers, as they are applied to the examination of criminal offenders 
in the determination of various psycholegal questions. It soon became 
apparent that any study of forensic mental health examination, as an 
instrument of the legal system, must take into account the manner in which 
that system defines the use of that instrument, as well as the ways in which 
the results of the examinations are communicated within the system. HencP-, 
our broadened focus of inquiry, introduced in Chapter 2, includes the 
delineation of the psycholegal question and the provision of the acquired 
information to criminal justice authorities, as well as the actual data 
acquisition component of the forensic mental health examination process. 
Although the broadened focus clearly encompasses a very significant 
interaction of the criminal justice and mental health systems, this volume 
eschews the analyses of the very complex and abstract psycholegal concepts 
in criminal law (e.g., criminal responsibility) which have already filled 
the pages of many books and periodicals. Instead, it is concentrated on the 
day-to-day practices and procedures of the mental health and criminal 
justice systems in delineating, acquiring, and providing information about 
the mental aberrations of criminal defendants. 

As with any study of this size and duration, many people helped, 
besides those of my colleagues noted on the title page. Also, for seeing 
this volume to completion, I owe thanks to quite a number of persons. Most 
of them, if not all, do not need the public acknowledgement in these pages 
that may prove to be, as one astute reader of such acknowledgements put it, 
a droopy flower in their lapels. Suffice it to say 
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that I am sincerely grateful to each of them, though unnamed they remain. I 
hope that they accept this volume as a token of my gratitude, forgive its 
shortcomings, and claim its merits as their own. 

I. K. 
Williamsburg, September 1981 
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Chapter 1 

AN INTRODUCTION TO FORENSIC MENTAL HEALTH 
SCREENING AND EVALUATION 

On March 30, 1981, in the Nation's capitol, John Warnock Hinckley, 
Jr., a 25-year-old gunman described in the media as an "aimless drifter," 
a "loner," "loser," and a "psycho," shot President Ronald Reagan and 
three others in the President's party in order to gain the attention of a 
teenage actress he had never met. The evening of the shooting, former 
President Gerald R. Ford, himself the target of an attempted 
assassination during his administration, commented that no protection can 
be given against a "crazed gunman." He put Hinckley in a class of 
"loners, kooks, [and] screwballs." A pawnbroker in Dallas, Texas, who 
apparently sold Hinckley the gun used in the attempt, stated that he knew 
Hinckley was "nuts." Similar reactions came from the public in letters 
to newspaper editors and in television interviews. 

President Reagan himself, on April 22, in the first interview he 
gave the press after the shooting acknowledged the possibility of 
Hinckley' s mental illness by making these comments: "I hope, indeed I 
pray, that we can find an answer to his problem. He seems to be a very 
disturbed young man. He comes from a fine family. They must be 
devastated by this. And 1 hope he'll get well, too." Shortly after 
these comments were made, Thomas Szasz, the controversial author of The 
Myth of Mental Illness (1961) who believes that "it is wrong to say that 
a person is mad or his act is insane when what we really mean is that he 
is bad or his behavior is offensive" (Szasz, 1970), took the President to 
task publicly, saying that his rem.arks about Hinckley were "unfounded and 
misguided and ••• have gravely prejudiced his trial" (Szasz, 1981). 

Undoubtedly, it is a troubled person who thinks that the killing 
of a President could win him the love of a stranger. Here there can be 
little disagreement. The complexities, difficulties, and disagreements 
arise in trying to separate criminal conduct from behavior rooted in 
mental aberration, badness from madness, if you will. It would be wrong, 
either as a matter of common or statutory law, or as a matter of moral 
theory or practice, to convict and punish someone for committing acts of 
which he or she was unaware and did not consciously choose to commit. 
Further, common-law doctrine has long held that a person charged with a 
crime could not be required to stand trial if he or she were so mentally 
disordered as to be, in effect, mentally absent from the proceedings. 
And, like any "normal" individual, the mentally disturbed person who is 
charged with a crime is entitled to the entire panoply of constitutional 
guarantees and protections under law, such as the presumption of 
innocence until proven guilty. · 

But how and when is the fitness of a criminal defendant to undergo 
the rigors of an adversarial trial tested? How is the legitimacy of the 
claim that psychological forces impaired a defendant's capacity to 
refrain from criminal behavior evaluated? Why are these questions raised 
in some cases and not in others? Who makes these determinations of 
mental incompetence to stand trial or lack of criminal reponsibility due 
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to psychological impairment? Controversial cases such as John w. 
Hinckley, Jr., periodically bring these questions to the public attention 
in dramatic fashion, but the legal, methodological and moral issues that 
the questions evoke have troubled the courts for some time. 

For many persons facing trial on criminal charges, awaiting 
sentencing after conviction, or hoping to serve their sentence in a less 
restrictive environment than a prison, much can hinge on the outcome of a 
mental health examination conducted by a psychiatrist, psychologist, or 
social worker. It is estimated that one to two million forensic mental 
health screenings and evaluations are conducted in the United States each 
year (National Institute of Law Enforcement and Criminal Justice, 1979; 
Pollack, 1968). Screening and evaluation may occur for various reasons 
at any of several stages in the criminal justice process. They may be 
performed in court clinics, community and regional forensic mental health 
centers, hospitals, and corrections facilities. The process may be 
informal (relying primarily on intuitive judgment) or formal (using 
standardized methods), extensive or circumscribed, and may serve specific 
disposition, placement, or treatment decisions. The mental health 
evaluator or examiner may be a policeman, a jail or prison counselor, a 
probation or parole officer, a social worker, an attorney, a nurse, a 
psychologist, or a psychiatrist. 

The results of such forensic mental health evaluations can have 
profound effects on the destinies of persons charged with or convicted of 
crimes. The opinions of mental health professionals routinely form the 
basis for such determinations as whether a client-offender is competent 
to proceed to trial or be sentenced, is criminally responsible, is 
capable of responding to conditions of probation, or simply is more 
appropriately processed by the mental health system than by the criminal 
justice system. Indeed, the findings of the mental health professional 
in large part determine whether a client-offender is to become a patient, 
a prisoner, or a free person. 

We have, no doubt, entered a period of considerable debate 
regarding the proper stance toward the management of aberrant behavior, a 
debate that has spawned a considerable literature. For instance, small 
libraries could be filled solely by the writings concerning the 
ideological and theoretical underpinnings of the perceived shift from a 
criminal justice to a "therapeutic justice," where criminal deviance is 
equated with sickness and punishment is replaced by therapy, and where 
the authority of the helping professions seems limitless (see, generally, 
Robitscher, 1980; Miller, 1980; Morse, 1978; Kittrie, 1971). The legal 
criteria that, to a large degree, define the forensic mental health 
examination process have not escaped the scrutiny that has generated 
recent works on competency to stand trial (Roesch and Golding, 1980), 
insanity (Thornberry and Jacoby, 1979), and dangerousness (Monahan, 
1981). Much has been written to weave these criteria into the fabric of 
mental health law (Wexler, 1981), psychiatry (Halleck, 1980), and 
psychology (Monahan, 1980). Many state .legislatures appear tireless in 
their seemingly yearly alterations of the semantic formulation of their 
mental health statutes. And certainly, court decisions in mental health 
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law have drawn the attentions of an increasing number of psychologists, 
social workers, and psychiatrists, as well as legal scholars. 

However, although much has been written about the subtle points of 
the language and content of the law that affects forensic mental health 
screening and evaluation (e.g., the admissability of conclusory 
statements by a psychiatrist testifying in support of an insanity 
defense), not much attention has been paid to the day-to-day operations 
that constitute forensic mental health screening and evaluation, and what 
Michael Perlin (1980) has termed the "socialization of the law." It is 
almost as if the central process of forensic mental health screening and 
evaluation were a "black box" into which the criminal justice system 
places requests for information (e.g., court-ordered examinations of a 
defendant's fitness to stand trial) and later retrieves the requested 
information (as, for example, in expert testimony), but whose inner 
workings remain mysterious. 

Consider the Washington Post's account of the preliminary 
examination of John W. Hinckley' s competence to proceed to trial. 

John w. Hinckley, the drifter accused of shooting President 
Reagan, was tentatively declared mentally fit to stand trial on 
assassination charges yesterday. But a federal judge ordered him 
to undergo further mental examinations, primarily to determine if 
Hinckley was sane at the time of the shooting. 

Hinckley's lawyers--faced with evidence said to include 
videotapes of him firing at the president and a ·letter to actress 
Jodie Foster saying he would shoot Reagan in an effort to impress 
her--said in court that they were considering entering a plea of 
guilty by reason of insanity. His parents have said he was under 
psychiatric care for five months before the shooting. 

However, u.s. Attorney Charles F.C. Ruff asked that the 
government be permitted to thoroughly examine Hinckley's mental 
state before a team of defense psychiatrists hired by Hinckley's 
lawyers. 

Shortly after yesterday's initial hearing began, a report was 
presented from James L. Evans, a court-appointed psychiatrist who 
had examined Hinckley for three hours Wednesday at Quantico Marine 
Base. 

In a brief, one-paragraph statement read to the court, Evans 
said that he found Hinckley was able to understand the charges 
against him and was capable of assisting in his own defense--a 
routine, preliminary finding of mental fitness to stand trial. 

Ruff had already requested, however, that a full investigation 
be made to determine whether Hinckley was sane at the time. But 
Hinckley's chief defense counsel, Vincent J. Fuller of Williams & 
Connolly, said such an examination would be premature. 

"We are concerned • • • that government [mental experts] not 
have access to the defendant prior to our having done so on our 
own terms," Fuller said. 

Ordinarily, it is the defense lawyers who request such 
hospitalization to determine mental competency. Ruff's early 
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request to do so appeared to indicate that federal prosecutors are 
anxious to block an insanity plea •••• 

Although Bryant's order gives the defense team equal access to 
Hinckley, it will be the government staff that has him under 
constant observation while he is confined in the federal 
facility--granting them what one observer said yesterday would be 
"the first crack" at evaluating Hinckley's mental state. 

Legal sources familiar with the case said that prosecutors are 
probably concerned that if the government's mental examination 
takes place after the defense conducts its evaluation, the defense 
might later at trial challenge the validity of the government's 
findings. 

"It's the beginning of the battle of the experts. It's the 
first volley," one source said. (Pichirallo and Kiernan, 1981) 

We are told plenty of the complex tactical maneuvers by 
prosecution and defense lawyers aimed at getting to the "black box" 
first. First, a judge gives the order for a preliminary examination of 
Hinckley. Then, James L. Evans, a court-appointed psychiatrist, delivers 
his terse verdict--Hinckley is fit to stand trial--after spending three 
hours with Hinckley two days after the shooting. But what tests or 
procedures did Dr. Evans subject Hinckley to? What mysterious wisdom did 
he consult to reach a verdict? What was done for three hours to reach a 
conclusion that might have been self-evident to the public at large? 
What are the inner workings of the "black box"? 

Developing Practice Versus Developing Theory 

Bertrand Russell (1961) distinguished between two sorts of 
knowledge, knowledge of truths and knowledge of things, and he put a lot 
of stock in the latter, saying that it always involves "some knowledge of 
truths as its source and ground (p. 218)." Closer to the subject at 
hand, Roesch and Golding (1980, p. 12), in their very thorough and 
thoughtful treatise on competency to stand trial, distinguish between 
observational and theoretical terms in the principles of law. 
Theoretical terms of law are such constructs as competency, insanity and 
mens rea. Observational terms are those descriptive of operations and 
observable behavior. Echoing Bertrand Russell, Roesch and Golding note 
that "it is important to realize that even 'observational terms' have a 
low-level inferential abstract quality." As pointed out by Monahan and 
Loftus (in press) in their review of psychology and law, researchers of 
equal commitment to the scientific method will differ as to whether it is 
a more fruitful research strategy to first develop theory and only chen 
proceed to gauge the fit with reality, or first view actual operations 
and then, perhaps, inductively generate theory. 

This book will focus primarily on practice, or knowledge of 
things, if you will. We hope to guide the reader, at least initially, 
not by ideology or theory, nor by an analysis of the psycholegal concepts 
of competency, insanity, or dangerousness, but rather by scrutiny of the 
day-to-day operations of the criminal justice and mental health systems 
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in providing forensic mental health screening and evaluation. The 
purpose of this book is to record, discuss, and evaluate the procedures, ~ 
involving the often complex alliances of the legal and mental health 
professions, for making determinations of a defendant's mental 
aberrations that may affect the course of the criminal proceedings. 
Simply put, our purpose is to open the "black box" of forensic mental 
health examination, unravel its mysteries, and connect its inner workings 
to those procedures that impinge upon it. In this book we do not attempt 
to examine the consistency of the American system of jurisprudence, nor 
do we seek to address the broad issues of the role of psychological 
disturbance in criminality and the efficacy of the helping professions in 
the area of mental health and the law. Legal issues are not elaborated 
here in great depth. · Our position is that it is better to arrive at 
propositions for mental health screening and evaluation in the criminal 
justice context by extrapolating from observation of practices, rather 
than by logical deduction from a priori assumptions. 

We assume, as do other writers (Miller, 1981; Wexler, 1981), that 
the relationship between theory and practice in mental health law is 
inconsistent. An inductive approach to the study of forensic mental 
health examination that looks at what actually happens on a daily basis 
in court clinics, community mental health centers, jail services, and 
other facilities that evaluate mentally disabled offenders, seems to us a 
far more timely and productive approach than a deductive analysis of .,/' 
legal and psychological precedents, rules, and assumptions. And, as has 
been argued by Morris and Hawkins (1970), "[r]ivers of ink, mountains of 
printers' lead, and forests of paper have {already] been expended on an 
issue [insanity] that is surely marginal to the chaotic problems of 
effective, rational, and humane prevention and treatment of crime. We 
determinedly insulate ourselves from the realities we are facing (p. 
176)." Michael Perlin (1980) put it this way: 

In the practice of law, just as in the practice of other 
professions or trades, it is often the mores and customs which 
deserve the attention usually paid to the written rules of 
substance and procedure. Although thousands of words are written 
about the subtle points of a significant court decision or 
statutory revision, usually limited analysis is given to what can 
be termed the "socialization of the law." (p. 194) 

In summary, this book encourages rethinking what is actually done 
to determine the existence of mental aberration in a defendant that would 
alter the course of the c.riminal proceedings. It advocates beginning 
this rethinking with a hard look at what happens in practice. Consistent 
with this orientation, the second part of the book is devoted entirely to 
a detailed description of the practice of forensic mental health 
screening and evaluation in twenty different forensic units throughout 
the country. The discovery of practice departing from the legal 
assumptions will, hopefully, begin to challenge those assumptions and 
lead the way to reform of practice, and the reformulation of theory 
"grounded" (see Glaser and Strauss, 1967) in the practice. 
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Overview of the Book 

This book should serve to bound and define forensic mental health 
screening and evaluation for the reader, provide an understanding and 
appreciation of its complexity, and finally provide a framework for 
effectively addressing change and innovation. In the first three 
chapters of the book, Part I, we attempt to explain the logic of forensic 
mental health screening and evaluation from a functional perspective. 
Part I introduces the issues, describes the elements of an operational 
definition, and provides a logical framework of inquiry useful for 
viewing and understanding the operations conducted in the name of 
forensic mental health examination. 

This introductory chapter is meant to explain the organization and 
content of this book, and to communicate its major emphasis on practice, 
on the "knowledge of things" postulated by Bertrand Russell. It also 
attempts to show, by citing the case of John w. Hinckley, Jr., that the 
distinctions made between disturbance and depravity--between madness and 
badness, if you will--are something that the public has no difficulty 
expressing itself about. And, while the specialized and technical 
judgments made by psychiatrists, psychologists and social workers may be 
foreign and mysterious to them, it has no difficulty in recognizing what 
is "crazy." 

Starting in Chapter 2, the book begins to consider specifically 
the process of forensic mental health examination. Here is presented the 
operational definition upon which the strategies, tactics, and contexts 
discussed later in the book heavily depend. The chapter explains the 
types of offenders or alleged of fenders subject to screening and 
evaluation; the types of criminal justice authorities who initiate the 
screening and evaluation process; the process by which criminal justice 
authorities delineate the information required; the types of mental 
health personnel who conduct the mental health examination; the mental 
health information collected; the process by which the mental health 
information is provided to the criminal justice authorities; and, 
finally, the manner in which the mental health information is used by the 
criminal justice authorities. The chapter ends by introducing a 
functional model of the forensic mental health screening and evaluation 
process, which is elaborated in Part III of the book. 

In Chapter 3, we discuss the rationale and purposes of the method 
of inquiry called "evaluability assessment" that we used to address four 
basic questions: What is the nature and scope of the forensic mental 
health examination process? How does it operate in practice? Can and 
should it be subjected to disciplined inquiry by evaluation research 
methods? And if so, how and by what methods? The chapter also presents 
the results of a telephone survey of 121 selected forensic mental health 
programs throughout the country by which we intended to generate a 
preliminary answer to the first of the basic questions in the context of 
reality, and set the stage for the study of the practice of the forensic 
examination process. Thus, equipped, in Part I of the book, with an 
operational definition, a framework of inquiry, and an appreciation of 
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the issues involved in mental health screening and evaluation, the reader 
is introduced to the description of the practice in court clinics, jails, 
mental health centers and other forensic facilities throughout the 
country. 

The detailed descriptions of actual forensic mental health 
screening and evaluation conducted by means of various types of 
collaborations between the mental health and criminal justice systems are 
given considerable prominence in this book. Part II of the book, 
beginning with Chapter 4, describes the operation of mental health 
screening and evaluation in five court clinics, four jails, seven 
comm.unity and regional forensic mental health centers, two centralized 
hospital units, and two community corrections programs throughout the 
country. Each of the twenty distinct operations is described using the 
logical framework of inquiry--encompassing the acquisition, delineation, 
and provision of mental health inf ormation--suggested by the operational 
definition in Part I of the book. Each forensic mental health screening 
and evaluation program description contains a brief history of the host 
agency or facility where the program operates; a summary of the program's 
goals and objectives; an illustration of the flow of client-offenders 
into and through the program; discussions of how mental health 
information is delineated by the referral source, acquired by the program 
staff, and provided to the user; and a review of the procedures and 
systems used for feedback, quality control, and program evaluation. 

The prominence and importance that the detailed descriptions of 
the practice of screening and evaluation are given here, are based on the 
premise that knowledge about the actual operations of such programs is 
lacking. "How do they do it in other places?" is a question we heard· 
asked repeatedly by administrators and practitioners alike, many of whom 
were well acquainted with the rules, assumptions, and theories in mental 
health and the law. Another reason for the space given to description of 
procedure is the hope that improved knowledge about practice, and the 
discovery of practice departing sharply from theory, will lead to the 
reform of practice and, perhaps, the clarification of the theory. 

Parts I and II of the book provide the conceptual and factual 
bases for Part III, in which we propose, beginning in Chapter 9, how a 
model process of mental health s~reening and evaluation might operate at 
each step of the process and how it might operate within an actual 
interagency context. Chapter 9 introduces a model process of forensic 
mental health screening and evaluation, which is divided into three major 
components and fourteen steps. This generalized model is articulated in 
greater detail, 9-nd more forcefully, in Chapters 10, 11, and 12 of the 
book. Each of these chapters discusses a major component of the model 
process and its operations and includes a number of specific tersely 
stated propositions. Each proposition is positioned in the model proc~ss 
and discussed in terms of its viability from various perspectives of 
practice, research, and theory. 
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In Chapter 10 we explain, and make a number of propositions about, 
the process component of delineation including all activities, standards, 
rules, and established procedure that serve to initiate, focus, and 
define the legal-psychological question that confronts the criminal 
justice authorities and is passed on to mental health personnel. The 
delineation of the forensic mental health screening or evaluation, when 
done properly, answers the questions "Who is to be examined by whom, 
when, and for what reasons?" The chapter discusses issues centering on 
the formal evaluation referral. It suggests, however, that formal 
procedures, such as the transmittal of a court order, are but one very 
limited means by which the needs and wishes of the criminal justice 
system are conveyed to the mental health system. In Chapter 11, we 
describe and propose several steps in the data collection process by 
which mental health workers acquire information directly from the 
defendant by means of interviews or tests, or get information about the 
defendant from sources (e.g., a family member) other than the defendant. 
This chapter opens the "black box" and, perhaps, lends at least some 
credence to the contention of prominent spokespersons of the mental 
health and legal professions that the judgments made by mental health 
professionals in deciding between mental illness and criminality are not, 
in fact, exclusively technical and specialized but moral, social, and 
political as well (Szasz, 1970; Bazelon, Note 1). Chapter 12 describes 
the transfer of the information, delineated (as discussed in Chapter 10) 
and acquired (as discussed in Chapter 11), to the criminal justice 
authorities. Although the courtroom testimony of psychiatrists and 
psychologists grabs the headlines, especially in controversial cases, 
most of the information acquired by.mental health workers to support 
opinions about competence to stand trial, mental state at the time of the 
offense, sentence disposition, amenability to treatment, dangerousness, 
and other psycholegal questions are communicated by means of formal 
(often standardized) letters or reports to the court. The chapter 
discusses the process of provision, entailing both formal and informal 
mechanisms whereby the mental health professional responds to the 
requests by criminal justice authorities for mental health information 
about defendants. 

The last chapter of the book places the model process into a 
discussion of the context of the systems, agencies, facilities, and 
situations in which it might be realistically applied. The chapter 
explains how the complex relationships and alliances formed by the mental 
health system, law enforcement, and the judicial system are shaped by a 
number of factors related both directly to the client-of fender and his or 
her entanglements with the law, as well as other factors only indirectly 
related to the individual, the crime (or alleged offense), and his or her 
mental state. The propositions articulated in this last chapter have 
implications for social policy and the program evaluation of forensic 
mental health facilities. Also discussed are recommended strategies for 
monitoring, quality control, and program evaluation of forensic mental 
health screening and evaluation programs. It is argued that the ultimate 
goal of improved forensic mental health programs may best be served by 
developing the internal program evaluation capacity of such programs, as 
opposed to commissioning external evaluation efforts. 
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Notes 

1. Bazelon, D.L. The role of psychiatry in judicial 
decisionmaking. Presentation at the New York University Law School, New 
York, April 23, 1981. 
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Chapter 2 

A DEFINITION AND A FRAMEWORK OF INQUIRY 

It has been observed that change depends heavily on how the issues 
are initially defined (Ryan, 1971; Caplan and Nelson, 1973; Skinner, 
1971). Walter Lippmann once said that "[f]or the most part we do not 
first see, and then define, we define first and then see" (Lippman, 1927, 
p. 81). In this chapter, we attempt to define forensic mental health 
screening and evaluation in operational terms. This effort at definition 
may at first seem antithetical to the suggestion in Chapter 1 that the 
introduction of the principles and rules of a system before observation 
and understanding of practice and convention may impede improvement of 
the system. The definition and framework of inquiry presented here will 
not, however, attempt to place screening and evaluation in the context of 
ideology, theory, rules and assumptions but instead ground our 
understanding of screening and evaluation in operations and procedure. 

Definition 

Operational definitions describe entities in terms of how they are 
put to use or how they work. They group specific procedures or 
operations into particular, clearly identifiable aspects or elements in 
order to allow for a better understanding of those procedures and the 
identification of related issues and problems. The general operational 
definition of forensic mental health screening and evaluation which 
guided our study is as follows: 

Screening and evaluation is the process conducted by mental 
health personnel, at the direction of criminal justice 
authorities, for the purposes of delineating, acquiring, and 
providing information about the mental condition of 
client-offenders that would be useful for decision-making in the 
criminal justice system. 

This general statement encompasses all the activities, procedures, and 
operations occurring in the interaction of mental health and the law, 
conducted to determine mental disturbances in convicted and alleged 
offenders. Each of the nine elements, italicized in the above stat:ement, 
constitutes a distinct aspect of the operation of forensic mental health 
screening and evaluation. 

The elements, presented in a slightly different order than in the 
general statement for ease of discussion, are further defined in the 
following pages. The objective is to amplify the full meaning and 
discuss the import of the individual elements, provide the necessary 
commentary supporting the concise general statement of definition, and 
introduce the framework of inquiry discussed in the second part of this 
chapter. 
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Process. A particular activity or set of activities, directed 
toward a client-offender, subsuming many different methods and 
involving a number of steps or operations. 

The screening and evaluation process may include a number of 
operations that vary in complexity, terminology, and formality and may 
e'ntail differential allocations of mental health staff resources. For 
example, the process, as defined above, may be a clinical interview 
conducted by a psychiatrist or psychologist, a psychological test, a 
neurological evaluation, a mental status examination, a social history 
interview, a nursing assessment, a ward observation, or a combination of 
these. The process may be invoked at various stages of the criminal 

< proceedings for various psycholegal reasons. Staff resources devoted to 
the process may vary with the professional discipline and training of the 
personnel involved arid the amount of time consumed by the process. A 
cursory mental status examination may take only twenty minutes, while the 
administration of a battery of psychological tests may require an entire 
day or more. 

This broad conception of the process of forensic screening and 
evaluation is reflected in the writings of both the mental health 
professions and in legal formulations. For example, in his description 
of a "theoretical ideal model of a psychiatric evaluation," Gerard (1974, 
p. 26) notes that the model need not be followed as he outlined it since 
"[e]very mental health professional develops his own style. The crucial 
question is not the format in which the information is presented, but 
rather whether all the information has been gathered and considered." 
The American Law Institute, in their Model Penal Code (1962), propose 
that the psychiatric examination of a defendant entails "any method • 
which is accepted by the medical profession for the examination of those 
alleged to be suffering from mental disease or defect." 

The process may be given various names. Some observers make clear 
distinctions between screening and evaluation. For instance, Pelc (1977) . 
views screening as the simplest form of evaluation, one which a ~'(; 
paraprofessional is capable of performing. "The. purpose of screening is 'fJ- :,...---
assessment of an offender's suitability of eligibility for a specific 
intervention or rehabilitation program," writes Pelc, a psychologist (p. 
277). In his view, classification is an intermediate step used to select 
the most appropriate intervention alternative. He suggests that 
evaluation is "the most psychologically sophisticated process for 
assessing an offender's psychosocial functioning" (p. 279). The latter 
is conducted by a professional with graduate training for the purpose of 
assessing personality development and the likely response to treatment 
intervention. These differences in terminology may be reflected in a 
jurisdiction's practices. In the District of Columbia, for example, 
"screening examinations" are conducted in the Superior Court by staff of 
the District Forensic Psychiatry Division. If further examination for 
competency or criminal responsibility is needed, a screening recommends 
further evaluation. 
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Information About Mental Condition. Data concerning an 
individual's physical, emotional, and/or cognitive functioning, 
and behavioral and social history, including inferences drawn from 
this information with regard to past, present, and future behavior. 

Information about mental condition subsumes almost all that may be 
known about an individual, including his or her social and physical 
environment. Included are such observable characteristics as gender and 
general appearance, speech, mood or affect, orientation, social and 
family history, and behavioral responses in formal testing settings. 
Subtle inferences about personality and abnormal mental trends 
(delusions, hallucinations, toxic states) may be drawn from an 
individual's reactions to tests like the Rorschach or the Minnesota 
Multiphasic Personality Inventory (MMPI), or from insights gained by 
interview of the client-offender. Accumulated documentary and research 
materials, and medical data gathered during physical examinations, X-ray, 
and laboratory tests may also contribute to the available information 
about the mental condition of an individual. 

Of course, uncertainty about the mental condition of a 
client-offender may not be the primary purpose of the psycholegal 
exercises but only serve to hide latent objectives (Roesch and Golding, 
1980; Roth, 1980; Steadman and Braff, 1975). Pretrial requests for 
mental health screening and evaluation, for example, may be prompted by 
considerations of legal strategy (e.g., assistance in plea bargaining, 
test of the court's receptivity to the insanity defense), preventive 
detention, or a lack of other, clear alternatives (Geller and Lister, 
1978). A recent survey of North Carolina judges and defense attorneys is 
revealing. Two-thirds of the judges responding believed that motions for 
competency evaluations were used by the defense to delay trial; however, 
most of the judges said they grant such motions "unless they believed the 
motion was being used as a transparent delay tactic" (Roesch and Golding, 
1978). Questioned about their reasons for requesting competency 
evaluations, most attorneys were unclear or gave reasons suggesting 
motives unrelated to concerns about their client's competency to 
participate in the judicial proceedings. 

Client-Offenders. Individuals who are involved in the criminal 
justice process as convicted criminals or alleged offenders, and 
whose mental condition has been questioned. 

Client-offend.ers are all those persons suspected or convicted of 
crimes, whose mental health has been questioned by criminal justice 
authorities at some point before, during, or after the criminal justice 
proceedings. This includes, but is not limited to: (1) persons who may 
have not been previously institutionalized but who have been brought to 
the emergency room of a hospital by a police officer (who has observed 
the person engaging in bizarre behavior); (2) individuals detained under 
an emergency detention statute, awaiting mental health screening; 
(3) persons suspected to be or found to be.incompetent to go ahead with 
criminal proceedings; (4) defendants found not guilty by reason of 
insanity; (5) persons adjudicated under special statutes as, for example, 
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"sexually dangerous individuals"; (6) convicted offenders receiving 
mental health treatment as part of their probation program; and 
(7) convicted and sentenced offenders who have become mentally disturbed 
while incarcerated. 

It is acknowledged that "client-offender" may not be the best term 
to describe individuals somehow involved in the criminal justice system 
who are in need of mental health services. The word "client," used 
alone, denotes a voluntary, therapeutic relationship with a mental health 
professional--a situation seldom applicable in the criminal justice 
process. The word "offender," used by itself, suggests that the 
individual already has been adjudged guilty. Terms such as "defendant" 
and "patient" have' similar problems; both have restrictive meaning and 
usage inappropriate for denoting individuals suspected or convicted of 
crimes who may also be mentally disturbed. 

The p~oblem is not only one of semantics. The disclosure and 
admissability of data and statements made during mental health screening 
may hinge on the existence of evidentiary privileges such as the 
doctor-patient privilege or the attorney-client privilege protecting such 
information. The argument for the doctor-patient privilege rests on the 
claim that the quality of the relationship between a patient and doctor 
is .essential to the psychotherapeutic mileau and cannot be threatened by 
disclosure of privileged communication. While it is doubtful that a case 
would turn on the correct usage of language, the use of the term 
"patient," for example, may create the expectation of confidentiality 
that, in fact, may not exist, thus creating the possibility of 
self-incrimination. Further, ensuring that a client-offender understands 
that he or she is not a "patient," even though the examiner is a doctor, 
and that there will be no privileged communication, may hamper the 
acquisition of information voluntarily and intelligently given. 

Thus, as awkward as it may be, the term "client-offender" is used 
here to denote those individuals who are both clients of the criminal 
justice system, as well.as actual or potential patients of the mental 
health system. It encompasses all confirmed and potentially mentally ill 
and mentally retarded individuals involved in the criminal justice system. 

Mental Health Personnel. Persons representing the mental health 
system who are charged with the responsibility of conducting the 
process of screening and evaluation. 

Mental health personnel may be psychiatrists, psychiatric interns, 
clinical psychologists, neurologists, psychometricians, social workers, 
jail nurses, medical security officers, counselors, or their agents. 
They may be involved in any portion of the process of screening and 
evaluation and conduct their work in public or private psychiatric 
hospitals, detention centers~ diagnostic centers in jails and 
courthouses, or community and regional mental health centers. 

These individuals may possess no formal mental health experience 
or training. Or they may be licensed or certified by professional boards 
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or the state government. The approximate pecking order in practice and 
in law, according to discipline, is psychiatry, clinical psychology, 
social work, psychometrics, followed by ocher disciplines. This order is 
revealed in the position, pay, and status as expert witnesses reflected 
in states' laws. Generally speaking, psychiatrists and clinical 
psychologists conduct clinical interviews and testify in criminal trials 
on questions involving mental condition or competency to stand trial; 
psychologists administer, and testify regarding interpretations of 
psychological tests; social workers conduct social history interviews and 
very seldom testify, except perhaps in presentence hearings; other mental 
health personnel support the efforts of psychiatrists, psychologists, and 
social workers. 

Most states authorize only psychiatrists or clinical psychologists 
to perform evaluations, although at least one state (Tennessee) permits 
social workers~ nurses, and even lawyers to do forensic evaluations in 
certain circumstances (Petrila, 1980). Connecticut recognizes social 
workers as experts on the issue of competency, and Illinois recognizes 
psychiatric nurses, social workers and psychologists as qualified 
examiners for some examinations (Slovenko, 1977; Fitzgerald, Peszke, and 
Goodwin~ 1978). Laws in some jurisdictions are quite specific regarding 
who may perform particular types of examinations. In California, 
court-ordered examinations of "mentally disordered sex offenders" must be 
conducted by two or three "clinical psychologists, each of whom shall 
have a doctoral degree and at least five years of postgraduate experience 
in the diagnosis of emotional and mental disorders," or by a medical 
doctor who has "directed his professional practice primarily to the 
diagnosis of and treatment of mental and nervous disorders for a period 
of not less than five years" (California Welfare Code § 6307). In other 
states, requirements are more vague. In Virginia, competency evaluations 
are performed by judge-appointed "psychiatric committees" containing "one 
or more physicians skilled in the diagnosis of insanity" (Virginia Code 
§ 19.2-169). 

At least one court has recognized a minimum degree of proficiency 
in the English language sufficient to enable effective communication with 
client-offenders as a necessary qualification for forensic evaluators 
(Beran and Toomey? 1979, p. 43). Seymour L. Halleck suggests the reality 
of the issue: 

The issue of psychiatrists understanding the English language 
is a serious one. Forty percent of American psychiatrists are 
foreign medical graduates and on the eastern seaboard that number 
is sixty percent. Many foreign graduates are superb 
psychiatrists, some of our better psychiatrists, but as a rule 
they have serious problems.with the English language. On a site 
visit to Florida, I actually saw a patient labeled as delusionary 
because she told the psychiatrist at the beginning of the 
interview that she had butterflies in her stomach. These are 
serious~ real issues. Some psychiatrists who work in our forensic 
units are superb, but many of them have serious problems with the 
English language. (Commenting on a paper presented by Nicholas 
Kittrie in Beran and Toomey, 1979, p. 52.) 
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The expertise of mental health evaluators is often challenged in 
the courtroom (see Perlin, 1980). According to one prominent forensic 
psychiatrist, a "growing, zealous, and activist 'mental health bar' has 
developed which increasingly has challenged psychiatric competence, 
particularly in state mental health settings and in the legal process" 
(McGarry, 1980a). Attorneys are coached in model cross-examination 
techniques and are advised to probe in such areas as past and continuing 
education, licenses, certifications, employment, professional 
affiliations and contributions, and facility with statistical techniques 
and "learned treatises" (Poythress, 1978). 

Mental health personnel may provide screening and evaluation 
services to the courts through a variety of arrangements. They may serve 
as independent consultants, without large staffs or organizations, acting 
at the request of the client-offender at their own, or the state's, 
expense. Court clinics or mental health workers on the court's staff may 
perform the necessary requested screenings or evaluations, or a 
contractual arrangement with mental health facilities or individuals may 
assure the provisio~ of services. Mental health pe!sonnel employed to 
conduct screening and evaluation may be securely enmeshed in the 
bureaucracy of the mental health system, the criminal justice system, or 
both. 

Delineating. The procedures involved in defining the psycholegal 
questions, delimiting the information about the client-offender 
required by the criminal justice authorities, and determining the 
scope of the screening and evaluation process. 

Clearer questions obviously lead to more relevant answers. A 
, great source of confusion and dissatisfaction of those involved in the 

process of forensic mental health screening and evaluation is psycholegal 
questions that are not clearly articulated (McGarry, 1980a). 

Mental health laws are often imprecise and may cause confusion in 
the criminal justice and mental health systems about the meanings of 
mental illness (a clinical diagnosis), and insanity (a legal 
definition). While the public thinks it knows quite well what is 
"crazy," there is longstanding uncertainty and intellectual debate about 
what legal insanity is and how to deal with it. A judge making a case 
referral must deal with a complex array of legal and psychological 
issues, such as the ability of the client-offender to give a statement 
voluntarily, competency to proceed with trial, diminished responsibility, 
placement in a mental hospital instead of jail, amenability to 
supervision on probation or parole, possibility of future dangerousness, 
and amenability to treatment. 

Communication between the judge and mental health personnel should 
be complete and lucid, but often is incomplete and flawed. As a result, 
mental health personnel may perform unnecessary evaluations and report 
their findings in nonlegal terms. Clarification of the questions "What 
psycholegal question needs to be addressed?" and "Why?" may occur through 
informal communications or institutionalized practices. Or confusion may 
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reign, and resources of both the mental health and criminal justice 
systems may be wasted. 

Acquiring. The actual procedures, techniques, tests, and other 
data-gathering operations used to collect information about the 
mental condition of client-offenders. 

As noted above in the commentary on the meaning of the term 
"process," all other factors being equal, the specific methods of 
forensic mental health screening and evaluation differ among forensic 
mental health agencies and individual examiners. Of course, each case 
may dictate a different method of acquiring mental health information, 
depending on the psycholegal question delineated (e.g., mental state at 
the time of the offense), the referral source (e.g., judge, defense 
attorney), the charge and stage of criminal proceedings, the resources 
available to do the screening or evaluation, and the skills of the 
examiner or team of examiners. Although preferred or even "ideal" 
data-gathering methods and procedures have been proposed (cf. Gerard, 
1974; Lawrence, 1980; Ruzicka, 1980) there seems to be no consensus on 
even the minimum criteria for an adequate evaluation and· "much research 
must be carried out before more than tentative proposals can be advanced" 
(Bonnie and Slobogin, 1980, p. 496). 

Methods for acquiring information range from intensive clinical 
interviews and extensive sophisticated psychological testing to 
relatively quick subjective judgments. The mainstay of the screening and 
evaluation process is the clinical interview, typically conducted by a 
psychologist, social worker, or psychiatrist, supported by psychological 
testing, compilation of a social history of the client-offender, and 
other inquiries into other sources of information, including, although 
rarely, medical examination, credibility assessments (polygraph 
examination, administration of sodium amytal (truth serum]), and 
interviews of witnesses. Depending on the psycholegal question posed, 
the examiner's attention may be focused on the individual's understanding 
of the alleged crime and surrounding events, present ability to assist an 
attorney in preparing a defense, or future threats of harm to self or 
society. An interview with a family member or other person close to the 
client-offender may be conducted to verify the statements made by the 
client-of fender and gain a fuller appreciation of his or her mental 
status. The mental status examination entails observations of the 
client-offender to determine general appearance and behavior, speech, 
mood, or affect, intelligence, sensorium (e.g., attention span, memory, 
concentration), and any abnormal mental trends. 

The nature and specificity of the psycholegal question posed to 
the examiner, the policies and resources of the forensic mental health 
facility, the nature of the case, the client-offender's behavior at the 
time of the evaluation, as well as the background, experience, and 
preferences of the examiner, dictate the specific operations performed 
during the information acquisition phase of screening and evaluation. 
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Providing. The procedures involved in the creation, transmittal 
and receipt of information acquired by the mental health system to 
the criminal justice authorities. 

Perhaps nowhere else in the forensic mental health screening and 
evaluation process is the "gap probiem" (Monohan and Loftus, in 
press)--discrepancies between practice and formal legal requirements and 
rhetoric--more noticeable than in the provision stage. Of ten there is 
little relationship between the information requested by the court and 
that provided by mental health personnel. The information provided to. 
the court may not only be short of that required by the psycholegal 
question, delineated by statute, or implied by the referral agent, but 
also different from what mental health workers actually learned about the 
client-offender. The observations of Geller and Lister (1978) dramatize 
persistent difficulties in the provision of information: 

The first step of the commitment process is an evaluation of 
competency and/or criminal responsibility done at the court by a 
psychiatrist designated to be forensically qualified. At the 
central district court in Worcester [Massachusetts], the following 
instructions appear at the desk where the examining psychiatrist 
writes his report. "Attention Psychiatrists: There is a question 
of his competency to stand trial and his criminal responsibility 
at the time of the alleged crimes. (The above must be put in your 
statement upon examination of patients.)" In spite of the 
forensic qualifications of the examining psychiatrists and· in 
spite of the explicit directions supplied, 65% of the reports made 
no mention of competency, and 93% of the reports made no mention 
of criminal responsibility. 

Although testimony by mental health personnel in open court 
clearly draws the public's attention, the influence of the helping 
professions on criminal justice comes not primarily from the witness 
stand, but much more frequently from written reports and informal oral 
communications to judges, attorneys, probation and parole officers. The 
influence of the mental health system on legal proceedings usually begins 
and ends with the submission of a written report to the court or to the 
adversaries in a case. Practical guidelines for preparing formal reports 
have been outlined for psychiatrists and psychologists (e.g., Bromberg, 
1979, pp. 33-37; McGarry, 1980b; Lawrence, 1980). Yet mental health 
personnel are relatively uninformed about how criminal justice 
authorities review and utilize evaluation reports. For example, the 
simple procedure of beginning a written report with a terse summary or 
set of conclusions, rather than having them trail after pages of 
discussion of past history of the client-offender, review of the purposes 
of the examination, an account of the alleged offense, etc., seems to be 
an anathema to mental health personnel, even though such organization has 
clear advantages to those reading the report. Empirical studies, 
critical commentaries, and our own data indicate that judges often read 
only the concluding statement or summary of reports and typically base 
their decisions on that reading (Bazelon, 1975; Roesch and Golding, 
1980). It seems that criminal justice authorities and mental health 
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personnel rarely discuss the communications between them, except perhaps 
for an occasional, informal telephone call from a judge seeking 
clarification of a written report. This state of affairs prevails 
inspite of the widely acknowledged importance of psycholegal reports in 
affecting the outcome of legal actions (McGarry, 1980b). 

Decisionm.aking in the Criminal Justice System. The process of 
choosing among the options available to the criminal justice 
system for dealing with suspected mentally ill offenders. 

A finite number of legal options are available to the criminal 
justice system for dealing with mentally aberrant individuals. Brooks 
(1974) has enumerated seven general categories of such legal options 
available for dealing with the mentally ill offender: 1) acquittal of 
criminal charges by reason of insanity, followed by immediate release or 
continued confinement pursuant to involuntary civil commitment 
proceedings; 2) criminal commitment after a finding of diminished 
capacity due to mental illness and conviction of a lesser included 
offense; 3) confinement in a criminal hospital, and perhaps later in a 
civil hospital, after a determination of incompetency to stand trial; 4) 
conviction of the crime charged (perhaps after a "guilty but mentally 
ill" verdict) and confinement in a special institution or hospital 
designed to deal with a special category of offenders, such as dangerous 
offenders, sex offenders, or habitual offenders; 5) original conviction, 
and subsequent transfer from prison to a hospital for criminally insane 
persons because of a determination of mental illness during imprisonment; 
6) involuntary civil commitment, although offenses and criminal charges 
may be involved; and 7) straight conviction for offenses, and disposition 
(probation, parole, etc.) based, to some degree, on the mental condition 
of the client-offender. Of course, a client-offender may simply be 
released or placed in a community-based, nonresidential treatment program 
without criminal sanctions. 

Criminal Justice Authorities. Prosecutors, defense attorneys, 
judges, corrections officials, and their agents who are involved 
in decisionmaking concerning client-offenders. 

Depending upon the degree of the client-offender's involvement in 
the criminal justice system, a variety of criminal justice employees may 
be instrumental in initiating and facilitating screening and evaluation 
decisions. For example, if a client-offender is incarcerated, a jail 
paramedic or sheriff may bring the inmate to the attention of mental 
health personnel if a mental examination is indicated. In the courtroom, 
upon motion of either party or upon his or her own initiative, a judge 
may order a mental examination. State statutes may specify who may raise 
the issue of a client-offender's competency to stand trial and the 
procedures for doing so, or the statutes may be silent on the issue. 
Attorneys, judges, corrections personnel, mental health workers, or 
client-offenders themselves usually are the ones to raise the issue of 
mental health. Typically, judges authorize .the evaluation and judicial 
agents communicate the request for screening and evaluation to mental 
health workers. Judges are the initial recipients of the evaluation 
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results, and in turn communicate the results to their agent and the 
parties. 

A Framework of Inquiry 

There are three elements in the foregoing definition-
"delineating," "acquiring," and "providing"--by which the entire process 
of forensic mental health screening and evaluation can be logically 
organized. Thus, as we conceived it, the process of forensic mental 
health screening and evaluation consists of three functional 
components--delineation, acquisition, and-provision (the noun form 
instead of the gerund form of the words will be used from here on for 
convenience of discussion)--that occur once the issue of mental health is 
raised in criminal proceedings but before mental health information is 
used to affect the outcome of the proceedings. These three components 
are given equal weight in our framework of inquiry. 

Delineation, as noted earlier in the definition, includes all 
activities, standards, rules, and established proceedings that serve to 
define and focus the psycholegal question before the criminal justice 
authorities. Provision, simply, involves the transfer of the information 
acquired by mental health personnel to the requesting agent or agency. 
Obviously, the delineation and, later, the provision of mental health 
information necessitates communication between the two systems. In fact, 
the delineation and provision of information subsume almost all 
interactions of the criminal justice system and the mental health system 
in the screening and evaluation of client-offenders. In the delineation 
component of the process, the flow of communication is primarily from the 
criminal justice system to the mental health system; obviously, in the 
provision component the direction of the flow of communication is 
reversed. 

The delineation and provision components provide, from the 
perspective of the courts, for example, the greatest opportunity for 
relatively inexpensive and expedient improvement of the mental health 
screening and evaluation process. On the other hand, the third component 
of our conceptual foundation, acquisition, the actual operations of 
gathering data about the mental condition of a client-offender, is more 
resistant to change from the "outside" by criminal justice authorities. 
As mentioned earlier, the acquisition component of screening and 
evaluation is often viewed by judges, attorneys, law enforcement and 
corrections workers as a "black box" whose inner workings are known only 
to the "shrinks." 

Even when considerable light is shed on the acquisition component 
of screening and evaluation--as in the small number of highly publicized 
cases of Jack Ruby, Patty Hearst, Son-of-Sam, and Dan White--public 
skepticism and judicial criticism of the validity and reliability of the 
workings of the "black box" increase every time two or more mental health 
experts face each other in the courtroom with diametrically opposed 
positions. Yet, instituting improvements in the actual acquisition of 
mental information is relatively difficult (though not impossible) for 
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agents of the criminal justice system, just as it is equally difficult 
for mental health workers to influence the raising of the issue of mental 
health in criminal proceedings and controlling the court's use of the 
infonnation in sentencing. Consider, for example, one judge's insistence 
that court-appointed psychiatrists in his court are "obsessed with 
quality" and his recommendation that the personal clinical interview with 
the client-offender be dispensed with in favor of direct observation of 
the individual by a psychiatrist during arraignment. Or, conversely, 
consider the receptivity among judges to the suggestion made by court 
clinic mental health personnel in one jurisdiction that most of the 
requests for mental health examination be denied on probable cause 
grounds, because it was quite obvious that the requests were 
unwarranted. In the first instance, what may have been a sincere 
judicial concern for efficiency and economy would likely be viewed by 
court appointed psychiatrists as an unacceptable intrusion into their 
business. Likewise, judges would be none too happy, in the second 
example, about the suggestion that they have not exercised proper 
discretion in determining the legitimate grounds for requests for mental 
health examinations. In both instances, the parochial concerns of a 
profession may have deafened the mental health and criminal justice 
systems to suggestions for change worthy of a fair hearing. 

The purpose of this framework of inquiry is to stimulate and 
structure change strategies applicable to forensic screening and 
evaluation, other than along the lines of parochial reactions by mental 
health professionals and criminal justice personnel. Forensic mental 
health screening and evaluation process, conceived in terms of logically 
related operational components of equal weight, rather than as isolated 
activities guarded by narrow professional interests, may be at the same 
time more comprehensible and susceptible to change. 

In the next chapter, we turn to a brief review of the method of 
inquiry we used to study the process of forensic mental health 
examinationo An early step in the method was a survey of forensic mental 
health facilities to determine what constitutes forensic mental health 
examination, from the perspectives of the management personnel of the 
facilities. The results of this survey, which provided the context for 
the operational definition in Chapter 2, are also reported in Chapter 3. 

23 



I ,, 
I\ 
I 
I 
I 
I 
I 

References 

American Law Institute. Model Penal Code (Proposed Official Draft). 
Philadelphia: Author, 1962. 

Bazelon, D.L. A jurist's view of psychiatry. Journal of Psychiatry and 
~' 197 5, l, 17 5-190. 

Beran, N.J., and Toomey, B.G., eds. Mentally ill offenders and the 
criminal justice system: iss~es in forensic services. New York: 
Praeger, 1979. 

Bromberg, w. The uses of psychiatry in the law: A clinical view of 
forensic psychiatry. Westport, Connecticut: Quorum Books, 1979. 

Brooks, A.O. Law, psychiatry and the mental health system. Toronto: 
Little, Brown, 1974. 

Caplan, N., and Nelson, s.o. On being useful: The nature and 
consequences of psychological research on social problems. 
American Psychologist, 1973, ~' 199-211. 

Fitzgerald, J.F., Peszke, M.A., and Goodwin, R.C. Competency evaluationa 
in Connecticut. · Hospital and Community Psychiatry, 1978, ~, 
450-453. 

Geller, J.F., and Lister, E.D. The process of criminal commitment for 
pretrial psychiatric examination: An evaluation. American 
Journal of Psychiatry, 1978, ~ (1), 53-60. 

Gerard, J.B. Psychiatric evaluation. In A.O. Brooks (ed.), Law, 
psychiatry and the mental health system. Toronto: Little, Brown, 
1974. 

Lawrence, S.B. Manual for the Lawrence Psychological-Forensic Examination 
(Law-Psi) for use within the criminal and juvenile justice 
systems. San Bernardino, California: Author, 1980. 

Lippman, w. Public opinion. 
( 

New York: Macmillan, 1927. 

McGarry, A.L. Operational aspects, training, and qualifications in 
forensic psychiatry. In W.J. Curran, A.L. McGarry, and C.S. Petty 
(eds.), Modern legal medicine, psychiatry, and forensic science. 
Philadelphia: F.A. Davis, 1980. (a) 

McGarry, A.L. Psycholegal examinations and reports. In 
A.L. McGarry, and C.S. Petty (eds.), Modern legal 
psychiatry, and forensic science. Philadelphia: 
1980. ( b) 

W .J. Curran, 
medicine, 
F.A. Davis, 

Pelc, R.E. A primer to psychological evaluation in the criminal justice 
process. Offender Rehabilitation, 1977, 1 (3), 275-282. 

24 



Perlin, M.L. The legal status of the psychologist in the courtroom. 
Mental Disability Law Reporter, 1980, 4, 194-200. 

Poythress, N.G. Psychiatric expertise in civil commitment: Training 
attorneys to cope with expert testimony. Law and Human Behavior, 
1978, !(l), 1-23. 

Roesch, R., and Golding, S.L. Competency to stand trial. Urbana: 
University of Illinois Press, 1980. 

Roth, L.H. Correctional psychiatry. In W.J. Curran, A.L. McGarry, and 
c.s. Perry (eds.), Modern legal medicine, psychiatry, and forensic 
science. Philadelphia: F.A. Davis, 1980. 

Ruzicka, W.J. Psychodiagnostic assessment procedures in psycho-legal 
practice (Monograph Series on Law and Applied Psychology). Palo 
Alto, California: Psychological Health Services, Inc., 1980. 

Ryan, w. Blaming the victim. New York: Random House, 1971. 

Skinner, B.F. Beyond freedom and dignity. New York: Alfred A. Knopf, 
1971. 

Slovenko, R. The developing law on competency to stand trial. 
Journal of Psychiatry and Law, 1977, 1_, 165-200. 

Steadman, H.J., and Braff, J. Crimes of violence and incompetency 
diversion. Journal of Criminal Law and Criminology, 1975, ~' 
73-78. 

25 



I 
I 
I 
I 
I 

I ,, 
I 
I 

·I: 
I ,, 
I 
I 
I 

Chapter 3 

A METHOD OF STUDY AND SOME PRELIMINARY RESULTS 

What is the nature and scope of the forensic mental health 
examination process? How does it operate in practice? Can and should it 
be subjected to disciplined inquiry by evaluation research methods? And 
if so, how and by what methods? These questions introduced us to the 
study of mental health screening and evaluation as instruments of the 
legal system. They also expressed the basic purpose of a type of program 
evaluation, an "evaluability assessment," of forensic mental health 
screening and evaluation commissioned by the Office of Program Evaluation 
of the National Institute of Justice and conducted by my colleagues and 
me at the National Center for State Courts from October 1979 to June 
1981. It is out of this "evaluability assessment" that this book was 
conceived and derived its primary focus on practice, rather than ideology 
or theory. 

To avoid a possible confusion between our references to the 
process of forensic mental health evaluation and our references to 
program evaluation, it might be beneficial to distinguish between these 
two types of evaluations. The process of forensic mental health 
evaluation, as defined in the preceding chapter, focuses on the 
individual client-offender. It is an instrument of the legal system to 
assist in decisionmaking concerning an individual's fate in the criminal 
justice system. Program evaluation, on the other hand, is the process of 
determining the value, worth, or merit of a program or its consequences 
(Scriven, 1980). It is an instrument of program managers, planners, and 
policymakers. As confusing as it may sound to the uninitiated, we were 
in the business of conducting a particular type of program evaluation 
(i.e., an evaluability assessment) of the then loosely conceived program 
of forensic mental health screening and evaluation. 

Evaluability Assessment and Program Evaluation 

"Evaluability assessment"--a term coined by Joseph s. Wholey and 
his colleagues at The Urban Institute (see Wholey, 1977, 1979; Rutman, 
1980)--is an inquiry technique used in advance of the assessment of the 
effect, outcome, or impact of a particular program. It is a technique 
that relies on analysis of documents, interviews, and observations of the 
operations of a program. It is a logical, relatively quick, and 
inexpensive prelude to program planning, management, and its ultimate 
evaluation. Evaluability assessment sorts those aspects of a program 
area for which evaluation is ripe from those which require more study to 
enhance their "evaluability." It is based on the common-sense premise 
that it is first necessary to fully understand a program or process 
before it can be evaluated. Or, as Scriven (1980) has expressed the 
underlying principle of evaluability assessment: "It is not enough that 
good works be done, it must be possible to tell that (and, more 
importantly, when) good works have been don~ 
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Wholey (1980, p. 43) describes ·the common-sensical, sequential 
series of steps, each of which has something valuable to bring to 
evaluability assessment: 

(A) Bounding of the program to be studied. 

(B) Collecting of program information that defines the programs 
objectives, activities, and underlying assumptions. 

(C) Developoment of a logic model that describes the program and 
the interrelationships of activities and objectives. 

(D) Determining to what extent the program definition, as 
represented by the model, is sufficiently unambiguous that 
further inquiry based upon it is likely to be useful. 

(E) Feedback of the results of the evaluability assessment to 
representatives of the intended users. 

The emergence of evaluability assessment as a distinctive and 
legitimate method of inquiry represents a growing concern about the 
excessive cost and time of program evaluation efforts in relation to 
their benefits (Evaluation Research Society, Note 1). Moreover, the 
exploratory and formative nature of evaluability assessment was viewed by 
many as an answer to impact (summative, outcome, effectiveness) 
evaluations that reported the alleged impacts of undefined, or worse, 
nonexisting program interventions (Evaluation Research Society, Note l; 
Rutman, 1980). That is, evaluability assessment was seen as a technique 
to make sense out of a program which is to be evaluated before expending 
valuable resources to make determinations of its ultimate worth. 

Our evaluability assessment of forensic mental health screening 
and evaluation conformed generally to Wholey's steps outlined above. It 
conducted under the auspices of the National Institute for Justice's 
"National Evaluation Program" (NEP) which consisted of a series of phased 
studies that would collect relevant information in an orderly fashion and 
avoid the problems of premature and wasteful program evaluation efforts. 
The first phase of the NEP studies included the collection, synthesis, 
and assessment of what is already known about a program or topic area, 
and recommendations for further, more intensive program evaluation to be 
conducted in a second phase at some later time (see National Institute of 
Law Enforcement and Criminal Justice, 1977). The first phase of NEP 
studies are state-of-the-art reviews of major categories of programs such 
as those involving forensic mental health screening and evaluation; they 
describe the programs in question, present information gathered in 
representative program sites, assess the utility and reliability of 
existing data about program components, and identify aspects requiring 
further investigation. Although the term "evaluability assessment" is 
not used by the National Institute, the first phase of its NEP 
constitutes a version of the evaluability ass~ssment procedure developed 
specifically for the U.S. Department of Justice by The Urban Institute 
(Nay, Barnes, Kay, Ratner, and Graham, Note 2). Under their NEP, the 
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National Institute of Justice has supported 30 evaluability assessments 
in major categories of programs such as street lighting projects and 
police liaison offices, and functional program areas such as family 
counseling activities in the criminal justice system (National Institute 
of Justice, 1980). In commissioning an evaluability assessment of 
forensic mental health screening and evaluation programs, the National 
Institute of Justice acknowledged that impact program evaluation in this 
area would be prohibitively costly, and the effort itself unrewarding, 
since the kinds of information necessary for initiating the evaluation of 
the accomplishment of such programs in this area simply were not 
available (National Institute of Law Enforcement and Criminal Justice, 
1979a). 

Our evaluability assessment of forensic mental health 
examinations, begun in October 1979, entailed three phases of work: a 
state-of-the-knowledge assessment, field observations, and model 
development. In the first phase we sought to describe the prevailing 
attitudes, expectations, and theories in the topic area. We sampled 
projects funded by the Department of Justice relating to mental health 
services, conducted telephone interviews with project personnel, 
performed document and literature searches, and constructed the 
preliminary operational definition of forensic mental health screening 
and evaluation presented in the previous chapter. We characterized this 
first phase of the evaluability assessment as the "read, listen, and 
think" phase of the study. (The results of the telephone survey are 
described in detail later in this chapter.) 

In the second phase, we literally got on the bus (and airplane) 
and saw the real world of forensic mental health screening and 
evaluation, visiting twenty facilities (court clinics, jails, community, 
regional, and centralized forensic mental health centers, and community 
corrections programs) throughout the country. We talked to hundreds of 
people at every level of involvement: management, line staff, 
client-offenders, and persons outside the facility but allied with 
program operations; we interviewed judges, lawyers, court administrators, 
corrections officers, psychiatrists, psychologists, social workers, and 
other representatives of the mental health and legal systems. We also 
observed screening and evaluation in these facilities as it occurred when 
we were permitted. And we recorded this information in graphic and 
narrative form. This record constitutes the second part of this book. 

{ 
Finally, in the last phase of the study, we attempted to integrate 

our state-of-the-knowledge assessment from the first phase with what we 
had learned on the road in the second phase. We were thus able to 
compare the programs, or sets of programs, constituting the evaluation of 
defendants' possible mental disturbances as defined by theorists, 
managers, and policy makers, with reality. Discrepancies between 
prevailing theories, attitudes, assumptions and reality were noted. 
Conspicuous gaps in our knowledge about mental health screening and 
evaluation were articulated. Lastly, a model process of forensic mental 
health examinations was developed. 
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The development of the operational definition and framework of 
inquiry, the major products of the state-of-the-knowledge assessment of 
the first phase of our evaluability assessments described in the previous 
chapter, drew heavily from the results of a telephone survey of 121 
forensic mental health programs throughout the country. The survey also 
served to place the logic of the definition and framework of inquiry 
safely in reality. It was intended to generate, however, only a 
preliminary, cautious view of how forensic screening and evaluation were 
conducted in various settings. We turn our attention to the survey next 
as a final introduction to the detailed description, in Part II, of the 
book, of the operation of forensic screening and evaluation in twenty 
different facilities. 

A Survey of Forensic Facilities 

The survey was conducted as an initial phase of our evaluability 
assessment of forensic mental health screening and evaluation. Its focus 
was on program identification, program description, and hypothesis 
generation. The selection of programs was much closer to what can 
described as theoretical sampling than to traditional statistical, 
represe~tative sampling. 

Theoretical sampling is the process of data collection 
for generating theory whereby the analyst jointly col
lects, codes, and analyzes his data and decides what 
data to collect next and where to find them, in order 
to develop his theory as it emerges • • • The initial 
decisions are not based on a preconceived theoretical 
framework. (Glaser and Strauss, 1967, p. 45) 

The initial focus was on projects funded by the Department of 
Justice relating to mental health services. The search for projects 
began with PROFILE printouts of all grants and subgrants awarded in the 
area of mental health services in recent years. The PROFILE system 
is a computerized database management system under the control of the 
Department of Justice. Printouts for individual projects identify grant 
informa- tion and usually provide a brief abstract of the proposed 
project. 

PROFILE printouts described projects that received "block" grant 
awards since 1974 or "nonblock" awards since 1969. The listings reviewed 
were current as of October 19, 1979. Indicated as having received block 
funding (categorical funds passed to or through state agencies for 
criminal justice purposes) were 1,583 projects, which were given a total 
of $102,499,390 in grant monies. The nonblock awards (generally discre
tionary grants) printouts listed 101 projects, with grant monies 
totalling $16,843,957. 

The procedures used to select projects for examination involved 
(1) identifying projects with PROFILE titles or summaries con- taining 
specified key words, and (2) excluding those projects falling into 
certain categories. Projects having titles or summaries containing at 
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least one word from each of the lists of key words appearing in Table.! 
were initially identified. All projects apparently involving inmate 
classification or intake screening were also selected, whether or not the 
key word criterion was satisfied. Of those projects sampled on these 
bases, any project falling into one of the categories set out in Table 2 
was excluded. 

By this process, approximately 450 block-funded and 28 non
blockfunded projects were identified. In order to reduce the sample size 
to a manageable one, projects having received awards before 1977 were 
excluded from consideration. As a consequence, the sample was reduced to 
153 projects, 149 with block awards and four with nonblock awards. · 

The use of key words and phrases in PROFILE project titles and 
project abstracts is an imprecise procedure for identifying mental health 
screening and evaluation projects. PROFILE information was compiled at 
the time of the grant award, and the project summary was abstracted from 
the grant application. In general, the information contained in PROFILE 
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descriptions is quite meager, making selection and classification a 
difficult task. Relevant projects may be excluded, while irrelevant 
projects may be included. Since the goal of this effort, however, was 
not to provide a comprehensive survey of such projects but rather to draw 
a sample from which to define current practices, the initial sample was 
deemed sufficient with some sample editing. Relevant projects (including 
those not funded by the Department of Justice) were added to the survey 
sample when they were suggested by respondents during telephone 
interviews. These additions partially replaced those projects in the 
initial sample that were eliminated. By means of this field input, 
considerable flexibility was provided for eliminating initially selected 
but irrelevant projects and adding previously undiscovered, relevant ones. 

Of the 153 projects initially satisfying the selection criteria, 
a total of 58 were subsequently excluded from the sample. Twenty 
exclusions were duplications in the PROFILE sample due to continuation 
funding; 10 projects were defunct; 25 projects performed no screening and 
evaluation or served primarily juveniles, alcohol or drug abuse programs, 
or were projects that appeared to fall into the exclusion categories 
(Table 2) only after more complete or accurate information was obtained 
about them; and repeated attempts to obtain information about 3 projects 
proved unsuccessful. 

A total of 26 projects were subsequently added to the sample as a 
result of responses to telephone survey Question 14: "Do you know of any 
other criminal justice mental health screening and evaluation programs 
that seem par~icularly effective or that are particularly innovative?" 
The final sample thus consisted of 121 forensic evaluation projects of 
which 95 were selected from the PROFILE and 26 were added at the 
suggestion of survey respondents. 

Introductory letters were sent to each of the 149 block grantees 
initially identified in the PROFILE sample in order to identify potential 
respondents to the survey. (The 4 nonblock grants were already identified 
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Table 1 

Key Words Appearing in PROFILE Titles or Summaries 

List A 

diagnosis 
forensic 
mental health 
psychiatric 
psychological 
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List B 

assessment 
care 
classification 
counseling 
court clinic 
evaluation 
placement 
procedure 
program 
referral 
screening 
services 
testing 
therapy 
transfer 
treatment 
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Table 2 

Categories of Excluded Projects 

(1) juvenile justice projects 

(2) projects primarily concerned with education or screening of justice 
system employees (police, correctional officers, etc.) or other 
non-offenders (victims, ,witnesses, etc.) 

(3) projects primarily concerned with alcohol or drug abuse 

(4) projects involving medical screening only 

(5) exclusively research-oriented projects 

(6) primarily treatment-oriented projects (see Note) 

Note: Unless the List A key word requirement was satisfied by the word 
"diagnosis"; or the List B key word requirement was satisfied by 
"screening," "evaluation," or "testing"; or the word "referral" 
was used with respect to the mental healtil"aspect of the project 
(or it appeared that referral to mental health services was an 
aspect of the project). 
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by the name of a project director in the PROFILE and therefore did not 
require the identification of contact person~.) Each letter contained a 
summary of the goals of the evaluability assessment, a copy of the 
individual project's PROFILE entry describing the grant award, and a 
request that the name and telephone number of an individual capable and 
willing to answer a few questions about the identified project be 
supplied by return mail. A total of 103 contacts were identified in this 
manner as a result of two sequential mailings. The names of contacts for 
the balance of the projects were obtained by telephone search. 

The questionnaire requested information about overall project 
objectives, target populations of the projects, descriptive data specific 
to screening and evaluation activities, and other supplementary informa
tion. Questionnaires were administered informally over the telephone by 
five interviewers during the period December 1979 through February 1980. 

Results and Discussion 

The results are presented under eight topics: 1) purposes; 2) 
stage(s) in the criminal justice process at which screening and evaluation 
take place; 3) facilities where screenings and evaluations are conducted; 
4) caseload; 5) staff size and composition; 6) problems encountered by 
the project; 7) respondents' views toward innovation; and 8) program 
evaluation history of the project. 

Respondents were asked whether any of seven categories of 
functions was a purpose of their projects and if so, whether the purpose 
represented a major or minor purpose. Table 3 summarizes responses to 
this questione The modal response was in the category of treatment; 105 
respondents (87 percent) indicated that a purpose of their project was 
determining whether client-offenders needed "treatment" for mental health 
problems; 83 (69 percent) said that treatment was a major purpose. 
Approximately half of the respondents indicated that facilitating 
decisions concerning the use of pretrial diversion (47 percent), making 
input to sentencing decisions (52 percent), or screening for inmate 
classification and intake (47 percent) were purposes of their projects. 
About one-third indicated that their projects were aimed at determina
tions of competency (40 percent), determinations of criminal responsi
bility (32 percent), or facilitating parole decisions (31 percent). 
Other purposes indicated were determinations of fitness for vocational 
education programs, work release programs, examinations of offenders on 
probation, and post-release treatment referrals. 

A comparison of the percentage of respondents reporting competency 
determinations (40 percent) as a major or minor purpose with the 
percentage reporting criminal responsibility (32 percent) is intriguing 
in light of the view that the issue of competency is far more important 
than criminal responsibility, at least insofar as the issue of competency 
is called into question more than ten times as of ten as the insanity 
defense is used in criminal proceedings (Laban, Kashgarian, Nessa, & 
Spencer, 1977; Morris & Hawkins, 1970; McGarry, 1971). However, the 
forensic evaluation for the defense of insanity tends to be more time 
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Table 3 

Percentage of Mental Health Screening and 
Evaluation Units with Major and Minor' 

Purposes in Various Function Categories 

Pur2ose 
Category Major Minor 

Treatment 69 18 
Sentencing 29 23 
Prisoner Intake Screening 36 11 
Pretrial Diversion 26 21 
Competency 23 17 
Criminal Responsibility 17 15 
Parole 10 21 
Other 7 8 

N = 121 

35 

Combined 

87 
52 
47 
47 
40 
32 
31 
17 



consuming and often involves courtroom testimony by mental health 
personnel (Laban et al., 1977). 

Fifty-five (44 percent) of the projects can be characterized as 
comprehensive in that they were described as having at least five purposes 
(major and minor purposes combined) or at least three major purposes 
indicated in Table 3. Twenty-one (17 percent) had more than five 
purposes, either major or minor. An example of a comprehensive project 
is the Summit County Forensic Center in Akron, Ohio. This community 
forensic center provides comprehensive mental health screening and 
evaluation at various stages in the criminal justice process. The staff 
performs court-ordered evaluations for competency and insanity hearings, 
provides presentence reports, and advises the courts on probation and 
parole supervision. The center serves offenders incarcerated through the 
municipal and common pleas courts. Its staff of seven, mostly part-time 
psychiatrists, psychologists, and social workers, handles approximately 
35 cases per month. 

Screening and evaluation may occur for various reasons at any of 
several stages in the criminal justice process: before or during trial, 
between trial and final sentencing, after sentencing and upon first 
entering jail or prison, and during or after incarceration. Seventy-six 
of the units surveyed (63 percent) indicated activity at the pretrial 
stage; 59 (49 percent) provided input to the courts between trial and 
sentencing; and 67 (55 percent) were involved in general intake screening 
or inmate classification as offenders first entered jail or prison. Half 
of the projects conducted screening and evaluation during and/or after a 
prisoner's confinement in jail or prison: 61 (50 percent) respondents 
indicated that their programs involved mental health screening 
and evaluation during incarceration; and 15 projects (12 percent) con
ducted screening and evaluation at the probation and parole stages, 
including preparation of inmates for release or transfer to halfway 
houses. 

Thirty projects (25 percent) indicated that they conducted 
forensic mental health screening and evaluation at all four stages, i.e., 
pretrial through incarceration. An additional 20 projects (17 percent) 
were active in three stages, i.e., pretrial, sentencing, and during 
imprisonment. Thirty-three projects (27 percent) conducted their work in 
only two stages of the criminal process, and 38 projects (31 percent) 
operated only at a single stage. Of those specialized projects with 
activities at only one stage in the criminal process, the majority 
operated at the pretrial or jail/ prison intake stage. These specialized 
projects tended to have a singular purpose such as determination of 
treatment alternatives, pretrial diversion, or job placement in the 
community after release. 

If one restricts the earlier definition of "comprehensive" 
forensic units (i.e., five purposes, major and minor combined, or at 
least three major purposes) by excluding programs occurring in less than 
three stages of the criminal process, 34 (28 percent) programs qualify. 
Thus, a little more than one quarter of the projects surveyed are 
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comprehensive in that they conduct screening and evaluation for most 
purposes and involve client-offenders in several stages of the criminal 
process. 

Forensic screening and evaluation are conducted in various 
locations: mental health institutions, court clinics, community-based 
correctional facilities or forensic units, community mental health 
centers, jails, and hospitals. Of a total of 121 projects surveyed, 84 
projects (69 percent) conducted screening and evaluation in a single type 
of facility; 29 (24 percent) in two separate types; and 8 projects in 
three or more types of facilities. The most common places for screening 
and evaluation were local jails or detention centers, followed by state 
prisons and courts. Table 4 summarizes survey respondents' answers to 
the question of the facilities where most screening or evaluations for 
their project are conducted. 

The relatively large percentage (28 percent) of re.sponses in the 
"other" category of facilities (see Table 4) suggests a certain 
makeshift, non-standard character in the conduct of screening and 
evaluation conducted by many projects. Examples include probation 
department, city building, private offices of psychiatrist and 
psychologist, halfway house, "field office," special diagnostic and 
evaluation center, police.building, scene of crisis, public defender's 
off ice, converted sorority house, and special project office. 

Respondents were asked to indicate the average monthly caseload of 
the projects that they represented. The total monthly caseload of the 
120 projects reporting this information was about 17,000. Figure 1 
summarizes the monthly caseload of the surveyed projects as reported by 
the respondents. More than half of the surveyed units have an average 
monthly caseload of less than 50 client-offenders, with the modal 
response category being 0-25. caseloads range from 3 to 4000 monthly, 
with a median of 40. 

Caseload differences among programs can be understood in the 
context of debate among mental health personnel about the appropriate 
role of treatment versus screening and evaluation services provided by 
forensic units, assuming that treatment is generally more time and 
resource consuming than evaluation. According to Beran and Toomey 
(1979), some directors of forensic units in Ohio believe that treatment 
and evaluation are of equal importance, while others believe that while 
treatment is a legitimate activity it clearly takes a much lower priority 
than screening and evaluation services. Others simply believe that 
treatment has no place in community forensic units. The different views 
of the relative importance of screening and evaluation, as compared to 
treatment, may be reflected in the caseloads of two community forensic 
units described by Beran and Toomey (1979, p. 121): one center's 
caseload was reported as 50 percent screening and evaluation and 50 
percent treatment, while another center's caseload was approximately 1 
percent treatment over a 17-month period. 
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Table 4 

Percentage of Projects Involving Forensic 
Mental Health Screening and Evaluation 

by Types and Number of Facilities Involved 

Facility N Percentage 

Type 

Number 

Court 
Local Jail or Detention Center 
State Correctional Facility 
Comm.unity Clinic or Center 
Hospital a 
Other 

Totalb 

Single 
Two 
Three or More 

Total 

19 
71 
22 
16 

9 
34 

171 

84 
29 

8 
121 

16 
59 
18 
13 

7 
28 

69 
24 

7 

alncluding forensic units within hospitals. 
bA project could operate in more than one facility; multiple 

responses possible. 
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Average Monthly Caseload 

Figure 1. Distribution of monthly caseload of 120 forensic mental health 
screening and evaluation units. 
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No clear relationships between caseload size and project purpose, 
stages in the criminal process and facility type, seem evident. Even the 
expected relationship between caseload and staff size was not in 
evidence. An exception occurs in the projects handling extremely large 
caseloads. The profiles of the eight projects with the reportedly largest 
monthly caseload, where one might logically expect to see some similari
ties suggesting patterns of relationships, are displayed in Table 5. 
Several characteristics common to forensic units with large caseflows are 
suggested by this table: (1) they tend to be located in large metropoli
tan areas; (2) they tend to be housed in local jails or state prisons, 
facilities equipped to accommodate large numbers; (3) their major purposes 
are inmate screening and classification, treatment, or pretrial diversion; 
(4) most employ largely psychologists; and (5) they tend to have small 
staff-client ratios, suggesting only screening and cursory mental health 
evaluation. 

The median staff size of the 121 projects surveyed was 4 persons 
engaged in screening and evaluation, with a range from the full- time 
equivalent of less than one staff member to a total of 50 staff members. 
Only 13 projects had staffs exceeding 15 individuals. 

Psychiatrists, psychologists, and social workers were the three 
professional groups predominantly involved in conducting screenings and 
evaluations. Forty-six projects (38 percent) employed psychiatrists, 67 
(55 percent) employed social workers, and 78 projects (64 percent) 
employed psychologists. Beyond these three professional groups, the list 
of personnel types is diverse, including persons with various titles: 
psychometric technician, counselor (with degree in political science), 
psychological intern, law enforcement officer, screener, case manager, 
probation officer, defense attorney, sheriff, treatment team member, 
behavioral clinician, educational coordinator, mental health nurse, 
diversion officer, priest, minister, college student, mental health 
specialist, vocational services counselor, human resource technician, 
chief of security, counseling therapist, rehabilitation officer, 
correctional officer, nurse, and attorney. 

The staffing patterns of the six community forensic units 
described by Beran and Toomey (1979) suggest a similar diversity of 
backgrounds, experience, and disciplines: 

The directors of three centers, Butler, Dayton, and 
Toledo, possessed master's degrees in social work and the 
directors of the two other centers, Akron and Columbus, had 
master's degrees in psychology. The center in Cincinnati 
was administered by a clinical director with an M.D. and a 
clinical coordinator with a master's degree in social work. 
Staff size ranged from 20 to 7, with consultants and 
part-time employees comprising the majority of the 
personnel. Typically the full-time personnel were 
psychologists and social workers. Psychiatrists worked 
primarily on a consulting, part-time basis. (p. 122) 
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Table 5 

Profiles of Forensic Mental Health Screening and Evaluation Projects 
with an Average Monthly Caseload of 30o+ Client-Offenders 

Project Location Caseload Major Purposes Criminal Process Facilities Staff 
Stage Size Composition 

1 Chicago, IL 4000 inmate screening pretrial local jail 10 psychologist 
treatment intake psychiatrist 

incarceration social worker 

2 Newark, NJ 1500 inmate screening intake state prison 3 psychologist 
treatment incarceration social worker 

other 

3 Frankfort, KY 950 pretrial diversion pretrial local jail 3 diversion officer 

~ 4 Birmingham, AL 800 inmate screening pretrial local jail 6 social worker 
I-' treatment intake 

·5 Atlanta, GA 580 sentencing pretrial court 50 psychologist 
inmate screening sentencing local jail social worker 
parole intake state prison behavioral 
treatment other specialist 

6 Columbia, SC 400 inmate screening intake state prison 10 psychologist 
parole psychometric 

technician 

7 Kansas City, MO 400 pretrial diversion pretrial local jail 5 psychiatrist 
inmate screening intake intake screeners 
treatment! incarceration 

8 Cleveland, OH 400 inmate screening intake local jail 4 ps ychia t ris t 
treatment psychologist 

social worker 



The survey was partly designed to provide initial information that 
might guide later research. Two questions answered by the respondents 
were particularly relevant: "In your opinion, what aspect of your 
program is especially noteworthy or unique with respect to screening and 
evaluation?" (Survey Question No. 11) and "What is the biggest problem, 
if any, that hinders the program's work?" (Survey Question No. 12). 
these were designed to draw out facets of the operations of screening and 
evaluation projects that may not be evident from the literature or other 
sources of background information. The questions were not, of course, 
intended to bring forth more than a small portion of the variables that 
must be considered in an evaluation design. As will be discussed below, 
one interesting finding, derived partly from responses to Question 11, is 
that the respondents typically conveyed little knowledge about 
innovations in the forensic mental health screening and evaluation. 

Typically, respondents emphasized problems caused by people or 
events outside the control of program staff. The great majority of the 
problems mentioned were, in essence, lack of support of the program by 
otherso Table 6 lists categories of responses and percentages of 
respondents providing answers in those categories. 

It should be expected, perhaps, that the great majority of the 
problems mentioned are the result of outside forces and not of the 
programs' personnel. This suggests for evaluators the obvious warning 
that a participant is likely to stress failures for which he or she is 
not accountable. This is an important bias. On the other hand, it also 
suggests that the outside forces--especially adequacy of funding and 
cooperation by criminal justice officials--should be given considerable 
attention in an evaluation design. The effectiveness of a program may 
indeed be largely determined by the friendliness of its peculiar environ
ment. A different environment--e.g., if the program were in another 
community--may mean a totally different evaluation result. 

It is interesting that many respondents said their programs had 
problems dealing with criminal justice officials. Perhaps in the same 
vein, seven respondents (11 percent) indicating "noteworthy or unique" 
aspects of their programs (in answer to Question 11) mentioned efforts 
aimed at coordination of the program with criminal justice officials, and 
another five respondents mentioned the program's relationships with 
community resources. Hence, the problem of meshing operations of the 
mental health and criminal justice systems appears to be a major trouble 
spot, alongside the more publicized problem of meshing definitions of 
mental health defects. 

Eleven (or 14 percent) of the respondents did mention problems not 
clearly outside the control of their programs. The most common, given by 
five, was dissatisfaction with staff quality. Four respondents stated 
that, for varying reasons, their programs had trouble conducting 
sufficiently comprehensive evaluations. That this is a major point is 
supported by the finding that, in response to Question 11, about half 
indicated that the comprehensiveness of evaluations or the evaluation 
procedures used was a noteworthy or unique aspect of their projects. 
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Table 6 

· Percentage of Respondents Indicating Problems in 
Various Program Areas 

Problem 

More resources needed 

Needs more funds 
Needs more staff 
Needs more space or facilities 

Lack of cooperation or support from others 
(other than lack of resources given) 

Coordination or, usually, cooperation problems with 
police, jailors, and othe_rs with whom the program 
interacts 

General lack of community support for the program 
Problems caused because people outside the program 

control who gets placed in the program 
Delay problems caused by people outside the program 

Other special problems caused by the program's environment 

Shortage of places to refer clients, including 
lack of community supporting services 

Travel problems--bringing clients to the program, 
or staff traveling to clients 

Other 

Problems potentially under control of the program staff 

43 

Percentage 

20 
15 
11 

20 
9 

8 
4 

6 

5 
8 

46 

41 

19 

14 



Respondents generally conveyed little knowledge about new or 
innovative procedures for mental health screening and evaluation. This 
was indicated primarily in the answers to Survey Question 14, the 
"snowballing" question, designed to enlarge our sample. The question 
read: "Do you know any other criminal justice mental health screening 
and evaluation programs that seem particularly effective or that are 
particularly innovative?" Only 38 percent of the respondents were able 
to identify any programs; only 3 percent (four respondents) identified 
two projects and none mentioned more than two. Many of the references 
were vague~e.g., a nearby sheriff's office recently initiated a screening 
program in the local jail. 

The answers to Question 14, moreover, suggest that the respondents 
are insular. Only two mentioned programs outside their own states, 
suggesting limited information about developments outside their 
jurisdiction. 

Respondents were able to say little about innovative procedures in 
mental health screening and evaluation. The interpretation of this 
finding, however, is not clear at this early stage of the study. Perhaps 
there is little innovation in this area. This would be an important and 
startling finding. But a more likely interpretation, based on our initial 
impressions, is that respondents are not cognizant of work outside their 
sphere of activity. Illustrative is the fact that the programs identified 
in response to the snowballing question (Question 14) were almost always 
in-state programs. Another interpretation problem is that the 
respondents, typically project directors (and often directors of rather 
small projects) may have less contact with innovations elsewhere than 
many other officials involved in mental health screening and evaluation, 
especially psychiatrists (seldom project directors) and upper-level 
supervisors. Respondents' inability to mention new or innovative 
procedures (whether caused by lack of innovations or lack of knowledge by 
respondent) stands in marked contrast to the extreme problems and 
uncertainties in forensic mental health as described in the literature on 
the subject. 

How should program evaluation of forensic mental health screening 
and evaluation projects be carried out? This is an essential question 
for our evaluability assessment. On the assumption that at least partial 
answers to this question may be found in the reports of completed program 
evaluation efforts, survey respondents were queried as to the 
availability of research or evaluation efforts focused on their projects' 
screening and evaluation efforts. 

Of the 84 respondents answering the question of documentation of 
past evaluation efforts, 43 ( 51 percent) indicated that they were unaware 
of the availability of reports describing program evaluation results, 
this in spite of the mandate for program evaluation of federally funded 
project activities. (See, for example, Law Enforcement Assistance 
Administration, 1978.) Fifteen respondents (18 percent) indicated that a 
program evaluation had, indeed, been conducted but a written report of 
the results was, unfortunately, not available or easily accessible. 
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Using the criterion of a completed feedback loop between evaluator and 
decision makers, the lack of availability to program managers (the 
majority of survey respondents) of completed evaluation results is the 
functional equivalent of no program evaluation at all. 

Twenty-six respondents (31 percent) indicated that their projects 
had been evaluated and that written reports of results were available. 
Reports related to 13 projects were obtained and reviewed. Four of the 
projects, located in Ohio, were described in a commercially published, 
widely disseminated evaluation report of a forensic mental health 
services delivery system in Ohio (Beran and Toomey, 1979). While only 
four respondents indicated their awareness of this volume and deemed it 
to be directly germane to program evaluation issues in their project, it 
has relevance to all 18 Ohio projects surveyed, since it addresses the 
entire statewide forensic services delivery system. 

With the exception of Beran and Toomey, most of the evaluation 
reports seem to be part of a "fugitive" literature of program evaluation-
literature created primarily in service to federal or state requirements 
for periodic reports under the topic headings of "program evaluation," 
"monitoring," or "progress reporting" (Breitmeyer, Note 3; Heaton, 
Note30; Larimer County Community Corrections, Note 5; Metropolitan 
Criminal Justice Planning Unit, Note 6; Messina, Note 7; Vera Institute 
of Justice, Note 8; Morgan, Note 9; Franzese, Note 10). Unfortunately, 
few of these reports seem to provide adequate answers to the question of 
how forensic screening and evaluation activities can be evaluated. 

One such report (one of the more comprehensive ones) of an 
evaluation of a pretrial services project is illustrative and typical of 
the fugitive, limited-access literature that is uninspiring for the 
program evaluator of screening and evaluation projects (Heaton, Note 4). 
To its credit, the report is valuable in that it contains a description 
of the objectives of the project, a description of the initial screening 
interviews and the subsequent more intensive mental health evaluation, a 
flow chart of the court system served by the diversion project, and 
samples of forms used at various points in the project. But in terms of 
useful program evaluation information the report is disappointing. In 
the descriptions of the mental health evaluations, the utilization of 
five projective tests (Rorschach, the Thematic Apperception Test, the 
Bender Motor Gestalt Test, the Goldman Memory Test, and the Rotter 
Incomplete Sentence Test) and five objective tests (the WAIS, WISC, Beta 
Intelligence Test, the Competency Screening Test, and the MMPI) are 
discussed. Of 59 mental evaluations conducted during the first year of 
the project, 32 were complete mental evaluations utilizing both 
projective and subjective analysis, and 27 examinations utilized only the 
MMPI. We are not told what constitutes "complete" evaluation, nor what 
factors dictated the use of this type of assessment. In describing the 
underlying rationale and logic of the program evaluation methodology, an 
outcome sought in the conduct of mental health evaluations was the 
reduction of the time between arrest and trial. This measure of time or 
delay between arrest and trial is a potentially interesting standard 
measure of the effectiveness of screening and evaluation, a fact seemingly 
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not lost to the authors of the report. Unfortunately, no data are 
reported relating to this measure. Fifty-six persons were referred to 
community agencies to be treated during the first year of the project 
operation, and 36 received counseling from pretrial services personnel. 
The only evaluation data reported is user-satisfaction information. 
Twenty-two percent of the judges, district attorneys, probation officers, 
referral agencies, and other clients responding to the questionnaire 
reported that mental health evaluations were the most valuable aspect of 
the service provided by the project, competing with other options such as 
diversion, release with service, release on recognizance, and investiga
tive services. 

The reports documenting evaluation efforts were, on the whole, 
silent on issues of quality in the delivery of forensic mental health 
evaluation and screening, dealing primarily with program description 
comprising discussions of purposes, objectives, procedures, organiza
tional structures, and enrollment figures. Outcome measures discussed 
were on the broad program level rather than on procedures of screening 
and evaluation--the focus of the present effort. For example, in his 
evaluation of a pretrial intervention program in Florida, involving 
screening of offenders, Messina determined the program's impact on 
diverting adult defendants from the criminal justice system by assessing 
the overall percentage of participants who were unsuccessful in completing 
the program due to rearrest or noncompliance with program rules (Messina, 
Note 7). A comparison of the program's criteria for selection of 
participants with those of other pretrial programs concluded that no two 
programs appear to have identical criteria. Interestingly, when specific 
measures for evaluating forensic mental health personnel activities were 
recommended, it was done in the context of an "evaluability assessment"-
not an accomplished program evaluation--of a detention-rehabilitation 
program (Breitmeyer, Note 3). 

The most comprehensive (and most effective) program evaluation of 
forensic mental health services was conducted from 1972 to 1975 by the 
Ohio State University Program for the Study of Crime and Delinquency. 
This effort, involving the evaluation of six of the earliest established 
community forensic evaluation treatment centers of Ohio (i.e., those in 
Akron, Cincinnati, Columbus, Dayton, Hamilton [Butler County], and 
Toledo), resulted in the writing of eight monographs, the last of which, 
representing an analysis of the total state forensic services delivery 
system, was widely disseminated throughout Ohio to decision makers within 
the mental health and criminal justice system. This program evaluation 
effort in Ohio has been further described and placed in a national 
context by Beran and Toomey (1979). Their volume is a notable exception 
to the evaluation reports of surveyed projects that were reviewed, in 
that it directly addresses program evaluation issues. 

The purpose of the Ohio evaluation project was to compare the 
services provided in the various community forensic centers with those of 
each other and with those services previously arranged with the 
centralized forensic units within the state institution. Evaluation 
research questions, relevant to this discussion, were the following: 
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Who referred clients to the centers, what kinds of clients 
were being served, and how did they differ from those served 
in the institutional setting? 

What professional staff were involved in the variety of 
diagnostic and treatment services? Was there an optimal mix 
of disciplines for meeting services needs? 

What were the qualifications of staff members? 

What were the costs and benefits of using community rather 
than institutional settings for evaluations? 

o What coordination and cooperation were necessary to 
facilitate the most efficient operation of the total 
forensic system? (Beran and Toomey, 1979, P• 112) 

The above questions were addressed comprehensively by the Ohio 
evaluation project. Multiple measurements were made for and about various 
groups, including clients, consultants, referral agents, and administra
tors. A comparative descriptive design guided the acquisition of 
objective data on clients (Le., demographic characteristics, charges, 
current court status, previous record, previous mental health involvement, 
referral source, referral reason, types of evaluations performed, 
recommendation of evaluator, and court disposition), attitudinal data 
from mental health personnel, judges, probation and parole officers, and 
systems data (e.g., costs, staff size and composition, and length of time 
for processing clients). Beran and Toomey summarize the findings of the 
Ohio evaluation project which support the development of community-based 
programs for disordered offenders: 

The findings presented clearly indicate that the 
anticipated benefits of forensic psychiatric centers 
• • • are in large measure being realized by the 
centers in Akron, Butler County, Cincinnati, Columbus, 
Dayton, and Toiedo. The caseload sizes of 
significantly greater proportions than served by LSH 
[Lima State Hospital] prior to the centers' openings 
are clear testimony that the centers are supplementing 
the evaluation and treatment services of LSH, 
lightening LSH's caseload from the counties served by 
the centers, and preventing the institutionalization 
of some individuals and thus the disruptive influence 
on the client, his family, and the community of such 
institutionalization, not to mention the easing of 
the reintegration problem. Cost analyses demonstrated 
that the centers negate a sizable proportion of costs 
incumbent upon institutionalization at LSH. Generally 
speaking, the centers are providing not only evalua
tions, recommendations, treatment, and emergency 
intervention services, but also consultation and 
education services for local criminal justice system 



agents. The centers are performing Ascherman [post
conviction examination to determine whether an 
offender is mentally ill, mentally retarded, or 
psychopathic] and competency/sanity evaluations in 
significantly shorter spans of time than typical of 
LSH, and the periods between referral and admission 
and release and court disposition are also much 
shorter for the centers. Given all this, it is not 
too surprising that most criminal justice system 
referral agents strongly endorse the centers and 
describe them as quite superior to LSH. (pp. 139-140, 
text in brackets added) 

In spite of the relatively comprehensive nature of the Ohio 
evaluation effort, the former associate director of the Ohio project 
states that "[t]here appears to be no satisfactory objective way to 
address quality issues in the FPSDS (forensic psychiatric service delivery 
system), given the current state of research in the mental health and 
criminal justice fields" (Carlson, 1979, p. 170). Carlson's statement 
reinforces a basic premise of the present evaluability assessment of 
forensic mental health evaluation and screening throughout the country, 
as well as impressions drawn from the dearth of documented program 
evaluation efforts gleaned from the telephone survey: namely, that the 
current state-of-the-art in program evaluation has not yet advanced to a 
level where large-scale program evaluation seems sensible; that standard 
measures of program quality are yet to be identified, developed, and 
communicated; and that such measures must yet be placed in the context of 
viable measurement and program evaluation systems. In short, program 
evaluation models for forensic mental health evaluation and screening 
remain to be developed and demonstrated. 

Conclusions 

Growing out of the operational definition and framework of inquiry 
described in the previous chapter and the programs analysis presented in 
this chapter is something of a forensic programs typology, or more 
modestly stated, a categorization of forensic mental health programs. 
A number of characteristics of forensic programs might be considered 
elements in such a categorization, such as the stated purposes of the 
program; the reasons for referral of client-off enders to the program; the 
criminal justice agencies that are served by the program; the stages in 
the criminal process at which the program is active; the type of facility 
in which the program is located; staff size and composition; caseload; 
governing statutes; and resident population. Yet the development of 
typologies based on these sorts of unidimensional characteristics seems 
fraught with problems. For example, a typology based on client-offender 
populations may be quite fragile because of the difficulty one encounters 
in defining, dividing up, and managing the deviant population. There is 
significant controversy about whether to maintain separate facilities for 
"mental patients," "criminals," and those who may be identified by both 
labels. One study committee, for example, has proposed that defendants 
found to be incompetent should be treated as would any patient in civil 
proceedings (Brakel and Rock, 1971, p. 416). 
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Another set of characteristics that might form the basis for a 
categorization of forensic mental health screening and evaluation programs 
relates to the basic elements of the forensic service delivery system. 
The forensic service delivery system generally consists of five elements 
(cf. Carlson, 1979): centralized state institutions, local and state 
corrections agencies, court clinics, community-based mental health 
centers, and civil mental health institutions and training schools. 

Perhaps the oldest element of the forensic mental health service 
delivery system is the centralized institution. This type of forensic 
unit, a maximum security, inpatient facility located within ~ prison or 
hospital for the criminally insane, typically serves an entire state or 
region. Client-offenders for whom mental health services are required 
may have to travel long distances and be hospitalized for weeks or months 
for relatively simple procedures such as evaluations to assess competency 
to stand trial. Lima State Hospital in Ohio and Central State Hospital 
in Virginia are examples of centralized forensic mental health evaluation 
units. Centralized facilities generally have two main purposes. First, 
they serve as institutions of custody for "criminally insane" offenders 
(including those persons found incompetent to stand trial, persons 
committed under some psychopath statute, and those committed after being 
found not guilty by reason of insanity). Second, they serve as centers 
for the screening and evaluation of offenders (cf •. Carlson, 1979). 

There are strong national trends moving towards community-based 
services as an alternative to institutionalization for most human service 
needs. Forensic mental health screening and evaluation is no exception 
to this trend. For example, in 1971 Ohio established its first community 
forensic center; by early 1974, six state-supported centers were in 
operation; and, as of August 1978, Ohio had established 16 community 
forensic centers across the state (Roth, 1979). State legislation 
designates the community centers, rather than a central facility, as the 
setting for court-ordered mental health evaluations for competency and 
criminal responsibility. Some states plan to phase out central institu
tional facilities entirely and develop smaller forensic centers on the 
grounds of existing state civil hospitals and training schools for the 
retarded (Roth, 1978; Petrila, 1980). 

State and local corrections agencies also may conduct forensic 
mental health screening and evaluations. These decentralized programs 
typically differ from the centralized institutional programs in terms of 
comprehensiveness of purpose, reasons for referral, type of client
offender (i.e., mentally ill, mentally retarded, or psychopathic 
offender), and caseload. They differ from the community-based forensic 
centers in terms of security, caseload, and type of offender. 

The final element in the forensic mental health delivery system is 
the court clinic. Court clinics generally are located within the 
environment of a courthouse and thus are community-based, but they differ 
from the four other elements with respect to the stage in the criminal 
justice process at which their work is focused (usually almost entirely 
pretrial) and the thoroughness of their forensic examination (some only 
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screen offenders to determine whether or not further evaluation may be 
necessary). As late as 1966, a national survey by Guttmacher (cited in 
Beran and Toomey, 1979, p. 109) identified only 27 court clinics in the 
entire United States. By 1974, a single state, Massachusetts, had 30 
such clinics in operation (Lipsitt, 1974, cited in Beran and Toomey, 
1979, p. 110). 

A tentative typology based on the primary elements of a forensic 
mental health delivery system--court clinics, civil institutions, local 
and state corrections agencies, community-based mental health centers, 
and centralized institutions--has several advantages. It is ordered 
along a practical dimension with centralization of services on one end 
and decentralization on the other. It is grounded in political and 
administrative reality. The discrimination within basic types can easily 
be sharpened; and a program evaluation approach based on the logical 
components of the examination process--delineation, acquisition, and 
provision--enriched by subdividing them according to purposes, reasons 
for referral, stages of use, caseload, staff size, and staff type, is 
quite feasible. Similarly, the differences between types can be 
highlighted by ordering the types according to such primary functions as 
information- generation, decision-making, custody, and treatment (cf. 
Carlson, 1979). 

A final advantage, for the evaluation, of a tentative typology of 
forensic programs based on the primary elements of the forensic service 
delivery system is that such a typology is consistent with the procedural 
emphasis of program evaluation. Themes and issues in the interaction of 
the mental health system and crim~nal justice systems seem to be too 
fluid and complex and may be partly to blame for the grossly inadequate 
communication among various sectors of these systems (see Beran and 
Toomey, 1979, P• 178). A typology based on the delivery system--apart 
from themes, issues, and even purposes and aims--may not entirely avoid 
complexity, but it should at least provide a common lexicon, grounded in 
procedure, capable of facilitating program evaluation in the area of 
forensic mental health screening and evaluation. 

In Part II of this book, which we will turn to next, twenty 
forensic mental health programs are grouped according to the typology 
described above. Although there were clear disadvantages to this 
typology (as we will see) the advantages outlined above clearly 
outweighed the disadvantages. 
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PART II 

THE PRACTICE OF FORENSIC MENTAL HEALTH SCREENING 

AND EVALUATION 
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The issues, definitions, framework of inquiry, and categorization 
of forensic programs described in Part I of the book, set the stage for 
the detailing of practice. Part II of the book describes the in-depth 
study of 20 forensic facilities in 17 states and the District of Columbia 
which was conducted in the second phase of our evaluability assessment. 
Although no systematic attempt was made to sample programs representative 
of the population of forensic programs, or the subset which we surveyed 
by telephone (see Chapter 3), a number of loose criteria were considered 
and applied to the selection of the 20 in-depth study sites. The 
majority of these criteria were drawn directly from the results of the 
telephone survey or stimulated by them. However, as was the case in the 
sample of the telephone survey, the criteria were not based on any 
preconceived theoretical framework. Specifically, the 20 sites were 
selected from the 121 programs identified in the telephone survey in 
consideration of i:he following broad criteria: 

(1) Comprehensiveness: Programs that satisfied this criteria 
were those that involved forensic mental health screening 
for various legal purposes at a number of points in the 
criminal proceedings. 

(2) 

(3) 

(4) 

(5) 

(6) 

(7) 

(8) 

(9) 

(10) 

Specialization: Programs that are restricted to a 
particular psycholegal purpose, a specific stage in the 
criminal process, or to a particular referral source • 

Academic Affiliation. 

Longevity: Programs that have been in existence for some 
time• 

Microcosm: Programs in small states that can be readily 
studied as a microcosm (e.g., programs in Alaska, Hawaii, 
and, perhaps, Arizona). 

Representation of Key States: Programs in states 
particularly active or innovative in their mental health 
laws. 

Representation of Metropolitan Areas. 

Innovativeness: Programs that represent particularly new 
developments. 

Representation of Nontraditional Staff: Programs that 
utilize mental health personnel deviating from the 
traditional disciplines (i.e., psychiatry, psychology, and 
social work). 

Centralization: Programs involving forensic examination 
of client-offenders from a broad geographical area, 
perhaps an entire state. 
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(11) Proximity to the Community: Decentralized, 
noninstitutional programs in the community. 

Twenty-eight programs were identified that generally satisfied 
these criteria, including five that were highly recommended by project 
consultants but were not represented in the telephone survey. Letters of 
initiation, followed by telephone calls, were sent to key persons at the 
site. The original list was subsequently reduced to 20 programs where 
cooperation for in-depth study was assured. 

The in-depth study design called for on-site interviews with 
various program role representatives: administrator, director, or 
coordinator, examiner, "screener," referral agent, and various support 
staff (see the definitions of "mental health personnel" and "criminal 
justice authorities" in Chapter 2). Whan permitted, personal interviews 
with client-offenders, and case conferences were observed. Relevant 
documents, reports, and forms were studied. Typically, two or three days 
were spent on-site followed by several telephone calls and an exchange of 
written communications. 

The five chapters in Part II describe program representatives in 
each of the five categories in a forensic mental health delivery 
system--court clinics, jails, community and regional forensic mental 
health centers, centralized forensic mental health facilities, and 
community corrections (see Chapter 3). Each of the twenty forensic 
mental health programs profiled in Part II conform generally to the 
framework of inquiry--1.e., delineation, acquisition, and 
provision--outlined in Chapter 2. Each program is described in general 
accordance with the following outline: 

Brief Description of Program 
History 
Description of Host Court or Agency 
Goal and Objectives of Program 

Clientele 
Purposes 
Stages in Criminal Process 

Case Process Flow 
Diagram 
Text 

Delineation of Mental Health Information Requirements 
Referral Sources, Agencies, and Agents 
Referral Mechanisms 
Referral Instruments 

Acquisition of Mental Health Information 
Staff 
Procedures and Techniques 

Admissions 
Interviews 
Social History 
Psychological Testing 
Case Conferences 
Report Preparation 
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Data Gathering Instruments 
Provision and Use of Mental Health Information 

Reporting Source, Agencies, and Agents 
Mechanisms 

Reporting Instruments 
Timing 

Target Audiences 
Use in Decision Making 

Feedback, Monitoring, and Program Evaluation 
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Chapter 4 

COURT CLINICS 

This chapter describes one type of arrangement between the 
criminal justice system and the mental health system--the court clinic. 
The most significant and substantial portions are the descriptions of 
five such court clinics: the Medical Office of the Supreme Bench of 
Baltimore (Maryland), the Cambridge (Massachusetts) Court Clinic, the 
Forensic Psychiatry Clinic (New York City), the Pima County (Arizona) 
Court Clinic, and the Court's Diagnostic Clinic (Hartford, Connecticut). 

In a number of jurisdictions throughout the country, mental health 
questions of immediate concern to the court are referred to outpatient 
mental health clinics located in or near courthouses and designed to 
serve exclusively the courts and their agencies. The first known survey 
of court clinics in the United States was conducted in 1966 by Manfred s. 
Guttmacher (Guttmacher, 1966). Guttmacher, a psychiatrist and director 
of the Medical Service of the Supreme Bench of Baltimore (described later 
in this chapter) from 1930 to 1966, identified 30 psychiatric clinics of 
varying descriptions serving adult criminal courts throughout the 
country. The responses to another survey taken in 1970 of community 
mental health clinics in the United States indicated 53 court clinics in 
ten states and the District of Columbia; 21 were in Massachusetts; 12 in 
New York; 5 in California; 3 each in Maryland, Missouri, and Ohio; 2 in 
Pennsylvania; and one each in Florida, Hawaii, Utah, and the District of 
Columbia (McGarry, 1980). Many more such clinics are probably operating 
today. By 1974, Massachusetts alone had 30 court clinics in operation 
(Lipsitt, 1974, cited in Beran and Toomey, 1979, p. 110). Only two of 
the clinics profiled in this chapter appeared in Guttmacher's original 
survey. One forensic mental health facility identified as a court clinic 
by Guttmacher, the San Mateo County Courts and Corrections Unit, was 
studied by project staff but not described as a court clinic because it 
seemed to be functioning today more as a community forensic mental health 
center not primarily aligned with courts. (A description of the San 
Mateo program appears in Chapter 6.) 

Jonas Robitscher, a psychiatrist, characterized court clinics as 
"groups of psychiatrists, psychologists and other professionals attached 
to trial courts to provide advice on medical issues in the cases being 
tried" (Robitscher and Williams, 1977). Court clinics differ in their 
organization and operation. Some are funded totally by the court systems 
which they serve; others are allied with courts but receive only a 
portion of their funds from the courts; still others are agencies of 
local or state departments of mental health. Some provide relatively 
extensive evaluative services, and a few provide limited treatment for 
criminal defendants, witnesses, and their families; others still are 
designed merely to provide advisory opinions on specific mental health 
questions for judges and other court personnel. Court clinics can be 
differentiated on the basis of caseload, sources of referral (e.g., 
courts, probation departments, and police), time of referral (e.g., 
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pretrial, at sentencing, or postconviction), staff, budget, type of 
reporting mechanisms (testimony and written reports), treatment options, 
data collection methods, and many other factors (cf. Guttmacher, 1966, 
Table 1). -

In this chapter, the described forensic mental health programs are 
referred to as court clinics; however, this classification is tenuous at 
best. Several of these programs are, in many ways, like other programs 
examined by project staff and classified differently (e~g., community 
forensic mental health centers, jail services, inpatient mental 
hospitals, usually with security facilities, and community corrections 
programs). The characteristic best distinguishing court clinics from 
other types of facilities where forensic mental health is practiced seems 
to be their setting within, or within close proximity of, a courthouse. 
But this characteristic does not distinguish court clinics from other 
forensic programs in all cases--the Wyandotte County (Kansas) Pretrial 
Services Project, for example, is located in the county courthouse and 
performs many of the functions performed by court clinics. Perhaps the 
feature that most clearly distinguishes these programs from the others 
are the words 00 clinic11 or "court" in their names. 

The primary function of most court clinics is to examine criminal 
defendants and render opinions regarding competency to stand trial, 
suitability for pretrial release, and the psychosocial condition of the 
client-offender (bearing on sentencing and probation decisions). With 
regard to certain forensic questions (e.g., competency to stand trial), 
some clinics perform a threshold screening function, advising the court 
whether the question merits further evaluation (perhaps more prolonged 
evaluation in a hospital setting); other clinics are authorized to 
conduct thorough evaluations and address ultimate mental health-legal 
questions. Virtually every court clinic works closely with area 
psychiatric hospitals, and most recommend in-patient evaluation of 
difficult cases. 

The staff of a typical court clinic consists of a core group of 
full-time mental health professionals (including psychiatrists, 
psychologists, and social workers) and support personnel and any number 
of part-time, consulting psychiatrists and psychologists. Some clinics 
have large, full-time staffs well coordinated as a team, while others 
rely heavily on consultants who function relatively independently. 

Although the process by which mental health information is 
acquired varies from clinic to clinic, most clinics rely upon the 
clinical interview as the primary means for assessing the mental state of 
client-offenders. Most court clinics compile background information 
about the defendant, conduct clinical interviews, and perform 
psychological testing, the latter including objective tests of 
intelligence and subjective personality inventories. Neurological 
testing and other more extensive procedures generally are typically 
performed on a referral basis in area hospitals. 
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THE MEDICAL SERVICE OF THE SUPREME BENCH OF BALTIMORE CITY 

The Medical Office of the Supreme Bench of Baltimore City (SBMS) 
was instituted in 1920 to provide psychiatric evaluations to the judges 
of the Supreme Bench of Baltimore City at various stages of the court 
proceedings. The SBMS is a department of the Supreme Bench, supported by 
city taxpayers, and its services are reserved solely for city judges. 
The Chief Medical Officer of SBMS reports to the Chief Judge of the 
Supreme Bench. The Supreme Bench of Baltimore City is the Eighth Judicial 
Circuit of the Maryland Circuit Court. The Eighth Judicial Circuit 
consists of the Supreme Bench of Baltimore City, which includes the 
Superior Couft of Baltimore City, the Court of Common Pleas, the Baltimore 
City Court, the Circuit Court of Baltimore and the Criminal Court of 
Baltimore. Baltimore City judges serve these courts on a rotating basis. 
Judges are elected by the voters of Baltimore. lhe Circuit Court is the 
court of general, unlimited trial jurisdiction in Maryland. 

From 1918 to 1930 John Rathbone Oliver served as the chief medical 
officer of the Supreme Bench of Baltimore City, initially as a friend of 
the judges, performing without compensation "mental examinations" 
consisting primarily of intelligence testing of delinquents; then as "a 
bailiff, acting as 'psychiatrist to the court'"; and finally, as official 
head of the Medical Service of the Supreme Bench of Baltimore City 
(Oliver, 1929) • 

[I]n founding it, we laid down certain lines of development 
that have been of the utmost importance. Hitherto, in other 
cities, like Boston and Chicago, the court clinics, so called, had 
been devoting their entire time to the mental examination of the 
cases referred to them. They were mental clinics and nothing 
else. In Baltimore, we wanted our clinic to be a medical service 
and to cover the whole domain of legal medicine. 
We planned to examine footprints and blood stains; for, even 
though I had no money for microscopes, I was still a member of the 
Out-Patient Staff of the Rtipps Clinic, and I had its marvelous 
laboratories at my disposal. We determined also not to restrict 
ourselves to mental tests and examinations. Every patient that 
came to us for a mental test must be physically examined also. 
Whatever his or her handicaps might be, mental or physical, it was 
our business to discover them and to make them known to the court. 

In fact, our ideal was, in a sense, a social one. Our 
service was to give the destitute offender as well as the 
delinquent of moderate means the same opportunities before the 
court that had hitherto been the privileges of the rich. The 
accused who has money can pay a physician to examine him and to 
come into court to testify to his mental or physical condition. 
lhe poor man cannot afford this, and so his real condition often 
remains unknown to the court. We intended that in Baltimore, so 
far as in us lay, the poor offender should have the same chance as 
the rich to make his physical or mental handicaps known to his 
judges (p. 18). 

63 



Oliver, who achieved wide prominence as a psychiatrist, prolific 
author 9 lecturer 9 priest, and criminologist, was succeeded as chief 
medical officer by Manfred Guttmacher. Guttmacher, a psychiatrist 
trained at Johns Hopkins, headed SBMS from 1930 to 1966, expanding its 
operation from mentally deficiency and bastardy, to issues of criminal 
responsibility and competency. Guttmacher was an internationally eminent 
forensic psychiatrist; he was involved in several controversial cases 
(cf. Bromberg, 1979, pp. 124-141), wrote textbooks (e.g., Guttmacher and 
Weihofen, 1952), and drafted standards for courts and legislatures (cf. 
Guttmacher, 1955; Note 1). After his death in 1966, this tradition of 
national and international leadership in forensic psychiatry by the Chief 
Medical Officer of SBMS was continued when the court employed Jonas R. 
Rappeport in 1967, who has maintained that position until the present. 

The SBMS provides consultative psychiatric evaluations to the 
Supreme Bench of Baltimore City (the Eighth Judicial Circuit Court), the 
Maryland District Court Number 1 (the District Court is a court of limited 
jurisdiction and includes the City of Baltimore), and the Federal District 
Court. SBMS makes treatment recommendations and referrals but conducts 
no treatment on its own. Evaluations performed at the request of Supreme 
Bench judges are financed as part of the Supreme Bench budget. 
Evaluations requested by the other referral courts are conducted by SBMS 
on a fee basis of $225 per evaluation. SBMS performs three types of 
basic evaluations: pretrial, presentence, and post-sentence. It also 
conducts evaluations in some civil cases, such as complex custody 
disputes. 

Pretrial evaluations typically involve questions of NGRI (not 
guilty by reason of insanity), dangerousness, or incompetency and result 
in pretrial reports or consultations with judges. Presentence evaluations 
represent the major work of SBMS, assisting judges to make appropriate 
dispositions. Post-sentence evaluations are requested when a judge wishes 
to consider a change in sentence, to alter conditions of probation, or to 
consider feasibility of a referral to an institution. Probation officers, 
with the judge's approval, may also request post-sentence evaluations. 

A separate component of SBMS, the Pretrial Screening Services 
Program, performs pretrial competency screening solely for the District 
Court of Maryland Number 1 (Baltimore City). Although located within 
SBMS and administered by SBMS, this program functions as an agent of the 
Maryland Department of Health and Mental Hygiene. It differs from the 
SBMS evaluation procedures in its scope of referral sources (i.e., it 
serves only the District Court of Maryland Number 1), initiation and 
coordination of referrals (e.g., referrals are initiated by a commitment 
order to the Department of Health and Mental Hygiene for the purpose of 
competency evaluation), and reporting mechanisms. This chapter will 
exclude a description of the Pretrial Screening Services Program (see 
Note 2 for a description of procedures of this unit). 

The professional staff of SBMS includes psychiatrists, 
psychologists, and social workers supported by administrative and clerical 
staff. In 1979, a total of 1,101 cases were referred to SBMS, a figure 
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comparable to that referred in the three previous years; 81 percent of 
the referrals in 1979 were from the Supreme Bench of Baltimore, and 18 
percent from the District Court of Maryland Number 1. 

A Function Model 

Figures 2-4 capture the flow of cases, operations, choice points 
and processes in the evaluation of accused individuals in the SBMS, for 
all the basic evaluations performed by SBMS. Figure 2 presents events 
before the accused individual's entrance into SBMS, and the activities 
and events involved in the delineation of the information sought about 
the individual case. Figure 3 shows the process of acquisition of the 
mental health inforlliation about the accused individual. Finally, Figure 
4 shows the provision,of information to those requesting it. This 
function model of SBMS simplifies a complex evaluation process; it 
represents a conceptualization, hopefully sufficiently simple enough to 
allow later validation of elements and relationships represented, yet 
sufficiently complex to persuade knowledgeable people that it is a close 
approximation of reality. 

Figure 2 illustrates the process of delineation, how a defendant 
comes to be seen by SBMS and how prior information is readied to prepare 
for the evaluation. The initial decision to involve mental health 
professionals in a case is made by a judge in a referral court for SBMS, 
i.e., the Supreme Bench of Baltimore City, the District Court of Maryland 
Number 1, and the Federal District Court. A request takes the form of a 
referral form submitted by a judge or a telephone call by a judge to the 
Medical Administrator of SBMS. The referral form or the telephone call 
establish why the case is being ref erred to SBMS for evaluation. Once a 
referral form has been received by SBMS, procedures to prepare the case 
are implemented, including a check of whether the defendant or accused 
individual has been evaluated by SBMS before and the gathering of 
indictment folders, offense reports, and prior arrest records. The case 
is scheduled to accommodate a 30-day time limit from the receipt of the 
referral to provision of the final evaluative report. The Criminal 
Assignment Office of the Supreme Bench automatically schedules a case 
thirty-five days from the day of referral to provide the judge five days 
to study the report. Once the case has been prepared and scheduled, it 
is assigned to a staff psychiatrist. 

Figure 3 depicts essential operations and events wherein SBMS 
acquires evaluative information about the defendant. This acquisition of 
information directly from the defendant begins with a clinical interview 
of the individual by a staff psychiatrist who has at his disposal all 
case materials and other information sought by the courts. The 
psychiatrist's clinical interview typically consists of a face-to-face 
session with the defendant in which mental status is assessed and a 
clinical decision is reached. Such evaluations range in duration, but 
rarely exceed two hours. Approximately one-third of the cases referred 
to SBMS require no furth~r case data acquisition beyond the psychiatric 
interview. 
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Figure 3. Case processing function model of the Medical Service of the Supreme Bench of Baltimore: Acquisition of 
Case Information. 



If a clinical decision is not reached at this stage, preparations 
are made to secure additional information, including the social history 
of the defendant, standard psychological test results, and responses to 
projective psychological instruments. Also, the counsel of other 
professional staff in SBMS may be sought by the psychiatrist assigned to 
the case. If the psychiatrist still feels that there are insufficient 
grounds upon which to base a clinical decision, a case conference is held. 
Following the conference, a report is written, thus completing the process 
of acquisition of case information. 

Clearly, Figure 3 is a simplification of a process to which there 
are exceptions, such as in controversial cases that may require much more 
dialogue between SBMS and the judges, or in cases involving sexual 
offenses in which clinical decisions always follow the full process 
depicted in Figure 3. Further, Figure 3 suggests a formality and, 
perhaps, inflexibility that are not the norm. 

The final phase of the SBMS forensic screening and evaluation, the 
provision of the case information to judges is depicted in Figure 4. The 
findings of the evaluation conducted by SBMS are transmitted in a written 
report to the judge who originally referred the case. The SBMS reports 
address the specific issues raised (e.g., competency and criminal 
responsibility); make specific recommendations (e.g., defendant is 
competent but not responsible; defendant is dangerous; defendant is 
amenable to treatment); present the bases of the recommendations 
(psychological, social, medical, and legal history; diagnosis); and 
include relevant facts of the case (case name, charge, referring judge 
and court, examination date and examiner[s]). Reports are typically no 
longer than three pages, written and signed by the examining psychiatrist 
or physician (e.g., in cases of electroencephalogram examination), and 
usually are not appended by supporting documents. The judge receives 
three copies of the report and distributes copies as he sees fit. If 
more information on the case is requested, or if clarification is needed, 
the judge calls the medical administrator. 

Once the judge has reviewed the report and has made any necessary 
informal follow-up contact with SBMS, the case exits the forensic mental 
health system of SBMS. 

Delineation of Mental Health Information Requirements 

When an arrest takes place within the· jurisdictions of the 
referral courts for SBMS, the defendant is taken to a police station in 
the district where the alleged crime took place. There the defendant is 
booked and processed, informed of the charges, and notified of the right 
to counsel. A preliminary trial date is set initially in arraignment in 
the District Court (District Court of Maryland Number 1). The defendant 
is released on bail or on his own recognizance, incarcerated in the 
Baltimore jail without bail having been set, or incarcerated in the 
Baltimore jail in lieu of posting bail. 
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Various pretrial issues are addressed at this stage in the 
District Court: criminal responsibility (NGRI), competency to stand 
trial, determination of jurisdiction, assurance of proper counsel, 
continuances, motions, and requests for jury trials. The pretrial issues 
of competency and criminal responsibility are addressed by the District 
Court by having the defendant sent to a regional hospital, or by making a 
request for evaluation to SBMS if (1) the defendant is a juvenile or (2) 
the alleged crime is punishable by ~ than three years of imprisonment. 
If the defendant was originally charged with a felony, the case is sent 
directly to the Supreme Bench of Baltimore (the court of general 
jurisdiction) after processing at the District Court. After Supreme 
Bench arraignment, pretrial mental health issues may again result in a 
request to SBMS for evaluation of the defendant. Defendants may also be 
referred by judges of the referral courts for SBMS when the court has a 
concern during the trial proceedings that the defendant has mental 
deficiencies. 

Formal delineation of mental health information requirements with 
regard to issues of competency and criminal responsibility is provided by 
Maryland statute. Relevant sections of Maryland law (Maryland Annotated 
Code Article 59, Sections 23-28) as it applies to competency, criminal 
responsibility, judicial release, copies of important cases dealing with 
these issues, and a U.S. attorney's paper on these issues are contained 
in an operations manual available to SBMS staff (see Note 2.). 

The types of evaluations ref erred to SBMS are delineated in detail 
in the procedural manual of SBMS (An Overview of the Medical Office, 
Revised May 24, 1979; see Note 2, pp. 1-2): 

Pretrial: These referrals involve two types of cases: (1) 
determination of bail risk (habeas corpus); and (2) cases in which 
the court has agreed to allow SBMS to do a full pretrial 
evaluation in order to answer the questions of competence to stand 
trial or responsibility at the time of the crime. 

Presentence: These cases represent the major work of SBMS. The 
goal is to assist judges in making appropriate dispositions. Each 
report includes a lengthy social, medical, and legal history. If 
called for by the psychiatrist, psychological tests and social 
work interviews are also included. The report further includes a 
summary and recommendations, hopefully as realistic and meaningful 
as staff is able to accomplish. SBMS attempts to answer the 
courtvs requests, as well as give impressions of the individual's 
dangerousness, amenability to treatment, and facilities that might 
offer such treatment. 

Post-Sentence: Such requests usually occur when the judge wishes 
to consider a change in sentence within the allowable period of 
time, or to alter conditions of probation, or to consider 
feasibility of a referral to Patuxent Institution. Probation 
Officers, with the judge's approval, may also request a 
post-sentence evaluation if such an evaluation seems warranted. 
These reports are of the same depth as presentence reports. 
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Record Reviews: On occasion a judge may request a review of 
hospital reports (medical or psychiatric) in order to interpret 
certain statements or decide whether other evaluations are 
indicated. In reports, SBMS usually only answers the specific 
questions asked by the court. 

Emergency: These cases usually require an immediate visit to 
either the courtroom, Baltimore city jail lock-up in the 
courthouse, or the sheriff's lock-up. They may range from a 
psychiatric emergency to a physical problem that requires medical 
attention. Such evaluations are followed by a phone call and 
brief written report. 

Consultations: SBMS will, when the situation arises, provide a 
judge, probation officer, attorney, police officer, or citizen a 
consultation on medical legal matters. No formal request is 
required or report rendered. All information is handled on an 
"off the record" basis. 

I 

Of 1101 cases in 1979, 41 percent resulted in pretrial reports, 32 percent 
pre-sentence reports, 7 percent post-sentence reports, and 18 percent 
custody reports. 

Referral Courts 

Formal requests for evaluations are made only by judges in the 
three formal referral jurisdictions for SBMS: the Supreme Bench of 
Baltimore, the District Court of Maryland Number 1, and the Federal 
District Court of Maryland. The Supreme Bench is the largest of the 
Maryland Eighth Judicial .Circuit with 12 criminal courts, 10 civil courts, 
1 motions court; and 23 judges, including 1 administrative judge. SBMS 
formally serves the Supreme Bench as an arm of the court. 

The second referral court is the District Court of Maryland Number 
1 (Baltimore Police Court) with 8 criminal court judges, 10 civil court 
judges, and 6 traffic judges. The District Court has jurisdiction in 
non-felony cases in which the penalty does not exceed three years' 
imprisonment. SBMS serves this court on a fee basis of $225 per . 
evaluation report. Requests for evaluations from the Federal District 
Court, the third and most infrequent referral court, are also handled by 
SBMS on a referral basis. All but a few referrals are made to SBMS by 
the Supreme Bench and the District Court. Of a total of 1,101 cases 
referred to SBMS in 1979, 889 came from the Supreme Bench and 196 came 
from the District Court, together accounting for over 98 percent of the 
evaluation referrals. 

Referral Procedures 

Once a request is initiated, the work 
health evaluation to the courts is conducted 
SBMS receives a referral form along with the 
evaluation or telephone request by a judge. 

71 

of SBMS to provide mental 
within 30 days. Typically, 
formal court order for 
The form is usually hand 



delivered by a court law clerk, except in referrals from the Federal 
District Court, which are mailed and only very seldom complemented by 
telephone contact with SBMS. 

The referral form that initiates most evaluations indicates 
standard case information (e.g., defendant's name, birth, offense(s), 
attorney, and present status), type of evaluation requested (pretrial, 
presentence, or post-sentence), and a checklist of reasons for the 
referral (see Appendix A). As soon as SBMS receives a referral form, 
case preparatory procedures are initiated. 

Once received, evaluation referral forms are date-stamped 
immediately, initiating the 30-day time frame for the completion of 
evaluations. Frequently, the referral form is, at this stage, routed to 
the medical administrator, who may make inform.al telephone contact with 
the referring judge, especially in controversial cases. SBMS records are 
reviewed to check whether the case is "old," that is, whether it has been 
previously referred to SBMS for evaluation. Simultaneously, the case is 
given a number, and a folder is prepared·. 

On the day of the receipt of the referral, or immediately 
thereafter, court personnel are telephoned in order to obtain the 
following case information: (1) history of previous hospitalizations; 
(2) a brief history of where the patient has lived; (3) the name of a 
family member who might be interviewed for additional information about 
the patient; and (4) verification of current address as listed on the 
referral form and verification of patient's current location (Baltimore 
city jail, Department of Corrections, etc.). Requests are directed to 
police or State's Attorney's office for past record, offense report, and 
indictment folder. Psychiatric and medical records are subpoenaed if 
necessary. 

At this stage the case is placed into a "cases to be seen" file 
and assigned by administrative staff to an examiner, who maintains 
responsibility for the case. Finally, appropriate arrangements are made 
for the client to be examined in the SBMS. If the client is in custody 
or hospitalized in an institution, he or she is escorted to SBMS for 
evaluation; clients not in custody are sent letters requesting 
their appearance in SBMS on a particular date. 

Acquisition of Mental Health Information 

Staff 

The staff of SBMS includes psychiatrists, psychologists, social 
workers~ and administrative and support personnel. Case responsibility 
rests primarily with "medical officers," physicians who are licensed in 
the state of Maryland and have completed a residency in psychiatry, and 
state-licensed clinical psychologists. Both full-time and consulting 
(part-time) psychiatrists and psychologists serve on the SBMS staff. The 
social work staff consists of a chief of social work (who also is the 
SBMS Administrator), three consultant social workers, and several social 
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work students from local colleges and universities. Students representing 
various disciplines (medicine, social work, psychiatry, and psychology) 
are integrated into the work of SBMS, assisting in much of the evaluation 
work and performing special projects. Most students work without 
monetary compensation, to gain experience in a court clinic with a history 
of providing good experience in forensic mental health evaluation. 

The clinical and administrative organization of SBMS overlap, with 
most staff members doing "double duty." 

Procedures and Techniques 

Examination of a defendant focuses first on a clinical interview, 
conducted by the psychiatrist or clinical psychologist assigned 
responsibility for the case. Case assignment is made on the basis of 
staff availability except in rare controversial cases when case 
responsibility may be totally assumed by the Chief Medical Officer. The 
responsible examiner, psychiatrist, or psychologist initially determines 
the resources of SBMS to be used on the case. Incoming referrals are 
screened by a social worker who determines in which cases social work 
evaluations would most probably be necessary. Typically, the social 
worker schedules and conducts a one- to two-hour interview with one 
member of the defendant's family. The purpose of the interview is to 
develop a dynamic view of the defendant's social structure. In all 
presentence, postsentence, and pretrial cases involving serious offenses, 
social workers conduct evaluations before the clinical interview • 
Typically, the social worker gives a one- to two-page report to the 
responsible psychiatrist or psychologist, and often discusses the case as 
well. 

The actual clinical interview of the client by the responsible 
psychiatrist or psychologist is preceded by a review of past arrest 
records, witnesses' statements, and case documents of past medical and 
psychiatric histories. The interview is typically conducted by one 
examiner, although in some complex cases more than one examiner may 
interview the client simultaneously. The interview usually lasts about 
60 minutes and seldom exceeds 90 minutes, and is concluded in one 
sitting. The format of the clinical interview is a relatively 
unstructured question-answer dialogue in which the clients' mental state 
is examined, with special regard to the issue(s) at hand, i.e., criminal 
responsibility, competency, bail release, amenability to treatment, 
probation, and incarceration. If the findings on examination are 
sufficient to allow a clinical decision, and if no more information is 
necessary f.or reaching a conclusion about the case, the examiner proceeds 
to prepare a written report. Operationally, the question of sufficiency 
of information after only the clinical review is, "Would I be able to 
give live courtroom testimony on this case under direct and 
cross-examination?" Approximately 30 percent of the cases are concluded 
after only the clinical interview by a psychologist or psychiatrist. 

In the remaining 70 percent of the cases requiring (according to 
the determinations of the responsible examiner) further evaluation, the 
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responsible psychiatrist or psychologist arranges additional SBMS 
resources to assist in reaching a decision preparing a report. In cases 
involving possible sexual psychopathy or charges of sexual crimes, all 
the appropriate available evaluation resources are brought to bear on a 
clinical decision. 

All or any combination of the following resources may be used in a 
case, at the request of the responsible examiner: 

(1) Social worker interviews with family, community persons, and 
others. 

(2) Administration of a standard battery of tests including the 
Minnesota Multiphasic Personality Inventory, the Bender 
Visual, Motor Gestalt Test, a figure drawing test, and the 
Competency Screening Test (National Institute of Mental 
Health, 1973,) by non-certified administrative personnel. 

(3) Further psychological testing administered by a 
psychologist, including administration of standard I.Q. 
tests and projective instruments (Thematic Apperception 
Test, Rorschach, etc.) and/or interview of client by 
psychologist. 

(4) Staff conference(s), size and duration determined by need. 

(5) Special testing or examinations such as 
electroencephalography, neurological work-up, etc. Special 
examinations are typically arranged with outside facilities 
(e.g., University of Maryland, School of Medicine) on a 
consultation basis. 

Social casework, as indicated earlier, and the administration of a 
standard battery of psychological tests may actually be performed prior 
to, simultaneously with, or after the clinical interview, depending on 
the complexity of the case and the wishes of the responsible examiner. 
Some SBMS examiners request the standard battery of tests in all cases 
(although they may not actually utilize the results in reaching a clinical 
decision or preparing the written report), others use the battery 
sparingly. Results of the battery of standard tests are communicated to 
the responsible examiner by a psychologist. Similarly, the social 
worker~s results are sometimes communicated to the examiner informally, 
often followed up by a report of one or one and a half pages. 

In approximately 10 percent of the cases, further psychological 
testing and interviewing by a psychologist is requested for the purpose 
of sorting out the "antisocial criminal from the sick." In rare cases, a 
psychologist and a psychiatrist simultaneously interview a client. 
Although the delineation and provision of psychological information 
requested by the responsible examiner may involve the transmission of the 
"Psychological Evaluation Referral Sheet" (see Appendix B), these 
processes are commonly handled informally by SBMS staff. 
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Small, informal "mini-conferences" of psychiatrists, 
psychologists, social workers, and other clinical staff occur frequently 
as needed and initiated by the examiner. Rarely, full staff conferences 
are held to discuss controversial or complex cases. Some very 
controversial, "V.I.P." cases are spearheaded by the Chief Medical 
Officer, Chief Psychologist or the Medical Administrator; in such cases, 
most details of the evaluation effort, including psychological testing 
and social histories, are documented in a formal evaluation report, 
followed by live courtroom testimony. 

Provision and Use of Evaluation Information 

As discussed in an earlier section, there are basically three 
separate types of formal evaluation reports: pretrial, presentence, and 
post-sentence. 

Pretrial cases involve two types of evaluations. In the first, 
the psychiatrist determines the degree of dangerousness of the patient in 
a question of bail risk (habeas corpus). In the second, the psychiatrist 
is asked to answer the questions of competence (the ability of the 
defendant to assist counsel in his defense) and responsibility 
(substantial capacity to appreciate the criminality of his conduct and to 
conform his conduct to the requirements of law). 

The presentence evaluations represent the major work of the SBMS. 
The goal in these cases is to assist judges in making appropriate 
dispositions. The evaluation reports include a lengthy description of 
social, medical, and legal history as well as a summary and 
recommendations. An attempt is made to answer the court's specific 
request, as well as to give an impression of the individual's 
dangerousness and amenability to treatment and to suggest facilities that 
might offer such treatment. 

A post-sentence referral is made when the judge wishes to consider 
a change in sentence within the allowable period of time, or to alter 
conditions of probation, or to consider the feasibility of a referral to 
an institution (e.g., Patuxent Institution). 

The format of the written reports usually follow the medical 
tradition, covering history, abstracts of documents from other physicians 
and hospitals, findings on examinations, analysis of current problems, 
summary, and recommendations. The average length of the reports is 
approximately two to three pages; however, presentence reports generally 
are three to four pages and have a separate summary and recommendation 
page. Except in controversial cases or special testing cases (e.g., 
neurological work), reports are concise summaries without addenda. The 
SBMS procedures manual (Note 2) suggests the following outline for 
reports: 

Statement of problem 
Early and family history and physical history 
School 
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Work 
Military service 
Sex and marital history 
Recent activities 
Current offense and defendant's statement 
Previous offenses 
Mental status 
Psychological 
Social work 
Summary and recommendation 

Recommendations in Written Reports 

Table 7 suggests the variety of recommendations in the various 
reports prepared by SBMS. The degree of specificity of the 
recommendations in the reports ranges from no recommendation, or only 
very vague recommendations, to multiple but specific recommendations. 
According to past evaluation reports (see, for example, Note 5) and the 
judgment of SBMS staff, agreement between SBMS recommendations and court 
disposition is good, the court disposition of the case being largely in 
accord with the recommendation in four out of five cases. 

Distribution of Reports 

The following is the official dissemination of SBMS evaluation 
reports as stated in the SBMS procedures manual (Note 2): 

Pretrial Reports 

(A) An original copy of the report is sent to the ref erring 
judge. 

(B) A carbon copy of the pretrial report is filed with the court 
clerk. 

(C) Copies are sent to the attorneys via the judge. 

Presentence and Post-Sentence Reports 

(A) The original copy is to be sent to the referring judge. 

(B) A copy of the report is filed with the clerk of the Criminal 
Court. SBMS then checks on the disposition of the case. 
Depending on the disposition, one of two things is done by 
SBMS: 

o A copy of the report will be sent to the Reception 
Center at the Maryland Penitentiary. 

o A copy of the report will be mailed to the Probation 
Department. 
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Table 7 

Categories of Recommendations in Various Types of 

Written Reports by SBMS 

Report Type Recommendation 

Pretrial Reports 

Competency/Responsibility o Competent a~d criminally responsible 
o Competent, not responsible 
o Not competent, not responsible 
o Release on bail~-Bail Risk (habeas corpus) 
o Release on bail not recommended 

Other o Reverse waiver to Juvenile Court 
o Alcohol substance abuse 

Presentence Reports 

o No recommendation 
o Treatment 
o Incarceration 
o Incarceration with early parole and 

treatment 
o Special offender clinic 
o Probation 
o Probation and community agency 
o Community agency 
o Hospitalization 
o Self-support unlikely 

Post-Sentence Reports 

o Continued incarceration 
o Treatment 
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(C) Reports are available to the attorneys only through the 
judge and may not be distributed directly by the Medical 
Office. 

Psychiatric evaluation to assist in outpatient or inpatient 
treatment of patients seen by SBMS are available to treatment facilities 
and are generally released at the discretion of the Chief Medical Officer 
and/or the Medical Administrator. 

In approximately ten percent of the cases the evaluation continues 
beyond the 30-day limit for completing evaluation reports. Delays occur 
only in very complex cases, and are communicated to and anticipated by 
the judge. In the cases in which delay occurs, it typically does so for 
the following reasons: 

(a) special testing or examination (e.g., 
electroencephalography); 

(b) especially broad psychologic~l testing; 

(c) in-depth family, social history determinations; and 

(d) the need for staff conferences and, generally, the 
allocation of greater than normal SBMS resources. 

Quality Control and Program Evaluation 

Quality control and overall program evaluation of SBMS services 
take three basic forms: (1) management, monitoring, and informal feedback 
to SBMS staff; (2) routine statistical reporting; (3) special studies and 
reports. 

Management, Monitoring, and Feedback 

A main concern of SBMS is responsiveness to the judges of the 
referral courts, both in terms of timeliness and in quality of reports. 
A procedures manual (see Note 2) guides the staff in matters of law and 
procedures to be followed in delineation, acquisition, and provision of 
evaluation information; also, numerous examples of actual written reports 
are provided in the manual. 

As discussed earlier, formal procedures involving the receipt, 
recording, and scheduling of cases are accomplished within the 30-day 
limit for completion of reports. Memoranda stipulating case deadlines 
and special circumstances, and requesting that involved staff contact 
administration immediately should problems occur, are routinely 
circulated. 

The Medical Administrator reviews each report subsequent to the 
filing of a report with the referring judge. If the report is generally 
satisfactory, i.e., consonant with SBMS policies and delineation of 
requested information, no further action is taken. If he discovers 
problems with a report, he discusses those problems with the author. If 
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similar problems persist in subsequent reports, the reports are brought 
to the attention of the Chief Medical Officer, who may further discuss 
the matter with the author. If the problem or its resolution is of 
larger significance, beyond difficulties specific to the individual, a 
staff conference may be called to discuss the legal, psychiatric, and 
management issues involved. 

In some cases, informal quality control is involved in responses 
to telephone inquiries made by judges who request clarifications or 
explanations of specific reports. This type of informal contact is 
reinforced by SBMS; it is viewed as integral to its service to its 
"clients," the judges of the referral courts, and is consonant with the 
history of SBMS. 

Routine Statistical Reporting 

The following statistics are routinely compiled, reported, and 
distributed: (1) total number of calendar year referrals from courts, 
compared to previous years; (2) monthly breakdown of cases referred in 
the calendar year; (3) average monthly caseload; and (4) monthly breakdown 
by type of report (i.e., pretrial, post-sentence, etc). 

Special Studies 

Most of the efforts that may be described as "program evaluation," 
(i.e., and~ management, monitoring, and other process quality control 
procedures) derive from (1) special studies conducted by students under 
fellowship programs, assistanceships, or other relationships forged by 
SBMS with teaching institutions, or (2) studies pursuant to, or as a 
result of grants from, state or federal agencies. Five of these reports, 
which were available for review, are discussed briefly below, with 
special emphasis on measurement points and measures used in the study. 
It should be noted that our discussion of the following reports is not 
meant to be a critical review but rather an attempt to explicate 
measurement points, measures, and variables that may prove to have future 
usefulness in constructing forensic program evaluation studies. 

An Evaluation of the Medical Service of the Supreme Bench of 
Baltimore (Olsson, Note 4). This 1972 study was supported by a grant from 
the Governor's Commission on Law Enforcement and Administration of Justice 
to the Supreme Bench Medical Services. The main purpose of the study was 
to investigate the referral-evaluation-disposition process for cases 
referred to SBMS. The report details the findings of the study, describes 
the changes prompted by the study, and makes recommendations for further 
changes. Although this report is eight years old, it delineates 
measurement points and measures that may be useful. 

One goal of the study was to categorize and assess the referrals 
received by SBMS from the courts. Referrals were divided into seven 
categories: no information, vague statement of referral, question of 
mental condition, question of dangerousness, question of treatment 
options, question of diagnosis, and, finally, question of disposition. 
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The study concluded that many referrals did not contain enough information 
about the reasons for examination. 

The study also categorized and evaluated SBMS recommendations to 
the courts, and evaluated the extent to which recommendations were 
followed by the state's attorney's office and other offices in the courts 
and by the probation department. Pretrial evaluation recommendations 
were divided into legal categories, i.e., competent, not competent, 
responsible, release on bail (habeas corpus), bail release not 
recommended, and witness competent. Presentence recommendations were 
categorized as follows: no recommendation, incarceration, probation 
only, probation and community agency, hospitalization, community agency 
only, dangerous individual, and miscellaneous. The degrees of 
specificity or vagueness of the recommendations were categorized as 
follows: no recommendation, very vague recommendation, general 
alternatives given, specific alternatives given, one or more general 
recommendations, multiple but specific recommendations, and one specific 
recommendation. The study concluded that most recommendations gave 
generally adequate and appropriate suggestions to the judges, but that 
improvements could be made in presenting clearer, more specific, and more 
practical recommendations. 

In assessing the agreement between SBMS recommendations and court 
dispositions, complete agreement, partial agreement, and total 
disagreement were noted. Partial agreement in a case meant, for example, 
that the court agreed to place an offender on probation, but did not 
agree to include a treatment recommendation in the disposition. Perhaps, 
as the report indicates, a judge may have intended the individual to 
receive such treatment, but did not consider it necessary to make 
treatment a condition of probation. 

A sample of 104 cases involving follow-up of probation officers 
was assessed. An interesting finding in this portion of the study was 
that SBMS evaluation reports were part of the probation department case 
files in only 67 percent of the cases. According to the report, the 
"apparent reason for reports not reaching the Probation Department is 
that bailiffs and clerks in many instances, either neglect or are not 
completely informed as to the procedure involving in forwarding Medical 
Service reports to probation departments" (p. 7). 

A follow-up of probationers in the comm.unity was also conducted as 
part of the study, involving interviews with offenders, their ratings of 
the evaluation and screening services provided by SBMS, as well as their 
rating of the probation officers themselves. Seven rating categories 
were used, ranging from "very harmful/negative" to "very 
helpful/positive." The study concluded that, by their own admission, 
probation officers only fully implemented one-half of the SBMS 
recommendations. "While there may be many varied and complex reasons for 
lack of implementation of the recommendations, it is obvious that much 
could be done in this area to increase the number of cases in which some 
implementation is actually carried out" (p. 19). 
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An attempt was also made in this study to contact agencies serving 
probationers since their evaluation by SBMS. A follow-up was conducted 
with 26 different agencies and 5 individual practitioners who had served 
58 individuals. Data were collected by telephone and visits to agencies 
and by requesting records by mail. The number and percent of 
probationers using 13 community agencies and facilities was reported in 
the study; further, the frequency of treatment visits by probationers to 
agencies or private practitioners was documented. Recidivism data were 
obtained from both FBI records and the Baltimore City Police Department 
records for the period between SBMS evaluation and the time of the 
follow-up. Measures included the number of offenses and convictions for 
the probationers sample, and the length of time between SBMS evaluation 
and the first offense. The results of the follow-up of probationers are 
summarized as follows: 

Follow-up interviews with probationers who could be located 
in the community indicated that, while they generally favorably 
rated probation officers and community agencies, complaints 
centered around the inability of probation officers and agency 
personnel to help the probationer in a relevant way. Although it 
was difficult to determine probationers' contact with agencies in 
many cases, it appeared that contact was nonexistent or minimal in 
most instances. Recividism for a sample of 104 cases was just 
over one half for follow-up period averaging almost three years. 
Individuals who purportedly received treatment in agencies did not 
have a lower recividism rate than those individuals not having 
such treatment. (p. 22) 

An Evaluation of the Presentence As ect of the Medical Service of 
the Supreme Bench o Baltimore Panitz & Phillips, Note 5). The 
essential question of this 1978 study was whether or not screening 
evaluations are accurate in identifying those persons who are incompetent 
to stand trial and not criminally responsible. This study followed the 
establishment of a two-phase pretrial evaluation system utilizing the 
services of SBMS to reduce unnecessary hospitalization in the Clifton T. 
Perkins Hospital Center in Jessup, Maryland and to reduce delays in the 
criminal justice system. A measure used was the percentage of agreement 
between opinions of SBMS and those of the Clifton T. Perkins Hospital 
Center. The first phase was a two- to four-hour outpatient evaluation by 
SBMS. Approximately 70 percent of the cases evaluated in this first 
phase we.re found to be clearly competent and responsible. A second phase 
was instituted for the remaining 30 percent who were believed to be 
possibly not competent and not responsible. 

Records of all pretrial cases seen in the calendar years 1975 to 
1976 by SBMS and subsequently sent to Clifton T. Perkins were reviewed. 
Of these 113 (28 percent) were thought to be possibly not comptetent or 
not responsible. Sixty-five were referred to regional hospitals. Thirty
nine were referred to Clifton T. Perkins for further evaluations. All 
medical information and recommendations were obtained from the files of 
SBMS and Clifton r. Perkins Hospital. The final opinions of SBMS staff 
and Clifton T. Perkins staff were used in assessing the results. 
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There was generally concurrence in the recommendations of SBMS, 
Clifton T. Perkins, and the courts. The reasons for disagreements, 
according to the study, were generally based on a change in the patients' 
observed behaviors. The study concluded that the effectiveness of a 
pretrial screening procedure and selectively reducing the number of 
hospital admissions had been demonstrated. 

Pretrial Screening--Is It Effective? (Rappeport, Golombek and 
Zimmerman, Note 6). This report was prepared in 1979 by two student 
researchers (Golombeck and Zimmerman) who were at that time attending the 
Johns Hopkins University School of Medicine in Baltimore. The goal of 
the study was to assess the extent to which SBMS evaluations were used by 
judges in their disposition decisions. A sample of presentence cases was 
drawn from 1978 cases seen between January and October of that year. The 
following data were drawn from each of 30 cases sampled: name of 
offender, date of birth, sex, race, case number, charge, referring judge, 
referral date, psychiatrist, and indictment number. The study found that 
in 80 percent of the cases sampled the recommendations were used by 
judges in their dispositions. 

Medical Service Project: Improvement of Medical Service Reports 
and Recommendations (Grau, Note 7). This 1974 report was prepared as part 
of a summer research assistantship and was designed to improve the quality 
of SBMS reports and recommendations. Dispositions for each case were 
researched through the various dockets in the clerk's office. Each 
disposition was recorded along with the date of disposition. To determine 
comparability, dispositions were then compared with the recommendations 
i.e., whether the recommendations suggested incarceration, probation, or 
special conditions, and whether the recommendations were actually 
included in the dispositions. The court records were also reviewed to 
determine whether special conditions were included. The probation 
officers and several judges were notified and meetings were scheduled to 
discuss respective cases. A total of 363 cases were assessed. 

Correlations of recommendations with dispositions were categorized 
according to total agreement, partial agreement, disagreement, 
and not applicable. A simple agreement percentage was also noted for 
correlation of recommendations of probation-with-special-conditions with 
their respective dispositions. The report noted various problems and 
concluded with specific recommendations for change. 

The Supreme Bench Medical Service Pretrial Psychiatric Screening 
Service: Description and Evaluation (Note 8). This most recent report 
(currently in preparation), and perhaps the most sophisticated study 
reviewed in this report, attempts to add to the body of knowledge of 
alternatives to hospitalization for pretrial psychiatric examinations; 
these hospitalizations often involve 60 to 90 days of observation, with 
concomitant large expenditures of time, money, and trial delays. The 
study describes the process of pretrial psychiatric evaluations conducted 
by SBMS; describes the population of defendants that are served; and 
attempts to categorize the differences between those judged not competent 
to stand trial, or those found not responsible for their crime, and those 
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who are determined to be competent and responsible. The study also 
attempts to construct a predictive "equation" of demographic 
characteristics that may distinguish between these two groups. 

The following variables and measures were used to conduct several 
analyses: 

(1) 

(2) 

(3) 

(4) 

disposition trends for 1975 and 1976, i.e., competent, 
responsible, not competent, etc; 

distribution of competency disposition by responsibility 
disposition; 
referral of defendants after SBMS disposition; 

distribution of offense by competency disposition; offenses 
included homicide, rape, robbery, assault, theft, arson, sex 
offense, narcotics and "other"; 

(5) distribution of offense by responsibility disposition; 

(6) primary and secondary diagnoses according to psychiatric 
categories: neuroses, personality disorder, schizophrenia, 
other psychosis, mental retardation, OBS (non-psychotic), 
alcoholism, drug dependence, etc; 

(7) distribution of diagnosis by offense; 

(8) court-relevant variables including offense, source of court 
referrals, type of psychiatric interview (patient only or 
patient and others), psychological services (psychologist 
used or no psychologist), type of psychiatric interview 
(test only or test and interview), social worker services 
(social worker used or no social worker used), and type of 
social worker interview (patient only or other informants); 

(9) demographic variables of defendants including age, sex, 
race, place of birth, education (in grades), occupation at 
time of arrest, best job, number of jobs held, longest time 
at one job; 

(10) domestic information including marital status, living with 
spouse, living with parents or in-laws, living w:f.th 
siblings, living with children, living with other relatives, 
living with friends, living alone, and family background; and 

(11) psychiatric history variables including present degree of 
alcohol use, history of drug abuse, alcohol treatment, drug 
treatment, number of hospitalizations in a mental 
institution, length of time spent :f.n mental institutions, 
outpatient treatment history. 
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Using univariate analysis, the report outlined major differences 
found between defendants with different competency dispositions, ignoring 
the dimension of criminal responsibility. Similarly, using the 
above-named variables, the report attempted to distinguish between 
defendants judged responsible and those found not responsible. 

Using discriminant analysis, an attempt was made to find the best 
combination of variables that discriminate between the various disposition 
groups (i.e., responsible, not responsible, disposition deferred, etc.). 
The discriminate analysis resulted in high percentages of correct 
classification in the major disposition categories, and relatively 
unsuccessful attempts at classification in the "deferred" groups for both 
competency and responsibility dispositions. 

NEW YORK CITY'S FORENSIC PSYCHIATRY CLINIC 

Forensic psychiatry in New York City had its beginnings in 
colonial times at Bellevue Hospital. As the city grew, Bellevue became 
overcrowded, and several of its functions were given over .to regional 
hospitals and agencies throughout the city. In 1967, a clinic was 
established at the Criminal Courts Building in the borough of Manhattan 
for the purpose of screening court-referred defendants suspected of 
incompetency to stand trial. The clinic was staffed by Bellevue 
psychiatrists. The screenings would result in either a judicial finding 
of competency to stand trial or a court referral to Bellevue Hospital for 
further evaluation to assess competency. In 1968, a second psychiatric 
clinic was established in the court. This clinic was operated by the 
Department of Probation and was responsible for assessing the mental 
health treatment needs of client-offenders to assist judges in fashioning 
probation plans upon disposition. In 1970, these two clinics were 
combined to form the Forensic Psychiatry Clinic. 

The Clinic is administratively responsible to the New York City 
Department of Mental Health, Mental Retardation, and Alcoholism Services. 
The clinic serves the New York City Criminal Court, the New York State 
Supreme Court (the general trial court), and the New York City Department 
of Probation. It provides three basic services: assessments of fitness 
to proceed (competency to stand trial), assessments of mental healtfi 
needs for probation purposes, and general mental health assessments as 
requested by judges on an informal basis ("court assessments"). The 
Clinic is not responsible for conducting evaluations to assess criminal 
responsibility; such evaluations are arranged by the defense with private 
psychiatrists. 

Fitness-to-proceed assessments are made at the pretrial stage, 
while assessments for probation and general assessments upon informal 
judicial request may be made posttrial as well as pretrial. All 
evaluations are conducted on an outpatient basis in the Clinic's offices 
in the Criminal Courts Building in Manhattan. Evaluations of persons 
under the jurisdiction of the Criminal Court are conducted in a secure 
area on the twelth floor; evaluations of persons under the jurisdiction 
of the Supreme Court are conducted on the first floor. The Clinic's 
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administrative staff are located on the fifth floor. The staff numbers 
24 (some part-time) and includes psychiatrists, psychologists, 
paraprofessionals, an administrator, and clerical personnel. 

In 1979, the Clinic received 657 referrals for evaluations to 
assess fitness to proceed: 411 from the New York Criminal Court, and 246 
from the New York State Supreme Court. In all, 536 persons were evaluated 
for fitness to proceed. Of this total, 355 were recommended as fit, 82 
were recommended as not fit, and 99 were ref erred to Bellevue Hospital 
for more extensive evaluation. The Clinic received 655 referrals for 
evaluations related to probation in 1979. The number of probation-related 
evaluations performed was 545, of which 211 related to Criminal Court 
Cases and 334 related to Supreme Court Cases. No statistics were 
available with respect to the number of "court assessment" cases 
processed; however, it has been estimated that there were "very few" such 
referrals in 1979. 

In addition to the three basic evaluation services described 
above, the Clinic conducts an interdisciplinary weekly training seminar 
on issues pertinent to the fields of psychiatry and law. Sessions are 
attended by personnel from both courts, the Department of Probation, the 
District Attorney's Office, and the New York City Police Department. 

Case Process Flow 

The flow of mental health evaluation cases into, through, and out 
of the Clinic is depicted in Figures 5 through 8. 

Fitness to Proceed 

Figure 5 and 6 illustrates the process by which the question of 
fitness to proceed is raised, referred to the Clinic, addressed by Clinic 
staff, and resolved. 

The issue of fitness to proceed may be raised by the defense, the 
prosecution, or the court. If the court determines that the defendant 
should be evaluated for his fitness to proceed to trial, it will order 
that he be so evaluated at the Forensic Psychiatry Clinic. When the 
Clinic receives the order, an appointment is made for the defendant to 
visit the Clinic and be evaluated by two psychiatrists. If a defendant 
who is on bail (i.e., is not incarcerated) fails to meet his appointment, 
the court is notified. The court is not notified in cases involving 
incarcerated defendants until those responsible for transporting the 
defendant have failed to meet appointments on at least three occasions. 
As an alternative to scheduling new appointments, the Clinic occasionally 
will refer cases to Bellevue Hospital for evaluation, particularly if it 
is anticipated that serious mental health questions will be presented or 
the defendant will be unusually difficult to control. 
In such cases, Bellevue conducts the evaluation and reports to the court. 

When the defendant arrives for his appointment, he is interviewed 
by two psychiatrists. The psychiatrists may conduct their evaluations 
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simultaneously, or they may interview the defendant at different times. 
At any time during the interview(s), a psychiatrist may request that a 
Clinic psychologist administer psychological testing. Also, a 
psychiatrist may request the paraprofessional staff to subpoena particular 
information. If either psychiatrist believes that the case presents 
unusually difficult mental health questions or if for some other reason 
he is unsatisfied with the results of the Clinic's evaluation, he may 
refer the case to Bellevue Hospital for a more extensive evaluation. 

If the evaluation is completed at the Clinic, each psychiatrist 
prepares a report summarizing his findings and submits it to the court. 
If the two psychiatrists are in disagreement as to the defendant's fitness 
to proceed to trial, a third psychiatrist will also evaluate the 
defendant, and his opinion will be submitted to the court to serve as a 
"tie-breaker." 

Upon receipt of the reports of the psychiatrists, the court 
determines the question of fitness to proceed to trial. Any one or all 
psychiatrists submitting evaluation reports may be called to testify 
regarding the defendant's fitness to proceed. If the court determines 
that the defendant is fit, the case proceeds to trial. If the court 
determines that the defendant is unfit, the defendant is processed in one 
of two ways: (1) if the charge is a misdemeanor, the court issues a 
"final order of observation," charges are dropped, and the person is 
remanded to the custody of the Com.missioner of Mental Hygiene, who may or 
may not institute proceedings to have the person civilly connnitted to a 
city mental health facility; (2) if the charge is a felony, the court 
issues a "temporary order of observation," charges are not dropped, and 
the defendant is sent to Mid-Hudson State Hospital (in upstate New York) 
for treatment designed to restore fitness. 

Probation Assessments 

Figure 7 illustrates the process by which the Forensic Psychiatry 
Clinic receives referrals, conducts evaluations, and reports its findings 
regarding the mental status of persons on or being considered for 
probation. 

Referrals of this nature come from the New York City Department of 
Probation. The probation officer making the referral may be seeking 
mental health information to include in a presentence report for the 
court or may be investigating the mental health treatment needs of an 
offender already on probation. The probation officer makes the referral 
initially by telephone call and then sends the Clinic a copy of the 
Probation Department's preliminary report. An appointment is scheduled 
for a Clinic psychiatrist or psychologist to interview the off ender. 
Periodically, the Clinic's Chief Psychologist examines the files of 
pending probation evaluation cases and selects appropriate cases to be 
reviewed by a paraprofessional prior to the clinical interview. The 
paraprofessional conducts an interview and obtains medical and social 
information to supplement the preliminary report of the probation 
departmento A psychiatrist conducting an evaluation may request that a 
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Clinic psychologist conduct psychological testing. (Psychological testing 
is scheduled automatically if the offender is 21 years of age or younger.) 
Upon completion of the evaluation, the psychiatrist or psychologist 
primarily responsible for the evaluation prepares a report of his findings 
and submits the report to the ref erring probation officer. The report 
may be used to supplement a presentence report prepared by the probation 
officer or to fashion recommendations to the court for a change in 
conditions of probation for someone already on supervised probation. 

Court Assessment Cases 

Figure 8 illustrates the process by which the Clinic receives 
referralsD conducts evaluations, and reports its findings regarding the 
mental status of client-off enders informally referred by a judge for a 
clinical assessment. 

Court assessment referrals are made informally over the telephone 
by the judge or his clerk. The Chief Psychologist arranges for a 
paraprofessional to conduct an initial interview with the offender or 
alleged offender. Following the paraprofessional's interview, a 
psychiatrist or psychologist conducts an interview similar to that 
conducted for probation cases. The psychiatrist or psychologist 
responsible for the evaluation prepares a report of his findings and 
submits it to the judge who made the referral. Judges use the 
information provided in making pretrial or presentence release 
determinations and in sentencing. 

Delineation Of Mental Health Information Requirements 

The Courts 

The Forensic Psychiatry Clinic provides its services for the New 
York Criminal Court, the New York State Supreme Court, and the New York 
City Department of Probation. The New York City Criminal Court has trial 
jurisdiction over misdemeanors and ordinance violations. The judges also 
act as arraigning magistrates for all criminal offenses. The Supreme 
Court is New York's highest court of original jurisdiction and has 
unlimited original jurisdiction, but it generally hears cases outside the 
jurisdiction of other courts, such as civil matters beyond the 
jurisdiction of lower courts; divorce, separation, and annulment 
proceedings; equity suits such as mortgage foreclosures and injunctions; 
and criminal prosecution of felonies and indictable misdemeanors only 
exercised in New York City, where there is no county court. The court 
may issue writs relevant to its jurisdiction. 

The standard for determining whether a defendant is fit to proceed 
to trial is whether he "as a result of mental disease or defect lacks 
capacity to understand the proceedings against him or to assist in his 
own defense" (New York Criminal Procedure Law, §730.10). The law 
provides that two psychiatrists be appointed to evaluate the defendant by 
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any method which is accepted by the medical profession for the 
examination of persons alleged to be mentally ill or mentally defective." 
The examination may be performed on an outpatient basis, in a hospital, 
or in a jail. A psychiatrist or psychologist retained by the defendant 
may be present during the examination. When a defendant is examined for 
his fitness to proceed to trial, "any statement made by him for the 
purpose of the examination or treatment shall be inadmissible in evidence 
against him in any criminal action on any issue other than that of his 
mental condition, but such statement is admissible upon that issue whether 
or not it would otherwise be deemed a privileged communication" (New York 
Criminal Procedure Law, §730.20). 

In any case where a person is convicted of a felony, the court 
must order a presentence investigation of the defendant and it may 
not pronounce sentence until it has received a written report of 
such investigation • • • Where a person is convicted of a 
misdemeanor a presentence report is not required, but the court 
may not pronounce any of the following sentences unless it has 
ordered a pre-sentence investigation of the defendant and has 
received a written report thereof: 

(a) A sentence of probation; 

(b) A reformatory or alternative local imprisonment; 

(c) A sentence of imprisonment for a term in excess of 
ninety days; 

(d) Consecutive sentences of .imprisonment for terms 
aggregating 
more than ninety days. (Criminal Procedure Law, 
§390.20) 

The presentence investigation consists of the gathering of 
information with respect to the circumstances attending the 
commission of the offense, the defendant's history of delinquency 
or criminality, and the defendant's social history, employment 
history, family situation, economic status, education and personal 
habits. Such investigation may also include any other matter 
which the agency conducting the investigation deems relevant to 
the question of sentence, and must include any matter the court 
directs to be included •••• Whenever information is available 
with respect to the defendant's physical and mental condition, the 
presentence investigation must include the gathering of such 
information. In the case of a felony or class A misdemeanor, or 
in any case where a person under the age of twenty-one is 
convicted of a crime, the court may order that the defendant 
undergo a thorough physical or mental examination in a designated 
facility and may further order that the defendant remain in such 
facility for such purpose for a period not exceeding thirty days. 
(Criminal Procedure Law, §390.30) 
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The Delineation Process 

The question of the defendant's fitness to proceed to trial may be 
raised at any stage of the proceedings by the defense, the prosecution, 
or the court. The question most often arises at arraignment. If the 
court believes the question is properly raised, it will issue a written 
order directing two psychiatrists to evaluate the defendant and assess 
his fitness to proceed to trial. The order indicates whether the 
defendant is incarcerated and specifies the date on which he is scheduled 
to return to court. Copies of the charges against the defendant and the 
defendant's criminal record ordinarily accompany the order; however, not 
infrequently the order arrives without these materials, and the Clinic's 
clerical staff must arrange to receive these. Fitness referrals from the 
Supreme Court are hand-delivered by court personnel; Criminal Court 
referrals are routed through the inter-building mail in the Criminal 
Courts Building, which houses both the Clinic and the Court. 

Referrals for probation assessments may be made post-trial/ 
presentence or during an offender's period of probation. Such referrals 
most commonly are made to assist probation officers in developing 
presentence reports or supervising persons already on probation. The 
referral is made over the telephone to the Clinic's clerical staff; the 
probation officer follows up this telephone ca·ll by sending a copy of the 
preliminary probation report, typically containing a social/medical 
history, an outline of the offense, and the reason for the referral (i.e., 
to assess mental orientation pursuant to a presentence investigation or 
to assess mental health treatment needs of an offender on probation). 

"Court assessment" referrals are made informally over the 
telephone by judges who have reason to suspect the mental or emotional 
stability of defendants in their courts. Typically, the information 
sought is intended to assist judges in sentencing defendants for whom no 
presentence report was prepared or in making pretrial or presentence 
release determinations (to assess bail risk). Ordinarily, the only 
information the Clinic receives upon referral is that supplied by the 
judge or his clerk over the telephone, including the defendant's name and 
location and a brief summary of the basis for the judge's concern and the 
reason for the referral (e.g., "he says his name is Adolph Hitler and 
he's discovered some Jews he missed; is he safe for bail?") 

Acquisition Of Mental Health Information 

Staff 

The staff of the Clinic is multi-disciplinary and works as a 
team. The staff consists of a director, who is a psychiatrist, a 
director of administrative services, with a masters degree in public 
administration, seven part-time psychiatrists, one Ph.D. psychologist, 
one master's degree psychologist, three paraprofessionals with high 
school education, and ten administrative/clerical staff. 
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Procedures and Techniques 

Fitness to Proceed. Upon receipt of a referral, the clerical 
staff prepares a case file containing identifying information and enters 
the case into a docket book. The clerical staff then conducts a search 
of old Clinic records to determine whether the defendant has been 
evaluated by the Clinic previously. If old records are located, they are 
incorporated into the new file and the old case file folder is retained 
with appropriate notation. The clerical staff then schedules an 
appointment for the defendant to be interviewed by two Clinic 
psychiatrists. Interviews ordinarily are scheduled within five days of 
the referral. If a court order is not accompanied by a copy of the 
charges against the defendant and a copy of his criminal record, the 
clerical staff will arrange to have these materials sent by calling the 
court clerk or checking court records. 

If a defendant is not incarcerated (i.e., on bail) and fails to 
meet his appointment, the clerical staff will notify the court of his 
nonappearance. If the defendant is incarcerated and does not appear 
because of failure of release, transportation, custody problems, etc., 
the staff will schedule a new appointment; if this happens a second and 
third time, the court is notified. 

When the defendant arrives for his appointment, the Clinic's 
security guards notify the clerical staff of his arrival, search him for 
weapons, and escort him to a waiting area. Defendants who are 
incarcerated pending trial are isolated from those on bail or otherwise 
released pending trial (waiting areas and interview rooms are separate). 
The clerical staff arranges for two available psychiatrists to interview 
the defendant. If two psychiatrists are not available simultaneously, 
the defendant will be interviewed by the one who is available and then 
will remain at the Clinic until a second becomes available. If a second 
psychiatrist does not become available on the day of the appointment, a 
new appointment will be scheduled for the second interview. 

When a psychiatrist becomes available, the clerical staff gives 
him the defendant's file and arranges for a Clinic security guard to 
escort the defendant to an interview room. At the outset of the 
interview, the psychiatrist(s) warns the defendant that the information 
he acquires may not be held confidential (although the information is not 
admissible on the question of guilt or innocence). During the course of 
the interview, the following information typically is sought: 

o psychiatric history (treatment, hospitalizations, nature of 
illness, diagnosis, if available); 

o medical history (surgery, head or birth injuries, convulsive 
disorders, blackouts, headaches, other neurological 
disorders, venereal disease, and major medical illnesses); 

o alcohol use (duration, amount, frequency); 
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.drug use (addiction or habituation, substances used, 
duration, amount, frequency); 

arrest record (including time served); 

military service (including type of discharge); 

family history (current living conditions; early living 
conditions; family history of mental illness, alcoholism, 
drug use,. violent and aggressive behavior); 

o educational history (academic performance, disciplinary 
record); 

0 

0 

0 

work history (employment record, future goals); 

sexual history (longitudinal sketch of psychosexual 
development); and 

social history (friends, hobbies, interests, cruelty to 
animals, running away from home, inferiority feelings). 

Additionally the psychiatrist(s) conducts mental status examinations, 
noting the following: 

o · appearance and behavior during interview; 

0 characteristics of speech and thought; 

o emotional state; 

0 mental trends (anxiety, depression, suicidal tendencies, 
hallucinations, mistrustfulness, ideas of reference, 
delusions, sleeping difficulties, loss of appetite, 
obsessive compulsive symptoms, phobias, ability to deal with 
impulses); and 

o sensorium (orientation, memory, recall, calculating ability, 
reading ability, fund of general information, estimated 
intelligence, insight and judgment, ability to understand 
proverbs). 

Finally the psychiatrist(s) inquires specifically as to the defendant's 
knowledge of the charges against him and of the court process in 
general. The defendant's responses to the following questions are noted: 

o What is the charge against you? 

0 Have you entered a plea? What plea have you entered? 

o What is the name of your attorney? 
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0 What is the function of a defense attorney? 

0 What is the function of a district attorney? 

0 What is the function of a judge? 

0 What is the function of a jury? 

0 What are the consequences of being found guilty? 

Psychiatric interviews typically last 45 minutes to one hour if 
the defendant is cooperative. Either psychiatrist may refer the defendant 
for psychological testing by a Clinic psychologist. The referral is 
accomplished by completing a "Request for Psychological Testing" form 
(Appendix C) and delivering it to the clerical staff, who arrange for the 
testing. If a psychologist is available, tests will be administered the 
same day as the psychiatric interview; however, it may be necessary to 
schedule an appointment for psychological testing on another day. The 
psychiatrist indicates what information he desires, but the psychologist 
determines which tests to administer. The following tests commonly are 
administered: 

o Wechsler Adult Intelligence Scale (WAIS) 

o Bender Visual-Motor Gestalt Test 
o Figure Drawings 

o Thematic Apperception Tests (TAT) 

o Rorschach 

o Incomplete Sentences 

Upon the completion of psychological testing, the psychologist provides 
the psychiatrist with a written report of his findings and the 
psychiatrist incorporates this into his report for the court. 

On relatively rare occasions, the psychiatrist will feel it 
necessary to obtain particular information (i.e., hospital or employment 
records) by subpoena before preparing his evaluation report. The Clinic's 
paraprofessionals acquire this additional information at the request of 
the psychiatrist. The subpoena proces"s may be time-consuming and require 
a continuance of the court date in order to allow the psychiatrist to 
receive the subpoenaed information and prepare his report for the court. 

Probation Assessments. Upon receipt of a referral from a 
probation officer for a probation assessment, the clerical staff 
establishes a case file and enters the case into the docket book. After 
making a referral, the probation officer ordinarily sends the Clinic a 
copy of a preliminary probation report. If the report is not received 
within two to three days of the referral, the clerical staff will arrange 
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for a copy to be sent. The psychiatrists and psychologists will not 
initiate probation evaluations without receipt of a preliminary probation 
report. 

Only one psychiatrist (or psychologist) evaluates cases referred 
for probation assessments. As a matter of Clinic policy, all offenders 
21 years of age or younger who are referred for probation assessments 
automatically are scheduled for psychological testing. Additionally, a 
psychiatrist conducting an evaluation of someone over 21 may request 
psychological testing by completing a "Request for Psychological Testing" 
form and delivering it the clerical staff. The clinical staff will 
schedule the interview and the psychological testing. If the offender 
fails to keep his appointment, the clerical staff notifies his probation 
officer. When the offender arrives for his appointment, the clerical 
staff arrange for him to be interviewed by a paraprofessional (if 
indicated by the Chief Psychologist), evaluated by a psychiatrist or 
psychologist, and tested by a psychologist (if he is 21 years old or 
younger). 

The interview by the paraprofessional results in a limited social 
history. The paraprofessional summarizes the information collected 
in a report for the psychiatrist or psychologist assigned to conduct the 
clinical interview. The interview conducted by the psychiatrist or 
psychologist closely resembles that conducted to assess fitness to 
proceed, as described above. Only the questions related to the person's 
knowledge of the charges against him and knowledge of court proceedings 
are omitted. Similarly, psychological testing is conducted in the manner 
described above, and the results are provided to the psychiatrist or 
psychologist primarily responsible for the probation assessment. 

Court Assessment Cases. Upon receipt of a judicial request for a 
"clinical work-up," the clerical staff notify the· Clinic's Chief 
Psychologist, who arranges for a paraprofessional to secure 
background information on the person referred. The paraprofessional 
ordinarily will contact the court for any background information it might 
have on the person and also may schedule an initial interview with the 
person to obtain a medical and social history. 

Provision and Use of Mental Health Information 

Upon completion of an evaluation to assess fitness to proceed to 
trial, each psychiatrist submits two reports to the court, one on a state 
Department of Mental Health form resembling an order (Appendix D) and one 
on a Clinic form (Appendix E). On the state form, the psychiatrist 
indicates his opinion regarding the defendant's fitness to proceed; if 
the psychiatrist's opinion is that the defendant is not fit, he also 
presents a clinical summary (including mental status), a diagnosis, a 
prognosis, and reasons for his opinion (specifying those aspects of the 
proceedings wherein the defendant lacks capacity to understand or assist 
in his own defense). The Clinic form also indicates the psychiatrist's 
opinion with regard to the defendant's fitness to proceed; for defendants 
believed to be not fit, the psychiatrist presents a diagnosis, a 
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prognosis, therapeutic recommendations, a one-page summary of psychiatric 
findings, and the defendant's responses to the questions relating to his 
knowledge of the charges against him and his knowledge of court 
proceedings generally. 'Tile court relies to a large extent on the reports 
submitted in making its determination of whether the defendant is fit to 
proceed to trial. Any one or all psychiatrists may be called to testify 
with regard to the fitness question. 

Evaluations conducted upon referral from probation officers and 
judges result in clincial reports containing a social history, a mental 
status assessment, a diagnosis, a prognosis, and a discussion of 
particular treatment needs that might be addressed by appropriate 
probation plans. Community programs or other resources for which the 
offender is thought to be peculiarly suited often are indicated by name. 
Reports prepared for probation cases are submitted to probation officers, 
who use the information contained in the reports to construct their own 
reports to the court containing recommendations with respect to probation. 
Reports prepared for court assessment cases are submitted to the judges 
requesting them. 'Tile judge may use the information to determine matters 
of pretrial or presentence release or to fashion an appropriate 
disposition of a case (possibly entailing probation with mental health 
treatment conditions). The judge may telephone the Clinic psychologist 
or psychiatrist whose name appears on the report for more information or 
a clarification of the information presented; but Clinic staff rarely are 
called to testify in these cases. 

At any time during the evaluation process, the primary evaluator 
(either psychiatrist conducting a fitness eva.luation) may refer the 
person evaluated for a more extensive evaluation at Bellevue Hospital. 
If such a referral is made, a one-page referral form is completed, which 
indicates reasons for the referral. Copies are sent to Bellevue 
Hospital, the Department of Corrections, and the court. Additionally, 
copies of any preliminary reports on the offender or alleged offender 
prepared by or otherwise in the possession of Clinic staff are sent to 
Bellevue with the referral. 

Feedback, Monitoring, And Evaluation 

There is no formal, ongoing program evaluation mechanism operating 
in the Forensic Psychiatry Clinic. However, a number of the Clinic's 
functions serve to monitor operations and provide a measure of quality 
assurance. 

The Clinic conducts an interdisciplinary weekly training seminar 
on issues pertinent to the field of psychiatry and law. Sessions are 
attended by Clinic staff, New York University law and medical students, 
New York City psychiatrists, and persons from the court, the Department 
of Probation, the district attorney's office, and the New York City 
police department. While such seminars do not directly entail program 
evaluation, participants routinely discuss topics that are directly 
related to the Clinic's operation. 
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The administrative structure of the Clinic provides for a degree 
of internal program monitoring. The Director of the Clinic is 
responsible to the Commissioner of the Department of Health and Mental 
Retardation; the professional staff of the Clinic is responsible to the 
Director; the administrative staff is responsible to the Director of 
Administrative Services; and the paraprofessional staff is responsible to 
the Social Services Supervisor. Annual personnel evaluations are 
conducted. 

The close proximity of the Clinic to the judges and the probation 
officers it serves (all in one building) also provides for a measure of 
informal program monitoring. On a number of occasions in the past, 
judges have telephoned the Clinic's Director and requested that a person 
previously evaluated by Clinic staff be reevaluated by different 
psychiatrists. Further, the Clinic's close working relationship with the 
staff of Bellevue Hospital serves to expose its work to external scrutiny. 

On several occasions, the Director of the Clinic has engaged in 
research drawing upon the work of the clinic. In one study, entitled "An 
Analysis of Demographic Variables in Adolescent Defendants Evaluated in a 
Forensic Psychiatry Clinic" (Rosner, Wiederlight, Horner-Rosner, and 
Wieczorek, 1977), specific demographic characteristics of 16-, 17-, and 
18-year-old offenders examined at the Clinic in 1974 were analyzed. 
Another study, entitled "Sex Offenders: A Descriptive Analysis of Cases 
Studied at a Forensic Psychiatry Clinic" (Bonhem and Rosner, 1980), is 
based on forensic evaluations conducted at the Forensic Psychiatric 
Clinic in 1974 of defendants charged with at least one count of sexual 
assault. 

Finally, the following statistics routinely are collected by the 
Clinic: number of fitness cases referred; number of probation cases 
referred; number of fitness interviews; number of probation interviews; 
and number of fitness cases recommended as fit, not fit, or referred to 
Bellevue. The statistics are used by the Director and the Director of 
Administrative Services to forecast caseload, maintain effective staff 
distribution, and demonstrate the accomplishments of the Clinic to the 
Commissioner of the Department of Mental Health and Mental Retardation. 

COURTS DIAGNOSTIC CLINIC, HARTFORD, CONNECTICUT 

The Courts Diagnostic Clinic was established in July, 1975, to 
accommodate changes in Connecticut law decentralizing the forensic 
evaluation process. (Prior to 1975, all evaluations to assess competency 
to stand trial, for example, were performed on an in-patient basis at a 
state hospital.) The Connecticut State Departments of the Judiciary, 
Probation, and Corrections collaborated to develop the Courts Diagnostic 
Clinic, which began operation as a three-year demonstration project funded 
by the Law Enforcement Assistance Administration (LEAA). Upon the 
expiration of LEAA funding in 1978, the Connecticut Department of Mental 
Health assumed fiscal responsibility for the Clinic's operation. In 
addition, the Department appropriated funds for the creation of courts 
diagnostic clinics in New Haven and Bridgeport. The New Haven Clinic 
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functions independently of the Hartford clinic, while the Bridgeport 
clinic is operated temporarily by Hartford Clinic staff. Long-range 
plans provide for the establishment of two additional courts diagnostic 
clinics in Connecticut, to result in a network of five clinics throughout 
the state providing forensic services to all Connecticut trial (Superior) 
courts. 

The Hartford Courts Diagnostic Clinic functions as an agency of 
the Department of Mental Health. It performs forensic evaluations at the 
request of judges, public defenders, probation officers, and staff of a 
drug diversion program. Services are provided in 15 of Connecticut's 32 
Superior Courts. In addition, the Clinic receives orders for 
competency-to-stand-trial evaluations from other courts in the state; 
however, the Clinic refers these cases to state hospitals for evaluation. 
(Because it entails no screening or evaluation, this referral function 
will not be addressed in this report.) Cases received from courts and 
probation officers are processed at no cost to the referring party, while 
all other referrals are processed on a fee-for-services basis. 

The Courts Diagnostic Clinic performs two general types of 
evaluations: evaluations to assess competency to stand trial and 
psychosocial evaluations to assess drug dependency, mental health 
treatment needs, and general mental status. (Evaluations to assess 
criminal responsibility are arranged by the defendant or his attorney 
with private psychiatrists.) Evaluations are performed either at the 
Clinic's private office suite in downtown Hartford (if the person 
evaluated is not incarcerated) or at the Hartford Correctional Center (if 
the person is detained). Competency evaluations are conducted by a mental 
health team consisting of a psychiatric social worker, a psychiatrist, 
and a psychologist. Psychosocial assessments are performed either by a 
psychiatrist or a psychiatric social.worker. 

During 1978-79, the Clinic performed 310 psychosocial assessments 
and 219 competency-to-stand-trial evaluations. Of those cases received 
for psychosocial assessments, 167 were referred by the Public Defender's 
Office, 90 by the Probation Department, 43 by judges, and 10 by the drug 
diversion program. All cases received for competency- to-stand-trial 
evaluations were referred by court order. Of the defendants evaluated 
for competency to stand trial, 71.5 percent were found by Clinic staff to 
be competent, and 28.5 percent were found to be incompetent. 

A Function Model 

The caseflow of client-offenders into, through, and out of 
the Courts Diagnostic Clinic is depicted in Figures 9 and 10. 

Competency-to-Stand-Trial Evaluations 

Figure 9 illustrates the process by which the question of a 
defendant's competency to stand trial is raised, referred to the Clinic, 
addressed and responded to by Clinic staff, and resolved. 
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The issue of competency to stand trial may be raised by the 
defense, the prosecution, or the court. The issue most often arises at 
arraignment, although it may be raised at any time prior to disposition. 
If the court is of the opinion that a defendant may be incompetent to -
stand trial, it will order that he be evaluated. Upon the issuance of a 
competency evaluation order, the court may either hire a private 
psychiatrist to conduct the evaluation (paid for out of court funds) or 
direct the case to the Court Diagnostic Clinic, as agent for the 
Department of Mental Health. (Of the competency evaluations ordered by 
Connecticut courts to which the services of the Courts Diagnostic Clinic 
are available, 95 percent are referred to the Clinic.) 

On the day that the court issues the order, the court clerk 
telephones the Clinic with the referral. The Clinic's secretary/ 
administrative assistant receives the call, completes a telephone referral 
form (Appendix F) and makes an entry in the competency referral log book 
(Appendix G). The court clerk follows up the telephone call with a 
mailing to the Clinic containing a copy of the order, a biographical data 
sheet ("face sheet") on the person referred, and a copy of the police 
report. Once per week, the Clinic Director reviews new referrals and 
schedules them for evaluations. An evaluation team consisting of a 
psychiatric social worker, a psychologist, and a psychiatrist is assigned 
to conduct the evaluation. If the defendant is not incarcerated, he is 
sent a letter specifying a date and time for an interview appointment at 
the Clinic's offices. If he is incarcerated, the Clinic's 
secretary/administrative assistant notifies the head nurse of the 
Hartford Correctional Center that the evaluation team will be visiting on 
a particular day to interview the defendant. If the information supplied 
by the c·ourt at referral suggests that the defendant is mentally retarded, 
arrangements are made for a psychologist from the Department of Mental 
Retardation to participate in the evaluation. Finally, if it is suspected 
that the defendant's primary language is not English, arrangements are 
made for the employment of an interpreter. 

The interview is conducted, and the evaluation team formulates its 
opinion regarding the defendant's competency to stand trial. The 
psychiatric social worker prepares the team's report, arranges for 
obtaining signatures of team members, and submits the report to the court. 

If the court determines that the defendant is competent to stand 
trial, a trial date is set. If the defendant is found incompetent to 
stand trial, he is admitted to a state hospital for treatment designed to 
restore competency. Subject to periodic review, the defendant may remain 
hospitalized, without being civilly committed, for as long as the maximum 
sentence he could receive were he convicted of the crime with which he 
was charged, or 18 months, whichever is less. 

Psychosocial Assessments 

Figure 10 illustrates the process by which cases referred for 
psychosocial assessments are directed to and processed by the Courts 
Diagnostic Clinic. 
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Referrals for psychosocial assessments are made in much the same 
manner as are referrals for competency-to-stand-trial evaluations. 
Referrals may be made at the pretrial or posttrial stage of criminal 
proceedings. They may be made by judges, public defenders, probation 
officers, or staff of the "Treatment Alternative to Street Crime" (TASC) 
program, a diversion program operated by the Probation Department for 
drug-dependent offenders. Referrals are made by telephone to the Clinic's 
secretary/administrative assistant, who completes a telephone referral 
form (Appendix F), makes an entry in the psychosocial assessment referral 
log book (Appendix H), and schedules a time for the client-offender to be 
interviewed. If the referral is from a probation officer, a public 
defender, or a TASC staff member, the referring person also completes a 
referral form (Appendices J, K, L) and mails it to the Clinic. 

Probation officers and public defenders are responsible for 
arranging for their clients to keep their interview appointments. 
Incarcerated client-of fenders are interviewed in the Hartford Correctional 
Center at times arranged with the Correctional Center's head nurse. 
Court-ref erred client-off enders who are not in custody are sent letters 
notifying them of their appointments. 

The psychiatric social worker or psychiatrist assigned the case 
conducts a clinical interview and prepares a report for the person or 
agency responsible for the referral. The psychiatric social worker or 
psychiatrist may request that psychological testing be conducted by one 
of the Clinic 1 s consulting psychologists. The results of such testing 
are incorporated into the report by the staff primarily responsible for 
the evaluationo 

Delineation Of Mental Health Information Requirements 

The Courts Diagnostic Clinic provides its services upon order or 
request of Superior Court judges, probation officers, public defenders, 
and TASC. The Superior Court is Connecticut's sole court of original 
jurisdiction and has family, civil, and criminal divisions. There are 32 
Superior Courts in Connecticut, 15 of which are served by the Courts 
Diagnostic Clinico 

The standard for incompetency to stand trial in Connecticut is 
whether the defendant "is so insane or so mentally defective that he is 
unable to understand the proceedings against him, or to assist in his own 
defense." (Connecticut Criminal Procedure Statutes, .§54-40(a)) Should 
the question of the defendant's competency to stand trial be raised, the 
judge may either order an evaluation by "one or more physicians 
specializing in psychiatry" or "may order the commissioner of mental 
health to effect an examination of the accused ••• either by a clinical 
team consisting of a psychiatrist, a clinical psychologist and a social 
worker or by one or more psychiatrists." (Connecticut Criminal Procedure 
Statutesp §54-40(b)) The Courts Diagnostic Clinic, as designee of the 
Commissioner of Mental Health, conducts all evaluations referred to the 
commissioner by courts to which the Clinic's services are available. 
Reports must be submitted to the court within 15 days of the date on 
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which the evaluation was ordered. (Connecticut Criminal Procedure 
Statues, §54-40[b]) 

Pretrial psychosocial assessments may be ordered by the court to 
generate information helpful to the judge in making pretrial release 
determinations and diverting appropriate cases to community drug, 
alcohol, or mental health programs. In cases for which no presentence 
report is prepared by the Probation Department, the judge may order a 
presentence psychosocial assessment to assist him in arriving at a 
sentencing decision and fashioning a suitable probation plan. Probation 
officers request presentence psychosocial assessments to help them 
prepare presentence reports for the court. They also may request 
psychosocial assessments of offenders on supervised probation for the 
purpose of identifying changes in mental health needs. According to 
Connecticut's Chief Public Defender, public defenders typically request 
pretrial (and, less often, posttrial) psychosocial assessments to "gain a 
better understanding of their clients" and to lay the groundwork for plea 
bargaining or raising the insanity defense. (As indicated previously, 
evaluations to assess criminal responsiblity are conducted by private 
psychiatrists.) The budget of the public defender's office allows for 
the referral of a maximum of 15 cases per month. TASC requests pretrial 
psychosocial assessments to identify drug-dependent offenders eligible 
for diversion into the TASC program. 

Referrals are initiated by a telephone call to the Clinic. The 
Clinic's secretary/administrative assistant receives the call, completes 
a telephone referral form (Appendix F) and makes a log book entry 
(Appendices G and H). The telephone referral form records type of 
referral (i.e., competency or psychosocial); referral source; name, age, 
address, and telephone number of person referred; name of court and judge 
with jurisdiction over the case; bond amount; name of referred person's 
attorney; next court date; charges filed and pleas entered; reports being 
sent to the Clinic; and date and location of interview appointment. .The 
completed form is the first item placed in the client-offender's case 
file. Log book entries record the progress of the evaluation. They 
document the name of the person referred, the Clinic file number, the 
court with jurisdiction, the referral source, the date the referral was 
received, the date the evaluation was ordered (if court-ordered), the 
court hearing date, the person's current address, the interview 
appointment date, the names of clinicians conducting evaluations, the 
date the evaluation was conducted, the clinical finding (for competency 
cases), the date the report was prepared, whether or not the clinician 
was called to testify (for competency cases), and any special 
information. Separate log books are maintained for competency referrals 
and psychosocial referrals. 

After making a telephone referral for an evaluation to assess 
competency to stand trial, the judge or court clerk mails the Clinic a 
copy of the court order (which officially directs that an evaluation to 
assess competency to stand trial be performed but which presents no 

· information not already communicated by telephone), a "face sheet" 
containing biographical information about the defendant, and a copy of 
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the police report indicating the particulars of the offense(s) charged. 
Probation officers making referrals for psychosocial assessments complete 
and mail the Clinic probation referral forms (Appendix J) containing 
information supplementing that provided in the telephone referral, 
including a summary of the incident(s) leading to arrest, the reason(s) 
for the referral, and available medical or psychiatric history. Public 
defender referrals include the mailing of a public defender referral form 
(Appendix K) indicating the charges pending, the reason for the referral, 
and other pertinent information. Public defender referral forms are 
completed by a social worker in the state public defender's office who is 
responsible for screening evaluation requests from the public defender 
staff and limiting the number of clinic referrals to 15 per month. TASC 
staff follow up their telephone referrals by completing and mailing TASC 
referral forms (Appendix L) indicating whether the reason for the 
referral is to assess "drug dependence," "rule out mental illness," or 
collect "general psychosocial" information. 

Acquisition Of Mental Health Information 

Staff 

The staff of the Courts Diagnostics Clinic consists of four 
full-time psychiatric social workers, two full-time secretaries, five 
part-time, consulting psychologists, and four part-time, consulting 
psychiatrists. Evaluations to assess competency to stand trial are 
conducted by three-person evaluation teams composed of a psychiatric 
social worker, a psychologist, and a psychiatrist. The teams are 
assembled by the Clinic director. Psychosocial assessments are performed 
by a social worker or a psychiatrist, as assigned by the director. 

Procedures and Techniques, Competency to Stand Trial 

Upon receipt of a referral, the Clinic's secretary/administrative 
assistant prepares a file containing the referral materials and delivers 
it to the Clinic director. The director arranges for the psychiatric 
social worker on the evaluation team assigned the case to carry the file 
to the interview and share its contents with the other members of the 
team prior to commencement of the interview. If the director or 
secretary/administrative assistant has reason to believe that the 
defendant is non-English-speaking, arrangements are made for an 
interpreter to attend the interview. If the Clinic has reason to believe 
that the defendant is mentally retarded, arrangements are made for a 
psychologist from the Department of Mental Retardation to attend. 

Competency interviews are performed one day per week. Four to six 
interviews are conducted on each interview day. Most interviews are 
conducted at the Hartford Correctional Center; however, defendants 
released prior to trial are interviewed in the Clinic's offices. If the 
defendant is incarcerated, the Clinic secretary/administrative assistant 
telephones the Hartford Correctional Center the afternoon before and the 
morning of the day scheduled for competency interviews and notifies the 
head nurse which inmates are to be interviewed that day. If the 
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defendant is female, the Connecticut Correctional Institute in Niantic, 
Connecticut, the state's only prison for women, is notified, and the 
defendant is transported to the Hartford Center to be interviewed. Since 
most interviews are conducted at the Hartford Correctional Center, the 
team scheduled to consider cases that day meets at the Correctional 
Center in the morning unless they are notified in advance that an 
interview is scheduled in the Clinic's office~ Interviews in the 
Correctional Center are conducted in interview rooms in the infirmary. 

Competency interviews generally last approximately 40 minutes. 
Before each interview, the team reviews the referral materials in the 
defendant's file. There is an "initial interviewer" who directs the 
questioning. The team members rotate serving as initial interviewer. 
The questioning addresses the defendant's understanding of 

• current legal situation; 
• the charges; 
• the relevant facts; 
• the legal issues and procedures; 
• the function of court personnel; 
• the mechanics of pleading and plea 

bargaining; and 
•. the possible dispositions. and penalties; 

and ability to 

• identify and locate witnesses; 
• comprehend instructions and advice; 
• make decisions after receiving advice; 
• maintain a collaborative relationship with 

his attorney; 
• follow testimony for accuracy; 
• testify and be cross-examined; 
• tolerate stress; and 
• refrain from irrational behavior. 

Each team member completes a competency evaluation form (Appendix M), on 
which he rates the defendant as excellent, good, fair, or poor with 
respect to each of the items of inquiry listed above. 

Following the interview, the evaluation team members discuss their 
impressions and arrive at an opinion regarding the defendant's competency 
to stand trial. Psychological testing is never conducted. 

Procedures and Techniques for Psychosocial Assessments 

Upon receipt of a referral, the Clinic's secretary/ administrative 
assistant prepares a file containing the referral materials and delivers 
it to the Clinic director. The director assigns the case for 
evaluation. The evaluation typically is conducted at the Clinic's 
Hartford offices and consists of a one- to two-hour clinical interview. 
Inquiry is made in the following areas: 
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• family and marital history; 
• school history; 
• work history; 
• drug and alcohol history; 
• psychiatric and medical history; 
• arrest history; and 
• mental status. 

Some psychosocial referrals (notably TASC referrals) specifically request 
that the evaluation assess the person's drug dependency. In such cases, 
the interviewer additionally questions the person in the following areas: 

• type of drugs used; 
• amount used and duration of use; 
• extent of detoxification; 
• prior addiction; 
• prior treatment; and 
• arrest history related to drug charges. 

If the psychiatric social worker or psychiatrist conducting the 
interview believes that psychological testing is necessary before an 
accurate description of a client-offender's psychosocial state can be 
produced, he may request that one of the Clinic's consulting psychologists 
administer a battery of tests to the client-offender. The psychologist 
conducting the testing completes a "psychological testing summary" 
(Appendix N), which describes psychological functioning in the areas of 
intelligence, achievement, personality, neurological functioning, and 
vocational aptitudes. 

Provision and Use Of Mental Health Information 

Competency to Stand Trial 

The opinion reached by the clinical team following its evaluation 
of a defendant is summarized in a report for the court prepared by the 
psychiatric social worker. Signatures of each team member are attached. 
The report is submitted typically within ten to fourteen days of the 
evaluation order. The clerk of the court arranges for copies to be sent 
to the defense attorney and the prosecutor. 

The report contains two standard paragraphs describing the manner 
in which the interview was conducted (Appendix 0) and one page assessing 
the defendant 0 s responses and reactions to the questioning and presenting 
the team's opinion regarding competency. If a member of the evaluation 
team disagrees with the majority opinion regarding competency to stand 
trial, his views are expressed in terms of possible qualifications of the 
clinical finding agreed to by the team; minority opinions are not 
expressed. The Clinic's policy is that competency to stand trial is a 
narrow legal question not to be confused with mental illness generally. 
Accordingly, the evaluation team may be of the opinion that a particular 
defendant is competent to stand trial (understands the nature of the 
charges against him and is able to assist in his own defense) but at the 
same time is mentally ill. As a result, competency reports occasionally 
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suggest follow-up medical, neurological, or other mental health 
examinations. 

The courts receiving competency evaluation reports determine the 
question of competency to stand trial primarily on the basis of the 
information presented in the reports. Not infrequently, clinical 
testimony is requested. In such cases, the psychiatric social worker 
ordinarily is the team member who testifies, as permitted by Connecticut 
Criminal Procedure Statutes, §54-40(b). 

Psychosocial Assessments 

At the conclusion of his evaluation of an individual's 
psychosocial condition, the psychiatric social worker or psychiatrist 
prepares a report summarizing his findings. The report incorporates the 
results of any psychological tests administered. If the test results are 
especially revealing, the clinician attaches a copy of the testing 
summary. If the psychosocial assessment was court ordered, the report is 
sent to the court. If the assessment was requested by a public defender, 
a probation officer, or TASC, the report is sent only to the requesting 
person or agency and confidentiality is maintained. The evaluation is 
completed and the report is sent ordinarily within two to three weeks of 
the date o_n which the evaluation was ordered or requested. 

The report summarizes the manner in which the interview was 
conducted and provides information in the following areas: 

• family and marital history; 
• school history; 
• work history; 
• drug and alcohol history; 
• psychiatric and medical history; 
• arrest history; 
• mental status; 
• diagnostic impressions; and 
• recommendations (i.e., treatment). 

If the referral specifically requests a drug dependency assessment, the 
report also indicates: 

• type of drugs used; 
• amount and duration of use; 
• whether detoxification has been accomplished; 
• prior addiction; 
• prior treatment; 
•. arrest history related to drug charges; and 
• medication currently in use to detoxify. 

Judges may use the information provided to determine pretrial or 
presentence conditions of release, to divert a case out of the criminal 
justice system and into a community drug, alcohol, or mental health 
treatment program, to order mental health treatment as a condition of 
probation, or otherwise to dispose of a case takirig into account the 
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client-offenderus mental health requirements. Probation officers use the 
information provided either in preparing presentence reports for the 
court or in modifying (or requesting the court to modify) the conditions 
of probation for persons whose probation they are supervising. Public 
defenders use the information provided to lay the groundwork for plea 
bargaining and to determine whether the insanity defense should be 
raised. TASC uses the information provided to determine whether a person 
is drug dependent and therefore qualified for diversion into its program. 

Quality Control and Program Evaluation 

Quality Control and overall program evaluation of the Courts 
Diagnostic Clinic takes three basic forms: 1) management, monitoring, 
and informal feedback to Clinic staff; 2) routine statistical reporting; 
and 3) special studies and reports. 

Management, Monitoring, and Feedback 

The primary concerns of the Courts Diagnostic Clinic are that 
evaluations be focused, consistent, and thorough, and that reports be 
responsive and timely. To facilitate this, each new clinic staff member 
is given an orientation to the evaluation process. The staff members 
work together closely and regularly discuss cases on an informal basis. 
Lunch time typically finds the staff assembled in the conference room 
discussing issues ranging from mental health to religion and politics. 
In addition~ the Clinic sometimes receives feedback on an informal basis 
from judges, public defenders, and probation officers using the services 
of the Clinic. Finally, the Clinic provides the Connecticut Department 
of Mental Health with annual reports summarizing its work during the 
previous year. 

Statistical Reporting 

The Courts Diagnostic Clinic collects the following statistics: 

• number of referrals from each source; 
• number of cases referred for psychosocial assessments; 
• number of evaluations performed to assess competency to stand 

stand trial; 
• number of women evaluated for competency to stand trial; 
• number of competency-to-stand trial assessments performed at 

the Clinic and at the Hartford Correctional Center; and 
• number of defendants evaluated for competency to stand trial 

recommended as competent or incompetent. 

The Clinic's director uses this information to monitor demand for the 
Clinic's services and to prepare annual reports for the Connecticut 
Department of Mental Health. In addition, the Clinic provides the 
Department with extensive biographical and diagnostic information on 
persons evaluated. This information is entered into the state's 
computerized mental health information system, which tracks all cases 
receiving Department of Mental Health services. 
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Special Studies and Reports 

In 1977, the Connecticut Department of Mental Health sponsored a 
study (Note 9) that described the work of the Clinic, analyzed the costs 
of the Clinic's operation (and compared the cost of evaluations performed 
by the Clinic with that of evaluations performed by private, 
court-appointed psychiatrists and psychologists), and surveyed judges and 
probation officers regarding their satisfaction with the Clinic's 
services. 

Among the study's findings were the following: 

0 

0 

0 

0 

Approximately two-thirds (62 percent) of those examined for 
competency were found competent to stand trial, a percentage 
consistent with the findings of other groups (psychiatrists 
of the Department of Mental Health and private 
psychiatrists) who examine accused for competency. 
Competency findings evaluated in the light of demographic 
factors suggest that accused are more likely .to be found 
competent if they are white, male, young, and accused of 
relatively serious crimes, i.e., crimes against people. 

The competency examination reports of the Clinic were 
returned to the court significantly faster (11.6 days) than 
were those of the other examining groups (19.0 days). 

The cost of each competency examination performed by the 
three-member Clinical Team was $76. This amount was lower 
than that estimated for the private psychiatrist ($83) but 
higher than that for the examinations performed by 
psychiatrists of the Department of Mental Health ($60). The 
last figure, however, does not take into consideration the 
loss of patient care services to the Department of Mental 
Health. 

In general, both judges and probation officers indicated 
favorable response to the Clinic's procedure and favored its 
expansion so that all members of their respective groups can 
avail themselves of the Clinic's services. 76 percent of 
the judges and 92 percent of the probation officers who 
responded so indicated. Some additional findings were that 
72 percent of the judges who used the Clinic service agreed 
that the clinical team was expert in its ability to render 
competency opinions and 67 percent agreed that the clinical 
team members demonstrated professional expertise in their 
testimony at competency hearings. Of the probation officers 
who responded, 92 percent agreed that the reports of the 
Clinic are an aid in the disposition of cases and that the 
Clinic's interpretation contributes to a better 
understanding of the potential probationer. 
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In 1979, the Chief Public Defender's Office conducted a survey of 
public defenders in Connecticut who had used the services of the Clinic. 
The survey was designed to ascertain the reasons for public defenders' 
referrals and to assess the way in which the information provided by the 
Clinic affected the outcomes of cases. According to the Chief Public 
Defender, the most common reason given for referring a case was to "gain 
a better understanding of my client." Additionally, respondents 
indicated generally that the evaluations increased the likelihood of 
"probation with treatment" where incarceration might otherwise have 
resulted. 

In addition to these evaluations, the Clinic's work has formed the 
basis for a number of studies and articles relating to mental health 
evaluations for the courts. The benefits and problems (actual and 
potential) of performing competency evaluations in a courts clinic 
setting are assessed in an article by Fitzgerald, Peszke, & Goodwin 
(1978) that focuses on the work of the Courts Diagnostic Clinic. 
Demographic profiles of persons referred to the Courts Diagnostic Clinic 
and outcomes of cases for which the Clinic performed public-defender-
ref erred evaluations are discussed in a recent volume by Fitzgerald 
(1979). 

CAMBRIDGE (MASSACHUSETTS) COURT CLINIC 

The court clinic system in Massachusetts traces its roots to a 
Massachusetts Department of Mental Health "pilot project" established in 
1948. The project, "brainchild" of Norfolk County juvenile court 
probation officer Jim Devlin and child psychiatrist Don Russell, entailed 
the establishment of a clinic operating out of existing Department of 
Mental Health facilities to provide mental health services to delinquent 
or alleged delinquent juveniles in the Boston area. As a result of the 
project's success, the clinic concept in Massachusetts was expanded in 
1954 with the establishment of the Cambridge Court Clinic as a district 
court "demonstration project" to serve adult cases as well as juvenile 
cases. In 1956, a Division of Legal Medicine was established within the 
Massachusetts Department of Mental Health for the purpose of facilitating 
the growth and operation of the court clinic system in the state. To 
date, 26 clinics have been established. All but two, the Norfolk County 
Probate Court Clinic and the Suffolk County Superior Court Clinic, are 
located in and serve district courts. The Cambridge Court Clinic has 
operated continuously since 1954. 

The Cambridge Court Clinic provides its services primarily for the 
Third District Court of Eastern Middlesex (Cambridge District Court), 
which has original criminal jurisdiction of misdemeanors and felonies 
carrying sentences of less than two and one-half years imprisonment; 
unlimited non-jury, civil ·jurisdiction; and exclusive juvenile 
jurisdiction. Additionally, the District Court conducts preliminary 
hearings in felony cases within the Superior Court's jurisdiction. The 
Clinic occasionally provides services on an informal basis for the 
Middlesex County Superior Court, which is Massachusetts' highest court of 
general trial jurisdiction, having general jurisdiction of all criminal 
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offenses and unlimited civil jurisdiction. Superior Court services are 
provided on a fee basis. Finally, the Clinic is administratively 
responsible for the Family Services Clinic, which is located in and 
provides services for the Middlesex County Probate Court, the 
jurisdiction of which includes probate matters and divorce and child 
custody contests. 

The Cambridge Court Clinic provides the following services: 

(1) screenings to assess competency to stand trial and criminal 
responsibility (the clinic recommends whether or not further 
evaluation is warranted); 

(2) evaluations of persons claiming drug dependency (for 
deferred prosecution or treatment during sentencing), to 
assess drug dependency and treatment suitability; 

(3) post-conviction, presentence evaluations of criminal 
offenders, to assess mental health treatment needs; 

(4) evaluations of persons on supervised probation, to assess 
mental health treatment needs; 

(5) evaluations of parties or potential witnesses, to assess 
competency to testify; 

(6) screenings of applications for "warrants of apprehension" 
(warrants to detain persons for civil commitment hearings); 
evaluations of persons detained on warrants of apprehension, 
to assess civil commitability; 

(7) screenings of requests and preparation of applications for 
temporary hospitalization of persons believed to constitute 
a "likelihood of serious harm" (to self or others) by reason 
of mental illness; 

(8) evaluations of persons with respect to whom petitions for 
the involuntary commitment of an alleged alcoholic have been 
filed, to assess committability to a public health facility; 

(9) pre-disposition evaluations of juvenile offenders to assess 
mental health treatment needs; 

(10) evaluations of "CHINS" (children in need of service), to 
assess mental health treatment needs, as well as "care and 
protection" evaluations of abused and/or neglected children; 

(11) supervision of the Family Service Clinic and evaluations of 
that clinic's overflow cases (primarily evaluations of 
children and their parents involved in custody/visitation 
contests); 
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(12) treatment of offenders or alleged offenders on probation or 
pretrial release with stipulations for treatment; 

(13) education and training of graduate psychology and social 
work students and psychriatric residents; and 

(14) research. 

Only those services entailing screening and evaluation of criminal or 
alleged criminal offenders (1-5 above) will be described in detail in 
this report. 

The core of the Cambridge Court Glinic's operation is funded by 
the Massachusetts Department of Mental Health. State-funded positions 
include one full-time psychiatrist (the Clinic Director), two half-time 
psychiatrists, one half-time psychiatrist permanently loaned to another 
court clinic, one half-time psychologist, two full-time social workers 
(one of whom is the Chief Social Worker), one part-time consultant 
psychologist ("forensic clinician"), and two secretaries/administrative 
assistants. In addition, there are a varying number of staff funded by· 
federal and foundation grants. Among these are a masters-level drug 
counselor, a masters-level psychologist, and several graduate students in 
psychology and social work. With the exception of 
secretaries/administrative assistants, all of the staff participate in 
the evaluation and treatment of off enders and alleged off enders and may 
be referred to as "clinicians" in this report. Students serve as 
clinicians under the close supervision of staff. 

The Director of the Cambridge Court Clinic estimates that the 
Clinic receives 800-900 new referrals per year, of which 200-300 are 
"court calls" (generally to assess competency to stand trial or criminal 
responsibility or to assist in psychiatric emergencies). In all, the 
Clinic averages 400 visits per month for evaluation and treatment. 

Process Flow 

The flow of mental health evaluation cases into, through, and out 
of the Cambridge Court Clinic is depicted in Figures 11-15. 

Competency to Stand Trial and Criminal Responsibility 

Figure 11 indicates the typical process by which the questions of 
competency to stand trial and criminal responsibility are raised in a 
particular case, referred to the Clinic, addressed and responded to by 
Clinic staff, and resolved. 

Questions of competency to stand trial and criminal responsibility 
typically arise at arraignment, although they may be raised at any time 
prior to or during a trial. (Competency may be raised at any time prior 
to disposition.) Each day, prior to arraignment, a probation officer 
interviews all defendants to be arraigned. If the probation officer 
observes behavior that indicates that a particular defendant may be 
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mentally disordered, he brings this to the attention of the judge at the 
opening of court. The judge appoints an attorney for the defendant and 
usually orders the Cambridge Court Clinic to screen her or him. The 
probation officer calls the Clinic secretary, who makes a note of the 
names of the defendant and attorney and the crime(s) charged. The 
secretary then checks the Clinic files to determine whether the defendant 
has been screened or evaluated at the Clinic before. The secretary 
delivers this information to either the "forensic clinician," if he is 
available~ or to a psychiatrist, if the forensic clinician is not 
available. (The forensic clinician is an MA-level psychologist who works 
three days per week and screens "court calls" prior to the psychiatric 
screening.) 

Upon receiving the referral, the clinician (forensic clinician or 
psychiatrist) immediately visits the courtroom and speaks with the 
probation officer, the defense attorney, and the court officer regarding 
their impressions of the defendant's behavior. The clinician then 
interviews the defendant. When the forensic clinician has performed 
these services~ he then telephones the Clinic's secretary and requests 
that a psychiatrist be dispatched also to interview the defendant. 
(Massachusetts law requires that competency and criminal responsibility 
evaluations be performed by a qualified physician.) The psychiatrist 
reports to the courtroom immediately and speaks with the forensic 
clinician before interviewing the defendant. After the interview, the' 
psychiatrist and the forensic clinician discuss their impressions and, in 
order to verify or supplement what the defendant has said, may telephone 
doctors, hospitals, relatives, or others mentioned by the defendant 
during the interview. They also ask for the defense attorney's opinion 
about his client's ability to carry on a reasonable conversation 
regarding his case. The clinicians determine whether inpatient 
evaluation is required and then formulate an opinion regarding the 
defendant's competency to stand trial and/or criminal responsibility. 
This information is presented verbally to the court. (If a psychiatrist 
was assigned the case from the beginning, he alone conducts the 
evaluation and reports to the court.) 

With regard to competency to stand trial, the court either finds 
the defendant competent and proceeds with arraignment or orders that he 
be evaluated further for competency. With regard to criminal 
responsibility~ the court either orders the defendant evaluated further 
for criminal responsibility or proceeds with arraignment. (The court 
ordinarily may not, at this stage and on the basis of this screening, 
rule that the defendant was criminally responsible at the time that he is 
alleged to have committed an offense, since criminal responsibility is a 
defense that may be determined only at trial.) If the defendant, though 
not requiring further evaluation for competency or responsibility, is 
believed to have other mental health problems, the judge may recommend 
that he receive treatment at the jail or as a condition of release in the 
care of a probation officer. If the judge orders further evaluation, he 
will ask the clinician(s) to recommend whether the evaluation should be 
performed on an inpatient or an outpatient basis and, if on an inpatient 
basis~ whether the defendant should be admitted to a regular Department 
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of Mental Health hospital or to the maximum security facility at 
Bridgewater State Hospital. (Only males may be admitted to 
Bridgewater.) With this recommendation, the Clinic contacts staff of the 
facility in which the defendant is to be hospitalized and advises them of 
the impending transfer and of the clinical condition and legal status of 
the defendant. The defendant may be hospitalized for a period not to 
exceed twenty days, at the end of which time the hospital either reports 
its findings regarding competency and/or responsibility or requests a 
twenty-day extension for further observation and evaluation. The 
hospitalization may not exceed forty days from the date of the initial 
court order of hospitalization unless the defendant requests continued 
care and treatment during the pendency of the criminal proceedings 
against him. 

The hospital or other clinical facility performing the evaluation 
reports its findings to the court, and the court determines the question 
of the defendant's competency to stand trial. If the defendant is found 
competent, the criminal process resumes. If he is found incompetent, he 
may be admitted to a hospital for a period of forty days for observation 
and examination (maximum of fifty days including all previous 
hospitalization for evaluation). According to the Director of the 
Clinic, at the end of this period the defendant is either committed by 
the criminal court under civil commitment standards (until such time as 
his competency to stand trial is restored), or held under criminal 
standards for the maximum period for which he might have been sentenced 
if convicted of the most serious offense charged (and then committed 
civilly, or released if not found committable). The question of criminal 
responsibility is determineq at trial if the insanity defense is raised. 
If the defendant is found not guilty by reason of insanity, he may be 
admitted to a hospital for observation and examination for a period of 
forty days (maximum of fifty days including all previous hospitalization 
for evaluation), at the end of which time he is either committed or by 
civil standards released. Incompetency and insanity commitments are 
initially for six months and may be renewed annually thereafter at formal 
commitment hearings. 

Party or Witness Competency 

Figure 12 illustrates the process by which the Cambridge Court 
Clinic receives referrals, conducts evaluations, and reports its findings 
regarding the competency of a party or a potential witness to testify as 
a witness. The question of witness competency may arise prior to any 
court hearing and may be raised by the prosecutor, the probation officer, 
the defense attorney, or the court. If the judge believes there may be 
some question as to the mental capacity of the party or witness to 
understand and participate in the proceedings, he will order the 
defendant evaluated by a Clinic psychiatrist. A written order is issued 
and routed by inter-office mail to the Clinic's Director, who assigns a 
qualified physician to conduct the evaluation and schedules an 
appointment for the party or witness to be evaluated. The evaluation is 
conducted, and the physician either testifies or submits his findings in 
writing to the court. The court uses the information provided in 
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determining whether or not to declare a potential witness incompetent to 
testify. 

Presentence Evaluations 

Figure 13 illustrates the process by which the cambridge Court 
Clinic receives referrals, conducts evaluations, and reports its findings 
regarding the mental condition of a criminal offender prior to sentencing. 

After a finding of guilty and prior to sentencing, if the court 
believes that an offender's mental condition may warrant special 
consideration in sentencing, it may order the offender evaluated at the 
Clinic. The evaluation may be requested by the defense attorney, the 
prosecutor, or the probation officer, or it may be ordered ~ sponte. 
If the court believes an inpatient evaluation is necessary, a written 
order is issued and the offender is hospitalized for a period not to 
exceed forty days. If an outpatient evaluation is specified, a verbal 
order is issued, and the court probation officer sends a clinic referral 
form to the Clinic through the inter-office mail along with a copy of a 
"face sheet" and any other pertinent material on the offender. The 
Clinic's Director receives the referral, assigns a clinician to evaluate 
the offender, and schedules an appointment for the offender to be 
evaluated in the Clinic's offices. The evaluation is conducted and the 
clinician submits his findings in writing to the court within forty days 
of the date of the evaluation order. The court uses the information 
provided to fashion an appropriate sentence. 

Probation Referrals 

Figure 14 indicates the process by which the Cambridge Court 
Clinic receives referrals, conducts evaluations, and reports its findings 
regarding the mental condition of a criminal of fender on supervised 
probation. 

If a probation officer believes that an offender whose probation 
he is supervising may be in need of mental health services, he sends a 
referral form to the Clinic through the inter-office mail along with a 
copy of a "face sheet" and any other pertinent material on the 
defendant. Probation referrals ordinarily are directed to the Chief 
Social Worker, who meets with the Clinic Director weekly to assign cases 
to particular clinicians. The evaluation is conducted, the case is 
discussed, and the clinician submits his findings and any treatment 
recommendations to the referring probation officer. If treatment is 
indicated, the probation officer ordinarily attempts to persuade the 
offender to enter into treatment on a voluntary basis, either at the 
Clinic or elsewhere. If the offender resists treatment, the probation 
officer may notify the court and request that the conditions of probation 
be amended to include treatment. Before making such an order, the court 
appoints counsel for the offender and hears the matter. Once treatment 
has begun, confidentiality is maintained under the patient
psychotherapist privilege. 
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Drug Dependency 

Figure 15 indicates the process by which the Cambridge Court 
Clinic receives referrals, conducts evaluations, and reports its findings 
regarding the drug dependency and treatment suitability of offenders or 
alleged offenders. 

Every person charged with a drug offense is advised of his right 
to request in writing an evaluation to assess whether or not he is drug 
dependent and would benefit by treatment. Further, persons convicted of 
offenses other than drug offenses may request a drug dependency 
evaluation prior to sentencing. Upon receipt of a request for 
evaluation, the court may find the person drug dependent without ordering 
an evaluation or may order the person evaluated by a psychiatrist at the 
Clinic. Evaluation orders are issued in writing and are routed through 
the inter-office mail to the Clinic's Director, who assigns a clinician 
to conduct the evaluation. The evaluation is conducted and a written 
report is submitted to the court. 

If the court finds that a person charged with a drug offense is 
drug dependent and would benefit by treatment, it may, with the person's 
consent, assign him to a drug facility for treatment on an inpatient or 
an outpatient basis for a period not to exceed eighteen months or the 
maximum sentence he could receive were he convicted of the offense with 
which he is charged, whichever period is shorter. Criminal proceedings 
are stayed during the period of the treatment. If the person completes 
the treatment program successfully, the court as a matter of practice 
dismisses the charges against him. If the person fails to complete the 
treatment program successfully, the court revokes the stay of proceedings 
and tries the person on the charges pending. 

If the court finds that a person convicted of an offense other 
than a drug offense is drug dependent and would benefit by treatment, it 
may, with the consent of the person, order that the person be either 
treated while incarcerated or admitted to an in-patient or an out-patient 
treatment program as a condition of probation. 

Delineation of Mental Health Information Requirements 

The Cambridge Court Clinic receives referrals for evaluation by 
telephone, by written court order, and by clinic referral form. 

Competency to Stand Trial and Criminal Responsibility 

Screenings to assess competency to stand trial or criminal 
responsibility are ordered verbally by the court upon request of the 
court probation officer, the defense attorney, the prosecutor, or sua 
sponte. The probation officer relays the order by telephone to th;-
Clinic 1 s secretary, delineating for the secretary the defendant's name, 
the crime(s) charged, the judge before whom the case is pending, and the 
fact that a mental health examination was ordered. At this stage of the 
proceedings, the defendant's suspected mental disorder typically will not 
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have been classified as incompetency to stand trial or lack of criminal 
responsibility. 

The test for competency to stand trial is whether the defendant 
has "sufficient present ability to consult with his lawyer with a 
reasonable degree of rational understanding and whether he has a rational 
as well as a factual understanding of the proceedings against him." 
Commonwealth v. Hill, 375 N.E. 2d 1168 (1978). The test for criminal 
responsibility is whether the defendant, "as a result of mental disease 
or defect, o •• lacked substantial capacity to appreciate the 
criminality of his conduct or to conform his conduct to the requirements 
of the law." Commonwealth v. O'Conner 387 N.E. 2d 190 (1979). Out
patient screenings to assess competency to stand trial and criminal 
responsibility are authorized by Massachusetts General Laws, Chapter 123, 
§15(a). 

Party or Witness Competency 

Referrals for evaluations to assess the competency of a party or a 
potential witness come by written court order issued at the request of 
the defense attorney, the prosecutor, the probation officer, or sua 
sponte. The order is routed to the Clinic Director through the ~ 
inter-office mail. The order indicates the name of the person to be 
evaluated, the caption of the case in which he is expected to testify, 
and the date of the next court hearing, and directs that a "§19 
examination" be performed by a qualified physician to ascertain the 
·personvs competency to testify as a witness. Evaluations to assess a 
person's competency to testify as a witness are authorized by 
Massachusetts General Laws, Chapter 123, §19. According to the Director 
of the Clinic, the evaluation is designed to assess the person's mental 
capacity to understand the proceedings, realize the consequences of his 
testimony, and participate meaningfully in the proceedings. 

Presentence and Probation Evaluations 

Presentence evaluations are ordered verbally by the court at the 
request of the defense attorney, the prosecutor, the probation officer, 
or ~ sponte. The probation officer completes a referral form and 
routes it, along with a copy of a "face sheet" and any other pertinent 
material on the defendant, through the inter-office mail to the Director 
of the Clinic. Referrals for evaluation of offenders on supervised 
probation also come by referral form with a face sheet attached, but are 
directed to the Clinic's Chief Social Worker. The referral form 
indicates the offender's name, age, address and telephone number; 
offense; reason for the referral (i.e., "presentence evaluation upon 
court order"); urgency of the referral; sentencing data; and a statement 
of the problem (examples of disordered behavior, as perceived). Face 
sheets are prepared by the court probation officer during the 
prearraignment interview and indicate identifying information, marital 
history, family history, employment history, school history, financial 
condition, mental and physical health problems, drug and alcohol use, 
military history and prior criminal record. Presentence evaluations are 
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authorized by Massachusetts General Laws, Chapter 123, §lS(e). According 
to the Clinic Director, the presentence evaluation process is designed to 
assess 1) whether or not the person is mentally ill, 2) the extent to 
which such mental illness would hinder his ability to serve a sentence in 
a penal environment, and 3) whether or not another rehabilitative 
approach would better serve the needs of the offender and society. 
Evaluations of offenders on probation are intended to assess the 
offender's treatment needs generally. 

Drug Dependency 

Referrals for drug dependency evaluations come by written court 
order, issued at the request of the defendant or offender. The order 
typically indicates the name of the person to be evaluated, the 
offense(s) charged or committed, and the date of the next court hearing, 
and directs that a "§47 examination" be performed by a qualified 
psychiatrist to ascertain whether the defendant or offender is drug 
dependent and would benefit by treatment. Drug dependency evaluations 
are authorized by Massachusetts General Laws, Chapter 123, §§47-49. 
According to the Director of the Clinic, drug dependency evaluations are 
intended to assess the extent to which drug use affects the person's 
behavior and life style and whether the person might benefit by 
participation in a drug treatment program. According to the Clinic's 
drug treatment specialist, a primary implicit purpose of the evaluation 
relates to job placement and the extent to which treatment might promote 
employment stability. 

Acquisition Of Mental Health Information 
• 

Competency to Stand Trial and Criminal Responsibility 

Upon receipt of a referral, the clinician (forensic clinician, if 
available, or the psychiatrist on "court call") reports immediately to 
the courtroom in which the defendant is being held pending continuation 
of arraignment. The clinician questions the probation officer regarding 
the nature of the problem and examines the face sheet and any other 
reports in the probation file. He then asks the defense attorney for his 
observations and requests that the attorney sit with his client during 
the clinical interview. 

The interview usually is conducted in an interview room adjacent 
to the courtroom; however, if the defendant is "out of control" and 
violent, the interview is conducted through the bars of the defendant's 
cell elsewhere in the building. The clinician begins the interview by 
explaining the purpose of the examination and warning the defendant that 
his statements may not be held confidential. During the course of the 
interview, the clinician typically inquires as to defendant's family 
background, school history, marital status, medical history (with 
emphasis on recent injuries or illness), mental health history (noting 
psychiatrists seen or hospitalizations in the past, particularly if 
related to suicidal or homicidal behavior), military history, employment 
history, drug and alcohol use, and previous criminal history (noting 
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charges and dates of offenses). The clinician always screens for 
incompetency to stand trial, inquiring with regard to the defendant's 
understanding of the charges against him (nature, seriousness, 
consequences) and of the court process (roles of participants, concept of 
pleading, etc.). If the clinician suspects that criminal responsibility 
may become an issue, he inquires into the circumstances surrounding the 
incident leading to the defendant's arrest. All evaluations include a 
mental status examination entailing assessments of physical appearance 
and behavior, speech, affect, mood, suicidal/homicidal ideation, thought 
processes (evidence of hallucinations, looseness of associations, 
paranoia, ideas of reference, flight of ideas etc.), thought content, 
cognitive and intellectual functions (memory, orientation), judgment, and 
insight. The clinical interview typically lasts 45-50 minutes. 

If the forensic clinician has conducted the initial interview, he 
telephones the psychiatrist on "court call" to arrange for him also to 
interview the defendant. This second interview (by the psychiatrist) 
focuses on the forensic clinician's particular concerns regarding 
psychopathology in the defendant's mental status. Upon the completion of 
the psychiatric interview, be it the second interview or the only 
interview, the clinician(s) may telephone persons mentioned by the 
defendant during the interview or other significent persons to verify or 
supplement the defendant's statements. 

Other Evaluations (Presentence, Probation, Witness 
Competency, Drug Dependency) 

Presentence. Upon receipt of a presentence evaluation referral, 
the Clinic Director assigns a clinician to the case. Before the 

0 

interview commences, the clinician reviews the items in the offender's 
file, including the probation referral form and the arraignment face 
sheet. The clinician begins the interview by explaining the purpose of 
the examination and warning the of fender that his statements may not be 
held confidential. The clinician then collects information to complete a 
psychiatric evaluation face sheet (Appendix P), indicating general 
personal information, including a relatively detailed social history. 
The balance of the interview is similar to interviews to assess 
competency to stand trial and criminal responsibility. This interview 
typically lasts one hour. 

The clinician frequently telephones persons mentioned by the 
defendant during the interview, to verify or supplement the defendant's 
statements. Occasionally, the clinician will request that family members 
or others visit the clinic and speak personally with the clinician. 

Arrangements sometimes are made for a staff psychologist to 
administer a battery of psychological tests to the offender. The 
clinician indicates to the psychologist on a referral form what general 
question(s) he would like addressed, and the psychologist selects the 
tests to be administered, conducts the testing, and reports the results 
to the clinician. The clinician usually conducts additional interviews 
with the offender prior to preparing his report for the court. 
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Probation Referrals. The Chief Social Worker receives probation 
referrals and meets with the Clinic Director weekly to assign clinicians 
to cases. The clinicians schedule initial interview appointments, and 
the secretary notifies the defendants of their appointments. The 
evaluation process essentially is the same as that described above with 
respect to presentence evaluations. According to the Director of the 
Clinic, the evaluation ordinarily entails two to six one-hour interviews. 

Witness Competency. The Clinic Director receives orders for 
witness competency evaluations and assigns clinicians to conduct the 
evaluations. The clinicians schedule appointments, and the secretary 
notifies to-be-evaluated persons of their appointments. The statute 
requires that witness. competency examinations be performed by "qualified 
physicians." Witness competency evaluations ordinarily entail one or two 
one-hour interviews. The evaluation process essentially is the same as 
that described above with respect to presentence and probation 
evaluations. 

Drug Dependency. The Clinic Director receives referrals for drug 
dependency evaluations and assigns clinicians to cases. The clinicians 
schedule appointments, and the secretary notifies to-be-evaluated 
persons of their appointments. Although the statute requires that drug 
dependency evaluations be performed by psychiatrists or other "qualified 
physicians," the Clinic's grant-funded drug treatment specialist (M.A. 
psychologist) ordinarily is assigned to serve as primary evaluator, 
consulting with psychiatrists prior to submitting reports to the court. 
The evaluation process typically entails two to four one-hour visits and 
essentially is the same as that described above with respect to 
presentence, probation, and witness competency evaluations. However, 
questioning with regard to drug usage is more detailed and focuses on 
types of drugs used, amount used and duration of use, prior addiction, 
prior treatment, and arrest history related to drug use. 

Provision and use of Mental Health Information 

Emergency Court Calls (Competency to Stand Trial, Criminal 
Reponsibility) 

At the~conclusion of the psychiatric interview to assess 
competency to stand trial or criminal responsibility, the clinician 
(usually the psychiatrist, although often joined by the forensic 
clinician) notifies the probation officer and the court officer that he 
is prepared to report to the court. The case is called, and the 
clinician verbally reports his findings, indicating specifically: 

o the defendant's prior psychiatric history, if any; 

o evidence of the defendant's present mental illness, if any 
(i.e., examples of the defendant's disordered behavior or 
impaired judgment); 
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o opinion, supported by facts, regarding the defendant's 
competency to stand trial or criminal responsibility; 

o clinical findings regarding the defendant's present need for 
treatment; 

o if recommended incompetent to stand trial or otherwise in 
need of treatment, opinion regarding appropriate location 
for treatment (i.e., outpatient, inpatient at a Department 
of Mental Health Hospital, inpatient at Bridge~ater State 
Hospital); and 

o whether there is any substantial mental illness that would 
affect his ability to await trial in a penal facility. 

The court then makes any of the following rulings: 

o If the defendant is competent, not mentally ill, presents no 
substantial likelihood of serious harm (LSH), and is able to 
be maintained in a penal facility, arraignment continues. 

o If the defendant is competent, mentally ill, presents no 
substantial LSH, but requires psychiatric treatment, the 
court may order that he receive treatment at the jail or as 
a condition of pretrial release. 

o If the defendant is competent, mentally ill, and presents a 
substantial LSH, the court may recommend that the charges be 
dismissed and the defendant be committed civilly, or 
retained in custody, with charges, and transferred to a 
psychiatric facility. 

o If the defendant is mentally retarded, the same standards 
and procedures apply in assessing his competency to stand 
trial and criminal commitment for evaluation (however, it 
should be noted that civil commitment cannot be instituted 
on the basis of mental retardation alone). 

o If the defendant is believed to require further evaluation 
to assess competency or criminal responsibility,"'he is 
ordered evaluated further, either on an outpatient basis or 
on an inpatient basis (at a Department of Mental Health 
Hospital or at Bridgewater State Hospital). 

After testifying, the clinician(s) returns to the Clinic and prepares a 
two- to three-page report documenting his findings, places the report in 
the defendant 1 s file and sends a copy to the judge. If the judge orders 
the defendant committed to a hospital, the psychiatrist completes the 
commitment paperwork for the judge's signature, informs the facility, 
and forwards copies of the evaluation report to the hospital and to the 
judgeo 
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Other Evaluations (Presentence, Probation, Witness 
Competency, Drug Dependency) 

At the conclusion of an evaluation to assess witness competency, 
drug dependency, or treatment needs for presentence or probation 
considerations, the clinician primary responsible for the evaluation 
prepares a two-three page report containing the following information: 

0 

0 

0 

identifying data (name, age, address, referral source, court 
status, charges, date of alleged incident, stage of 
proceedings); 

structure of the evaluation (dates of interviews, who was 
interviewed, others present; other sources of information 
[e.g., police reports, probation records, consultation with 
former therapists, hospital records, etc.]; informed consent 
given to person with explanation of procedure); 

_present situation regarding competency to be a witness, drug 
dependency, treatment needs, ability to serve a sentence in 
a penal facility; 

o significant past history (developmental; school; family; 
medical; psychiatric treatment; drug and alcohol use; work; 
sexual-marital; military; recent accidents, illnesses, or 
injuries; previous legal problems); 

o observations during interview(s) (mental status examination, 
cooperation with evaluation, punctuality); 

o formulation and assessment (a "dynamic" statement about the 
person's history and how it relates to current presentation, 
conflicts, and defenses; strengths, weaknesses, attitude to 
treatment); 

o diagnostic impression keyed to the Diagnostic and 
Statistical Manual of Mental Disorders III (DSM III); and 

o recommendations regarding need for treatment and whether 
treatment should be administered on an outpatient basis, on 
an inpatient basis at a Department of Mental Health 
Hospital, or at Bridgewater State Hospital. 

Presentence evaluation reports, witness competency evaluation reports, 
and drug dependency reports are submitted to the court. Probation 
evaluation reports are submitted to the referring probation officer. 
Reports generally are submitted within thirty days of the referral. Drug 
dependency evaluation reports are submitted within five days of the date 
of the evaluation. 
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Feedback, Monitoring, And Evaluation 

The primary formal mechanism for program feedback, monitoring, and 
evaluation operating with respect to the Cambridge Court Clinic is an 
annual evaluation conducted by the Office of Quality Assurance, 
Massachusetts Department of Mental Health. The Office evaluates all 
programs operated, financed, or regulated by the Department of Mental 
Health. The evaluation consists of a 25-page questionnaire and a 10-page 
rating form (see Note 10). Measurements are made of the Clinic's 
compliance with ten "principles of care": 

o minimization of barriers to access (free from cultural, 
geographic, economic, linguistic, physical, or temporal 
barriers to delivery of service); 

o staffing (appropriate composition; explicit delineation of 
roles, functions, qualifications); 

o training (integrated orientation and training plan); 

o community orientation (documentation of efforts to establish 
relationships with other community agencies); 

o clinical recordkeeping (adequate, confidential record); 

o physical setting (comfortable and aesthetically pleasing); 

o client goals (individual service plan for each client); 

o client rights (enforcing of rights to refuse treatment, to 
have access to records, to collaborate in defining 
treatment); 

o continuity of care (uninterrupted and congruent care for 
clients transferred between programs or agencies); 

o management and administration (governed by explicit policies 
and practices). 

In addition to the formal evaluation system outlined above, the 
Clinic is subject to ongoing monitoring by the judges and probation 
officers of the Cambridge District Court. Because the Clinic staff, the 
judges, and the probation officers all are located in the same building, 
there is frequent informal feedback to the Clinic staff. Within the 
Clinic itself, the management structure provides for a degree of internal 
monitoring. The Clinic's administrative assistant maintains the Clinic's 
records, and the Director is responsible for general office management 
and staff quality control. The Chief Social Worker supervises graduate 
social work students and the chief psychologist supervises the graduate 
psychology students placed at the Clinic. 
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The training and research functions of the Clinic serve to some 
extent to focus attention on the operations of the program. In addition 
to the ongoing training of students working at the Clinic, the Clinic 
sponsors weekly lectures by noted mental health professional in the 
Boston area. Lectures frequently are presented by Clinic staff and 
presentations often are based.upon the work of the Clinic. The Clinic 
staff also have engaged in research studies based upon the work of the 
Clinic. For example, a study presently being conducted is using the 
results of Clinic-conducted evaluations of delinquent juveniles to assess 
the link, if any, between learning disabilities and juvenile delinquency. 

THE PIMA COUNTY (ARIZONA) COURT CLINIC 

The Pima County Court Clinic (PCCC), which is under the 
jurisdiction of the Superior Court of Pima County, Arizona, was 
established in 1972 with a $52,230 grant from the Law Enforcement 
Assistance Administration (LEAA) "to test the feasibility of having 
court-appointed professionals do impartial mental health evaluations of 
convicted felons" (Ginnetti, Note 11). Federal support of PCCC lasted 
for three years; from 1975, PCCC has been supported by Pima County monies. 

The major function of PCCC is to provide forensic mental health 
evaluations, crisis intervention, and outpatient treatment for convicted 
felons at t~e request of the courts and allied agencies. Some pretrial 
services are rendered also. 

Approximately 80 percent of the evaluation requests are made by 
Pima County Superior Court, the court of general jurisdiction; 10 percent 
come from Tucson city courts (Justice of Peace Court and Police Court), 
courts of limited jurisdiction. The remaining referrals are made by a 
variety of sources discussed later in this section. Among the services 
provided by PCCC (see Ginnetti, Note 11) are the following. 

(a) 

(b) 

(c) 

(d) 

Psychological, psychiatric, and psychosocial evaluations, 
usually performed at the presentence and/or post-conviction 
stage of the criminal proceedings. All individuals with a 
prior history of emotional disturbance are evaluated at 
PCCC, as are all violent offenders, sex offenders, and the 
majority of substance abusers. 

Diagnostic and treatment programs to assist the counselor or 
probation officer dealing with the case. 

Referral of clients within the criminal justice system with 
emotional difficulties to appropriate treatment agencies or 
hospitals for short- or long-term therapy, hospitalizations, 
or neurological testing. · 

Emergency consultation and evaluation for clients who are 
exhibiting bizarre or aggressive behavior currently--in a 
courtroom, for example. 
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(e) Individual psychotherapy for selected offenders in the 
County Jail or on probation. 

(f) Prescription and psycho-chemical treatment when warranted. 

(g) In-service training provided to legal departments when 
requested, as well as community consultation and education 
on mental health topics. 

Under the Arizona Rules of Criminal Procedure (Arizona Revised 
Statutes Annotated, Section 26.5), the Court may request, at any time 
before sentencing, that the defendant undergo mental health evaluation. 
Before the existence of PCCC the courts paid for contract services 
provided by private psychiatrists and psychologists to obtain these 
evaluations. Requests for these services were typically made by 
probation officers during their presentence investigations if they felt a 
defendant showed signs of a mental disorder. Mental health evaluation 
referrals were also made by prosecuting attorneys or defense counsel 
whenever they wanted testimony during "aggravating" or "mitigating" 
hearings before sentencing. 

The prevalence of psychological, behavioral, and sexual disorders, 
as well as drug and alcohol abuse, in the population of offenders seen by 
the criminal justice system created difficulties for Court departments 
required to handle and complete presentence investigations for these 
individuals. At least partly because the number of these presentence 
evaluation requests increased rapidly in the early 1970's, the court 
drafted the 1972 LEAA grant proposal to assess the feasibility of having 
court-appointed professionals do impartial mental health evaluations of 
convicted felons. An evaluation of the PCCC performance under the 
federal grants at the conclusion of funding showed that evaluation 
services, when provided by a Court department, were much more 
cost-effective than contracting with private mental health professionals. 
Consequently, funding for the Court Clinic operation was assumed by Pima 
County under the authority of the Superior Court in 1975. 

PCCC seldom performs evaluations to determine competency to stand 
trial or sanity at the time of the offense. These pretrial evaluations 
requested by the Pima County Superior Court are ref erred to psychiatrists 
and clinical psychologists in the private sector on a fee basis. This 
difference in court referrals during the pretrial and posttrial stages of 
a case holds only for the Superior Court, the major referral source of 
PCCC. Referrals from Tucson's municipal courts, representing 
approximately ten percent of PCCC's caseload, include requests to 
determine competency to stand trial and sanity at the time of the alleged 
offense, personality assessments, and treatment recommendations. 

To date, the Court Clinic has evaluated approximately 5,000 
felons. About 1,500 of these have been provided extended evaluation or 
therapeutic intervention. In 1979, PCCC provided 895 presentence 
evaluations for the Adult Probation Department (representing 43 percent 
of this department's caseload); these evaluations were of felons who were 
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sexual or violent offenders, had a history of mental illness, or were 
alcohol or drug abusers. This compares with 729 in 1978 and represents a 
23 percent increase in services. PCCC personnel provided 432 other 
mental health contacts to convi.cted felons in 1979, as compared to 154 in 
1978 (see Ginnetti, Note 11). These contacts included intellectual and 
neurological assessments, crisis intervention, and extended outpatient 
psychotherapy for probationers. Many of the individuals evaluated by 
PCCC had been convicted of crimes of sex and violence. The examination 
by PCCC is often the only mental health evaluation available to the 
sentencing judge. 

Since 1972, the.number of full-time clinical staff of PCCC has 
remained at two--one Ri.D. psychologist and one M.S.W. social worker. 
They are assisted by a·part-time consulting psychiatrists, students in 
psychology and social work, and a clerical/administrative staff of three. 

A Function Model Of Delineation, Acquisition, And Provision Of 
Evaluation Information 

Figures 16-18 describe the "flow" of cases into, through, and out 
of PCCC. Figure 16 shows the delineation process, which occurs before 
the appearance of a defendant in the PCCC: i.e., the activities and 
procedures, beginning with the initial referral of a case to PCCC and 
ending with the actual assignment of the case to a primary examiner, 
which serve to define the psycho-legal question. Figure 17 shows the 
process of information acquisition from the defendant's first appearance 
at the clinic to the time when a clinical impression is formed regarding 
the defendant. Finally, Figure 18 depicts the process of provision of 
information to the referral agent that requested the evaluation. 
Obviously, this function model of PCCC operations is an abstraction and 
simplification. It represents a convenient conceptualization, hopefully 
simple enough to facilitate comparisons with other court clinics and 
similar agencies, yet sufficiently complex to be a close approximation of 
reality. 

Delineation: Defining the Psycholegal Questions 

As depicted in Figure 16, the mental health examination process is 
initiated when PCCC receives a telephone call from one of its referral 
agents--judges, probation officers, or others. At the time of the 
initial telephone referral, the defendant identification information is 
recorded by PCCC administrative or clerical staff, a time and date for 
the defendant's appearance for evaluation by PCCC is scheduled, and a 
case file is created for the individual client. Defense and prosecution 
attorneys are notified of the referral and scheduled examination. In 
cases referred to PCCC by .the Adult Probation Department, Correctiona 1 
Volunteer Center, the County Attorney's Office, and other agencies, a 
formal referral form is completed and submitted to PCCC. When the 
referrals are made by judges of the Pima County Superior Court or the 
city courts, the PCCC practice is to complete the referral form on the 
basis of the telephone referral only. 
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the Pima County Court Clinic. 
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At the time of the telephone referral, PCCC requests standard 
supporting information (e.g., police reports, available mental health 
records, and a brief social history). In approximately 90 percent of the 
cases this information is provided with the referral form prior to the 
defendant's first appearance for evaluation at PCCC. The referral form 
and supporting documents are typically sent to PCCC via courier. 

The complete case file, including the reasons for referral, is 
then reviewed by the Director or Assistant Director, who makes case 
assignments to a primary examiner based upon professional strengths, 
personal preferences, case needs, individual caseloads and schedules. 

Acquisition 

Figure 17 depicts the essential operations occurring to acquire 
direct evaluative information about the defendant, beginning with his or 
her first appearance at PCCC and ending with a clinical decision • 

Deputies of the Sheriff's Department escort defendants in custody 
to PCCC. Defendants not in custody typically arrive unescorted for their 
appointment. Approximately 60 percent of the PCCC clients are "walk-in" 
clients, i.e., those not in custody at the time of the scheduled 
evaluation. Upon arrival, clients are administered a standard battery of 
tests (i.e., the Minnesota Multiphasic Personality Inventory (MMPI) and 
the Rotter Sentence Completion Blank) and are asked to complete a 
biographical information form. T.est results and the completed form are 
included in the case file, which is reviewed by the examiner assigned to 
the case prior to the clinical interview. In some cases, the examiner 
may contact the referral agent to request clarification or additional 
information following review of the case file and prior to the clinical 
interview. 

After reviewing the case file, the primary examiner begins the 
clinical evaluation, which consists of a face-to-face interview with the 
defendant in which the defendant's mental status is assessed, the 
referral questions are addressed, and a clinical decision is reached. 
Evaluations vary in duration, but rarely are they shorter than 45 minutes 
or longer than two hours. The style and format of the clinical 
evaluation are dictated largely by background, experience, and preference 
of the examiner, as well as the nature of the case and the defendant's 
particular reactions to the evaluation. When the referral question is 
one of competency to stand trial, a clinician sometimes administers 
portions of a competency screening instrument as part of the clinical 
interview. 

In the majority of the cases, conclusions and a clinical decision 
are reached as a result of the clinical interview. In cases where a 
clinical decision is not reached, further evaluation and testing 
procedures are arranged, typically for a later time. Procedures and 
tests instituted to provide supplementary information include 
intelligence and cognitive functioning assessments utilizing standard 
tests; neuropsychological assessments; and the administration of other 
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objective or projective standard instruments. Further, informal 
consultation with other FCCC staff is initiated if a decision cannot be 
reached at the conclusion of a clinical interview. 

The clinical decision about the defendant becomes the basis for 
the preparation of a written report. Reports by senior clinicians are 
submitted to the referral source without review. Reports by interns, 
externs, and other examiners under the direct supervision of senior staff 
are reviewed by a senior supervisor prior to submission to the referral 
agency. 

D 

Provision 

Within five working days of a client's initial appearance at the 
PCCC for evaluation, a formal written evaluation report is submitted to 
the referral agency. This provision process is depicted in Figure 18. 
Reports are typically hand delivered to the referral agency by a courier. 
Reports meet several objectives: (1) they address the specific issues 
and questions posed in the referral (e.g., competency and criminal 
responsibility, risk in community, or probability of completing a 
diversion program); (2) they present diagnostic impressions (e.g., 
"defendant suffers from chronic undifferentiated schizophrenia"); (3) 
reports provide the bases of the clinical impressions, recommendations, 
and conclusions, as well as relevant facts of the case, including social, 
medical, and legal history, and charge; and (4) they provide a brief 
summary and specific recommendations (e.g., "defendant should be 
maintained on medication°'). 

Attached to every completed written evaluation report is a 
''Fol low-up Report, 11 which the referral agents are requested to complete 
upon disposition of the case. In approximately 20 percent of the cases, 
the formal submission of a written evaluation report is supplemented with 
informal telephone contact between FCCC staff and the referral agent. 
Follow-up reports returned to FCCC (the response rate is, according to 
FCCC staff, over 90 percent) are reviewed by the Clinic Director and 
examiner and are filed for future use. 

The following three sections describe in greater detail the 
delineation, acquisition, and provision of evaluation information of FCCC. 

The Delineation of Evaluation Requirements 

Statutory Delineation 

Legal authority for the conduct of post-conviction, presentence 
mental health evaluations, the major work of R;CC, is found in 17 A.R.S. 
Rules of Criminal Procedure, Rule 26.5 (Supp. 1975), which gives the 
sentencing court a tool for obtaining information needed to supplement 
the presentence investigation report. Rule 26.5 reads in part: 

At any time before sentence is pronounced, the court may order the 
defendant to undergo mental health examination or diagnostic 
evaluation. 
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A.R.S. §13-605 (1978), corollary to Rule 26.5 states: 

If after presentence investigation, the court desires more 
detailed informtion about the defendant's mental condition, it may 
commit or ref er the defendant to the custody of any diagnostic 
facility for the performance of psychiatric evaluation. The 
commitment or referral shall be for a period not to exceed ninety 
days. Within that period the facility shall return the prisoner 
to court and transmit to the court a diagnostic report, including 
whatever recommendations the facility may wish to make. 

Statutory authority for an inquiry into competency to stand trial 
is found in 17 A.R.S. Rules of Criminal Procedure, Rule 11.1 (1973), 
which reads, 

A person shall not be tried, convicted, sentenced or punished for 
a public offense while, as a result of a mental illness or defect, 
he is unable to understand the proceedings against him or to 
assist in his own defense. · 

Statutory authority for a plea of insanity is found in §13-502, Ariz. 
Rev. Stat. (1978), which reads, 

A person is not responsible for criminal conduct if at the time of 
such conduct the person was suffering from such a mental disease 
or defect as not to know the nature and quality of the act or, if 
such person did know, that such person did not know that what he 
was doing was wrong. 

Although not currently specifically expressed in any statute, this 
section reflects the rule from the M'Naughten case establishing criminal 
responsibility. Rule 11.1 and §13-502 are implemented by Rule 11.2, 
Ariz. Rules Cr. Proc. (Supp. 1975) which reads, in pertinent part, 

(A]t any time after an information is filed or indictment 
returned, any party may move for an examination to determine 
whether a defendant is competent to stand trial, or to investigate 
his mental condition at the time of the offense, or both. 

Referral Courts and Agencies 

Table 8 summarizes PCCC referral agencies, primary referral 
agents, and the percent of the PCCC caseload represented by each of the 
referral sources. The great majority of the PCCC's referrals for 
evaluation are made by the Adult Probation Department, primarily by its 
Investigative Unit, as part of their preparation of the presentence 
report. Occasionally, the Supervision Unit of the Adult Probation 
Department refers cases to establish a treatment program for an offender 
on probation. 

The client's permission is required for evaluation when requested 
by the Adult Diversion Project and the Correctional Volunteer Center, 
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Table 8 

Summary of Referrals for Evaluation to 
the Pima County Court Clinic 

Source 

Adult Probation Department 

City Courts 

Adult Diversion Project 

Juvenile Court 

Public Def ender 

Percent of 
Caseload 

80 

10 

3 

3 

* 
Correctional Volunteer Center * 
Department of Corrections * 

Superior Court Judges * 

Court-Appointed Attorneys * 
Other * 

*Less than one percent of PCCC caseload 

140 

Authority 

Rule 26.5 

Rule 11.2 or 
26.5 

Voluntary 

Rule 26.5 

Rule 11.2 

Voluntary 

Inter-Agency 
Agreement 

Rule 11..2 or 
Rule 26.5 

Rule 11.2 

Voluntary 

Agent 

Probation Officer 

Judge 
Probation Officer 

Staff Attorney 

Probation Officer 

Public Defender 

Staff 

Probation Officer 

" 
Secretary 

Private Attorney 

Various 
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which are special programs aimed at, respectively, removing first 
offenders from the criminal system and securing pretrial release for 
arrestees with few community ties who are nevertheless reasonably certain 
to appear for trial. Similarly, staff of other special programs geared 
to particular problems (i.e., drug or alcohol abuse) occasionally refer 
offenders who appear willing to accept treatment if given probation. 

Juvenile Court referrals are primarily for the purpose of 
establishing treatment programs and are typically made when the client is 
due to be released from a juvenile facility. Referrals from the 
Department of Corrections are accepted on an informal basis in order to 
provide information for post-release supervision of parolees. 

PCCC seldom conducts competency and sanity examinations for the 
Superior Court (but see Postscript in this chapter). Instead, the court 
maintains a list of private psychiatrists and clinical psychologists (not 
PCCC staff) available to perform such evaluations on a fee basis of $50 
for the first hour, $40 for each subsequent hour for each case, and $35 
for appointments not met by clients. When such evaluations are requested 
by the Superior Court, the party who makes a motion requesting such 
examination "may include in his motion a list of 3 qualified mental 
health experts; the other party may include such a list in a response to 
the mot ion; one expert shall be appointed from each list" (Ru le 
1L3[b]). On some occasions, PCCC is called upon by the Superior Court, 
before it requests the services of a private psychiatrist or 
psychologist, to determine whether reasonable grounds for an examination 
exist. Also, although rarely, PCCC is called upon to resolve the 
divergent opinions of psychiatrists or psychologists appointed by the 
Superior Court to conduct competency and insanity examinations. 

The Tucson city courts, however, make al\l requests for 
evaluations, including sanity and competency determinations directly to 
PCCC. There is no explicity stated reasons why the city courts make all 
requests for evaluations directly to PCCC instead of court-approved 
private psychiatrists or clinical psychologists, as is the practice in 
the Superior Court. The practice may have been prompted by economics and 
limited resources, or by the limited number of requests for evaluations 
emanating from the city court and the particular relationship that court 
has with PCCC (Le., PCCC' s evolution from its primary function in aiding 
the postconviction, presentence investigation of the Adult Probation 
Department). 

Referral Reasons and Questions 

The psycholegal questions and reasons for referral direct the 
conduct of the evaluation. For example, review of the reasons for 
evaluation referral cited by the Investigation Unit of the Adult 
Probation Department in referral forms (see Appendix S) completed in the 
period May 1-21, 1980, revealed that the most common referral reason 
concerned the probable psychological aspects of the offense. Common 
"reasons" include: 
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o Defendant feels he or she has a mental problem; and 

o there has been previous psychiatric hospitalization. 

Common reasons for referral cited by the Supervision Unit of the Adult 
Probation Department include a perceived "need for probation 
supervision"; and the detection of an "extensive" criminal record or drug 
abuse in cases where no prior evaluations had been made. 

The most common reasons for referrals by the city courts, during 
the same period of review, indicated a direct concern with competency and 
sanity. The following "reasons" recorded in the referral forms are 
representative: 

o Whether the defendant suffers from a mental illness or 
defect; 

o Whether the defendant is able to understand the proceedings 
against him or assist in his own defense; 

o What the defendant's mental status was at the time of the 
incident and whether or not he can understand the difference 
between right or wrong or the nature and quality of his acts; 

o What treatment is appropriate, particularly an opinion as to 
whether or not a petition under Title 36 [civil commitment] 
is appropriate. 

Specific information requested in the referrals, in addition to 
the stated reasons for the referrals, shows a greater expansiveness and 
variety than the stated reasons for referral. This may be due to the 
subtle suggestion provided by the small amount of space provided on the 
referral form for "Information Requested" and relative to "Reason for 
Referral," that is, the reasons should be succint and tersely stated, 
whereas further questions can be broad and open ended (see Appendix S). 

Typical questions raised by the Investigation Unit of the Adult 
Probation Department, again as reflected in completed referral forms from 
the period of May 1-21, 1980, include: 

o Does the defendant's personality manifest some 
characteristics of an anti-social personality? 

o Evaluation of defendant's violence potential, impulsivity, 
degree of drug addiction--personality traits and prognosis 
for treatmente 

o Is the defendant dangerous to the community? Does the 
defendant demonstrate significant depression or suicidal 
indication? 
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0 

0 

0 

0 

0 

0 

0 

0 

0 

General psychological evaluation on the 
defendant--personality traits and prognosis for treatment. 

General psychological evaluation with emphasis on 
defendant's potential for violence, amenability to 
treatment, and a treatment recommendation • 

Are there any sexual problems? 

General psychological evaluation; mental illness, diagnosis; 
sexual deviancy; risk; treatment program while imprisoned. 

Any idea why he committed such a serious offense in view of 
what appears to be a stable background? Is he dangerous? 
Any appropriate therapy? 

Diagnosis? Mental illness? Risk? Suggested treatment? 

General psychological evaluation--identify any problems--is 
treatment recommended? 

Diagnosis? Mental illness? Potential for violence? Sexual 
deviancy? Treatment while in prison? 

Any evidence of psychosis presently or in past? Assess 
reasons for committing the offense. Assess treatment 
potential. Assess rehabilitative potential. 

Reasons for assaultive behavior. Presence of problems in 
thought processes or aptitude or learning disabilities--WAIS 
if necessary. 

o Degree of dangerousness he presents to community. Evaluate 
drug or alcohol problems. Rehabilitative potential. 

Questions raised by the Supervision Unit of the Adult Probation 
Department include: 

o Feasibility of continued placement in a residential 
treatment center as well as an assessment of his current 
mental and emotional well-being. 

o Recommendations for supervision purposes. 

Referral Procedures 

Referral for evaluation by PCCC is always initiated when a 
referral agent telephones PCCC. Preliminary referral information is 
recorded on a referral data form (see Appendix Q) that is completed by 
PCCC clerical staff. The following information on the referral data form 
is typically collected and recorded during the initial telephone referral: 
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o Date of referral; 
o name of prosecuting attorney; 
o name of defense attorney; 
o telephone number and address of attorney (if private); 
o client 1 s name; 
o case number; 
o appointment information; 
o jail (yes/no); 
o request for IQ assessment; 
o request for specific member of PCCC staff to conduct 

evaluation; 
o name of referral agent; 
o name of referral agency; and 
o sentencing date. 

Immediately following telephone referral, clerical staff create a 
case file and schedule the defendant's appearance for evaluation, and 
notify the defense and prosecuting attorneys of the referral to PCCC and · 
the time of the evaluation (see standard PCCC memorandum for this purpose 
in Appendix R). 

In cases referred by the Adult Probation Department, the 
Correctional Volunteer Center, or the County Attorney's Office, the 
referral agents complete a Court Clinic Referral Form (see Appendix $) 
following the initial telephone request; a courier takes the completed 
forms to PCCC. The referral form is accompanied by the police report(s) 
available on the case, mental health information, social histories 
compiled by the referral agent, school records, and any other pertinent 
information. When referrals originate from judges of the Superior Court 
or the City Courts, the PCCC practice is to complete the Court Clinic 
Referral Form from information gleaned from the initial telephone request. 

The PCCC will not proceed with the assignment of an examiner to 
the case and the subsequent acquisition of information in the clinical 
interview until pertinent information and supporting documents have been 
submitted by the referral agent. According to PCCC staff, supplementary 
information requested by PCCC is submitted at least one day prior to the 
date a defendent is scheduled for an evaluation in 92 to 95 percent of 
the cases. 

Once pertinent information has been gathered, the case file is 
reviewed by the Director or Assistant Director of PCCC, who then makes 
staff assignments to the case. If a particular examiner is requested by 
the referral agent, the request is usually honored. Otherwise, routine 
cases are assigned to students under the supervision of a senior staff 
member; more difficult or complex cases are assigned to senior staff 
members on the bases of staff availability, strength or expertise (e.g., 
success with minority clients, alcohol problems, or experience in test 
interpretation), and personal preference. 
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Acquisition Of Mental Health Information 

Staff 

Since the inception of the PCCC in 1972, the number of full-time 
clinical staff has remained at two, although it has been supplemented 
consistently by consultants, psychiatric residents, interns in clinical 
psychology, and other students affiliated with various schools, colleges, 
and universities in the Tucson area. At this writing, the staff of PCCC 
includes a full-time director, who is an Arizona-certified Ph.D. clinical 
psychologist; a full-time assistant director, who is an MSW., ACSW 
psychiatric social worker; a consulting psychiatrist working 
approximately 20 hours pei:- week; a volunteer psychiatric resident 
affiliated with the University of Arizona Hospital; two student 
"externs," Ph.D. candidates in clinical psychology.at the University of 
Arizona, supervised by the PCCC Director; social work students at Arizona 
State University; one administrative aide; and two secretaries. 

The Director has both administrative and clinical 
responsibilities. She establishes policies and procedures and performs 
administrative duties of the PCCC, and appoints and supervises all 
clinical, consulting, and clerical staff. She assigns referrals for 
evaluation to appropriate staff members and determines what psychological 
and neurological assessment devices should be administered in each case; 
interprets, for other clinical staff, data from psychological tests 
administered to criminal defendants; performs short-term crisis 
intervention therapy; and initiates liaison, consultation, and training 
for all Tucson agencies providing outpatient and inpatient mental health 
services. She also conducts and prepares psychological examinations of 
criminal defendants and provides written and oral testimony to the Court 
and other criminal justice system departments; evaluates and provides 
treatment for probationers who are in crisis or facing revocation; 
provides consultation services to referring judges, attorneys, and 
probation and other department officers regarding individual defendants; 
provides training in interview techniques, evaluation, and supervision of 
various kinds of criminal defendants; and assists referring agents in the 
development of plans for probationers under treatment and supervision 
(see Ginnetti, Note 11). 

The Assistant Director has administrative responsibilities in the 
absence of the Director. She supervises a graduate-level social work 
intern and aids in supervising the clerical staff. She also conducts 
mental health evaluations of criminal defendants for the Superior Court, 
assesses information and prepares formal written reports to the court and 
occasionally testifies in court, in addition to consulting with Court 
personnel and other criminal justice agencies concerning defendants. 

In March 1980, PCCC employed two psychiatrists, one a full-time 
faculty member at the Arizona Health Sciences Center, who consulted with 
the PCCC approximately 20 hours per week; the second was a third-year 
psychiatric resident at the Arizona Health Sciences Center, who worked 
under the supervision of one of the psychiatrists and provided four hours 
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of services weekly to the Clinic (Ginnetti, Note 11). They conducted 
presentence psychiatric evaluations, performed cursory physical and 
neurological examinations, prescribed psychotropic medication, and 
provided testimony to the Court. 

The PCCC also employed two psychology interns as of March 1980, 
both of whom were students in the University of Arizona doctoral program 
in clinical psychology. They performed mental health evaluations and 
psychological, intellectual, and neurological assessments. They also 
provided outpatient individual psychotherapy. Further, PCCC had a 
graduate-level social work intern, who conducted psychosocial 
evaluations, personal history interviews, and psychotherapy under the 
direct supervision of the Assistant Director, a certified MSW, ACSW 
Psychiatric Social Worker. 

An administrative aide and two secretaries comprise the clerical 
support staff of PCCC. The administrative aide administers paper and 
pencil psychological tests to defendants and scores psychological test 
data, notes clients' behavior in the waiting room and during testing, 
answers questions, and maintains a professional atmosphere in the office, 
i.e., encourages cooperation from prisoners and other clients and 
discourages inappropriate behavior. The aide supervises all clerical 
personnel; assists in preparing annual budgets, applications for grants, 
and all related records; compiles information and calculates statistical 
data; aids in organizing methods of data collection for ongoing research 
projects and performs most of the data collection tasks; implements and 
maintains record-keeping and filing systems (incorporating some 5,000 
files); attends meetings for professional staff and takes minutes of 
meetings; generally, aids the Director in many administrative matters; 
·composes and types letters and memoranda; and types and edits psychiatric 
and psychological evaluations. The two secretaries type psychiatric and 
psychological evaluations from rough drafts, shorthand notes, or from 
electronic dictating equipment; handle all incoming phone calls, which 
includes responding to requests for information and scheduling clients 
ref erred from the Pima County criminal justice system; collate referral 
information for professional staff members; file; and assist the 
Administrative Aide in administering and scoring psychological tests. 

Procedures and Techniques 

The mental health examination of a defendant begins with his or 
her arrival at PCCC, located on the second floor of an office building 
one block from the Pima County Superior Court. Deputies of the Sheriff's 
Department escort defendants in custody and remain with them throughout 
the examinations, except during the clinical diagnostic interviews. 
About 60 percent of the clients are not in custody and, therefore, arrive 
unescorted. Upon arrival, the defendant is greeted by the administrative 
aide, or one of the secretaries, who briefly explains the reasons for the 
referral to PCCC and then asks the defendant to complete several forms 
and psychological instruments, as well as to answer any questions that 
may arise. The defendant, except when he or she refuses, completes a 40-
question form requesting biographical information (see Appendix F), the 
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Minnesota Multiphasic Personality Inventory (MMPI), and the Rotter 
Sentence Completion Blank. Any unusual behaviors exhibited by the 
defendant during the administration of the forms and tests are noted by 
the administrative aide. The Mooney Problem Check List (Gordon & Mooney, 
1950) is sometimes administered to "difficult" clients. The 
administrative aide or one of the clerical staff administers the tests 
orally and completes the biographical forms for clients who may have 
difficulty with reading. 

Standardized tests and the biographical form are administered in a 
large waiting area with two large tables, and in a smaller room with a 
large window out to the waiting area. Clients typically remain at the 
PCCC for about 3 hours, including the clinical interview. The tests are 
scored by the administrative aide and placed into the case file, which is 
given to the examiner responsible for the case just prior to the clinical 
interview. 

Clinical Diagnostic Interview. The clinical diagnostic interview, 
the centerpiece of the PCCC forensic mental health evaluation, is 
variously referred to as the "psychiatric evaluation," "psychological 
evaluation," or "psycho-social evaluation" depending on the professional 
discipline and preference of the examiner. As mentioned above, case 
assignment depends on the nature and complexity of the case (typically, 
the complex or controversial cases are assigned to the senior staff), 
staff expertise, and staff availability. The clinical interview, 
conducted by the examiner in a private office, is generally 45 to 90 
minutes long. The interview usually begins immediately after the 
administration of the standardized .tests and biographical information 
form. 

The style and format of the clinical interview are dictated by the 
reasons for referral, specific referral questions, the nature of the 
case, the background, experience, and preference of the examiner, as well 
as the client's behavior during the interview. The interview may begin 
with several inquiries designed to build.rapport, followed by a brief 
statement explaining, in effect, that the examiner is assisting the Court 
to assess mental problems. This may be followed by a number of pointed 
questions (Why are you here? What happened in the past? When? Are you 
on medication?), which prompt responses, discussion, and more questions, 
such as the following posed in one presentence psychiatric evaluation: 

o You know, of course, that you will be sent to prison or 
placed on probation? What will you do while on probation? 

0 

0 

Are you having problems in jail? Sleeping? Are you hearing 
voices? 

How is your health? 

o Did you have trouble in court? 

0 Do you know today's date? Time? 
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o What does "No use crying over spilled milk" mean? 

o Where are your folks now? 

o How far did you go in school? 

o Have you been able to work? What do you like to do? 

Critical questions from the MMPI (i.e., those framing problem areas such 
as depression, suicide, persecution, family discord, and alcohol 
problems) are sometimes used in the clinical interview. When the 
referral question concerns competency to stand trial, the clinical 
interview may include the administration of checklists, tests, or 
sections of competency-to-stand-trial instruments (e.g., the Georgia 
Court Competency Test, see Note 12). 

In 70 to 90 percent of the cases, again depending on the examiner, 
nature of case, and referral questions, the clinical interview results in 
the examinerus reaching decisions regarding diagnosis, prognosis, and 
possible treatment recommendations. In such cases, the examiner prepares 
a report based on the clinical decisions. 

In the minority of the cases, where clinical decisions are not 
reached at the conclusion of the interview, further information typically 
is sought by means of additional psychological testing, neurological 
examination, and consultation with other PCCC staff. Also, further 
information may be sought from the referral agency and mental health 
professionals in other agencies who have had contact with the individual. 

Testing. Instruments to assess intellectual ability (e.g., the 
Wechsler Adult Intelligence Scale [WAIS]) are administered in 
approximately ten percent of the cases, as are the Bender Visual Motor 
Gestalt Test and the Rorschach Test. Neuropsychological assessments, 
used as gross screening measures, typically involve the administration of 
portions of the Halstead-Reitan Neuropsychological Test Battery (Reitan 
and Davison, 1974), probably the best standardized and comprehensive test 
for assessing organic (i.e., neurological) brain impairment. Selected 
portions of this battery are utilized to determine the presence or 
absence of organicity, following the identification of signs of the same 
in the Bender-Gestalt and the Memory for Designs. This test usually 
requires the administration of the WAIS. Need for electroencephalography 
(EEG) may be noted and communicated to the defense attorney. (A medical 
fund, now depleted, in the past was used to pay the cost of EEG, allowing 
the results to be incorporated in PCCC evaluations.) Case consultation 
with other PCCC staff may include an additional clinical interview by a 
second examiner, test interpretation by other staff members, and informal 
discussion about the case. 

Following the acquisition of all necessary supplemental 
information, a formal report is prepared by the examiner assigned to the 
case and typed by the clerical staff. A senior staff member (the 
Director, Assistant Director, or Consulting Psychiatrist) reviews reports 
prepared by a junior staff member. 
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Provision of Evaluation Information 

Case information acquired in PCCC evaluations is provided to 
referral agents by means of formal written reports, informal 
communications between the PCCC staff and referral agents, and by means 
of court testimony by PCCC staff. Testimony by examiners is rare and is 
given in controversial cases when written reports are insufficient or 
when legal tactics call for such testimony. Informal communication abo\lt 
cases between referral agents and PCCC staff occur frequently, both 
before and after reports are sent. Such communication may be initiated 
by PCCC staff seeking clarification or further information about a case, 
or by a referral agent who, for example, wants information about a case 
before a formal written report is received~ These informal 
communications, it appears, are an important communications component. 

Format of Written Reports 

A typical PCCC evaluation report is two to three pages long 
(single spaced) and gives the defendant's name, case number, and the 
date(s) the evaluation was conducted. Subsections of the report describe 
tests administered and interviews conducted, information identifying the 
defendant, and the referral source and questions. The greatest amount of 
text describes the result of the examiner's evaluation of the defendant's 
mental status. Finally, a paragraph or two summarizes the examiner's 
diagnosis, prognosis, and recommendation. It is typed on letterhead 
bearing the name "Superior Court, Pima County Court Clinic" and it is 
signed by the examiner. 

Dissemination of Reports 

The schedule for submission of the written report to the referral 
source is controlled by two dates. In the case of presentence reports 
requested by the Department of Probation, the deadline for submission of 
reports is set by the sentencing date. (Reports submitted after that 
date, obviously, would be untimely and disruptive to the criminal 
proceedings.) The second controlling date is the fifth day after the 
appearance and examination of the defendant by the PCCC. This five-day 
time limit was established by PCCC, and approved by the Superior Court, 
to manage its internal operation and to be responsive to the needs of its 
major referral agents, probation officers, allowing sufficient time to 
include the content of evaluation reports in presentence reports prior to 
the day of sentencing. 

A single copy of the evaluation report is submitted to the 
referral agent by means of courier. The Probation Department transmits 
copies of the PCCC evaluations, within 72 hours of receipt and at least 
24 hours before sentencing, to the judge and attorneys in the case. 

Conclusions and Recommendations Provided 

Listed below are typical conclusions and recommendations to the 
Investigation Unit of the.Adult Probation Department in evaluation 
reports dated May 1-21, 1980: 
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o This man represents a reasonable risk to the community as a 
probationer •••• He should be referred to an agency such as 
the Southern Arizona Mental Health Center for brief to 
intermediate term psychotherapy to help him resolve some of 
the psychodynamic issues previously mentioned. 

o This man is likely to go on pursuing an irresponsible 
lifestyle and using drugs when they are available •••• In 
the future, this man should be on a low dose of a moderate 
potency anti-psychotic drug. 

o If [defendant] is placed on probation, he should be required 
to give a strict account of his behavior and to prove his 
words with actions. 

Although he is a risk for recidivism, he does not give 
evidence of being violent or dangerous to the community. 

o Based on the client's past poor adjustment and particularly 
his substance abuse history and subsequent violence, this 
client has a high recidivism risk for violence. Since the 
client does not consider this a particular problem, nor does 
he have particular guilt about his actions, it would be 
difficult for this client to benefit from treatment •••• 
Based on the lack of psychotic thinking, it would appear the 
client would probably not be a high risk for becoming 
psychotic should he be incarcerated. 

0 It is imperative that [defendant] receive intensive 
psychotherapy directed toward helping him realize the 
function of his aggressive impulses and gaining internal 
controls for his behavior. 

o [Defendant] is a poor candidate for psychotherapy and an 
extremely high recidivism risk •••• I see his prospects for 
rehabilitation as extremely poor. I recommend against 
probation. I see prison for him as only effective in 
keeping him segregated from society. 

o In my opinion, [defendant] has an excellent potential for 
rehabilitation and a low potential for violent acting-out if 
he can maintain his job and become involved in an alcoholism 
treatment program which includes both long-term 
psychotherapy and a monitored Antabuse program. 

o This client does not feel that he is in need of therapy, but 
the development of insight into cultural, familial, 
environmental, and racial factors related to his personality 
style could be helpful. 

o I could diagnose no mental disorder in this man. He should 
have no real difficulty adjusting to prison life. 
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0 I see no indication for treatment necessary at the present 
time. [Defendant] would probably present a reasonable risk 
to the community as a probationer. If she is offered 
probation, it would be worthwhile to supervise her very 
closely in terms of her acquaintances, possible drug use, 
and her following through on her restitution to the victims 
in these cases. 

Representative conclusions and recommendations made in response to 
referrals from the Supervision Unit of the Adult Probation Department 
during the period May 1-21, 1980, include the following: 

o This examiner is not aware of another treatment program 
which might as·sure a high degree of success for [defendant] 
since he presents little motivation for any type of change 
other than to be free of restraints, responsibilities and 
expectations. 

o Should [defendant] fail to comply with any of his conditions 
of probation, I do not think there should be any hesitation 
about revoking him • 

The following are typical conclusions and recommendations in 
written reports requested by the Court pursuant to "Rule 11", authorizing 
determination of competency and sanity: 

0 

0 

0 

0 

It is my opinion that [defendant] is incompetent to be 
tried •••• It is my opinion that his ability to understand 
the nature, quality, and consequences of his actions was 
severely impaired, probably sufficiently to meet the 
M'Naghten Test for criminal responsibility. He appears to 
understand the difference between right and wrong in the 
legalistic sense but appears unable at this time", and 
probably was unable, to appreciate that his specific actions 
were criminal in nature. 

[Defendant] is not at this time in sufficient control to 
participate in his own defense •••• At the time of the most 
recent instant offense ••• he was probably not able to 
appreciate the nature and quality of his acts. 

[Defendant] is currently suffering from a mental illness of 
a schizophrenic nature--most probably paranoid 
schizophrenia. His paranoid delusional system is preventing 
him from understanding the proceedings against him or 
[assisting] in his own defense. I am unable to assess his 
mental status at the time of the offenses. 

Individual is currently suffering from a mental illness of a 
schizophrenic nature, most probably chronic paranoid 
schizophrenia (DSM IV 295.32). 
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o Defendant seemed to understand the difference between right 
and wrong (i.e., knew that shoplifting was wrong) but seemed 
to have little sense of the quality of his own behavior. 

o Defendant is not petitionable under Title 36. He does, 
however, need treatment. I recommend a short trial 
in-patient treatment and appropriate chemotherapy. I 
consulted with the Court Clinic psychiatric consultant, and 
it is his as well as my opinion that if the chemotherapy is 
going to work to stabilize the defendant to the point of 
being able to stand trial, it will do so within three to 
four weeks. 

o Defendant suffers from manic-depressive psychosis (bi-polar 
affective disorder). Schizo-affective schizophrenia deserves 
consideration as a diagnostic possibility. 

o Defendant understands the nature of the proceedings against 
him, and at the present time can assist in his defense. 

o The defendant is hypo-manic at present but not floridly 
psychotic. Although his mental state has been somewhat 
labile, his current treatment will hopefully maintain or 
improve his present mental state. 

o Defendant understood the nature, quality, and consequences 
of his actions at the time of the incident offense and knew 
the difference between right and wrong. 

o Defendant is not a danger to self or others as defined by 
Title 36 ARS. 

o Defendant's paranoid delusional system is preventing him 
from understanding the proceedings against him or to assist 
in his own defense. 

o Defendant is currently suffering from chronic schizophrenia, 
residual type (DSM III, Code No. 295.62). 

o The defendant is able to understand the proceedings against 
him and to assist in his own defense. 

o At the time of the instant offense, he was probably not able 
to appreciate the nature and quality of his acts. It was 
unclear, however, whether that was because of his 
intoxication or an episodic disorganization stimulated by 
the intoxication. 

o Defendant probably would benefit from a day treatment 
program such as the ones run by St. Mary's Hospital for the 
Southern Arizona Mental Health Center. 
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0 

0 

0 

0 

Defendant is petitionable under Title 36. 

Defendant is suffering from a mental illness. I would 
diagnose him as: DSM III, AXIS I:V71.09-- no diagnosis on 
AXIS I. AXIS II: 301.83--border line personality disorder 
(principal diagnosis) AXIS II: 301.00--paranoid personality 
disorder. 

Defendant at this time is not in sufficient control to 
participate in his own defense, primarily because of his 
paranoia. 

Because of defendant's history of assaultiveness, his 
intense paranoia, anger, and his tenuous control he is 
currently a danger to others, as defined by title 36. 

o A period of confinement at Kino Community Hospital and 
appropriate chemotherapy is recommended with treatment, 
defendant's chance of gaining competency to stand trial 
relatively short period of time is fairly good. 

in a 

·Program Monitoring, Quality Control, and Program Evaluation 

Program evaluation of PCCC, overall quality control, and program 
monitoring arise in four types of activities: (1) management and routine 
administrative monitoring; (2) routine statistical reporting; (3) case 
disposition follow-up; and (4) special studies. 

Monitoring and Management 

In response t.o needs of referral agents requesting (usually by a 
telephone call) evaluation information on a defendant prior to the PCCC's 
five-day schedule for evaluations, the status of a PCCC evaluation case 
is noted on a form entitled "How to Track Down an Evaluation." This form 
indicates information such as the client's name, case number, date the 
referral was received by PCCC, date of examination, date of typing and 
name of typist, and signature and date of report duplication. The form 
also indicates whether collateral information submitted with the referral 
form was returned to the referral source. Finally, the report indicates 
the time and date a report was sent to the referral source and the 
referral mechanism (i.e., courier or hand delivery by PCCC staff). 

Routine Statistical Reporting 

Monthly statistics are compiled in the following categories: a) 
number of clients scheduled, b) number of clients seen, c) number of "no 
shows," d) number of clients rescheduled, e) number of intelligence 
evaluations, f) number of neuropsychological assessments performed, g) 
number of medication checks performed, h) number of referrals by various 
sources, and i) number of follow-up clients seen at PCCC • 
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Once a report is written, a record of the following case 
information is made on another standard form entitled "Typing and 
Research Chrono": a) name of client, b) offense, c) alcohol or drug 
abuse (yes or no), d) sex of client, e) race, f) age, g) marital status, 
h) education, i) referral source, j) prior visits to clinic (yes or no), 
k) primary examiner, 1) evaluation extended over time (yes or no), m) 
tests administered, n) diagnostic impression, and o) date examined. An 
identical yet separate record of cases handled pursuant to comptency or 
sanity questions is also maintained. 

Case Disposition Follow-Up 

Case follow-up information is sought by PCCC from its referral 
agencies by requesting that a "Court Clinic Follow-Up Report" (see 
Appendix U), attached to every written evaluation report, be completed by 
the referral agent. Information identifying the client is completed by 
the PCCC staff. Offense, statutory range, sentencing disposition, and 
other conditions are noted by the referral agent. Further, a rating of 
the "helpfulness" of the report is requested. The respondent is asked to 
indicate whether the report was very, moderately, minimally, or not at 
all helpful. Respondents are asked to indicate, in a sentence or two, 
what was the most helpful aspect of the report, if indeed it was 
helpful. If the report was only minimally helpful, respondents are asked 
to indicate reasons why. Finally respondents are asked to indicate if 
recommended treatment is being followed and under whose responsibility 
such treatment is being administered. According to PCCC personnel, 
compliance with requests for follow-up information, i.e., submission of 
completed follow-up reports, has been above 90 percent. 

A cursory review of follow-up forms received by PCCC in the period 
April 14-25, 1980, indicated that referral agents found reports either 
very or moderately helpful. Respondents indicated that most helpful were 
the reports' summaries and recommendations, which typically described the 
examiners' assessments of the clients' mental statuses or personalities 
and amenabilities to one or more kinds of treatment. Other comments on 
aspects of the reports deemed most helpful included these: 

o confirmatory information in presentence reports; 

o educational/vocational prognoses; and 

o documentation of behavior by other than probation 
officers--recommendations of observation and examination. 

Only one of the completed follow-up reports in the period April 14-25, 
1980, from the Adult Probation Department, commented that the PCCC report 
was of minimal help, stating that "it didn't offer much information which 
helped at sentencing." 

An arbitrary check of follow-up reports from other periods of time 
revealed only two in which the PCCC evaluation reports were considered as 
"not at all helpful." The reasons noted were that (1) the report was 

154 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

late and the off ender was sentenced prior to its receipt by the probation 
officer; and (2) the client refused to particpate in the testing and 
interview and, consequently, the examiner lacked sufficient information 
to provide a reliable evaluation. 

Once a completed follow-up report is received, it is reviewed by 
the Director and necessary actions with PCCC staff or referral sources 
and agents are taken. Completed follow-up reports are used for informal 
quality control management and for inclusion in a follow-up database for 
subsequent research or special studies. 

Special Studies 

A recent study by Caravello (1980) examined PCCC's treatment 
recommendations, whether they were followed by the probationer's 
supervising officer, and whether treatment was related to probationary 
compliance or short-term recidivism of felony offenders. The study also 
compiled demographic information regarding the population served by PCCC. 

A 12-item questionnaire was completed by the supervising probation 
officers of a sample of 67 defendants, randomly selected from PCCC files, 
for whom treatment was recommended between 1975 and 1977. The probation 
officers were asked to indicate to what degree they followed each 
recommendation, selecting from: 1--not followed; 2--followed to a 
minimum degree; 3~followed with major change; 4--followed with minor 
change; 5--followed completely (i.e., probationer entered the exact type 
of treatment specified). Whether or not a petition was filed to revoke 
an individual's probation was taken as a measure of recidivism. The 
probation officers were also asked to assess the subject's compliance in 
treatment. 

The results of the study indicated that the more probation 
officers followed PCCC's recommendations, (a) the more compliant the 
clients were with the treatment, (b) the more stable they were in their 
employment, residence, and family, and (c) the less likely they were to 
have future contact with the criminal justice system, according to the 
assessment of their probation officers. The majority of treatment 
recommendations were completely followed by the supervising probation 
officers. Increased compliance in treatment by the individual was 
related to lower recidivism and greater stability in employment, 
education, training, residence, and family situations. 

The Pima County Court Clinic: A Postscript 

The foregoing describes the PCCC as it operated at the time of the 
visit of one of the authors in June 1980. By March 1981 the clinic had 
added a major function and significantly modified its delineation and 
provision procedures. 

Since its incepti~n, PCCC's major function had been to provide 
psychological, psychiatric, and psychosocial evaluations performed at the 
presentence or post-conviction stage of the criminal proceedings. The 
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Clinic staff seldom performed pretrial evaluations to determine 
competency to stand trial or sanity at the time of the offense~dubbed 
"Rule 11 evaluations" according to the applicable section of the Arizona 
Rules of Criminal Procedure--except at the request of the municipal 
courts or, on rare occasions, at the request of the Superior Court to 
determine whether reasonable grounds for Rule 11 evaluations exist. As 
described earlier, Rule 11 evaluations were almost exclusively performed 
for the Superior Court by psychiatrists in the private sector on a fee 
basis. 

At the writing of this postscript, the PCCC conducts "screening" 
of all client-offenders for whom a motion for a Rule 11 evaluation has 
been entered in Superior Court. Formally, the screening assists the 
court in determining whether reasonable grounds exist for another 
(presumably more thorough and costly) examination of competency and 
criminal responsibility by private psychiatrists retained by the court 
for such purposes. The Rule 11 "screening" report is the basis upon 
which the court grants or rejects the motion for a "full" Rule 11 
evaluation. The length of the typical Rule 11 screening report, one-half 
page, compared to over two pages of text provided by PCCC to the 
municipal court for "full" Rule 11 examinations, is consistent with the 
distinction between the screening performed by PCCC and the full 
Rule 11 evaluations conducted by private psychiatrists (and clinical 
psychologists). In practice, however, aside from the abbreviated report 
provided to the court, the conduct of Rule 11 screenings conducted by 
PCCC and that of the full evaluations performed by private psychiatrists 
are quite similar. 

Before the institution of the PCCC Rule 11 screening procedure, 
Superior Court judges typically granted motions for Rule 11 examinations 
and, in accord with Arizona statute, provided both the defense and the 
prosecution with an examination of the client-Offender by psychiatrists 
drawn from the private sector. In approximately 90 percent of the cases, 
according to Superior Court Judge William E. Druke (see Note 13), the 
examining psychiatrists agreed in their opinions that the 
client-offenders were competent to proceed with trial and sane at the 
time of the offense. 

The intent of the Rule 11 screenings performed by PCCC, prompted 
largely by monetary considerations, was to deny motions for "full-scale" 
Rule 11 examinations when the PCCC "screening" revealed competency and 
criminal responsibility--presumably, the case in the great majority of 
client-offenders. Without additional costs to the court (excluding the 
allocation of existing resources of PCCC, court time in examining 
screening reports, etc.), the screening would eliminate the bulk of 
"full" Rule 11 examinations performed by private psychiatrists and paid 
for by the courts. In practice, the court may, however, grant a motion 
for a full Rule 11 even after the PCCC screening has indicated competency 
and sanity--but in these instances, the court will not foot the bill for 
the examination, and the costs would be shouldered by the defense (Note 
13). 

156 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Interestingly, the Rule 11 "screenings" now performed by the PCCC, 
and full evaluations performed as always by private sector psychiatrists 
and clinical psychologists, maintain the historical precedence of PCCC 
and the theory of some Arizona psychiatrists (cf. Beigel, 1976), insofar 
as-"they still allow, strictly speaking, post-conviction mental health 
system involvement but not pretrial examination. The latter, as argued 
by Beigel (1976) and others (e.g., Miller, 1980), should not be 
organizationally affiliated with the courts at all, but be part of the 
adversary process, i.e., connected with prosecution or defense. The PCCC 
Rule 11 screening, conceived in this narrow sense, is used only to assist 
the court to determine reasonable grounds for granting a motion for a 
Rule 11 examination; and, strictly speaking, PCCC still does not conduct 
pretrial examinations for the Superior Court. 

Another change instituted by PCCC since the writing of the earlier 
sections, is a detailed specification of the referral procedures 
performed by PCCC and its referring agencies. Owing in large part to the 
addition of the Rule 11 screening function and a dramatic increase in 
other referrals, PCCC developed and documented detailed instructions 
describing referral contacts and procedures for each of its referral 
agencies. For example, the draft document describing procedures for 
Superior Court referrals for Rule 11 examinations specifies: 

0 

0 

0 

0 

0 

0 

0 

0 

the name and location of the nominal agent (judge) and 
actual agent (the judge's secretary) making the referral; 

the name and location of the agent from whom additional 
referral information can be obtained by telephone; 

the procedures for acquiring referral information; 

the form and content of the information; 

how to schedule appointment times for examinations; 

transportation arrangements for the client-off ender and 
support personnel (e.g., court interpreter); 

obtaining of confidential collateral information; 

procedures upon arrival of the client-offender at PCCC; 

o rescheduling of a client-offender upon a "no show"; 

0 typing of the report; and 

o provision and dissemination of the report. 

The documents describing the delineation and provision procedures 
for each of PCCC's referring agencies serve as instructions to referral 
agents and the PCCC staff receiving referrals. Also, the documents aid 
in the communications with referral agencies and in the training of new 
staff. 
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APPENDIX A 

REQUEST FOR EVALUATION 

TO THE MEDICAL SERVICE OF THE 
SUPREME BENCH OF BALTIMORE 

DATE ORDERED: 

J,£ I. ' 

DATEREPORTNEEDED: _______ ~--~ 

COURT: 

RACE: , _______ SEX·--------- INDICTMENTNO· -------------
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APPENDIX B 

PSYCHOLOGICAL E'Jl,WATI ON REFERRAL SHEET 

Patient~------------ Date ;:-e f erred to Psychology=----------

Pa :.i ent. No Q ---------- Psychology Appointment_ Date: _________ _ 

Psychiatrist: ________ _ Date Report Needed: ______________ _ 

Pre-trial Pre-sentence Other ----- ----- -----
Preser.t Offense{s): _______________________________ ~ 
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APPENDIX C 

REQUEST FOR PSYCHOLOGICAL TESTING 

APP'T DATE 

Defendant 1s name Clinic No. Date 

· 1 "' ·t · "'lease specify possible problem area (a): rsyrholog1ca ies 1ng - ' 

Orqanid ty 

Psychos!~ 

Control:. 

Reality testinq 

Dangerousness: a) To self 

b) To others 

Personality structure 

Malingering 

Intelligence 

Other comments 

The following records: 

Return Appointment: 

Full P.O. report, if available 

Dr. 
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APPENDIX D (Continued) 
PAGE 2 

RE: 

It is my opinion that the above-named defendant is an incapacitated 
.,.person in that the said defendant as a result of mental disease or defect 

lacks capacity to understand the proceeding against him or to assist in 
his own defense. My opinion is hased on the following: 

I 



APPENDIX D 
FORM DMB 704 (4-72) JC 

EX.ll..L'1INATION REPORT 

(Psychiatric examination, C.P.L. Article 730) 

STATE OF NEW YORK 

COUNTY OF NEW YORK 

JUSTICE 

THE PEOPLE OF THE STATE OF NEW YORK 

VS 

DEFENDANT 

EXAMINATION REPORT 
Clinic t 
Indictment No. 
Information No-.----~------~ 
Charge 

in violation of 

I~ the undersigned, duly certified pursuant to law as a qualified 

psychiatrist or a certified psychologist, having been designated by 

The Commissioner of the Dept. of Mental- Health and Mental Retardation of 

the City of New York , pursuant to an order signed by Hon. 
~~~------~--------------~ ---------------

(Justice) of the SUPREME 

court, NEW--YORK county, dated -----"'.--, __ ............... ____________ ~ 
examine the above-named defendant, pursuant to Article 730 of the Crimi-

nal Procedure Lawu to determine if the defendant is an incapacitated 

defendant, . have conducted such --examination with due care and diligence. 

The nature and extent of the examination was as follows: 

I have come to the following opinion us a result of such examination: 

{~:OTE TO EX~!INER: If the followinq paragraph sets forth the opinion of 
the examiner, sign the reoort where-indicated below and do not complete 
Page 2. Otherwise, strike out the following paragraph, complete fully 
the_rernainder of this report and sign on Page 2.) __ 

It is rnv opinion that the above-named defendant does not as a result 
of mental dlsease or defect lack capacity to understand the proceedings 
against him or to assist in his defense. 

SIGNATURE: 
:Print name---------------------------------) 

DATED: 19 
---------------~ ~---

Qualified Psychiatrist 

(Continued) 
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APPENDIX E 

PSYCHIATRIC EXAMINATION REPORT 

Nam~ Clinic #_.....;..'·----
------~·--~~--~--~~---

Date: ____________ _ 

Doctor's Name ________ ·-------------~-
Ind. or Docket # ___________ _ 

IdentHk..Ation: nate of Birth: Age: __ _ 

B . h l'l Marital Status: __ _ 
1 rt ace:------------



I APPENDIX E (Continued) 
Page_ - 2 -

I N.ime: Clinic • -
I ~.ummar~ of Psl.':chia !:!!£ Findinqs: 

f~~ 

I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 169 



Re: 

APPENDIX E (Continued) 
Page - 3 -

Medical-Legal Opinion: A) The defendant is NOT INCAPACITATED* --- (i.e. is fit to proceed). 

B) The defendant IS INCAPACITATED* 
(i.e. is not fit to proceed).· 

If Incapacitated (Not Fit) and/or for Probation Dept. reports: 

Diagnosis: 

Prognosis: 

Therapeutic Recommend.::itions: 

* The term INCAPACITATED is defined in article 730 of the NYS-CPL. 
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I APPENDIX J 

I 
'1'ype of Date 

1Referra•1 Competency____ Psychosocial ___ of Call. _____________ _ 

Froma Court_ ?ub Daf_ ?;:obat_ 
~Other ~nf o. __________________________________________________________________ __ 

9Nume of 
•Daf endar.t ------------------------------------

lcourt Information 

?arc A ---- Where 
-~--------------

-r····c:= Amount 

At;t.or«a:t, 

l':a...a 

$ ______ _ 

?uh.lie Def'end~r- ...,_.:v-~·e 
..... C4'- --

I -----------------------------------

lj • 

1. 
• 
Y~s- l':o_ 

If no, wri ~.:a out• brief or. ;:avarse sida. 

Ti;;-,e ( f o: 

Age (if 
psychosocial) __ ~--
P~..one __________________________ _ 

Date Ordered. _____________________ _ 

Date of Haar in..._ __________________ __ 

Pleas Entered 

' 
... 

·: 
•• , f . .. 

" 

• 

. • 

::iu 17.e of Zxarr.. _________________ _ ? syc:-.osocia:s) __________ _ 

l:Q~a oz ~-; 
:~Q,:--t.f o~d 

Co~~~ ~i~~.os~~c c:i~~c____:_. Co~~~c~o~~----

I 
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Competency Referral Log Book 

tlMJ£ t'ILE fJ 
OA'tL I DATE , lll~ARLG 

COURTI r:on FU:D f1ROf.REll l>Art: CURREi'l'f RES IDENCt 
ElCA~I 
DATE Ct.lNlCAI. ff.A~ 

l::X!\.'l lfi'I0· 1·rt~T
DONE rn:: lFY? 

.::::=::::.'::==..::=.:::::::::=:::=::::::= 1:::=::::=::.-::::::t.-:::::::::1:.::::==:::::::!.::.:_ .:1:::::::=:::::::1._ ----=::::--1::::.:::::::t-=--=====1=1:.=..-:.:t=.:= 

----1---------1---1----1 ---1 1--- ·--·-

-------·---1 ~----

1- I 1-- l I 1--l 1--1-•---

_________ , 1--1 1----1 I--•---~ 

- -I I -I I 1--1---•-

-----•----! I 1---1--- -•---•---•-

,., _____ , 1---1 . 1---------
~J.- --·---·---·----

------------1----------1---1-----1---1 I 1---~ 1--•-•-----

-1 }- .,__, __ , __ _ 

---- I- 1--1---1---11---
1------ -~-·--~-·-----

·----- I· 1---1 1----1 1---1 1--•-•---

·------1· l 1---1 I 1---1 !--•--•---

--. ------. -· --·----,· ____ .. __ , __ , ---"·•--------
... -- ------- --- .. -. . . .. ,. , . . ,. -- .... -,----·- ------,- - ---·---· ·- .. ----- ···-·-· --

r- _, .. __________ _ 
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Psychosocial Assessment Referral Log Book 

~ I I u I"' I DAU I Di\'l'E lllt:AR ltlG 
~11.E _ _!.l~.~UR~I[ -~ ~- ~ N~~l_f_I_~~ ORDERED DATE CURRENT RES lDEHCE 

.EXAtt 
llATF. SEEN BY 

- . ---------····--------- ---·----·-·--------
EXAH,RKl''f 
llOllE l>O!IE 

1 

SPECIAL 
INFORl1AT ION 

---·---------·----·-·--·-------

1-----1--·------------··---·----

----------·---· ··--··--·----------·-

·I - •--- •--·•.------------

---·- ·--·-------·--·--·----------

-··--·-------· _____ .. ____ , •·--·------·--·--
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566-2186 
566-2696 

PROBATION 

APPENDIX J 

ST.ft.TE OF CONNECTICUT 
DEPARTMENT OF MENTAL HEALTH 

COURTS DLl\.GNOSTIC CLINIC 
84 WADSWORTH STREET • HARTFORD, CONNECTICUT 06106 

PROBATION REFERRAL FORM 

SPOKE TO 
(CLINIC STAFF MEMBER)-----~~----

SEX. ___ MARR. __ _ 

OFFICER,__ __ ~-~--~-------~ PHONE.__----~~-----

SENTENCING (IF NOW ON 
DATE.~~--~~~~~ PROBATION: DATE. ______ PERIOD _____ _ 

EXAM 
DA,,...E TIME PLACE 

... ' .. -------- ·------- ·-------------
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APPENDIX K 

DEPART!v!ENT OF NIENTAL HEALTl-1 
COURTS DIAGNOSTIC CLINIC 

S~ WADSWORTH STRZfil' • HARTFORD, CONNECTICUT 06106 

566-2186 566-2606 

PUBLIC DEFENDER REFERRAL FOR.~ 

S?OKE TO (CLINIC STAFF XEMBER ) 
---~-----------

I PUBLIC DEFENDER..__ ________________ _ 

G.A.I ADDRESS -----------------------------
~DEFENDANT ________________ ___ AGE __ _ 

CURRENT ADDRESS____________________ PHONE. _______ _ 

~ CHARGES __________ _... ________________________ _ 

I BRIEF NARRATIVE -----------------------------------------
1-------------------------------------------------
I------------------------------------------------
I ~PCOXING COURT DATE ____________________________ _ 

REASON FOR REFERRAL I . . .. ----------

1 
IDATE OF EXA.'1 ____________________ _ 

I 
I 
I 

PLACE OF EXA.'1. __________________________________ ~ 
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APPENDIX L 

ST.fiiTE OF CONI\JECTICUT 
DEPARTMENT OF MENTAL IIEALTII 

COURTS DIAGNOSTIC CLINIC 
84 WADSWORTII STREET • HAR7FORD, CONNECTICUT 06106 

566-2186 
566-2696 T.A.S.C. REFERRAL FORM 

Reason for 
Referral: 

Drug 
Dependence_ 

Court Information 

G,A, or Part A --- ---
Judge_·~-------------------

Attorney: Public Defender ---

General 
?sychosocial~ 

or Private ---

Charge ____________________________________________ _ 

Examinatio~ Da~a 

Date 
of Call ___________________ ~ 

Rule Out 
Mental Illness 

Age __ _ 

Any Plea? -------------------
Any Plea? _________________ _ 

Any Plea?~-----------------
Any Plea? __________________ _ 

Date of 
Evaluation ---------------- Tirne -------- Place: Clinic____ H.c.c. 
Other I~f o __________________________________________________________________ __ 
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•• • - - --,--, .. ___ _ - -- :• COMPETENCY EVALUATION -- .. - .. ......... 
Client Date.~~~~~~~-,-~~~~ 

Team: Psychiatrist Psychologist Social Worker 
~~~~~~~~~~~-

r Factual Items 

Understand current 
E G F p 

legal situation: 

Understand the 
E G F p 

charges: 

Understand the 
E G F p 

relevant. facts: 

Understand legal issues 
E G F p 

and ~rocedures: 

Understand function of 
E G F p 

court personnel: 

Understand pleading and 
E G F p 

~ 
plea-bargaining: 

'"ti 
tit 

...... Understand possible 
E G F p 

a dispositions/penalties: -...J 
-...J 

H 
><l Identify and locate 

E G F p 
~ 

witnesses: 
Inferential Items 

Comprehend ins_tructions 
and advice: E G F p 

Make decision~ 
E G F p 

after advice: 

Maintain collaborative 
E G F p 

relationshir>_~/'!t.ty: 

Follow testimony E G F P 
for accurac : 

Testify and be 
E G F p 

cross-examined: 
Tolerate 
stress: E G F p 

Refrain from 
E G F p 

irrational behavior: 

HEUICATIONS: 



Tc:sts 
Administered: 

List 
Specific Tests{ 

APPENDIX N 

PSYCHOLOGICAL TESTING SUY~~y 

Testing Date 
.,.---~~~--.-~~~~-

IntE:?llectual Evaluation (23.50) $ 

Scholastic Achievement (10.00} 

Personality Diagnosis (60.00) 

Organicity Evaluation (22.00} 

Voe. Aptitudes/Interests (52.00) 

Diagnostic Interview (22.00}. 

Staff Consultation (11.00) 

Total $ 
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APPENDIX 0 

DESCRIPTION OF EXAMINATION: In our examination of the accused we· utilized 
a structured interview which is designed to 

elicit information pertinent to the issues surrounding competency to stand 
trial. The interview is divided into two main areas of inquiry. In the 
first of these areas we attempt to elicit factual information relating to 
the accused's understanding of his current legal situation. For example, 
his understanding of the charges against him; his perception of legal 
issues and procedures; his understanding of facts relevant to his case,etc. 

The other major area of inquiry is more predictive in that we attempt to 
appreciate the accused's capacity to deal with situations that have in fact 
not yet occurred. That is, by evaluating his ability to communicate with us 
during our exam, we attempt to predict his ability to work cooperatively 
with his lawyer in their upcoming contacts. Areas of concern here would be, 
for example, the extent to which he would be able to comprehend instructions 
and advice from his attorney; his ability to be cross-examined; and his 
ability to tolerate stress at or while awaiting trial. 
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APPENDIX P 

I CAMBRlIXlZ COVRl' CI..l.NlC - PSYCHIATiUC l:."'VALU.A.TlON 

NAME ---------------- N'IJMFF.R ------- nA'T'F. ------

ADDRF.SS --------------- DoO.B. ----- AGP. --- $F.X ----

PHONE --------- SOC SEC # --------- RACE --- R.....l:"LTA!ON __ _ 

msURAN~: Mrl'>lCA!D II ------------ MAR!TA!.. !iTA'l'US --------

CYT'HF.rh NAM! OF !NSlJR!-ll ----------- F!>UCATTON ---------

POLICY fi --------SUBSCRIBER (R.'1:!.ATJON 'ro PT .. ) ----------

INCOME (.4.U. SOURCES) -------------------------
• 

OCr.uPATION ----------- HOW tCNfi THF:RE? ----- C!TI?:rn=iITP ---

OOLOY'!m ----------------- FUJ..L TIME --- I'f.m' TJME ---

AOOP.ESS ft.ND !'HONE -------------- MF.r>ICATTONS ______ ....;_ __ _ 

MTT.T".!"AR'f SERVTCE -------

P?\EV!OUS THF.RAPY~ ~ -- NO --- DATE: ------- i-~? -------

FF.?EAAAJ~ SOURCE ------------

C"'!ffiF!'N'r CHARGE !i?ID ~Tf.'ruS ------------ COtJ"R'Ti' 
C!:.M.. nT~'T .. 

SCM. nJ:'f' • 
• nM':NTIE 

1N1'1'TJi.L DX jl.ND nrsroSTT!ON (JNCLUD1NG MF.nTCJl.'1'1C'N) 

DUGNO~IS AT COMPLETION OP EVA!.UATION 

DT!:!"O:!T!CN AT COMP!.....~ION OF F.VM.UAT!ON 
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APPENDIX P (Continued2..__. __ 
M:.rnn,..~ 

R~~1~C"~' nntn 

YOUil MO'.!'HE.R -----------------:-------------------: 

~J.TH.F:R ~~~~~~~~~~--~~~~~~~~~~~~~~~~~~~~~~~~~-...: 
' -

M.~RR! .. '1.r.R 
J").'\.TF. 

ENDTNO 
DA'I'E 

. lNDrr,1 .. '!'E ('NP. 
bj• !: J:'!' • nTV. D'I:'_•. '!'H 

YOtm BRCY!'HE'RS !.NP :!!:'!'!!:RS !n order of 't!rth, !r.c!nc::.r::; mi=c:i.m~9cs, dc::~h::; i ~ ..... !'tc; :.n-1 
h~Jf scparn~cl1 (u~e bac..~ ot this ~beet if r~~c jp~c~ i~ n~cdec): · • 

Nl\11€: 

YOTTR ::Mu~~ :.IJE RAC!' RF.L!G 

YOUR ~!'OlJSE TO: 

MA .. 'IU'!'.\L S'!'N!'l.JS: 

or.nJ!\'\- Ml.RRT J.r;"':, 
':'!"N Y\"..TF. 

: 

M..'\RRT.11.GF. FNDTNG 
D."..T!=:: D."..~: 

_.,;,.. ... ,..-""""A-t"#!t 
• ,.. - ._ -~ • ~ ~ - !.ri - ""' I 

..,. 

' 

:~!' . ffii' •J -~rl 
T'TV. T~ f'C'!.1"' !'. r.-:: 

!\".'!':": Tl.'. ":'f!' r,:,U:'F 

-
"!}.11J r::. '!'F. CNF 

Ff ~'I:'!' • DIV. DF :. "!'H 
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APPENDIX Q 

REFERRAL DATA DATE REFERRALMADE 

l?ROS. ATTY: 
DEFENSE ATTY: 
PHONE NO: 
ADDRESS: 

CLIENT'S NAME: 
CASE NOS: 
APPT. INFO: 
FROM JAIL? . 
POSSIBLE IQ? 
IF REFERENT IS 
REQUESTING 
SPECIFIC STAFF 
MEMBER, NAME : 

REFER.RED BY~ 
REFERRING AGENCY: 
WHEN REFERRAL ~---~~--~~-~--~---

INFO RECEIVED: DATE: _____ TIME: ______ _ 

SEEN BY: 
NO SHOW: CHECK: DATE: _______ ~ 
RESCHEDULED? YES: NO=--------

TO WHAT DATE? TIME?· 
---~--- -----SEEN BY: 

NO SHOW AGAIN? CHECK: DATE:~--~--~ 
RESCH.ED. AGAIN? YES : NO: 

SEEN BY: 

DATE REc•o 
FOR TYPING: 

***SENTENCING 
DATE: 

TO WHAT DATE? ___ T_I_ME..,,,._? __ _ 
-------~ ----
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APPENDIX P (Continued) 
M:.rrl n "'t' 

F"!1~c~~~ !!,!!.!.! 

M.P.RR!.~nF: 

r>.\TF: 

·-·-" 

ENOTNG 
Dh'l.'E 

nmrr,N!'E 0NF. 
b:,• !:i;-p. OTV. D'l:'_•.'!'H 

O?Y~ TO:~----~~~--------------~----------~------~--------------------------J I ('I~ F.".T.H:=:? TO: 

I 
I 
I 
I 

I 
I 
I 
I 
I 
I 
I 
I 

YCllm BRO'!'HE'RS ,~.ND !:!!:T'..::RS !n order o! t!rth, :!.r.e!nd::.~: m!.:e!!.!'Ti~9cs, dc:.4;h:; 1 !.:'t ~tc; :.n1 
h::Jt scparatcl7 (u~e bac..~ o~ this ~hcct if ro~c :p~c~ i~ n~cdec): · • 

N!J-E: }.GE; M:~fi!'!'.\L S'!'N!\JS: 
...,. 

. 
l 
I 
• l 
I 
I 
I 

I 
I . 
I 
I 
! 

Or!r.\l!'A- M!.RRT r.nr::. !:~!" . HP•.J.~d 

YOTTR !:MTJ~~ :.GE RA~ RELT<l '!'!"N i':.'!'F. !"'TV. T'P f'C'.."J\ !'. (jr:' 

n~·-TF: n:.~ r,:.U~F' 

' 

; 

-
MA'RRT.~GF: '!1IDJC,".'!'F. CNF' 

D.".'!':S: Ff Sl:'!' • OT V • !'IF':. ".'H 

YOUR !:!'OU!lF. 'I'4J: 

YOUR ST<:·N..'.':'TT?:::'. -----------------
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APPENDIX Q 

REFERRAL DATA DATE REFERRAL.MADE 

PROS. ATTY: 
DEFENSE ATTY: 
PHONE NO: 
ADDRESS: 

CLIENT ' S NAME : 
CASE NOS: 
APPT. INFO: 
FROM JAIL? -
POSSIBLE IQ? 
IF REFERENT IS 
REQUESTING 
SPECIFIC STAFF 
MEMBER, NAME: 

REFERRED BY: 

DAY: __ ~TIME: __ ~DATE: ___ _ 
YES:~ _____ NO: _______ _ 
YES: NO: _______ _ 

REFERRING AGENCY~=----------------~ 
WHEN REFERRAL 
INFO RECEIVED: DATE: _____ TIME: ______ _ 

SEEN BY: 
NO SHOW: CHECK: DATE: ______ _ 
RESCHEDULED? YES: NO:~~~~~~~ 

TO WHAT DATE?~---~TIME?_· __ _ 
SEEN BY: 
NO SHOW AGAIN? CHECK: DATE: ______ _ 
RESCHED. AGAIN? YES: NO: _______ _ 

SEEN BY: 

DATE REC'D 
FOR TYPING: 

***SENTENCING 
DATE: 

PCCC 9 

TO WHAT DATE?~ ____ TIME? __ _ 
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APPENDIX 0 

'~·-. 

DESCRIPTION OF EXAMINATION: In our examination of the accused we· utilized 
. a structured interview which is designed to 

elicit information pertinent to the issues surrounding competency to stand 
trial. The interview is divided into two main areas of inquiry. In the 
first of these areas we attempt to elicit factual information relating to 
the accused's understanding of his current legal situation. For example, 
his understanding of the charges against him; his perception of legal 
issues and procedures; his understanding of facts relevant to his case,etc. 

The other major area of inquiry is more predictive in that we attempt to 
appreciate the accused's capacity to deal with situations that have in fact 
not yet occurred. That is, by evaluating his ability to corrnnunicate with us 
during our exam, we attempt to predict his ability to work cooperatively 
Yith his lawyer in their upcoming contacts. Areas of concern here would be, 
for example, the extent to which he would be able to comprehend instructions 
and advice from his attorney; his ability to be cross-examined; and his 
ability to tolerate stress at or while awaiting trial. 
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APPENDIX P 

I CAMBRllXlZ COURI' CLllilC - PSYCHUTRlC l:.'"VAU.lATlON 

NAME ---------------- .NUMF~ ------- nA'I'F. ------
/ 

ADDRF.S~ --------------- n.o.H. ----- AGF: --- SF.:'<----

PHONE --------- SOC SEC # --------- RACE --- REt.Tn!ON __ _ 

INSURANCE: MFJ'>!CJ\.!D # ____________ MAR!Tfl!.. !jTA'IUS --------

~g NAMF. OF m~-ra ----------- FDUCATTON ---------

POLICY If SUBSCRIBF.R (RFl~T!ON 'ro PT 0 ) ----------

INCOME (.ill SOURCES)-------------------------

l.'.'ICr.tJPATION -----------HOW LCNc; 'I'HF.RF.~ ----- C1TT7.rn~P ---

oo:u:m:.:R ------------------ FUr..t. TIME --- P.f..RI' TJ~ ---

ADDP.ESS .ft.ND !'HONE -------------- MFn!CA't'TONS ----------

MTT.T".!"ARY SERVTCE -------

PREV!OUS '!'HF.RAPY'v YE!:: _ NO --- Df,TE.: ------- '\-~? -------

BF.?ERRA.1~ SOURCE ------------

C'l'JRFF.N'I" r.w.RGE .l\N'D ~'l'.Jl.T'US ____ .;..__ ________ r.oum• 
C,".M. nT~'l'. 

SCM. nr:rr . 
. rovrnnE 

1'NI'"l'l AL DY. JI.ND DTSroSTTTClN ( JNCtUDJNG MrnTCA'l'tC'N) 

DIJ.GNO~IS AT CCMPLET!ON OF EVALUATION 

nr:!'O:!'!'JCN AT COMPLETION OF F:VA.TU/\'.!'JON 
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CYNTHIA J. GINNETTI, PH.O. 
CAROLYN M. FORD, ACSW 
JOHN LAWALL. M.O. , 

TO: Defense Attorney: 

APPENDIX R 

ffiSup£rior C!Inurf 
l§hna <l!ountg 
COURT CLINIC 

45 WEST PENNINGTON 
TUCSON. ARIZONA 85701 

TELEPHONE: 792-8137 

MEMORANDUM 

Prosecuting Attorney: 

FROM: Pima County Court Clinic 

Date: 

case No: 

has been ref erred to the 
----------~---------------------

Pima County Court Clinic by 
----------------------------~ 

An appointment is scheduled for 

HARRY GIN 
PRESIDING JUDGE 

Any information that you may 

wish to contribute to this evaluation will be helpful. 
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APPENDIX S 

COURT CLINIC REFERRAL FORM Referral Date 
-~~~~~--~-

REFERRING AGENCY __________________________ _ 

PERSON MAKING REFER~~L·----------------~--------

SUBJEC~~---------~----~--C~A=S~E=-:N~O::...:;.... ___________ _ 

DATE OF BIRTH AGE JUDGE ______________ ~ 
-----~~-~~- -~--

SENTENCING DATE IN JAIL: YES NO 
-~----~---~---- --- --------

SOCIAL HlSTORY (Personal, marital, family history, substance abuse, etc. 
W:rite-·brief note and/or attach available information.) 

(use reverse side if needed) 
REASON FOR REFERRAL 

--------------~---~---------~ 

INFORMATION REQUESTED _______________________ _ 

SCHEDULED APPOINTMENT (Date/Time) __________________ _ 

AGENCY NEEDS REPORT BY (Date) 
----------------------~ 
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APPENDIX .T 

Biographical Information Form 

l. Name: 

2. 

3. 

4. 

5. 

o. 

7. 

Age: Birthdate: 

Sex: 

Present reason for arrest: 

Previous arrests: 

Adult: 

Juvenile: 

Are your parents still living? 

Age of·father: 

Are your parents married? 

How many times were your mother 

Date: 

Age 

Divorced? 

and 

of mother: 

father 

mar~ied? How old were you when your parents were 

8. 

9. 

10. 

first divorced? 

Did either of your parents have a drinking problem? 

Mother: Father: 

Ages of brothers and sisters: 

Have any other members of your family had any problems with the 

law? 

Reason? 

Result? 

Who? 

11. Were you subjected to physical abuse as a child? 

If so, by whom? 

12. Did you wet the bed after age 5? 

13. As a child, did you have problems with reading, spelling, writing, 

or arithmetic? Which? 

PCCC #6 
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APPENDIX T (Continued) 

-2-

14. As a child, did you-have any behavior problems in school? 

If so, what kind? 

15. Did you frequently set fires as a child? 

16. Have you ever had a pet? 

17. Have you ever injured or excessively teased your own pet or 

someone else's, or any other animal? 

Describe: 

18. Education (highest grade of school cornPleted): 

When? 

reason? 

If you quit school, what was the 

19. Have you ever served in the military? 

Branch: Dates: 

Type of discharge: Honorable? General? 

Dishonorable? Other? 

20. How often do you use alcohol? 

When did you start? 

21. Do you, or have you, used any drugs other than those prescribed 

22. 

23. 

24. 

by a do::tor? 

start? 

:aave you ever 

one now? 

Have you ever 

:!iow many? 

:a:ave you ever 

When? 

If yes, what drugs and when did you 

owned a knife or a gun? Do you own 

If yes, what type? 

had a car accident? 

When? 

had any traffic tickets? 

How many? 
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APPENDIX T._ (Continued) 

-3-

25. save you ever tried to kill yourself? 

26. Do you suffer from headaches? 

27. save you ever had a convulsion (fit)? 

28. Have you ever had a head injury that made you unconscious? 

29. 

30. 

31. 

32. 

33. 

34. 

save you lost or gained an unusual amount of weight in your 

life? Bow old were you? 

Do you have blackout spells? 

Do you have any difficulty sleeping? 

Eating? 

Do you belong to any organizations or clubs? 

Bow many close friends do you have? 

Are you married? If yes, how many times? 

Living common-law? 

save a special girlfriend? Boyfriend? 

35. Do you have children? If you have children, 

state ages and sex: 

36. ·save you·ever intentionally or unintentionally hurt your 

children? Describe: 

37. List hobbies that you engage in at least two to three times 

per month: 

38. Are you working new? Doing what? 

For how long? 

If unemployed, when did you work last? 

Doing what? For how long? 

How long did you work at t~e longest job you 

have held? When? 
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APPENDIX T (Continued) 

-4-

39. Describe yourself as a person: 

40. :save you ever had any psychiatric treatment or hospitalizations? 

If so, when? 

Where? 

188 
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Chapter 5 

JAILS 

In the last chapter, we described one type of alliance--the court 
clinic--between the mental health and criminal justice systems to 
evaluate the mental condition of client-offenders. This chapter 
describes another type of arrangement, the jail-mental health 
relationship. Four jail mental health services are described in detail: 
the Psychiatric Services of the Cook County Correctional Complex in 
Chicago, Illinois; the Mental Health Diagnostic Services for Jail 
Inmates, Nashville (Tennessee) Sheriff's Office; the Pierce County Jail 
Social Services and Central Intake Unit in Tacoma, Washington; and the 
Wyandotte County Pretrial Services Project in Kansas City, Kansas. 

The United States has some 4,000 jails--detention facilities, 
administered by local law enforcement agencies, that hold individuals 
pending adjudication or individuals confined after sentencing, usually 
for a year or less. From 20 to 60 percent of the approximately 142,000 
persons in jails on any given day have mental health problems, yet most 
jails do not screen and evaluate all inmates needing mental health care 
intervention (Comptroller General of the United States, 1980). 

Jails in most larger metropolitan areas throughout the country 
provide mental health services for inmates, including identification, 
screening, evaluation, treatment, training, consultation, and any 
combination of these. Some jails maintain medical and mental healt~ 
departments, clinics, or infirmaries that screen and classify inmates 
upon intake and provide counseling and treatment during incarceration. 
Other jails operate social services departments that attend to the 
general social problems of inmates and arrange for inmates in need of 
mental health services to receive evaluation and treatment on a referral 
basis The primary concern of most jail services is the "maintenance" of 
the inmates during the period of incarceration; extensive psychotherapy 
rarely is provided. Close working relationships are usually maintained 
with jail medical staff and local hospitals. 

A number of organizations and agencies have promulgated standards 
for mental health screening and evaluation of inmates. This includes the 
American Correctional Association, the Commission on Accreditation for 
Corrections, the American Medical Association, the American Bar 
Association, the American Public Health Association, the National 
Sheriff's Association, and the Department of Justice (U.S. Department of 
Justice, 1981). The American Association of Correctional Psychologists 
has enunciated 57 standards for psychological services in adult jails and 
prisons (American Association of Correctional Psychologists, 1980), 
including the following five standards for screening and evaluation: 

Receiving screening is performed on all inmates upon admission to 
facility before being placed in the general population or housing 
area. The findings are recorded on a printed screening form. 
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Inmates identified as having mental problems are referred for a 
more comprehensive psychological evaluation. Screening includes 
inquiry into: (1) past and present history of mental disturbance, 
and (2) current mental state, including behavioral observations. 
(Standard 23) 

In a prison setting, all newly committed inmates with sentences 
over one year shall be given a psychological evaluation within one 
month of admission. Such routine evaluations are brief and 
include (but are not necessarily limited to) behavioral 
observation, a records review, group testing to screen for 
emotional and intellectual abnormalities, and a written report of 
initial findings. Referral for more intensive individual 
assessment is made when appropriate. (Standard 24) 

Collection of psychological evaluation data is performed only by 
psychological services staff personnel or facility staff trained 
by them. Review of written reports based on the results of the 
examination, testing, and developing a plan of treatment are done 
by, or under the supervision of, a qualified psychologist. All 
such information is recorded on data forms approved by the chief 
psychologist and in accordance with headquarters policy in 
multifacility systems. At no time is the responsibility for test 
administration, scoring, or the filing of psychological data given 
to inmate workers. (Standard 25) 

The individual assessment of all inmates referred for a special 
comprehensive psychological appraisal is completed within 14 days 
after the date of the referral as applied in a jail. This 
includes the following: 
(A) Reviewing earlier screening information, 
(B) Contacting prior psychotherapists or the individual's family 

physician regarding any history of mental symptomology, 
(C) Conducting an extensive diagnostic interview, 
(D) Writing and filing a brief report, 
(E) If evidence of mental disturbance is found, placing the 

individual in a separate area where closer supervision is 
possible, and either 

(F) Referring the individual to an appropriate mental health 
resource or to his or her family physician (if indicated and 
when release is imminent), or 

(G) Beginning appropriate care in the jail by staff members of the 
psychological and/or psychiatric services. 

This standard as applied in a prison setting includes the 
following: 
(A) Reviewing earlier screening information and psychological 

evaluation data, 
(B) Collecting and reviewing any additional data to complete the 

individual's mental health history, 
(C) Collecting behavior data from observations by correctional 

staff, 

192 

l 
l 
l 



I 
.1 
I 
I 
1· 
I 
I 
1· 
I. 
I 

' ,, 
I 
,f 

I 
I 
I' 
'/ 

(D) Administering tests which assess levels of cognitive and 
emotional functioning and the adequacy of coping mechanisms, 

(E) Writing a report describing the results of the assessment 
procedures, including an outline of a recommended plan of 
treatment which mentions any indication by the inmate of a 
desire for help, 

(F) Communicating results to referral source, and 
(G) Writing and filing a report of findings and recommendations. 

(Standard 26) 

Crisis evaluations should be conducted as soon as possible, but 
not later than 24 hours after the staff member has been notified. 
Subsequently, a report of the session(s) is written and 
appropriately filed. (Standard 27) 

Although jail-mental health relationships have remained relatively 
unexamined until very recently (see Steadman and Morrissey, Note 1), 
Morgan (1978, p. 42) has suggested a promising format (Morgan called it a 
"typological model") for understanding various jail-mental health 
programs. This format, reproduced in Table 9, describes four types of 
jail mental health services: 

(a) internal - mental health services are provided exclusively by 
jail staff; 

(b) intersection - services are provided in a separate jail unit 
in alliance with another agency outside the jail; 

(c) adjunct - services are provided by arrangement with external 
service contractors but are located within the jail; and 

(d) combination - services are provided by various types of 
service arrangement in combination. 

Morgan's typological distinctions, which were adapted from the National 
Jail Resources Study, Pennsylvania State University, capture the four 
jail mental health service programs profiled in this paper. 

PSYCHIATRIC SERVICES OF THE COOK COUNTY CORRECTIONAL COMPLEX 

A Brief History 

A jail facility was opened in 1929 to house approximately 1,300 
inmates at the site of Cook County's present Correctional Complex around 
26th Street and California on Chicago's near-southwest side. This 
facility has grown and changed, a process that continues to this date, 
resulting in the present complex of buildings covering over 50 acres of 
land, and administering almost 60,000 pretrial detainees and short-term 
misdemeanants each year, an average daily census of around 5000 people 
(see Note 2). 
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Table 9 

A Typological Model 
;_._ 

for Mental Health--Jail Service Deliverya 

System 

INTERNAL 

INTERSECTION 

ADJUNCT 

COMBINATION 

Primary Focus of 
Service Delivery System 

Treatment while incar
cerated, brokerage 
arrangements and 
referral post-release. 

Treatment while incar
cerated, brokerage 
arrangements and 
follow-up post-release. 

Treatment while incar
cerated, brokerage 
arrangements and 
referral post-release. 

Type varies 
.depending on systems. 

() Service component 

a From Morgan, 1978, p. 42. 
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Description 

Jail autonomous. 
Service is admin
istered and pro
vided by sheriff's 
personnel. 

Schema 

0n\ 
~ 

Jail interacts with 0 
outside agencies. Jail 
Service is provided 
by a separate staff• 
organization and 
integrated into jail 
operations. 

Jail interacts with 
adjunct unit. 
Service is con~ 
tracted exclusively 
for jail and inte
grated into operations. 

Jail interacts with 
several providers 
concurrently. 
Two or more diff eren 
conduits, including 
jail staff, outside 
resources, and 
brokerage arrangements 
provide services to 
inmates. 
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A neuropsychiatric clinic was opened in 1933, in conjunction with 
a local hospital, to provide psychiatric services to jail inmates. 
Services were initiated at the request of a family member or by staff who 
observed inmates with obvious conditions of psychosis or psychological 
impairment. Inmates who had serious mental disorders were removed to a 
state hospital. 

In 1964, the Diagnostic and Classification Center was created at 
the complex. All prisoners who were to remain in the jail on misdemeanor 
charges for more than 90 days were screened by a clinical psychologist. 
Inmates having difficulty adjusting to the jail and those with narcotic 
addictions also received this screening. The purpose of this screening 
was to detect inmates who would need special psychological s.ervices 
during their incarceration. The Diagnostic and Classification Center has 
continued as a recognizable unit within the Correctional Complex. Since 
1978, it has functioned with approximately five profes- sional mental 
health staff providing psychological screening and some treatment 
services for inmates. 

The only other mental health services available to detainees until 
1974 were provided by two psychiatrists, who worked at the Cermak 
Memorial Hospital, a medical and psychiatric facility located on the 
grounds of the Correctional Complex. 

In June 1973, following a series of newspaper articles that were 
critical of jail health services, the Health and Hospitals Governing 
Commission of Cook County assumed responsibility for providing medical 
care, including mental health services, to detainees. In August of that 
year, the Commission solicited assistance from the Illinois Department of 
Mental Health in exploring ways to improve jail mental health services. 

The impetus behind swift and continuing change within the last 
several years was a condition-of-confinement suit filed by the American 
Civil Liberties Union in 1974. Harrington v. DeVito (Note 3) raised the 
issue of whether detainees in the Cook County Correctional Complex were 
entitled to mental health treatment from the Illinois Department of 
Mental Health. Even before the case was settled, additional staff were 
hired for the complex in 1975 and a special facility was established, 
originally with 52 beds as a residential treatment unit. The resulting 
new mental health services laid the foundation for the Psychiatric 
Services unit that is the main topic of this section of the chapter. 

A court-appointed panel of three medical doctors filed an 
evaluation report of the Cook County Department of Corrections mental 
health program in October 1977 (Note 4). The report noted that many 
improvements had been made in mental health services since 1975; but that 
more improvement was needed. Space and staff were judged to be far from 
adequate. It further noted that individual psychological screenings were 
not provided for every prisoner, a process that the report's authors 
deemed essential, and that the screening process that did occur was 
frequently done by jail guards or other inmates who had no specialized 
training. The report also noted a shortage of physicians, a high 
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incidence of mental health problems, the need to provide services for 
night-hour admissions, and a high potential for suicidal and assaultive 
behavior among inmates. 

Harrington v. DeVito was resolved by a consent decree in 1978 
(Note 5). As part of the settlement, the Department of Corrections agreed 
to provide all necessary space, buildings, renovation, and security; the 
Department of Mental Health agreed to provide mental health staff; and 
the Health and Hospitals Governing Commission agreed to provide matching 
funds and to develop and implement the needed program. This basic multi
agency arrangement continues today. The present Psychiatric Services is 
funded jointly by the Illinois Department of Mental Health and Develop
mental Disabilities and by the Cook County government. The program is 
operated by the Prison Health Services, an independent organizational 
structure within the correctional complex, of which Psychiatric Services 
is one part. 

By 1979, all detainees in or entering the Correctional Complex 
were receiving a psychiatric screening. The professional mental health 
staff of the Psychiatric Services team numbered about 20 and were comple
mented by twice as many specially trained corrections officers. Although 
Cermak Memorial Hospital was closed in March 1979, its wing on "3-North" 
continues to function as an acute psychiatric care unit, providing 
specialized intensive care and total physical restraints (if needed) for 
detainees with critical or potentially destructive psychiatric problems. 

The Psychiatric Services unit apparently is providing increas
ingly better mental health care for inmates. Its continuing progress is 
affirmed by staff and documented in a recent report to the court, filed 
in June 1980 (Note 6). While describing some difficulties at the jail, 
both new and continuing, the report generally concedes that significant 
progress has been made. It attributes to the Harrington consent decree a 
clearly improved environment of services. The mental health professional 
staff is given high ratings. The report affirms that all inmates in the 
Correctional Complex are now given medical and psychological screenings 
within a day of their admission. 

Objectives of the Psychiatric Services 

Psychiatric Services is unique among mental health screening and 
evaluation programs studied as a part of the National Center's 
evaluability assessment because it is designed specifically to meet the 
needs of inmates, instead of those of justice system officials. It is a 
special case of the "internal" type of mental health-jail service 
delivery described by Morgan (1978) and depicted in Table 9. The 
Harrington consent decree was a major factor shaping the present system 
of services provided by the Cook County Correctional Complex for its 
detainees. Other forensic mental health programs in court clinics, 
community mental health centers, and centralized hospitals have been 
developed to provide information about client-offenders to judges, 
attorneys, and probation officers, with benefits to the client-offenders 
as a fortuitous side effect. This program evolved in response to 

196 

r 



,,, 
... 

I 
I ,. 
~1 

I 
I' 
I 
I 

I 
' 

,f ,. 
I 
I 
,,/ 
·1 

inmates' needs; it was not intended to provide information to serve legal 
decisions. (It should be noted that the mental health screening and 
evaluation provided by Psychiatric Services do not comply neatly with the 
operational definition presented in Chapter 2.) 

Psychiatric Services provides both screening and treatment of 
psychological problems of all detainees, i.e., all individuals awaiting 
trial or sentencing as well as sentenced offenders serving up to one 
year. Its two major goals are 1) to relieve debilitating behaviors and 
prepare detainees for the general population of jail inmates, and 2) to 
provide followup care to maintain adjustment in the general jail inmate 
population. As future resources permit, staff would like to add a third 
goal of helping facilitate inmate re-entry to the society outside of 
corrections through liaison with community mental health facilities. 

To reach these goals, Psychiatric Services engage in six major 
functions. They provide staff and training for the Receiving, Classifica
tion, and Diagnostic Center (hereafter RCDC), a recently established 
intake unit for the jail. Acute psychiatric inpatient services are 
provided in 3-North, a wing of the building that was formerly the Cermak 
Memorial Hospital. The most visible function is that of the Residential 
Treatment Unit (hereafter RTU), currently a 200-bed facility, for inmates 
who are treatable, not in acute states, but not able to function among 
the other jail inmates. Working through the Correctional Complex's organ
ization in six physical-functional divisions, followup services are given 
to inmates who are incorporated within the general inmate population, yet 
who need some special help as "outpatients." Another rapidly developing 
function is research and staff training. Finally, although only embryonic 
at this time, the function of providing "linkage" to .the outside society 
is currently foreseen. 

To describe the Psychiatric Services mental health screening and 
evaluation program, in contrast with others that have been studied, it 
may be useful to explicate more fully what is included in the program and 
what is not. To emphasize the point made earlier, the program does not 
provide infor- mation about the inmates to criminal justice system 
decisionmakers; rather, the program is designed for the benefit of the 
inmate. Only the staff of Psychiatric Services have access to 
information about inmates; they use it to diagnose inmate problems, to 
place inmates appropriately within the institution, and to design and 
implement treatment plans. Information about detainees is considered 
strictly confidential. It is not normally shared with corrections 
officers or officials, let alone with attorneys, judges, or probation 
officers. 

Inmate information is released to others only under certain 
circumstances. On rare occasions, it may be subpoenaed by a court. 
Sometimes, a detainee may sign a release form and request release of his 
records to be used in court. Because Psychiatric Services frequently 
does psychological screenings within one day of a person's arrest, this 
information may be of considerable value in assessing questions of crimi
nal responsibility. It should be stressed, however, that Psychiatric 
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Services records are used this way quite infrequently. It is less fre
quent still that their records are used for determinations of competency 
to stand trial or as input to presentence reports. 

Clientele 

The Cook County Correctional Complex serves nearly 60,000 
admissions each year, holding around 5,000 detainees at any particular 
time. Men and women arrested throughout the City of Chicago are 
arraigned in court and gathered at various stations until they are 
transported in groups to the jail several times each day. The correc
tions facility is used entirely for pretrial detainees and for inmates 
sentenced on misdemeanor charges for periods of less than one year. 

Division I, housed in the building which used to be the Cook 
County Jail, consists of about 500 to 600 maximum security and "manage
ment problem" inmates. Because of the nature of their charges, these men 
may remain as long as two to three years until they are brought to trial 
(Note 7). Men in Division II, the main men's units, typically stay eight 
to twelve months awaiting trial; they usually number approximately 
1,200. Division III is the women's division, housed in a separate 
building, with a population of between 250 and 300. Division IV is a 
minimum security facility, housing work release prisoners, and including 
the gym and kitchen facilities. · RCDC and the administrative offices are 
parts of Division V, which also includes "high-bond" inmates. Di vision 
VI comprises youth and, occasionally, other prisoners needing protective 
separation from the rest of the general inmate population. Divisions IV, 
V, and VI may have between 1,000 and 1,200 inmates each. 

In a typical month, between 4,000 and 4,500 people enter (and an 
equivalent number leave) the Correctional Complex. All incoming 
detainees are screened, whether or not they are "recidivists" to the 
jail, i.e., people who have been detained in the facility previously (the 
vast majority are). Most are screened in RCDC (over 95 percent, or an 
average of 125 to 150 people each day of the year). Roughly 2 percent 
are women who are screened in Division II, the women's dorm; and 2 
percent are emergency cases brought in at times other than the normal 
RCDC hours, who are given special screenings in the Residential Treatment 
Unit (RTU). 

All incoming detainees are screened, but only a fraction of these, 
of course, receive mental health services. During a month, RTU typically 
will receive from 100 to 200 new detainees for services, maintaining an 
average daily count of between 85 and 150 men. The 3-North population is 
typically 10 to 20 inmates (occasionally including women in acute crisis) 
and Psychiatric Services typically "consults" with 100 to 125 inmates in 
all the divisions on an outpatient basis each month. 

Staff 

The inpatient acute care unit, 3-North, is staffed by a part- time 
psychiatrist, a part-time psychologist, one social worker, and three 
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specially trained corrections officers. Nursing care is provided on a 
24-hour basis; although the nurses are not members of Psychiatric 
Services staff, they are made available by Prison Health Services of 
which the Psychiatric Services is a part. 

RTU, designed with a client capacity of 200, is staffed by a 
part-time psychiatrist, an internist, four psychologists, one consulting 
psychiatrist, one social worker, five mental health specialists, a para
medic, and 75 specially trained corrections officers. Nursing care is 
also available on a 16-hour basis, provided by Prison Health Services. 

The outpatient treatment program is staffed primarily by a part
time psychiatrist. Regular RTU and 3-North staff can be called upon to 
provide "consults" as required. 

RTU and 3-North staff include corrections officers who were 
described above as being "specially trained." These officers are selected 
from the general population of officers in the complex. All corrections 
officers who work within the complex receive 20 hours of training in psy
chological and social mental health treatment· topics from the Psychiatric 
Services staff. Officers learn basics of psychopathology, chemotherapy, 
and psychiatric interviewing. The Psychiatric Services program is fully 
explained to them. The purposes of the training are to facilitate 
referrals of inmates from the general inmate population and to prepare 
corrections officers with interviewing skills in case they encounter in
mates who are in psychological crisis. 

Following the initial training for all corrections officers, those 
who seem to have an aptitude for such services, who are interested in the 
program, and who have good interviewing skills are recruited by 
Psychiatric Services. They are given the special training; which 
includes an additional 10 weeks of full-time instruction. These officers 
then become part of the RTU or 3-North staff; they also can·perform 
psychological screenings at RCDC. Approximately 80 officers currently 
have been so trained at this time. 

In-service training sessions are provided for all the Psychiat
ric Services staff. Speakers provide workshops covering specialized 
topics at least once per month. 

It should be noted that this staff information pertains only to 
Psychiatric Services, which is the focus of this section. No information 
will be reported for the general Corrections Complex or other related 
institutions. 

Process Flow 

Diagrammatic Overview 

A series of figures, presented on the pages to follow, represents 
the flow of detainees through the Cook County Correctional Complex and 
associated institutions. Appendix A provides a key to abbreviations and 
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geometric shapes used in the figures in this section. Figure 19 presents 
an overview of the system. Various components shown in Figure 19 are 
broken down into finer detail in the five figures (Figures 19 to 24) that 
follow it. 

As shown in Figure 19, the process begins with a person's 
arraignment in criminal court. If the defendant displays psychologically 
aberrant behavior, the court can divert the case for further study either 
to the state mental hospital at Chester, Illinois, or to the Psychiatric 
Institute, an independent facility of the Circuit Courts of Cook County. 
Either because of such diversions, or at times without them, the criminal 
proceedings can be suspended and the case diverted to a civil court for a 
civil commitment hearing. Normally, however, detainees proceed from court 
directly to the Correctional Complex. 

Detainees sent to the Correctional Complex typically enter through 
RCDC. If psychological problems are apparent, the inmate is referred to 
Psychiatric Services; otherwise he or she is placed into the general 
population of inmates. Psychiatric Services tries to return all 
detainees to the general inmate population within a period of 10 to 15 
days. It also has the option of referring inmates to the Psychiatric 
Institute in certain circumstances. Inmates in the general inmate popu
lation who develop psychological problems can be referred by corrections 
officers, by a chaplain, or by self-referral to Psychiatric Services. 

Eventually, all pretrial detainees leave the complex. Many are 
released by posting a bond. Most return to criminal court for trial. 
Some pretrial detainees, of course, are ultimately sentenced to serve one 
year or less on a misdemeanor charge. They are returned to the jail's 
general inmate population, to be released after serving their time. 

Initial Placement 

Figure 20 details the detainee 1 s entrance to and initial placement 
within the system. Most defendants are arraigned in criminal court 
shortly after their arrests and then are sent to RCDC, the Correctional 
Complex intake unit. At times, a person may be brought directly to the 
jail without arraignment; this may occur if the person is apparently 
severely disturbed and in need of immediate psychiatric care. If a 
defendant enters the jail without an arraignment, he or she is returned 
to court for arraignment at the earliest opportunity, usually within 24 
hours. 

During court proceedings, questions may be raised about a 
defendantns need for mental health treatment (NMT) or incompetence to 
stand trial (IST). If either occurs in a felony case, the defendant is 
sent to the Illinois Department of Mental Health and Developmental 
Disabilities maximum security hospital at Chester. The hospital staff 
evaluates the defendant and reports back to the court. 

If the Chester staff determine neither NMT nor IST to be of 
concern, the court usually sends the defendant to the Correctional 
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Fig•.ire 19. Overvie•J of Flow of Detainees through the Cook County 
Correctional Complex. 
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Complex. If the court determines that the defendant is not fit to stand 
trial, the person is held and is treated at Chester until competency is 
restored. If and when competency is restored, the court sends the 
defendant to the Correctional Complex to await trial. Before the 
establishment of Psychiatric Services, those referred from Chester were a 
major source of difficulty; defendants who had been restored to 
competency at Chester frequently became unfit to proceed with trfal while 
in the Cook County Jail. The Psychiatric Services unit now is able to 
provide ongoing treatment to maintain competency, enabling detainees to 
proceed to trial. 

In misdemeanor cases, defendants with psychological problems are 
not sent to Chester. Rather, they are sent to the Psychiatric Institute. 

The Psychiatric Institute 

The process of referral to the Psychiatric Institute is shown in 
Figure 21. The Psychiatric Institute is entirely independent of and 
unrelated to Psychiatric Services. The former is a part of, and located 
in the same building as, the Circuit Courts of Cook County, whereas the 
latter is located within the Correctional Complex. The jail complex, the 
court building, and several other public institutions all are physically 
proximate on the same 50-acre site. 

The Psychiatric Institute receives referrals directly from the 
courts and also from staff of Psychiatric Services. The Institute 
assesses defendants for fitness to stand trial and for criminal respon
sibility; it makes recommendations to the courts for sentencing options; 
and it assesses defendants for possible referrals for treatment in psych
iatric wards of state hospitals. On the basis of the Psychiatric 
Institute 1 s recommendations, the court may drop criminal charges and 
divert a case to a civil commitment hearing, or it may, for example, 
impose probation with special conditions relating to treatment. 
Defendants sent by the court directly to Psychiatric Institute for 
assessment, if not diverted immediately to a civil hearing or sent to a 
state hospital, will be sent to RCDC to await their day in court. At 
that time, RCDC examiners will learn of Psychiatric Institute's 
involvement (a copy of the court order to the Psychiatric Institute is 
sent to the Correctional Complex along with the detainee's other legal 
documents) and will be alert to a possible referral to Psychiatric 
Services. Detainees who were sent for assessment in the Psychiatric 
Institute by Psychiatric Services are returned to Psychiatric Services 
pending the court's determinations. 

Receiving, Classification, and Diagnostic Center (RCDC) 

Over 95 percent of those entering the Correctional Complex come 
through RCDC. The exceptions are women, who are screened in Division 
III, the women's dorm, and those in crisis situations who may be brought 
directly to Psychiatric Services for screening. RCDC case processing is 
shown in Figure 22. 
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Newly arrested detainees arrive in groups. They are stripped of 
clothing, searched, reclothed with jail uniforms, fingerprinted, and 
photographed. They wait in "bullpen" cells until they are fully 
processed and ready for dispersement to the jail complex's six divisions. 

The intake process includes a series of interviews to detect any 
potential medical or psychological problems. Psychiatric Services 
professional staff and specially trained officers give each entering man 
a short interview (form attached as Appendix B). In emergency 
situations, the man can be removed immediately to 3-North or RTU; 
normally, he will be retained in the bullpens with other detainees until 
they are dispersed as a group. Those with medical problems will receive 
needed medical care and then enter the general jail population. Those 
with serious medical and psychiatric problems may be transported from the 
Correctional Complex ~the secure facility at the Cook County Hospital. 
Most detainees, about 95 percent of those going through RCDC, are sent 
from RCDC directly to the general inmate population. 

Other types of screening also are done at RCDC. Information is 
acquired for possible referral to the jail's drug treat- ment program. 
Detainees also are considered for admission to Treatment Alternatives to 
Street Crime (TASC), a federally funded demonstration program to reduce 
drug- and alcohol-related crimes and recidivism by identifying substance 
abusing offenders and referring them to community- based treatment 
programs. 

Psychiatric Services 

The Psychiatric Services unit, the major topic of this report, is 
shown schematically in Figure 23. It has three major correc- tions 
components: 3-North, RTU, and the inmate "outpatient" program. 
According to its policy manual, Psychiatric Services accepts detainees 
who have psychotic symptoms; are suicidal; are in serious manic, 
depressive, or toxic states; or present serious adjustment problems. 
The 3-North unit is for acute cases--those who are considered to be 
potentially dangerous to themselves or to others. RTU is for patients 
who need residential care, but who are not dangerous. Outpatient 
services are given to detainees who need supportive care, but who can 
function among the general inmate population. Detainees are transferred 
among the three treatment modalities as needed. 

RTU was designed to administer up to 200 detainees. The inmates 
are housed both in dorms and in individual cells. 

All RTU detainees undergo an intake procedure. During a one-day 
period, the inmate is given a psychiatric screening to supplement the 
screening conducted in RCDC, and he is observed closely by the 
professional staff and the trained corrections officers. After a staff 
consultation, a treatment program is designed including individual 
therapy, group therapy, and chemotherapy. 
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The RTU is composed of several treatment dorms. For example, the 
second floor of the unit currently houses two drug treatment dorms. 
Staff try to move detainees out of treatment within 10 to 15 days, and 
most detainees are transferred, in fact, within a month. Inmates go from 
their treatment dorm to a transition unit that helps prepare them to join 
the general inmate population. A detainee who leaves the transition unit 
usually is considered on outpatient status and provided followup services. 

As mentioned earlier, staff may refer detainees for assessments at 
the Psychiatric Institute. This occurs when staff believe that a case 
would be handled better as a civil commitment, when they would recommend 
special conditions of probation, or when they feel a detainee needs 
special psychiatric treatment in a state hospital. In these cases, 
inmates are referred for evaluation at the Psychiatric Institute and then 
are returned to Psychiatric Services to await further progress of their 
cases through the courts. The Psychiatric Institute's, but not 
Psychiatric Services 9 records on the detainee will be considered by the 
court at a detainee's hearing. 

The General Jail Inmate Population 

The last figure, Figure 24, shows the process flow for the general 
population of jail inmates. For the most part, inmates remain in the 
general population until they are released after posting bond or, more 
often, until they are brought to trial. The general population also 
includes misdemeanants sentenced to less than one year, who remain at the 
jail until their time is served. 

While in the general inmate population, a detainee may begin to 
experience psychological problems. If the problems are relatively major 
or involve the need for medication, the inmate is referred to the 
Psychiatric Services. This is known as a "back-door referral," both 
because the patient is not referred via the usual RCDC route, and because 
the patient will be sent""'For an emergency screening literally through the 
back door of the building that houses 3-North. 

If a detainee in the general inmate population is having minor 
personal problems, he or she will receive counseling from staff of the 
Diagnostic and Classification Center. This is another unit within the 
Correctional Complex that provides some psychological assessments and 
treatment. The Diagnostic and Classification Center, with five profes
sional staff, is a carryover from the jail's program begun in 1964 before 
the Harrington case and its impact on the development of the Psychiatric 
Services. The distinction between Psychiatric Services and the Diagnostic 
and Classification Center is largely organizational rather than func
tional; they are funded through different sources. The units coordinate 
their work, however, and probably will continue to merge their activities 
(if not their funding sources) within the years to come. The jail's drug 
treatment program, for example, is administered by one of the Diagnostic 
and Classification Center's staff, although it is housed physically as one 
of the treatment dorms in RTU. Finally, if a detainee receiving help 
from the Diagnostic and Classification Center begins to deteriorate 

208 



- -·-

tv 
0 
~ 

8--t> 
Major psyc-hological 

)~ 

Drug or minor 
ersonal 

problems 

.. ! 

Court/ 
Trial 

Diagnostic 
and Classif i, 

1 
cation Center1 
(in~ludes 
drug program) 

~ .. .. ~ - .. --Yes 

8 

Release 

General 

~ 
or metlica~roblems Deteriration 

~ 
See Figure 23 

Figure 24. Processtng Detainee as a member of the general inmate population 
of Cook County Correctional Complex. 



psychologically, he or she is referred to Psychiatric Services as a 
"back-door" referral. 

Delineation of Mental Health Information Requirements 

This section will review briefly the manner by which the psycho
logical question about a detainee is defined: the mechanisms by which 
information needs are delineated for the Psychiatric Services unit. 
Although detainees may be ref erred to Psychiatric Services directly upon 
their entrance to the Correctional Unit, after screening in RCDC, or 
through a "back-door" referral from the general inmate population, the 
delineation of needed information is not differentiated by or related to 
referral source, as is usually the case in other forensic mental health 
screening and evaluation programs. Because the Psychiatric Services are 
primarily for the detainee's benefit, the needed information is always the 
same regardless of the referral source: information about the 
psychological well being of the detainee, as delineated by Psychiatric 
Services policy. 

The program's policy manual and its screening form reveal the 
types of information that are typically sought. Overt behavioral symptoms 
are checked for evidence of psychosis, manic or depressive states, or 
chemical dependency. Questions are asked and the detainee's social 
history is discussed to determine potential suicidal or other destructive 
tendencies and to assess potential social difficulties with other 
prisoners. If a complete and accurate diagnosis is difficult and 
important to the determination of a treatment plan, Psychiatric Services 
staff will arrange for psychological testing to provide additional 
information about the detainee. Testing, when done, usually includes 
parts of the Rorschach and Bender tests, but there is no designated 
standard test battery. 

Mechanisms of referral from RCDC to Psychiatric Services are 
routine and straightforward. All incoming detainees are screened, and 
all detainees who are recommended for Psychiatric Services by the 
screeners are sent either to 3-North or to the intake unit at RTU. 
"Back-door" referrals usually are facilitated by a corrections officer 
who arranges for an inmate to enter the emergency intake unit at the rear 
of the building that houses 3-North, where the detainee is seen almost 
immediately by a Psychiatric Services staff member. 

Acquisition of Mental Health Information 

For most detainees in Psychiatric Services, information is 
acquired at two points. First, all detainees are screened in a structured 
interview using a standard interview form (see Appendix B) in RCDC. All 
detainees sent to the RTU intake unit or to 3-North then are given a more 
complete interview by a Psychiatric Services staff member. The second 
interview session differs from the first more in extent than in kind. 
The screening interview in RCDC is done rapidly (five to ten minutes) and 
in an impersonal setting (within sight and hearing of many other incoming 
detainees, at a long, semi-partitioned counter). The second screening 
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interview is done in greater detail over a longer time (perhaps 15 to 30 
minutes, or more if necessary) and in relative privacy (usually in a 
setting in which the conversation cannot be overheard). 

Each day, Psychiatric Services professional staff meet as a group 
to discuss all the detainees who have been ref erred to them during the 
previous 24 hours. The person who performed the RTU or 3-North intake 
screening discusses the interview with the staff. The detainee is 
assigned a primary therapist, a diagnosis and treatment plan is fashioned 
and agreed upon, and decisions are made regarding the need for further 
interviews, testing, and medication. 

Once each week staff members review their entire caseload.as a 
group. Information is shared about detainees in Psychiatric Services and 
recommendations are made to maintain or to alter treatments, or to 
transfer the detainee to the general inmate population. 

Provision and Use of Mental Health Information 

In the Psychiatric Services program few problems are encountered 
in providing information to those who need it or in making use of it. 
Those who collect the information are those who use it; the information 
is not gathered by a specialized forensic mental health screening and 
evaluation facility and then provided to a separate treatment unit. 

Psychiatric Services uses a team approach for providing therapy. 
Many different types of therapy are employed, depending upon the psycho
logical strengths of the individuals involved. The initial placement and 
the treatment plan depend strongly upon the information acquired in the 
first screening and in subsequent staff conferences. Changes in therapy 
depend more strongly, however, on the observations of staff as they work 
with the detainee and discuss the person's behavior and progress at staff 
meetings. 

Information about each detainee is considered confidential. It is 
not released or shared with any others. If it is in the detainee's best 
interest, and only with written consent, an inmate's records may be 
transferred to a community mental health facility, to the Psychiatric 
Institute, or to a court; but this happens infrequently. 

Information Feedback, Monitoring, and Program Evaluation 

The purpose of this section is to review activities, procedures, 
and mechanisms of the Psychiatric Services that provide information about 
the program to the program staff. Evaluative information is useful to 
ensure quality control and to help initiate and assess program change. 

The Psychiatric Services program has a written procedures manual 
to guide its operations. The document contains policies and descriptions 
covering topics such as the procedures for screening new inmates, 
criteria for admissions to RTU or to 3-North, the team approach to 
treatment planning and therapy, and the use of staff meetings. 
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Observations made during our visit to the Psychiatric Services lead to 
the conclusion that the policy manual contains accurate and perti
nent information that can be used in conducting day-to-day operational 
activities (Note 8). 

The Harrington consent decree established certain standards for 
the mental health services to be provided at the Correctional Complex. 
As examples, it specified that every incoming detainee shall be screened 
for psychological problems, that the mental health dormitories shall 
maintain a ratio of at least one corrections officer for every ten 
inmates, and that all corrections officers shall receive specialized 
training in mental health care. The decree also specified that six 
reports were to be filed to the court within a two-year period after the 
date of the settlement. providing a list of information to be reported 
with which the court could evaluate how well the correctional facility 
was meeting the court's mandate. It is presumed that this information 
has been reviewed as part of the process employed by the court-appointed 
panel. 

Psychiatric Services staff have been keeping regular statistics 
and filing them as reports to the court on a monthly basis. As mentioned 
earlier, a special panel filed a report to the court in June 1980, 
regarding the Correctional Complex's response to the consent decree. All 
available statistics and the 1980 report indicate that the services 
specified in the decree are being provided, and that the Psychiatric 
Services unit is continuing to expand and deliver services even beyond 
those originally expected. 

Finally, staff at Psychiatric Services are working with professors 
from Northwestern University and from the University of Chicago 
in a number of training and research projects connected to their programo 
Other reports about the program are being prepared for publication by the 
mental health staff at this writing. Psychiatric Services staff have 
participated in national conferences to share experiences with other 
mental health workers in corrections environments. 

The only discernible major problem regarding information feed-
back stems from the insular position the program maintains regarding the 
provision of information to other agencies. Probably because no mechanism 
exists for providing information about detainees to the courts, no mecha
nism exists for transmitting information back to the Psychiatric Services 
from the courts. According to monthly statistics for 1979, between 60 
and 90 percent of the Psychiatric Services cases are terminated 
because a detainee returns to court. When this happens, the Psychiatric 
Services unit loses all contact with the detainee; they receive no infor
mation about the disposition of the detainee's case. Clearly, Psychiatric 
Services records could be of value to other mental health workers who may 
come into contact with the detainee, whether the detainee is imprisoned, 
placed on probation, or released. 

Feedback and long-term followup are recognized by the Psychiatric 
Services staff as desirable functions, but they have not yet been 
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implemented in a substantial manner, primarily because of limited staff 
resources. Also, many individuals return to the Correctional Complex on 
new charges; it would be useful for Psychiatric Services to have access 
to the court's records of the dispositions of the detainees' previous 
cases. The absence of this information is a source of frustra- tion for 
the Psychiatric Services staff, for which no immediate relief is in sight. 

MENTAL HEALTH DIAGNOSTIC SERVICES FOR JAIL INMATES, NASHVILLE (TENNESSEE) 
SHERIFF'S OFFICE 

The Diagnostic Services for Jail Inmates Project (hereafter DSJI) 
is in the Correctional Rehabilitation Division of the Nashville Sheriff's 
Department. It provides intake mental health screening of male 
defendants awaiting trial for felony charges in the Nashville jails, as 
well as limited treatment to mentally ill defendants. The basic purposes 
of DSJI are a) to inform jail wardens and counselors about potential 
problems that individual inmates may present and to suggest special 
handling, and b) to identify and treat inmates with major mental health 
problems, especially suicidal or psychotic problems. The inmates 
screened generally are in the early stages of the pretrial process and 
DSJI reports and treatment usually are aimed at the pretrial detention 
stage, rather than the post-sentencing stage. DSJI, however, also 
evaluates a few inmates being considered for parole or work-release and, 
on occasion, for pretrial release. 

DSJI is currently funded by the Tennessee Law Enforcement Planning 
Agency under a formula (block) grant administered by the Tennessee 
Department of Justice. The project began on October 1, 1979; the early 
stages of the project were devoted to hiring staff and planning project 
operations. Inmate evaluations did not begin until November 1, 1979. 
The Sheriff's Department hired two masters-level psychometricians for the 
project and it retained two consultants, a psychiatrist to work 10 hours 
per month and a doctorate-level clinical psychologist to work 40 hours 
per month. The project staff also includes a secretary and a program 
coordinator, who is also a jail counselor. 

Nashville, a city of some 800,000, has a metropolitan government 
that combines the former city and county governments. All local jails 
are within the authority of the She.riff's Department. The department has 
four facilities: the Metropolitan Jail, the Detention Center, the 
Metropolitan Workhouse, and the Pre-Release Center. The Metropolitan 
Jail is the most important facility for the purpose of this program. It 
houses only defendants awaiting trial for felonies and, of course, only 
defendants not out on bond or pretrial release. Defendants are not 
sentenced to serve prison terms in the Metropolitan Jail. 

All booking (initial jailing after arrest) is done in the 
Detention Center. After booking, defendants charged with felonies are 
typically sent to the Metropolitan Jail; misdemeanor defendants remain in 
the Detention Center unless they are released on bond. The Detention 
Center also receives offenders sentenced to prison terms of six months or 
less. The Pre-Release Center is a minimum security facility that 
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receives inmates referred from other prisons for several months prior to 
their release. Inmates are typically on work-release and are absent from 
jail during working hours. 

The Metropolitan Workhouse is the location of all DSJI off ices and 
screening operations. Most Workhouse inmates are employed in various 
work details during the day and spend the nights in six-man cells. The 
several categories of inmates in the Workhouse are (1) men serving prison 
terms of six months to a year (between the maximum term for the Detention 
Center and the minimum term for the state penitentiary); (2) men with 
sentences of one to five years specifically sentenced to the Workhouse by 
a judge; and (3) "contract" inmates sent to the Workhouse under a 
contract between the sheriff and the Tennessee Department of Corrections 
permitting the latter to relieve prison overcrowding by transferring up 
to 100 prisoners to the Workhouse. The Workhouse also holds some inmates 
awaiting trial for felonies who would ordinarily go to the Metropolitan 
Jail. These include prisoners needing medical attention available in the 
Workhouse, defendants awaiting trial in the local federal court, 
juveniles bound over to the adult courts, inmates separated from others 
who may threaten them, and prisoners with suicidal tendencies. All 
Workhouse inmates are male. 

The number of referrals to the project, and hence the demands on 
the project staff, has varied greatly. At the beginning, DSJI received 
about a dozen referrals per week, too many for the single psychometrician 
originally hired. Then, after a second psychometrician was hired, inmate 
referrals decreased. There was not enough DSJI work to keep the 
psychometricians fully occupied, and they performed other tasks in the 
Correctional Rehabilitation Division of the Sheriff's Department such as 
screening inmates to be transferred from the state prison to the 
Workhouse, counseling jail inmates, and screening prospective jall 
guards. In June 1980, the DSJI greatly changed its procedures, as 
described in this section of the chapter. These changes subsequently 
increased the number of referrals, such that DSJI screening now fully 
occupies the staff's time. 

Process Flow 

The flow diagram in Figure 25 gives a simplified outline of the 
case processing and information flow in DSJI. The steps will be 
described fully in the following three sections; only an overview is 
provided here. 

The selection of inmates for screening and evaluation by DSJI is 
automatic. There is no referral source as such. Each inmate on the 
"bound-over docket" (defendants newly entering the jails, prior to 
indictment) is sent to DSJI in the Workhouse unless he (a) is out on 
bond~ (b) was screened earlier by DSJI, or (c) is being screened (e.g., 
for competency to stand trial) by the local community mental health 
center. The DSJI screening ends and the inmate is returned to the jail 
if the DSJI staff discovers that he was recently screened for mental 
health services, either at DSJI or elsewhere, or whenever the inmate does 
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not give permission for the screening. In addition, at any time during 
the examination process, an inmate may be released on bond, in which case 
the screening process terminates. 

!he first stage of DSJI evaluation, conducted by psychometri
cians, comprises interviewing the inmate and administering a standard 
battery of psychological tests. The results then are transmitted to a 
psychologist, who interviews the inmate and writes a psychological 
report. The report, which contains recommendations to the jail wardens 
for treatment and handling of the prisoner, is sent to the assistant 
superintendent of the Metropolitan Jail. In a small percentage of the 
cases, the inmate is referred to a consulting psychiatrist for an 
interview, also held in the Workhouse, and for possible treatment through 
administration of medicine or psychological counseling. The 
psychiatrist's report, however, is not transmitted to the Jail officials, 
but is retained in DSJI for the purpose of administering medicine. The 
inmate is usually sent back to the Metropolitan Jail as soon as the 
screening and treatment, if any, is completed. 

Delineation of Mental Health Information Requirements 

By far the most important source of DSJI clients is the 
Metropolitan Jail, which houses inmates awaiting trial for felony 
charges. DSJI provides mental health screening for almost all such 
defendants. (It does not screen defendants out on bond or pretrial 
release pending trial because, of course, jail personnel would not use 
mental health evaluations if the defendant is not in jail.) Those 
screened tend to be defendants who are charged with the most violent 
crimes or who are not natives of the Nashville area, because these 
defendants are less likely to be given pretrial release. 

The Metropolitan Jail transmits defendants who have been placed on 
the "bound-over docket, 11 which contains mainly defendants who are about 
to be considered by the grand jury for possible indictment; but some are 
defendants arrested a few weeks earlier and, for some reason, not 
promptly placed on the bound-over docket. The number of defendants sent 
to DSJI from the Metropolitan Jail varies from week to week; according to 
DSJI records, there are typically some seven or eight inmates, although 
there may be as few as two and as many as a dozen. 

Each week DSJI screens one or two other inmates in addition to 
those referred from the Metropolitan Jail. Some are felony defendants 
awaiting trial in the Workhouse or the Detention Center (only a small 
minority of felony defendants await trial in these two jails). Also, 
there are some referrals of sentenced prisoners being considered for 
parole or work release. DSJI screens only a very small portion of parole 
and work release candidates, however, and typically those convicted of 
sex crimes or unusually violent crimes. These few cases come from the 
prisons at an irregular and unpredictable rate. They will not be 
discussed further in this report because they occur infrequently and 
because they are not screened for prison intake, the main function of 
DSJI. 
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Prior to screening~ defendants are transferred to the Workhouse,. 
where the project staff is located. Each Friday the Project Coordinator 
of DSJI receives a copy of the "bound-over docket" for each day of the 
current week from the Criminal Court, the local court with jurisdiction 
over felony cases. The names of defendants who are still in jail are 
recorded (most defendants are on bond, as indicated on the docket by the 
name of the bonding firm); cards for these defendants are pulled from the 
jail registry; and the warden is asked to have identified inmates 
prepared for transport to the Workhouse on the following Monday morning. 

The Project Coordinator and other project staff remove defendants' 
names from the "bound-over" list, even though still in the Metropolitan 
Jail, under two circumstances. First, if DSJI has already screened a 
defendant, when the defendant was arrested earlier on other charges, it 
will not evaluate a second time. The Project Coordinator sometimes 
recognizes a defendant previously screened by DSJI when first reviewing 
the bound-over docket, or DSJI staff recognize the defendant when the 
bound-over docket is taken back to DSJI offices on Friday. The names of 
prospective defendants are usually checked against the file list of 
previously evaluated defendants. The second circumstance in which 
defendants are eliminated from DSJI services occurs when defendants are 
being assessed for competence to stand trial or criminal responsibility 
by the local community mental health center, the Dede Wallace Mental 
Health Center. Dede Wallace staff inform DSJI of such defendants, and 
the Project Coordinator removes their names from the list of inmates 
transferred to the Workhouse for screening. There have been very few 
such defendants, however. 

The next step is transporting the defendant from the Metropolitan 
Jail to the Workhouse, a distance of about two miles through downtown 
Nashville. A deputy sheriff performs this task, usually within one week 
of the defendant's admission to the jail. However, because of court 
scheduling conflicts, medical difficulties, or disciplinary problems, 
this move may be delayed for up to four weeks. Upon arriving at the 
Workhouse, the inmate is placed in a secure area; unlike regular 
Workhouse inmates, he cannot leave the building. According to DSJI 
staff, the inmates often complain that the Workhouse facilities are worse 
than those of the jail, because they are not permitted to participate in 
recreation, commissary, or visiting privileges in the Workhouse. These 
activities are prohibited for security considerations and because of the 
staff's position that pretrial defendants should not be mixed with 
inmates serving sentences. 

DSJI receives no information or formal instructions from the 
Metropolitan Jail. The only referral information is contained in the 
bound-over docket list, which gives only the inmate's jail number, court 
docket number, and pretrial release status. (The Metropolitan Jail gives 
the Project Coordinator a card with information about the defendant, 
including the charge; but the card is used only for planning security 
arrangements and is not given to the remaining DSJI staff.) 
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Acquisition of Mental Health Information 

The first stages of the screening procedures are conducted by the 
two DSJI psychometricians. After the jail guards escort the defendants 
to a classroom in the Workhouse, a psychometrician explains the purpose 
of the examinations, i.e., to help the inmates, mainly by treating those 
with mental problems. The inmates are told that the screening is 
voluntary and that they may refuse and return immediately to the 
Metropolitan Jail. Few inmates refuse. At this initial meeting, also, a 
defendant may mention to DSJI staff that he was recently given 
psychological screening, either at DSJI or elsewhere, such as a community 
mental health center or state forensic mental hospital. A 
psychometrician then asks the defendant when and where the screening took 
place. If it appears that the DSJI screening would largely duplicate 
recent screening elsewhere 9 the psychometrician terminates screening and 
returns the defendant to the Metropolitan Jail. The staff estimates, 
however, that only about 1 in 20 inmates leaves because he declines to 
volunteer or because previous psychological evaluation is discovered 
after arriving at the Workhouse. 

A more common cause of attrition from the DSJI potential case load 
occurs when defendants post a bond. Inmates are released, of course, the 
moment they receive bond, even in the midst of a psychological 
evaluation. Hence, in about 20 percent of the cases, the staff conducts 
at least some testing and interviewing, but does not prepare a report 
because the inmate is released. 

The information used in the screening is developed from 
interviews, psychological tests, and, in a few cases, records obtained 
from other institutions. There are three stages in the screening 
process: testing and initial interview conducted by two 
psychometricians, a psychologist's interview, and a psychiatric 
interview. The last stage occurs in only a minority of cases, when the 
DSJI psychologist refers the defendant to the consulting psychiatrist. 

Testing and Initial Interview 

The weekus group of inmates is assembled in a classroom in the 
Workhouse, usually on Monday afternoon, and psychological testing and 
interviews begin. The procedure varies little from case to case. The 
psychometricians first administer the Minnesota Multiphasic Personality 
Inventory (MMPI), giving a copy to each client and instructing him how to 
fill out the answer sheet. Each inmate's work on the MMPI is temporarily 
interrupted while he is taken into another room for an interview with one 
of the two psychometricians. The psychometrician also administers the 
Wechsler Adult Intelligence Scale (WAIS) test and then completes the 
"Jail or Workhouse Interview Form." Each of these two steps takes 
approximately 30 minutes. The "Jail or Workhouse Interview Form," which 
is used for every person coming into the Workhouse or Metropolitan Jail, 
requests considerable information about the inmate's social history. The 
only part directly relevant to mental health problems, however, is a 
question regarding past psychiatric treatment; this question is usually 
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asked early in the interview, and an affirmative answer leads to close 
questioning about the past mental health services given the inmate. 

The psychometricians do not prepare written reports as such. The 
written information given the psychiatrist is the testing results and the 
material in the interview form, supplemented occasionally by a short 
note. The psychometricians closely observe the inmate while 
administering the WAIS and completing the interview form, and they tell 
the consulting psychologist about any indications of mental health 
problems. 

The psychometricians and the psychologist believe that the MMPI 
and the WAIS are the major sources of test information. The 
psychometricians also routinely administer the Rotter Incomplete Sentence 
Blank and the House-Tree-Person Drawing Technique tests. If the inmate 
is illiterate, the psychometrician administers a Mini-MULT, a short 
version of the MMPI given orally. The psychometricians also administer 
the Bender Motor Gestalt tests to some inmates, generally when the 
previous tests indicate that there may be organic brain damage. DSJI 
also maintains materials for administering the Thematic Apperception Test 
(TAT) and the Rorschach Ink Blot Test, but the psychometricians have not 
used these tests, mainly because they take considerable time to 
administer. The consulting psychologist, as will be discussed below, 
sometimes administers the TAT during his interview, which follows the 
psychometricians' screening. 

DSJI plans to add the General Aptitude Test Battery (GATB). The 
GATB, which takes over two hours to administer, has 12 tests that yield 9 
aptitude scores in the area of verbal aptitude, numerical aptitude, 
spacial perception, form perception, clerical perception, motor 
coordination, finger dexterity, and manual dexterity. The battery is 
intended primarily for use in counseling individuals who are looking for 
occupations or vocational choices (Freeman, 1950). The stated reason for 
adding this test was to make DSJI evaluations compatible with the prison 
intake screening evaluations performed by the Tennessee Department of 
Corrections for state penal institutions. The aim is to relieve the 
Department of Corrections of the need to conduct intake evaluations of 
inmates who have already been screened by DSJI. 

The psychometricians' tests and interviews generally take about 
five hours during Monday afternoons and, typically, Tuesday mornings. 
The psychometricians obtain further information in only a few cases. 
Although they do not routinely interview the clients' relatives, some 



Psychologists' Interviews 

The next stage in the DSJI screening is an interview conducted by 
the consulting psychologist. The diagnostic interview is generally half 
an hour to an hour in length, and takes place on Wednesday, after the 
psychometricians' screenings are completed. Prior to the interview, the 
psychologist studies the test results and the social history information 
on the interview form. The only other information he is likely to have 
before his interview are verbal reports from the psychometrician about 
possible mental health problems that were observed during testing. On 
rare occasions the psychologist may also have reports from mental health 
centers or institutions where the inmate was treated earlier. 

The psychologist conducts a loosely structured diagnostic 
interview without the use of standard forms or lists of written 
questions. He especially looks for the existence of recurrent patterns 
in the inmate's life (e.g., a long history of violent actions), evidence 
of organic brain damage such as psychomotor epilepsy, mental 
deficiencies, and evidence of psychosis, depression, suicidal tendencies, 
or other mental health problems. The psychologist also administers the 
TAT in a few cases. And on rare occasions, especially in cases of family 
violence, he interviews the inmate's wife or other family members. 

Immediately following each interview, the psychologist dictates 
his report, to be typed later by the DSJI secretary. (The contents of 
the report will be described in the following section.) He then 
informally discusses each case with the psychometricians, outlining his 
opinion of the problems. He also decides whether the inmate should be 
referred to the consulting psychiatrist. Such referrals for psychi
atric examination, made in about 15 or 20 percent of the cases, are 
usually done because the inmate seems psychotic, depressed, or otherwise 
mentally illo The major stated purpose of the referrals is to obtain 
medication that requires the psychiatrist's prescription. The 
psychologist also refers inmates to the psychiatrist if he suspects 
organic brain dam.age; the purpose of the referral is to determine the 
need for further referral to a neurologist. (In a few emergency cases, 
when the psychometrician believes that the inmate needs immediate 
medication, the psychiatrist will be requested to make an emergency 
visit. The psychiatrist then will come without the intermediate step of 
~ --~----, ~ ~L 
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asked early in the interview, and an affirmative answer leads to close 
questioning about the past mental health services given the inmate. 

The psychometricians do not prepare written reports as such. The 
written information given the psychiatrist is the testing results and the 
material in the interview form, supplemented occasionally by a short 
note. The psychometricians closely observe the inmate while 
administering the WAIS and completing the interview form, and they tell 
the consulting psychologist: about any indications of mental health 
problems. 

The psychometricians and the psychologist believe that the MMPI 
and the WAIS are the major sources of test information. The 
psychometricians also routinely administer the Rotter Incomplete Sentence 
Blank and the House-Tree-Person Drawing Technique tests. If the inmate 
is illiterate, the psychometrician administers a Mini-MULT, a short 
version of the MMPI given orally. The psychomet:ricians also administer 
the Bender Motor Gestalt tests to some inmates, generally when the 
previous tests indicate that there may be organic brain damage. DSJI 
also maintains materials for administering the Thematic Apperception Test 
(TAT) and the Rorschach Ink Blot Test, but the psychometricians have not 
used these tests, mainly because they take considerable time to 
administer. The consulting psychologist, as will be discussed below, 
sometimes administers the TAT during his interview, which follows the 
psychometricians' screening. 

DSJI plans to add the General Aptitude Test Battery (GATB). The 
GATB, which takes over two hours to administer, has 12 tests that yield 9 
aptitude scores in the area of verbal aptitude, numerical aptitude, 
spacial perception, form perception, clerical perception, motor 
coordination, finger dexterity, and manual dexterity. The battery is 
intended primarily for use in counseling individuals who are looking for 
occupations or vocational choices (Freeman, 1950). The stated reason for 
adding this test was to make DSJI evaluations compatible with the prison 
intake screening evaluations performed by the Tennessee Department of 
Corrections for state penal institutions. The aim is to relieve the 
Department of Corrections of the need to conduct intake evaluations of 
inmates who have already been screened by DSJI. 

The psychomet:ricians' tests and interviews generally take about 
five hours during Monday afternoons and, typically, Tuesday mornings. 
The psychometricians obtain further information in only a few cases. 
Although they do not routinely interview the clients' relatives, some 
information may be obtained when relatives telephone DSJI to inquire 
about the inmate's status. Also, if the defendant: indicates that he was 
treated at a mental health facility, the project: staff tries to acquire 
relevant: earlier records. A release from the inmate, however, is 
necessary to obtain this information, except that the staff may receive, 
without release, any information from an institution that is part of the 
state or local government. 
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Psychologists 0 Interviews 

The next stage in the DSJI screening is an interview conducted by 
the consulting psychologistc The diagnostic interview is generally half 
an hour to an hour in length, and takes place on Wednesday, after the 
psychometricians' screenings are completed. Prior to the interview, the 
psychologist studies the test results and the social history information 
on the interview form. The only other information he is likely to have 
before his interview are verbal reports from the psychometrician about 
possible mental health problems that were observed during testing. On 
rare occasions the psychologist may also have reports from mental health 
centers or institutions where the inmate was treated earlier. 

The psychologist conducts a loosely structured diagnostic 
interview without the use of standard forms or lists of written 
questions. He especially looks for the existence of recurrent patterns 
in the inmate's life (e.g., a long history of violent actions), evidence 
of organic brain damage such as psychomotor epilepsy, mental 
deficiencies, and evidence of psychosis, depression, suicidal tendencies, 
or other mental health problems. The psychologist also administers the 
TAT in a few cases. And on rare occasions, especially in cases of family 
violence, he interviews the inmate's wife or other family members. 

Immediately following each interview, the psychologist dictates 
his report, to be typed later by the DSJI secretary. (The contents of 
the report will be described in the following section.) He then 
informally discusses each case with the psychometricians, outlining his 
opinion of the problems. He also decides whether the inmate should be 
referred to the consulting psychiatrist. Such referrals for psychi
atric examination, made in about 15 or 20 percent of the cases, are 
usually done because the inmate seems psychotic, depressed, or otherwise 
mentally ill. The major stated purpose of the referrals is to obtain 
medication that requires the psychiatrist's prescription. The 
psychologist also refers inmates to the psychiatrist if he suspects 
organic brain damage; the purpose of the referral is to determine the 
need for further referral to a neurologist. (In a few emergency cases, 
when the psychometrician believes that the inmate needs immediate 
medication, the psychiatrist will be requested to make an emergency 
visit. The psychiatrist then will come without the intermediate step of 
a referral by the psychologist.) 

The inmate usually returns to the Metropolitan Jail after the 
psychologist's interview. He remains at the Workhouse, of course, if 
scheduled for a psychiatric interview; typically the psychiatric 
interview takes place on Thursday, and the inmate returns to the 
Metropolitan Jail immediately after the interview. A very few inmates, 
especially suicidal inmates, remain in the Workhouse after screening so 
the DSJI staff can watch them closely. 
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Provision and Use of Mental Health Information 

The Report and Recommendations 

The major result of the DSJI screening and evaluation is a report 
about each inmate screened. The report is typically a single page to a 
page and a half in length, letter-sized, and single spaced. The typical 
report first lists the psychological tests given. It then describes the 
inmate's criminal history, his personal appearance, the crime charged as 
described by the inmate, and his social history. The latter emphasizes 
mental health, alcohol, and drug problems and treatments. The next 
section of the report gives the psychological testing results and 
interpretations of the results. 

The final section of the report contains the psychologist's 
recommendations concerning how the inmate should be handled by the jail 
personnel and what types of treatment should be given the inmate. About 
three quarters of the reports advise the jail to maintain standard 
procedures in handling the inmate. In the others the psychiatrist 
recommends that the inmate be given special treatment or subjected to 
special precautions in the institution. The latter includes recommenda
tions that the inmate have limited segregation (separation from jail
mates), that he be watched especially as an escape or suicide risk, or 
that he be given medication while in custody (this requires review by the 
psychiatrist). A common recommendation is that the inmate be referred to 
a substance abuse program for alcohol or drug treatment. A few inmates 
are referred to the local community mental health center for treatment. 

Uses of the Report 

The report is sent to the assistant superintendent .of the 
Metropolitan Jail, who in turn shows it to rehabilitation counselors. It 
is used when handling the inmate while he awaits trial. The report is 
not given to the courts and is not used directly for incompetency or 
responsibility issues. There are, however, other uses of the report and 
the information obtained from the DSJI screening: 

--In a few cases DSJI ascertains that the inmate might be 
incompetent to stand trial or not guilty by reason of insanity. 
DSJI then telephones the inmate's counsel and the District 
Attorney to inform them of this possibility, and they generally 
will initiate examinations for these purposes in the community 
mental health center. DSJI does not send the report to the 
attorneys. 
--The psychologist holds treatment sessions with a few inmates 
found to have suicidal tendencies. 
~Inmates might later be sentenced to the Workhouse, and the 
report is available to the counselors as an aid in their 
counseling. 
--If the inmate is sentenced to a state penal institution, the 
report is sent to the intake screening and classification unit 
there. At present, the report supplies only part of the infor-
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mation needed by the state department of corrections; with the 
DSJivs expansion of testing, however, it will probably provide all 
the information needed. 
--The report is also sent to any other state or local govern- ment 
agency requesting it or to a private agency if the inmate permits, 
principally to the community mental health center when inmates are 
referred there for treatment by the project. 

In addition, of course, the report forms the basis of the 
psychologistvs referral of the inmate for psychiatric information. The 
psychologist either gives the psychiatrist a copy of the report or 
communicates verbally his concerns and reason for referral. In rare 
cases, the psychiatrist will refer the inmate to the Workhouse physician 
if a medical examination or care seems necessary. Drugs prescribed by 
the psychiatrist in DSJI are mild drugs, usually tranquilizers, that do 
not require physical examinations before prescription. 

When cases are referred to the psychiatrist, the psychiatrist 
prepares a short report presenting a diagnosis and prescribing medicine. 
A typical psychiatric report is shown in Appendix c. This report is not 
sent to the Metropolitan Jail; rather, it remains in the inmate's file in 
the Workhouse and a copy is given to the jail nurse. 

Feedback, Monitoring, and Program Evaluation 

Management, Monitoring, and Feedback to Staff 

In general, the project is managed by the psychologist and the 
project director through informal conversation and meetings with the 
staff, mainly the two psychometricians. The psychologist talks with them 
once a week after he conducts his interviews. DSJI does not have the 
formal administration envisioned by the Standards for Psychological 
Services in Adult Jails and Prisons (American Association of Correctional 
Psychologists, 1980); specifically, there are no formal organization 
charts showing detailed lines of authority and no formal monthly 
administrative meetings as recommended by Standards 4 and 7. DSJI staff, 
however, often informally discuss current problems and often adjust 
operations in response. 

There has been very little feedback from the Metropolitan Jail to 
the DSJI staff about the quality of reports sent or about what has 
happened to the inmates once screened. The psychologist who makes the 
major decisions and prepares the report seldom sees inmates after 
screening. The major exceptions are informal feedback when inmates are 
later sentenced to the Workhouse and treated there and when the 
psychologist holds treatment sessions with the few pretrial inmates 
retained in the Workhouse after screening because they have apparent 
suicidal tendencies. One reason for the limited feedback to the 
psychologist is that DSJI is only a diagnostic team; treatment generally 
is administered by others. Another reason is that the psychologist 
believes conflict-of-interest restrictions prevent him from recommending 
treatment by him as a private practitioner. 
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Routine Statistical Reporting 

The routine statistical reporting in the DSJI's internal reports 
contains standard summary demographic information, including the race, 
age, crimes, and intelligence range of the inmates screened, the number 
of inmates for whom alcohol and drug treatment was recommended, and the 
number found to be psychotic or to require suicidal precautions. The 
internal reports show that about 60 percent have been found to need drug 
or alcohol treatment, about 10 percent have been found to be psychotic, 
and about 5 percent have been found to have suicidal tendencies. 

Special Studies and Reports 

To date there have been no special studies or reports. However, 
one of the psychometricians is presently conducting a followup study 
using several methods. The Metropolitan Police Department computer, 
which contains arrest and incarceration records for all local inmates and 
which is connected with the FBI's centeralized computer, is used to 
identify inmates screened by the project who are still in the local jails. 
Plans have been made to determine whether the recommendations and conclu
sions in the DSJI reports were followed for these inmates. Preliminary 
results indicated that 7 of the first 21 inmates screened (in November 
and December 1979) are still in the Metropolitan Jail; six are still 
awaiting trial. The computer search has also located screened inmates 
who are in the Tennessee State Prison and who, thus, have been subjected 
to psychological screening and examination by the prison intake classi
fication unit. The psychometrician has begun to obtain the unit's files 
to compare those test results and psychological findings with those of 
DSJI. No definite evaluation criteria have been developed, but he 
generally has noted the similarity of MMPI scores and treatment 
recommendations resulting from DSJI screening and the prison intake 
screening. 

DSJI maintains a file on each inmate screened. These files, which 
may be a valuable source of evaluation information, contain the completed 
interview form, the test results, the psychologist's report, 
and the psychiatrist's report, if any. The files are available to in
ternal researchers and probably would be available to external researchers 
if sufficient precautions were taken to preserve confidentiality. 

Recent Changes 

Soon after the site visit to the DSJI in May 1980, several changes 
were made to increase the number of screenings, to enhance efficiency, 
and to provide greater feedback. In mid-June, one psychometrician began 
screening inmates in the Metropolitan Jail, while the other continues to 
screen them in the Workhouse. The consulting psychologist and 
psychiatrist now both go to the Jail and the Workhouse one day each 
week. The Jail Superintendent determines which inmates are sent to the 
Workhouse for screening and which remain in the Metropolitan Jail; the 
basic criteria are that inmates who seem to be security risks or to be 
psychotic remain in the Metropolitan Jail for screening. The original 
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grant application for the DSJI project stated that the screening was to 
be done in the Metropolitan Jail, but the DSJI staff decided that the 
Jail, which is very old, does not have sufficient facilities for 
screenings. After a half-year's experience with screening in the 
Workhouse, however, the DSJI decided to move much of the screening to the 
Jail despite the poor facilities. There are several reasons for this 
decision: the security problems and logistic difficulties of 
transferring prisoners to the Workhouse, the lack of feedback about the 
prisoners and their treatment after the screening (this was discussed 
above), and the inability of the psychiatrist to monitor medication of 
inmates. Hence, the move to the Metropolitan Jail may well increase the 
ability of the DSJI staff to improve their services through information 
about the impact of the screening. 

DSJI also changed the procedure for selecting inmates to be 
screened to increase the number of clients, which had declined during the 
program's first six months. DSJI no longer relies on the bound-over 
docket as the source of inmates. It screens all inmates entering the 
Metropolitan Jail. DSJI is also screening inmates who were not screened 
earlier because, for a variety of reasons, they were not on the 
bound-over docket. In addition, woman inmates are now being screened; 
they could not be screened before because the Workhouse does not have 
female inmates (while the Metropolitan Jail does). Finally, DSJI is 
rescreening inmates who are still in the Jail six months after the 
original screening; in the rescreening, however, the only psychological 
test given is the MMPI. 

The problems of transportation to, and housing in, the Workhouse 
have been alleviated. Also, most inmates now are screened within two 
days after they arrive in the Metropolitan Jail, less than half the time 
for inmates screened in the Workhouse. It should be noted, however, that 
Standard 23 of the Standards for Psychological Services in Adult Jails 
and Prisons (see page 5 in this paper) implies that screening should be 
performed immediately after admission. 

The new procedures have important implications for the project's 
monitoring and feedback operations. The continual access to the 
Metropolitan Jail inmates now permits the DSJI staff to follow inmates 
after screening and, therefore, to determine whether the recommendations 
made in the original report were followed by the Jail and whether they 
were accurate in view of later developments. The second screening given 
to inmates after six months serves much the same purpose and it also 
provides information about possible effects of incarceration on inmates. 

PIERCE COUNTY (WASHINGTON) JAIL SOCIAL SERVICES AND CENTRAL INTAKE UNIT 

Brief History and Overview 

In early 1978, William Regan, Superintendent of the Pierce County 
Jail, in an effort to modernize his jail's operation, enlisted the 
assistance of Pacific Lutheran University Social Welfare Professor Kathy 
Briar to develop a program to facilitate the provision of social services 
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to jail inmates. The Social Services Unit was created as a result of 
this collaboration. The Unit began operating in March 1978 as a two-month 
experimental program. Initial staffing consisted of two social workers 
serving on a volunteer basis during the experimental period. In June 
1978, the jail received private donations to provide for the continued 
operation of the Social Services Unit. Since 1978, Unit staff have 
secured Law Enforcement Assistance Administration (LEAA) and Comprehensive 
Employment and Training Act (CETA) grants permitting an expansion of the 
unit and of the scope of the services it provides. 

The Social Services Unit currently consists of two operations: a 
Central Intake Screening Unit (CIU), which screens persons upon admission 
to the jail and provides crisis intervention for inmates requiring 
immediate attention at any time during incarceration, and a Social 
Service Coordination Unit (CU), which provides case management for 
inmates in need of services. CIU screenings are conducted from 7:00 a.m. 
until 12:00 midnight, seven days per week. An attempt is made to screen 
all pretrial admissions except those held for charges pending in other 
jurisdictions. (Offenders sentenced to jail by the court are not 
screened.) The CIU screening identifies inmates with drug, alcohol, 
mental health, or other problems and may result in referrals to the CU 
for social needs assessments and special services. The screening also 
generates information useful to the arraignment judge in determining 
questions of pretrial release. The CU receives referrals of jail inmates 
from attorneys, jail guards or other jail personnel, family members, and 
other inmates, as well as from the CIU. All jail inmates are eligible 
for the CU's services, including sentenced offenders and inmates held for 
charges pending in other jurisdictions. CU staff assess the nature of 
inlliates' problems, provide counseling, and make arrangements for inmates 
to become involved with cotmnunity social service programs upon release. 
Although in some respects the services they provide overlap, the CIU.and 
the CU are basically distinct, complementary operations. In essence, the 
CIU functions to identify problem cases in the jail, and the CU functions 
to bring to these cases the appropriate social services. 

The Social Services Unit staff consists of ten social workers: a 
CIU director and three CIU "screeners" funded by a Law Enforcement 
Assistance Administration (LEAA) Pretrial and Overcrowding grant, a CU 
"coordinator" funded out of the jail superintendent's budget, and five CU 
case managers (a drug counselor and an alcohol counselor funded by an 
LEAA Intensive Drug and Alcohol Jail Services grant and three 
employment/education counselors funded by a CETA grant). 

The Pierce County Jail serves Pierce County and the city of 
Tacoma, Washington. The jail has an average daily inmate population of 
approximately 250. During the period October 15, 1979, through March, 
1980, 5,835 persons were processed with criminal charges at the jail; 
2,643 were eligible for central intake screening; and 1,698 of these were 
screened by CIU staff. 
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Process Flow 

The flow of cases into, through, and out of the Social Services 
Unit is depicted in Figures 26 and 27. 

Central Intake Screening 

Figure 26 indicates the manner in which cases are received and 
processed by the CIU of the Social Services Unit. When a person is 
arrested in Tacoma or Pierce County, the arresting officer transports the 
person to the Pierce County Jail, where an officer charges ("books") the. 
person with a particular crime. The charging ("booking") officer 
completes a "booking sheet" and posts a copy at the main desk for 
inspection by the director of the CIU. The CIU director periodically 
reviews new booking sheets and assigns CIU screeners to interview 
qualifying inmates. If the arresting or charging officer believes that a 
person entering the jail may be experiencing an emotional or other crisis 
or otherwise is in need of emergency services, the officer may contact a 
CIU screener directly and request that he immediately interview the 
arrestee. Similarly, if an inmate experiences a crisis at any time 
during his incarceration, any jail personnel may request that a CIU 
screener interview the inmate. 

The CIU screener interviews the inmate, verifies the inmate's 
statements (by telephoning his family, doctors, etc.), and prepares a 
report of the interview results. If the screener believes an inmate 
charged with or convicted of a misdemeanor clearly is disordered 
mentally, he may, with the approval of the jail supervising officer on 
duty, the jail superintendent, or the CIU director, request a mental 
health professional from the Office of Involuntary Commitment to visit 
the jail and assess the civil committability of the inmate. (The Office 
of Involuntary Commitment is a state department with powers of civil 
commitment.) If the CIU screener is uncertain about the mental condition 
of a misdemeanant or alleged misdemeanant, he may contact a "crisis 
intervention worker" from the area Comprehensive Mental Health Center (a 
private, nonprofit organization in Tacoma), who will interview the inmate 
and consult with the screener regarding the advisability of pursuing 
civil commitment (i.e., arranging for an assessment by a mental health 
professional from the Office of Involuntary Commitment). Inmates charged 
with or convicted of felonies ordinarily are evaluated for civil 
commitment only upon court order. A CIU screener believing such an 
evaluation appropriate typically contacts the defense attorney and the 
prosecutor and urges them to arrange for a court-ordered evaluation. If 
the inmate is in "acute crisis" (defined by a Social Services Unit policy 
statement as "so out of control or suicidal that immediate action [need] 
be taken to assure appropriate care and safety for the detainee"), the 
screener may directly telephone a psychiatrist at Western State Hospital's 
Mentally Ill Offender Unit and request an emergency evaluation at the 
jail. If the screener suspects that an inmate may be in withdrawal from 
drugs or alcohol, he must notify the jail supervisor on duty and an 
appropriate social service case manager. If a screener believes an inmate 
charged. with a misdemeanor is qualified to be released on his personal 
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Figure 26. Case Process Flow of the Central Intake Screening at the 
Pierce County Jail Social Services and Central Intake Unit. 
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recognizance, he may so advise the jail supervisor on duty, who has 
authority to order such release. 

The CIU screener's report is reviewed by the CIU director, who may 
assign appropriate cases to CU case managers for counseling and 
coordination of services. Particular parts of the report may be 
forwarded to various jail or court personnel. The balance of the report 
is deemed confidential and is maintained in the Social Services Unit's 
files. 

Coordination Unit Case Management 

Figure 27 illustrates the manner in which cases are received and 
processed by the CU. Only the evaluative and referral aspects of case 
management will be described. 

The CU receives referrals from the CIU, defense attorneys, jail 
personnel, family members, employers, and other inmates. Additionally, 
inmates may request services on their own behalf. The referral process 
is generally informal. The CIU director assigns CU case managers cases 
that appeared to require services during the CIU screening. The case 
manager is provided with a copy of the CIU screening report. Referrals 
from defense attorneys, jail personnel, family members, and employers 
typically are made in person or by telephone and are directed to the CU 
coordinator, who assigns cases to case managers. Referrals and 
assistance requests from jail inmates come in the form of "kites," 
handwritten requests for service, which are passed to jail personnel and 
forwarded to the CU coordinator for assignment to a case manager. 

The case manager assigned to a particular case reviews any 
referral materials received and conducts an initial interview with the 
inmate to assess his needs. The case manager may contact Community 
Alcohol Services or Methadone Maintenance, units of the public health 
department, for advice or to discuss possible diversion of inmates with 
apparent alcohol or drug problems. Mental health evaluations may be 
arranged as described above. 

For inmates in need of services who are likely to be released from 
jail within two weeks of admission, the case manager will recommend 
community programs for the inmate to contact upon release. The case 
manager may arrange for a representative of a particular program to visit 
the jail and to meet the inmate before he is released. For inmates 
in need of services who appear likely to remain in jail for more than two 
weeks (i.e., are not released at arraignment), the case manager will 
arrange to provide counseling on a periodic basis in the jail and may 
develop a plan for alternate placement of the inmate in an appropriate 
community social services program. The placement plan usually is 
constructed in cooperation with the defense attorney (and sometimes the 
prosecutor) and typically is used by the attorney(s) to persuade the 
judge to dispose of the case by diversion. 
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Delineation of Mental Health Requirements 

The CIU may become involved in the assessment of the social needs 
of an inmate either as a result of the CIU director's review of the 
jail's booking sheets (all eligible inmates receive CIU screening) or 
upon referral from the arresting or charging officer or other jail 
personnel if the inmate is experiencing a "crisis." The booking sheet 
ordinarily indicates only limited biographical data (name, address, 
aliases), limited medical information (medications used, physical 
disabilities), and the offense(s) charged. Referrals for crisis 
intervention typically are made in person and consist of the name and 
location of the inmate in crisis and a brief description of his behavior. 

The CU receives referrals from the CIU, defense attorneys, jail 
personnel, family members, employers, and inmates requesting service for 
themselves and other inmates. CIU referrals are made by the CIU 
director, who assigns cases to particular case managers based on the 
results of the CIU screening (e.g., inmates with drinking problems are 
assigned to the alcohol counselor). The case manager is provided with a 
copy of the CIU screening report, the general contents of which are 
described below. Referrals from defense attorneys, jail personnel, 
family members~ and employers typically are made in person or by 
telephone to the CU coordinator. In the course of a referral, a defense 
attorney may relate his client's drug, alcohol, or mental health history 
and describe any current behavior indicating the advisability of the 
Unit's involvement. Additionally, he may note his intention to raise 
questions of competency to stand trial or criminal responsibility or to 
ask the court for diversion into a community social service program. 
Jail personnel make referrals of inmates whom they perceive to be in need 
of social services. Referrals typically cominunicate no more information 
than the name and location of the inmate referred and a description of 
the behavior that motivated the referral. Referrals from family members 
and employers often specify social, medical, and mental health background 
information and generally are made for the purpose of promoting pretrial 
release or diversion. Referrals from inmates requesting service for 
themselves or other inmates are received in the form of "kites," hand~ 
written messages passed to jail personnel for delivery to the CU 
coordinator. Kites typically indicate the name and location of the 
person requiring attention and a brief description of the reason for the 
referral. 

Acquisition of Mental Health Information 

Central Intake Screening 

The CIU screening is conducted by an interview with the inmate. 
The interview is guided by several interview forms, which are attached as 
Appendix D. The screener reviews the booking sheet prior to meeting with 
the inmate. At the beginning of the interview, the screener explains the 
purpose of the screening and informs the inmate of his right to refuse to 
be interviewed. If the inmate appears to be intoxicated or is 
uncooperativep the screener will not continue with the interview. 
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The interview begins with inquiry in the following areas: 

0 

0 

0 

0 

0 

0 

prior record (adult and juvenile); 
personal information (including present and previous 
addresses, family and community references); 
employment history; 
educational background; 
military background; and 
medical history. 

The inmate then is questioned with regard to his use of drugs and alcohol, 
his mental health history, and any family problems he may have experienced 
as a result of his incarceration. The inmate is notified that the con
fidentiality of this information is guaranteed by law, and he is asked to 
sign a "consent for disclosure" of the information to other social 
service personnel (see Appendix D). Finally, the inmate is questioned 
thoroughly with regard to his financial condition, including income, 
assets, and liabilities. (This information is collected for the 
arraignment judge to use in determining pretrial release.) An effort is 
made to avoid questions pertaining to the guilt or innocence of the 
inmate. 

Coordination Unit Case Management Assessment 

Inmates with various sorts of problems (e.g., mental health, 
substance abuse, jail adjustment, management of personal affairs in the 
community) may be referred for case management. The case manager 
assigned to an inmate conducts an initial interview with the inmate to 
assess his problems. Prior to the interview, the case manager reviews 
any referral materials (e.g., CIU screening report) he might have 
received. If the referral is from someone other than the CIU director, 
the case manager secures and reviews a copy of the CIU screening report, 
if available. If the referral indicates that the inmate is particularly 
agitated or violent, arrangements will be made for at least two security 
guards to join the case manager in the interview. 

As with CIU interviews, interviews conducted by CU case managers 
begin with an explanation of the purpose of the interview and a 
notification of the right to refuse to be interviewed. The case manager 
advises the inmate that the information collected will be held 
confidential unless the inmate consents in writing to the release of such 
information. The inmate usually is asked to sign a form consenting to 
release of certain information for specified purposes. If no CIU 
screening report is available, the case manager's initial questioning is 
directed toward collection of certain demographic information, including: 

0 

0 

0 

0 

0 

0 

personal information; 
information relating to the status of the inmate's court case; 
employment history and job skills; 
educational background; 
military background; and 
medical history. 
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If the case manager has a copy of the central intake screening report, 
the above information may be taken from that report. Following this 
preliminary questioning, the case manager explores in detail any 
incidents, events, or precipitating factors related to the inmate's 
present difficulty. The inmate's social background is explored, and all 
prior arrests, hospitalizations, and treatment are reviewed. Finally, 
the inmate is questioned concerning his adjustment to incarceration. 
The case manager exercises discretion in the manner in which he conducts 
the interview. He may allow the inmate to speak freely about matters of 
his own choosing or may carefully direct the questionning. During the 
course of the interview the case manager may conduct a mental status 
examination, assessing the inmate's orientation to time and place, verbal 
level, mood, attention span, thinking process, and level of control. 

The initial interview typically completes the CU case manage- ment 
assessment process and may result in periodic counseling or referral for 
other services as described above. 

Provision and Use of Mental Health Information 

Following a CIU screening, the screener prepares a report 
containing several parts (see Appendix D): 

o a demographic information sheet that accompanies referrals to 
case managers and other social service providers and is sent 
to the court for use at arraignment (contains limited personal 
information, prior record, employment history, educational 
background, military background, medical history, 
qualification for misdemeanor personal recognizance); 

o a financial statement that is sent to the court's depart- ment 
of assigned counsel for use in determining the inmate's 
eligibility for assigned counsel (indicates all sources of 
income, assets, and liabilities); 

o a confidential information sheet that, with consent of the 
inmate, may accompany referrals to other Social Services Unit 
staff (indicates drug and alcohol usage, mental health 
history, and family problems experienced as a result of 
incarceration); 

o a personal recognizance/custody level recommendation sheet 
that is delivered to the jail supervisor on duty for use in 
making misdemeanor personal recognizance release decisions and 
classifying inmates (contains recommendations and comments); 
and 

o a medical information sheet that is delivered to the jail 
supervisor on duty for use in establishing medication 
schedules (indicates medical problems, medication used, when 
last seen by a physician, and the screener's observations). 
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In addition, central intake screeners frequently send memoranda to the 
CIU director indicating informal, off-the-record opinions. 

The information collected during the CU case manager's initial 
interview ordinarily is not reported in detail. Upon completion of the 
interview, the case manager makes a record for the inmate's file, 
indicating the name of the inmate interviewed, the referral source, the 
length of the interview conducted, the inmate's next court date, the 
names of the defense attorney and the judge in the case, and general 
comments regarding the interview. If the case manager makes a referral 
for a mental health evaluation or other services, he will informally 
report information necessary to effect the referral but generally will 
not submit a written report of his interview findings. 

Feedback, Monitoring, and Evaluation 

There is no formal, on-going program evaluation mechanism 
operating with respect to Pierce County Jail Social Services Unit. How
ever, a number of activities are conducted that informally provide a 
measure of quality assurance. 

At this writing, the CIU director and the CU coordinator are 
developing a policy and procedures manual for the Social Services Unit 
that will contain specific guidelines for conducting intake interviews, 
arranging for mental health evaluations, making community referrals, arid 
providing counseling and case management. When completed, the manual 
will be incorporated into a larger manual describing the various 
operations and services provided by the Pierce County jail. 

In August, 1979, the Midwest Research Institute (Note 9), at the 
direction of the Law Enforcement Assistance Administration (LEAA), 
conducted an evaluation of the Pierce County Jail's Intensive Drug and 
Alcohol Jail Services Project, sponsored by LEAA, and reviewed the jail's 
compliance with the 1971 Amendment (Part E) to the Omnibus Crime Control 
and Safe Streets Act of 1968. (Part E specifies several requirements for 
jails, including the availability of alternatives to incarceration, 
special provisions for the treatment of alcohol and drug abusers, 
separation of juveniles from adults and males from females, willingness 
to accept federal prisoners, regionalization of facilities, and advanced 
practices in personnel, operations, training, programs, and services.) 
The evaluation resulted in a report (see Note 9) that makes 
recommendations concerning a number of the functions of the Social 
Services Unit, including 

0 the promotion of alternatives to incarceration; 
0 the treatment of alcohol and drug abusers; 
0 the provision of medical and health care; 
0 the facilitation of visitation, mail, and telephone com-

munication; and 
0 the provision of recreation and library services. 
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Finally, the jail Social Services Unit receives feedback on an 
informal basis from the jail superintendent, the county sheriff, correc
tions officers in the jail, defense attorneys, judges, probation officers, 
and others. Because of the location of the Unit in the halls of the jail 
(which, in turn, is located in the county courthouse), a close working 
relationship is maintained, and problems with Unit procedures or 
particular cases are freely discussed. 

THE WYANDOTTE COUNTY (KANSAS) PRETRIAL SERVICES PROJECT 

The Wyandotte County Pretrial Services Project (hereinafter PSP) 
was created in July, 1977, for the purpose of ameliorating deficiencies 
in the operation of the County Jail discovered during an inspection of 
the facility by the State Department of Corrections in 1976 (Note 10). 
Severe jail overcrowding, discriminatory bail practices, and inadequate 
service provision to inmates were identified by the Corrections 
Department as major problems. The initial goal of PSP included a 
substantial reduction of both the jail population and the size of the 
criminal court docket; cost reduction was an incentive in this goal (see 
Note 11). 

The Wyandotte County Jail, which takes up the entire fourth floor 
and a part of the fifth floor of the Wyandotte County Courthouse, serves 
a population of 186,000 and houses between 75 and 91 inmates at any given 
time. On March 12, 1981, for example, the total population of the jail 
was 85. Approximately 75 to 85 percent of the incarcerated individuals 
are black. 

PSP serves the Kansas District Court of the Twenty-ninth Judicial 
District (Note 12). The District includes Wyandotte County and the court 
sits at Kansas City. The court has original jurisdiction in all criminal 
and civil matters and has appellate jurisdiction over cases originating 
in municipal courts. The Kansas Supreme Court provides money for all 
personnel, except for one Court Services Officer whose salary is provided 
for by Wyandotte County. The County provides office space, equipment, 
and supplies for the entire Project. 

In addition to assisting the District Court in criminal matters, 
PSP also provides advice to the civil division of the Court in civil 
commitment issues and to the family court in child custody and incest 
cases, and juvenile cases. This latter function is facilitated by the 
location of the PSP's suite of offices adjacent to the family court on 
the first floor of Wyandotte County courthouse. 

PSP's primary function is to serve as a clearinghouse that 
identifies the various alternatives to and additions to jail detention. 
Activities include (Note 10) the following: 

o Pretrial Screening - All incarcerated client-offenders (and 
client-offenders who may be referred by police, the hospital 
emergency room, or the mental health clinic) are interviewed 
within twenty-four hours of arrest, unless incarcerated on a 
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Saturday or Sunday. This interview is used to inform client
offenders of their rights under the law and to determine their 
eligibility for court-appointed counsel. It also enables the 
PSP to initially assess a client offender's potential for 
release or need for further mental health evaluation and 
treatment. 

o Release on Recognizance (ROR) - The Vera-Man~ttan Scale, an 
objective community stability measurement device, is 
administered to all client-offenders incarcerated at Wyandotte 
County Jail and to other ref erred individuals. If release is 
indicated, an Order of Discharge is submitted for judicial 
approval. Release conditions then are discussed with each 
client-offender. 

o Release With Services (RWS) - Although a candidate for ROR, a 
client-offender may present social disabilities such as 
substance abuse, employment handicaps, or medical needs. 
Restrictions are placed upon freedom of movement, and remedial 
conditions such as participation in counseling or educational 
programs may also be imposed as prerequisites to release. 

o Pretrial Diversion - As an alternative to criminal processing, 
pretrial diversion serves as a mechanism for referring 
client-offenders to more appropriate services and resources 
outside the criminal justice system. After a determination of 
eligibility by PSP staff, a contractual agreement as to 
appropriate services is negotiated. The average length of a 
diversion program is one year. · 

o Mental Evaluations - The PSP performs pretrial mental health 
evaluations upon court order. The request may originate from 
the prosecutor, the defense attorney, or the PSP staff who 
have conducted pretrial screening. 

o Domestic Relations - Upon the request of the court, PSP staff 
investigate domestic relations cases involving custody 
questions. In addition, PSP staff may provide divorce 
counseling and divorce workshops. 

o Referral Services - Community organizations and resources are 
utilized extensively by PSP staff for various services on a 
referral basis. 

Although categorized in discrete fashion for the purposes of this 
section, these activities are not clearly separate in practice. The 
following report of PSP will focus only on those PSP activities that 
involve mental health screening and evaluation: Pretrial Screening, 
Pretrial Diversion and Mental Evaluations. 
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Process Flow 

Figure 28 represents a case processing function model of the 
Pretrial Services Project. Every client-offender who is arrested and 
incarcerated at the Wyandotte County Jail receives a pretrial screening 
interview. PSP also accepts referrals for screening from police, 
hospital emergency rooms, and mental health clinics. If mental health 
problems are discovered in the screening, a psychological evaluation is 
conducted. If competency to stand trial remains an issue after the 
psychological evaluation, the client-offender is sent to an appropriate 
state institution for further evaluation and treatment for up to sixty 
days. Civil commitment may be indicated for client-offenders who are not 
expected to regain competency within a reasonable period of time. 

A client-offender without mental health problems and without 
needs for the pretrial services of PSP is either incarcerated until the 
trial or released on bail, if eligible. Other client-offenders may be 
eligible for such pretrial services programs as Diversion, Release on 
Recognizance, or Release with Services. A Vera-Manhattan Scale assesses 
community stability is used to determine eligibility for the release 
programs while awaiting trial. The degree of correspondence between the 
client-offender's characteristics and those of a successful diversion 
candidate determines whether a diversion agreement may be negotiated. If 
an agreement is made and fully implemented, charges against the 
client-offender are dropped; otherwise, the client-offender faces trial. 

Delineation of Mental Health Information Requirements 

Statute 

The mental health evaluation conducted by PSP is formally 
concerned only with the client-offender's competency to stand trial. The 
statutory standard for competency is whether the client-offender is able 
00 to understand the nature and purpose of the proceedings against him; or 
to make or assist in making his defense" [Kan. Stat. §22-3301(1)]. The 
PSP Director views competency as involving the follqwing questions. Does 
the client-offender know right from wrong? Is the client-offender able 
to assist in his or her defense? Does the client-offender understand the 
nature of the crime? There are no other formal provisions in Kansas 
statutes delineating the work performed by PSP. 

Pretrial Screening 

Persons arrested in Wyandotte County are transported to the county 
jail where they may be "book.ed11 on particular criminal charges and 
detained. A booking sheet is prepared on each person arrested; this 
sheet details information such as the person's name, race, sex, age, 
charge, and tank (jail location). All inmates are screened by a Court 
Services Officer within 24 hours of arrest. Pretrial screening 
interviews also may be arranged at the request of defense attorneys, the 
district attorney, or other interested individuals for client-offenders 
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who are not incarcerated. About 20 percent of the referrals to PSP come 
from the police, the city jail, or other community organizations such as 
public health, social service, or community mental health agencies. 

Pretrial Diversion 

Client-off enders may be identified as potential candidates for 
diversion as a result of ROR or RWS investigations, pretrial screening, 
court referral, referral by defense attorneys, or referral by other 
interested parties. According to the director, attorneys have become 
familiar with the type of individual that might be identified as a 
candidate for pretrial diversion and, hence, make few inappropriate 
referrals. 

Mental Evaluations 

The vast majority of client-offenders receiving in-depth mental 
evaluations are referred as a result of the pretrial screening interview 
conducted by PSP. About five to ten percent of those evaluated are 
referred from the District Court. Evaluations may also be requested by 
prosecuting and defense attorneys. 

The request for a mental health evaluation is directed to the 
District Court of Wyandotte County in the form of a "Motion for Pre-Trial 
Evaluation." (Appendix E) The request is for permission to "test, 
evaluate, interview, and gather criminal records or any other pertinent 
information necessary to determine the mental and physical capacity of 
the defendant." In response, the judge of the District Court may issue 
an order (Appendix F) providing for a pretrial evaluation by PSP and a 
confidential report of findings to be made to the court. The court, at 
its discretion, may appoint an independent examiner or designate another 
mental health agency to evaluate the client-offender [Kan. Stat. 
§22-3302(3)]. 

Acquisition of Mental Health Information 

Staff 

The PSP staff includes a state-certified clinical psychologist who 
serves as Director, four Court Services Officers (CSO), and a clerk. Two 
CSOs conduct the bulk of the interviewing; one formerly was a priest in a 
state prison, and the other was an offender. The Director devotes 
approximately one-half of his time to mental health evaluations and the 
other half to administrative duties. The Director of PSP is the only 
psychologist on the official payrolls of the Kansas Supreme Court, which 
controls the budgets of the District Courts. 

Pretrial Screening 

At the beginning of the pretrial screening interview, the 
client-offender is informed by the interviewer (usually a CSO) of the 
court processa In addition, PSP staff inquire if the client-offender is 
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indigent and requires court-appointed counsel. Client-offenders are 
usually taken at their word that they cannot afford to hire their own 
attorney. 

The screening, which takes approximately 30 minutes, is designed 
to identify client-off enders in need of immediate medical or mental 
health treatment or further evaluation. The interview serves to generate 
biographical information for use by personnel of the release programs. 
Also, information about the client-offender's background and community 
ties may be presented to a judge during the client-offender's initial 
court appearance. 

The interview (see form in Appendix G) is designed to elicit 
information from the client-offender in several areas: identifying 
information, arrest data, residence history, medical and psychiatric 
history, education, military service, references, client-offender's 
version of the crime, family history, employment history, prior criminal 
record, needs assessment, and interviewer's observations. 

Pretrial Diversion 

A "diversion interview" is conducted in an effort to identify 
client-off enders who would be better served outside the traditional 
criminal justice process. At this time, the client-offender is given the 
Vera-Manhattan Scale, a community stability measurement device. 
Following the interview, PSP staff verify the criminal history by a check 
of the individual's available records, and verify the family history with 
a person identified by the client-offender. Family members, friends, 
police, and jailers ·are particularly helpful in this verification. 

In order to identify client-offenders who are likely to be 
successfully diverted from the criminal justice system, PSP staff assess 
the extent to which various factors are present in each client-offender's 
case. As recomlilended for use in the National Advisory Commission on 
Criminal Justice Standards and Goals Report on Courts (see Kansas 
Governor's Committee on Criminal Administration, Note 10, p. 8), these 
factors are: 

o youthfulness of client-offender; 
o willingness of victim to forgo a conviction; 
o likelihood that client-offender is suffering from a medical or 

mental disability that is amenable to treatment; 
o likelihood that crime was induced by employment or family 

problems capable of being addressed through a diversion 
program; and 

o a positive motivational attitude on the part of the 
client-offender. 

Following the interview and verification process, a conference is 
held with all interested parties, including the defense attorney, 
prosecutor, and project staff. PSP recommendations concerning diversion 
are made to the District Attorney. If approved~ recommendations are 
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implemented by a negotiated contract involving all parties, and 
prosecution is deferred. 

Mental Evaluations 

Client-offenders referred for mental evaluations are examined by 
the PSP psychologist. The Minnesota Multiphasic Personality Inventory 
(MMPI) serves as a screening instrument for the psychologist to determine 
the form of further testing. If either IQ or a personality disorder is 
an issue, a Wechsler Adult Intelligence Scale may be administered; a Beta 
Intelligence Test is administered if the client-offender cannot read. In 
addition, projective tests such as the Rorschach Test or the Bender Motor 
Gestalt Test may be administered. Also, the psychologist will usually 
conduct an interview. 

If the client-offender has been ref erred as the result of a 
pretrial screening, the psychologist, before conducting his evaluation, 
typically confers with the court services officer who conducted the 
screening. 

Provision and Use of Mental Health Information 

Pretrial Screening 

The information collected during the pretrial screening interview 
generally is used by PSP staff both for identifying jail detainees and 
other client-offenders eligible for services and for determining whether 
a client-offender is a candidate for ROR or RWS. 

Pretrial Diversion 

Client-offenders found suited for diversion by PSP staff and 
approved by the District Attorney and a judge, enter into a "Deferred 
Prosecution Agreement" with the Wyandotte County District Court. The 
agreement specifies the conditions of the diversion arrangement and 
governs the client-offender's conduct during the diversionary period. 
Diversion programs usually last for one year. Conditions for the 
client-offender's participation in a diversion program typically include 
several stipulations: 

o seeking and obtaining appropriate services on the advice and 
consent of the client-offender's attorney; 

o waiver of the right to a speedy trial; and 
o a release of information to the Wyandotte County Court 

Services Department of the Wyandotte County District Court. 

During the course of the diversionary period, criminal proceedings 
against the client-offender are postponed. PSP does limited monitoring 
and counseling of diverted offenders and reports to the court every three 
weeks. Upon the completion of the program, PSP staff review the 
client-offender's compliance with the conditions set forth in the 
Deferred Prosecution Agreement. Charges against the client-offender are 
dismissed upon successful completion of the program. 
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Mental Evaluations 

When a court-ordered me~tal evaluation is completed, the PSP 
psychologist prepares a report for the court. The report typically 
contains the following information: 

0 

0 

0 

0 

0 

identifying information (i.e., name, age, address); 
tests administered; 
background information, including referral data and the 
client-offender's testing behavior; 
psychological findings; and 
recommendations, if any. 

The judge, prosecutor, or defense attorney may request the psychologist 
to testify at the trial following arraignment. Typically, this occurs if 
further evaluation is needed or if commitment to regain competency is 
indicated. 

If a client-off ender is found to be incompetent to stand trial or 
to require further evaluation, the Wyandotte County District Court may 
commit the client-offender to the State Hospital at Osawatomie, Kansas, 
for a psychiatric examination and treatment. Within sixty days, the 
state institution is required to report to the court regarding the 
client-offender's competency to stand trial (Kan. Stat. §22-3302). 

The court may issue an "Order for Continued Hospitalization and 
Treatment for Competency to Stand Trial" (Appendix H). This order 
permits the state institution to extend the sixty-day confinement period 
so that the client-offender may receive treatment designed to·restore 
competency. If the staff finds that competency will not be regained 
within a reasonable time period, the client-offender may be civilly 
committed (Kan. Stat. §22-3303). 

Quality Assurance and Program Evaluation 

Internal program evaluation, activities not part of the service 
part of the project, includes the following activities and procedures by 
PSP to ensure the quality and effectiveness of their services. 

0 

0 

0 

0 

0 

Monthly statistics are maintained on the number of cases 
received, interviews conducted, and client contacts made in 
the program areas of diversion, pretrial screening, and mental 
health evaluations (Note 13). 
The progress of restitution payments is monitored. 
Treatment programs are monitored on a quarterly and monthly 
basis. 
Follow-up counseling is provided once a month for diverted 
client-offenders. 
One-half of the Director's time is devoted to project 
management. 
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At least one external evaluation of PSP has been conducted. In 
1978, PSP was evaluated by the Research and Evaluation Unit of the Kansas 
Governor's Committee on Criminal Administration (see Note 10). In 
addition to a quantitative analysis of the types and amounts of services 
rendered by PSP staff, the evaluation method included questionnaires 
addressed to criminal justice personnel closely involved with the 
projecto The report contains an explanation of PSP's objectives, a 
description of the types of services rendered, examples of forms used by 
both criminal justice and mental health personnel, a flow chart detailing 
the relation of the Wyandotte County District Court to PSP, and the 
findings of the Committee's investigations. The report's findings were 
generally favorable, but highlighted communication and coordination 
problems between the staff of the variously involved agencies. The 
report seems primarily useful for descriptive and historical purposes, an 
opinion shared with the Director of PSP. 
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5. Consent Order, Harrington v. DeVito, No. 74-C-3290 (N.D. Ill. Oct. 
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6. First Report by Court-Appointed Panel of Experts Pursuant to Agreed 
Order of October 19, 1978, Harrington v. DeVito, No. 74-C-3290 (N.D. 
Ill. Oct. 19, 1978). 

1. Information about typical lengths of incarceration at the 
Correctional Complex is based upon information in Consent 
supra note 5, at 6, and informed opinions of Dr. Simmons. 
not in possession of authoritative data in this regard. 

Order, 
We are 

8. The authors reviewed relevant portions of the policy manual, 
including Policy and Procedure Standard Forms, numbers: 

4101 
4104 
4105 
6001 
9001 

Procedure for Screening New Inmates 
Team Approach 
Staff Meetings 
Admission to Hospital 
Admission to Residential Treatment Unit. 

9. Midwest Research Institute. LEAA technical assistance for advanced 
practices and secure juvenile and adult facilities and programs, 
monitoring and compliance report, Pierce County, Washington. 
Milwaukee, Wisconsin: Author, August, 1979. 
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lOo Much of the information embodied in this report is drawn 
report of the Research and Evaluation Unit of the Kansas 
Committee on Criminal Administration: An Evaluation of: 
Wyandotte County Pre-Trial Services Project, Grant Number 
77-A-3197-1-A, December, 1978. 

from a 
Governor's 

The 

11. Ironically, on March 15, 1981, two days after one of the authors' 
visits to PSP, five Wyandotte County Jail inmates, in what was 
described by the press (Kansas City Times, March 15, 1981) as a 
well-planned early morning jailbreak, escaped from their 
fourth-floor cell by "sawing through two sets of iron bars and 
climbing down a SO-foot homemade rope of sheets and blankets." 
According to the newspaper account, the "escape was just the latest 
in a history of escapes, deaths, state investigations and complaints 
of abuse at the 54-year-old jail. State corrections authorities 
once tried to close the facility because of its inadequacies." 

12. The information on jurisdiction is extracted from Reineke, M. and 
Lichterman, N. (eds.), The American bench: judges of the nation 
(2nd annual ed.). Minneapolis, Minnesota: Reginald Bishop Forster 
and Associates, Inc., 1979. 

13. In February 1981, for example, the PSP handled 27 individual cases 
involving first-time interviews with client-offenders and made 94 
subsequent contacts with client-offenders or third parties involved 
with the cases. 
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Appendix A 

Operations, events, and decision points are portrayed in figures by 
geometric shapes, viz: 

= 

= 

= 

= 

= 

= 

= 

Decision to make regarding 
the client-offender. 

Information received or 
transmitted, usually in 
document form. 

Implementation of a process 
involving the client-offender. 

Preparation for a process or 
decision involving the client
off ender. 

Exit or entry of the client
off ender into the criminal 
justice system or the mental 
health system. 

, Connector with corresponding 
part of the flow chart on the 
same page. 

Connector with corresponding 
part of the flow chart on 
another page. 

The following abbreviations are used in the figures: 

RCDC 

IST 
NMT 
NGRI 
3-North 

x .. -· 

= 
= 

= 
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Reception, Classification, and 
Diagnostic Center 
Incompetent to stand trial 
In need of mental treatment 
No~ guilty by reason of insanity 
Inpatient acute care unit 

·- j $ 

.. 
lO. ATTENTION: Easily distractable, difficulty concentrating, impairment, short span. 

l3. 

I 
I 

FLOW OF THOUGHT: No:z:mal, retarded, blocking, rapid, pressured, multiple thoughts. 

ASSOCIATIONS: T'ight, goal-directed, circwnstantial, tangential, loose, flight 
of ideas, clang, rhymint:;, punning, word salad, impoverished. 

I 

'niOUGHT CONTENT: {Elaborate below). Obsessions, delusions {persecutory, grandiose,. 
religious) , ideas of reference, i<ieas o.f influence, depersonalization, dereal
ization, hypochondria, somatization~, phobias, suicidal ruminations, suicidai 
intent, suicidal plans, homicidal ruminations, homicidal intent, hanicidal plans. 



., CERMAK MENTAL HEALTH INSTITUTE 
Appendix B 

0 

INTAKE SCREENING AND EVALUATION FORM 

\_ DOB: 

Last Name First Name Middle Init. 
f,.o-

Inmate No. Charge: Bond: Ct. Date: 

AC 

Hane Street Address . City State Telephone Number 

Race: White ------ Black ------ Spanish Speaking ____ _ Other_ 

Psychiatric History:~------------~---------------------------------------

~NTAL STATUS EXAMINATION: Circle positive responses; 

Underline negative responses; 

Leave unaltered if data is not ava.ila!::ile; and 

Elaborate where appropriate. 

l. UE'NERAL APPEARANCE: Neatv well-groaned, meticulous, unkempt, sloppy, bi:ar:re, 
eccentric, incontinent, unusual breath odor. 

2. pOSTURE Alm PSYCHOMO'roR ACTIVITY: Moist palms. tense, rigid, overactive, a9it4tad, 
pacing, wringing hands, dejected, underactive, retarded, apathetic, letha.rqic. 
stuporous, relaxed, playful, alert, seductive, stereotyped, echopra.:ic, 
ritualistic, waxy flexibility. 

3. COOPERATION AND INTERACTION: Cooperative, uncoopera.tive, submissi'lle, assertive, 
negativistic, distrustful, resentful, fearful, hostile, threatening. 

' 4. FACIAL EXPRESSION: Happy, sad, dull, bored, flat, sleepy, tearful, masltlike, 
3nxious, fearful, gr~-naces, tics, suspicious, flirtaceious. 

S. MOOD: Arucious (mild, moderate, panic) / agitated, irritable, hyperventillat.ing, 
happy, optimistic, elated, euphoric, hypananic, manic, depressed (mild, moderate, 
severe), pessimistic, hopeless, helpless, \ll'Orthless, self-depreca.tory, solf
accusatory, guilty, suspicious, pana.noid, histrionic, silly, indifferent, bl.and. 

'.;i. AFFECT: Constricted, blunted, shallow, flat, stable, labile, appropriate,inappropxi.ate. 

l. SENSOFUu11: Clear, Cloudy, confused (mild, moderate,· severe) . 

3. DISORIENTATION: Time, place, situation, person. 

J. ~RY IMPAIRMENT: None, ~ediate recall, recent memory, remote mecory, confabu
lation, perseV•-?ration. 
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APPENDIX D 

PIERCE COUNTY JAIL CENTRAL INTAKE 

Name ______________________ Interview Date/Time ___ ------

AKA: ----------------------Booking Date/Time ---------

Booking Charges Cause No. Booking No. Bail 

Probation-------Parole------- P/P Officer----------- Notified __ _ 

PRIOR RECORD 
Charge , _______________ _ 

2 ----------3. ____________ _ 

Juvenile: , __________ _ 
2. ________________ _ 

J. ______________ __ 

PERSONAL INFORMATION 

Cata Place 0 isposition 
Defendant 

Verified Info 

a 
0 
a 

a 
a 
a 

a 
a 
a 

a 
a 
a 

Verified 0 
Sex _____ Age----Ethnic-------- COB ______ S.S. No. ------

Address--------------------------- How Long? -------
Lives with/Relationship Phone ---------
Previous Address How Long? -------
How Long in Pierce Countv? -------Marital Status----- Children?----- Residing With_ 

Family References 
Name 

Community References 

EMPLOYMENT 

Addrea Phone Relationship 

Verified 0 
Employer ___________________ Address -----------------

Phone-------- Job Title---------------- How Long? -----
Previous Employer-------------- Address 
Phone ________ Job Title---------------- How Long? 

EDUCATION Verified 0 
Currently Enrolled?-------------------- How Long]--------
Contact Person Highest Grade Completed ----- Trade School? -----

MILITARY Verified 0 
Active ____ Contact Person _____________________ Phone _____ _ 

Branch Type of Discharge-------- Dates------ to------

MEDICAL Verified 0 
Current Medical Problems---------------- Medication 
Physician Phone -----------

MISC. PR Met Criteria? YesO NoO Released YesO NoO Court Date/Time--------

FINAL COMMENTS 

Disposition Information (For Central Intake Use Only) 

Screener ________________ _ 
Reviewed Bv ---------------

Phone: 5934903 Z-1397 
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FINANCIAL STATEMENT 

APPENDIX D (Continued) 

PIERCE COUNTY JAIL CENTRAL INT AKE 

Name ______________________ Sex ________ Age-------

Marital Status---,..-------------------- No. of dependents --'-------

Monthly Income Assets Monthly Liabilities 

Salary 

Spouse's Salary 

Other: 

Tota~ Income 

Comments: 

$ ___ _ 

$ ___ _ 

$ ___ _ 

Cash 

Vehicles Worth (Type) 

~. 

2. 

Property Owned (Where) 

Insurance Cash Value 

Total Assets 

$ ____ _ 

$ ____ _ 

I certify the foregoing is true to the best of my knowledge and belief. 

Alimony & Child 
Support 

Bank Loans 

Vehicle Payment 

House or Rent 

Other 

Total Payments 

$ ___ _ 

$ ___ _ 

Date ________________ _ 
Signed-------------------

Witness 
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MISDEMEANANT PR I Recommendation 

I Comments: 
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APPENDIX D (Continued) 

PIERCE COUNTY JAIL CENTRAL INTAKE 

___ Yes 

___ No 

l.D. 
Employment/Residence 
Community Ties 
Record of FTA's 
Detention Necessary 

YES NO 

Booking No.-------- Date _______________ Time-------------

., LESA Employee No.----------- Screener----------------------

I CLASSIFICATION_, 

. Custody Level Rec~mendation Comments 

1- Minimum 

Medium 

1- Maximum 

Housing Assignment: -------------------1 Name ____________________ Screener ----~----------

I 
I 
I 
I 
I 
I 
I 
I 
I 253 
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APPENDIX D (Continued) 

PIERCE COUNTY JAIL CENTRAL INTAKE 

Name---------------------- Booking No. ____ Date -------

Physician---------------------

~-
M 
E 2. 
ID 
i 3. 
c 
A 4. 
!L 

5. 

Medical Problem 

SCREENER COMMENTS: 

Medication How Often Problem Onset When last seen by Physician 

. Signature---------------
z.1423 

Witness _________________ _ 
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STATE OF KANSAS 

vs. 

APPENDIX E 

MOTION FOR PRETRIAL EVALUATION 

FOR.\J 12 

IN TIIE DISTRlCT CDURT OF WYANOOITE COUNTY, KA."JSAS 

Plaintiff 

Case: 

Defendant 

lvOfION RJR PRE-TRIAL EVALUATION 

Comes now the District Attorney !Defense Attorney and 

moves the Court for an order for a pretrial investigation to be conducted 

by the Court Services Program. This program may test, evaluate, interview 

and gather criminal records or any other pertinent infonnation necessary to 

determine the mental and physical capacity of the defendant. 

Defendant's Attorney ASsistant fhstrict Attorney 

Dated this day of , 19 -
--------------------~ -----
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APPENDIXE 

ORDER FOR PRE-TRIAL EVALUATION 

IT IS IBEREFORE ORDERED: 

should be evaluated by the Court Services Program and that a confidential 

report of this evaluation should be made of the findings to the Court. 

Defcndantus Attorney 

As5istant District Attorney 

256 

Jlldge of the Tiistrict Court 
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APPENDIX G 
PRETRIAL. SERVICES INTERVIEW/EVALUATION FORM 

Disposition 

ACCEPI'.ED: 
ROR 
~ 

~ 
'Lasr=:~c--------------~F~ir~s~c--------,.Mi~.dd-.-...1-e--

DA.TE ____ _ 

. DI.VE?SlON 
cmn::R NAMES USED 

~----------------------

MENIAL: 
RACE ---- SEX. ___ _ 

OOB SS IF ••· ------- -----------
CHARGE -------------------CASE Ii----- :eam ____ ..., 

DENI.ED: A1'TORNEY ARREsr DATE ---------------
Cc-Defendants -------------------- Days in Jail -------

RES~ 

PRESENr ADDRESS ---------------------------
PREVIOL'S >.DDRESS -------------------------------PREVIOUS ADDRESS-------------------

Poine Scale 

lyr.+ - 3 

6 l!IHI· + .. 2 

4 !IDS. +"" 1 
IJer. Tow_ 

PrnlE ------- Plam:l..ng to Oiange Address ---------- --------

F AMILY/ca-M.lNlTY TIES 

LIVE t.JI'm ----'------------- REI.ATicmBIP ------
Single _. _ ?-'Mrled _ OivorCeci _. Separaeed ____... 
Widcw _ Comx:ln Law {2yrs. +) _ 

\.J'ife' s Maiden Name ----------- Marrlage/!)ivorce Date----

Point Scale 

Spouse/Family= 
Spouse/Parencs
Family Ref ... 
Ver. Ta cat_ 

Olildren -------------------------------

~S:=cIN K.C. AREA 1,::c ~:· ~ 
PI.ACE OF BIRIH . Ver. _ Total~ 

~ 
Health.Problems ________________ ~-----------------

Medi.cad.an ---------------
to:i:or . ______ _ 

TR£A'D1EliT REC!1VED rott: .· .,,. 
Alcohol Abuse Drug Abuse ____ Mental illness __ _ ----Dace ___ _ 

Wher~ ----------..,-----....----------

EDUc.A'.I'IDN 

Hig.l-iesc Grade Cc!!plet:ed ------- Qiere ------------

When Read Write ------------

Mll..rrAR'i SERVICE 

Branch------------- Oat:es -----------
Type of Discharge -------------------------

REFERENCES 

NAME 

FA'fil..'i HISTORY 

REI..Al'lON ADDRESS. 
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ORDER FOR ·coNTINliED HOSPITALIZATION AND. TREANENT 

FOR COMPETENCY TO STAND TRIAL 

Verified 

! STAT.1: OJ' B.AUSAS 
~· c~!·.c_T. wv~ co .. ~~.~ .. 
I 

1; 
va. 

&t)-=· . -- --

) . C&ife Ho. 
) . 
) 
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APPENDIX G (Continued) 

~...OYMENT 

PR.ESENT ---------------- J\.DDRESS ------------

?bone ------ Title ------- Salary----------
How tong ------ Can you recu:m to job --------------

TO""....AL JOBS IN I.AST T..JEI.:VE MJtmiS -----

'!O'l'..AL YE:ARS e!?f.JJYED ----------

JOB EXPERIENCE: ------------------------~-~ 

El!li5loym:mt: Point SCa!e 

4* .. Present job one year or m::ire 
3* .. Present job four m::mths •• OR .. present: & prior 6 m::mehs 
2* "' Present: job one l!Dnt:h 
l* .., Current job .••. OR ~loyed 3 m:inths or less wi.t:h 6 nonehs m:::ire 

on prior job 
OR receiving unei:i:ployrrent cca;ier.sation or welfare 
OR S'UppOi:'t:ed by family 

(* Deduct l point from first three cacegories if job is not: steady 
or if not: sa.l.arled, if defendant has no invesorent in it:) 

Verified Tocal Points----

PRIOR i<E:a:lRD 

.J~~CTIONS ----- (Lisi: Ola:rge, Disposition, i-lhere & t.lhen, Probation Officer) 

ADUL'.r cmv!CrIOOS ----- (List ~e, Disposition, Where & ~; Probation Officer) 

OD:lER PENDllG CXlUR?' C.ASES ------------------------

TOT..AL POrnTS __ _ 

OBSERVATIONS: 

Prior Criminal Record Sc:a.l.e 

3 .,, No canv:ict:ions 
2 "" No canv:icd..ons in last year 
l .. Mi.sdemaanar c.cnvictions in last year 
0 "' One felony canv:iction ' 

-1 '" Tua or mre felony convictions 
- 3 "" Convictions of crimes against: persons 
-5 "' Convi.cd..ons of crimes against persons w.i.t:h:in last: year 

Verified Tot:al Points 

(Includes Residence, Family/C.omwnicy Ties, ~loyrrent: & Record) 
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Chapter 6 

COMMUNITY AND REGIONAL FORENSIC MENTAL HEALTH PROGRAMS 

AB almost any historical review of the criminal justice and mental 
health systems would indicate, both systems relied almost exclusively on 
"total" institutions for many decades but have recently developed less 
restrictive environments and implemented programs where evaluation and 
treatment of the ''mad and the bad" will occur, at least initially, in the 
community (£!_. Beran and Toomey, 1979; Monahan, 1976). 

This chapter describes forensic mental health screening and 
evaluation conducted by community and regional forensic mental health 
centers. Collaboration with the criminal justice system is one of the 
most rapidly growing areas of community mental he~lth work (Monahan, 
1976). The great bulk of the chapter is the description of the 
operations of six community and regional forensic mental health centers: 

(l) Dayton Area Forensic Psychiatry Services 
Dayton, Ohio 

\ 

(2) San Mateo County Mental Health Courts and Corrections Unit 
Redwood City, California 

(3) Forensic Unit of the Barren River Mental Health
Mental Retardation Board 

Bowling Green, Kentucky 

(4) Forensic Services of the Malcolm Bliss Mental Health Center 
St. Louis, Missouri 

(5) Forensic Unit of the Peace River Center 
for Personal Development 

Bartow, Florida 

(6) Riverside Hospital Community Mental Health Center Forensic 
Screening and Evaluation 

Newport News, Virginia 

There are strong national trends toward community-based services 
as an alternative to institutionalization for most human service needs. 
Forensic mental health screening and evaluation is no exception to this 
trend. For example, in 1971 Ohio established its first community 
forensic center; by early 1974, six state-supported centers were in 
operation; and, as of August 1978, there were 16 community forensic 
centers across the state (Roth, 1979). State legislation in Ohio 
designates the community centers, rather than a central facility, as the 
setting for court-ordered mental health evaluations for competency and 
criminal responsibility. Some states plan to phase out central 
institutional facilities entirely and develop smaller forensic centers on 
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the grounds of existing state civil hospitals and training schools for 
the retarded (Roth, 1979; Petrila, 1981). 

The signing into law of the Mental Health Systems Act (P.L. 94-63) 
by President Jimmy Carter in October 1980 marked (at the time) a national 
commitment to deal with the mental health problems of a wide range of 
populations with community resources. Collaboration between the mental 
health and the criminal justice systems is clearly mandated in the 
definitions of a community mental health center in the general provisions 
of the Act: 

A community mental health center is a legal entity which provides 
comprehensive mental health services to individuals in a 
particular catchment area regardless of their ability to pay and 
agrees to give "special attention to those who are chronically 
mentally ill." The center must provide inpatient, emergency, and 
outpatient services, assistance to the courts and other public 
agencies in screening residents who are referred for evaluations, 
follow-up care, consultation and educational services. (P.L. 
94-63, Section 101, emphasis added) 

The six community and regional forensic mental health centers 
described in this chapter represent operating systems of varying sizes, 
collaborations with other agencies, resources, philosophies, management 
policies and procedures--yet, they are as a group distinguishable from 
the other elements of a forensic mental health delivery system: 
centralized institutions, state and local corrections agencies and court 
clinics (see the discussion in "Conclusions," Chapter 3, and the 
introductions to the previous chapters). 

In a number of jurisdictions throughout the country, mental health 
questions of immediate concern to the criminal justice system are 
referred to outpatient mental health clinics located in or near 
courthouses designed to serve exclusively the courts and their agencies. 
Exclusive service to the courts and their allied agencies most clearly 
distinguishes court clinics from community-based forensic units serving a 
particular catchment area. Insofar as community or regional forensic 
units are aligned with other community mental health services, their 
connection with the courts may be less clearly perceived, even if 
individual forensic staff members view themselves as agents of the 
court. Aside from the actual and perceived distance between them and the 
courtsp there are few differences between court clinics and community or 
regional community forensic mental health centers. 

The following sketch could well describe both court clinics and 
community or regional forensic mental health center$. They differ in 
their organization and operation. Some receive their operating funds 
from the court system which they serve; some operate within community 
mental health centers; others are allied with courts but receive only a 
portion of their funds from the courts; still others are agencies of 
local or state departments of mental health. Some provide relatively 
extensive evaluative services, and a few provide limited treatment for 
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criminal defendants, witnesses, and their families; others are designed 
merely to provide advisory opinions on specific mental health questions 
for judges and other court personnel. They can be differentiated on the 
basis of caseload, sources of referral (e.g., courts, probation 
departments, and police), time of referral (e.g., pretrial, at 
sentencing, or post-conviction), staff, budget, type of reporting 
mechanisms (testimony and written reports), treatment options, data 
collection methods, and many other factors. 

The primary function of most community forensic mental health 
centers is to examine criminal defendants and render opinions regarding 
competency to stand trial, suitability for pretrial release, and 
psychosocial condition (bearing on sentencing and probation decisions)• 
With regard to certain forensic questions (e.g., competency to stand 
trial), some clinics perform a threshold screening function, advising the 
court whether the question merits further evaluation (perhaps more 
prolonged evaluation in a hospital setting); other clinics are authorized 
to conduct thorough evaluations and address ultimate mental health-legal 
questions. Virtually every court clinic works closely with area 
psychiatric hospitals, and most recommend inpatient evaluation of 
difficult cases. 

The staff of a typical community or regional forensic mental 
health unit consists of a core group of full-time mental health 
professionals (including psychiatrists, psychologists, and social 
workers) and support personnel and any number of part-time consulting 
psychiatrists and psychologists. Some centers have large, full-time 
staffs well coordinated as a team, while others rely heavily on 
consultants who function relatively independently. 

Although the process by which mental health information is 
acquired varies from center to center, most clinics rely upon the 
clinical interview as the primary means for assessing the mental state of 
client-offenders. Most centers compile background information about the 
defendant, conduct clinical interviews, and perform psychological 
testing, including objective tests of intelligence and subjective 
personality inventories. Neurological testing and other more extensive 
procedures generally are performed on a referral basis in area hospitals. 

The interest in working with the criminal justice system varies 
among community mental health centers. In a study of 26 community mental 
health centers in Kansas, Modlin, Porter, and Benson (1976) it was found 
that most centers were reactive rather than proactive. The creation of 
community forensic mental health units was likely 'the result of strong 
interests of specific individuals in each system. 

Many mental health personnel are skeptical of the legal 
offender's treatability. They point out that he often, with 
personal motivation toward treatment, is coercively referred 
judge or probation officer. One psychiatrist stated wryly: 

no 
by a 
"They 

are all alcoholics, drug users, or psychopaths, three of the 
categories we have least success in helping." Such bias may be 
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justified if traditional psychiatric treatment is all a center 
offers. 

This clinical stance concerning offenders contaminates 
attitudes toward personnel in the criminal justice system. It is 
felt that the referring agency frequently does not understand the 
difficulties and the requirements for adequate psychiatric 
practice; that referring agencies are looking for legal rather 
than medical decisions and solutions; that the legal system in 
toto offers a restrictive, or even antithetical, climate for~ 
psychiatric treatment; and that punishment and treatment are 
incompatible. (Modlin, Porter, and Benson, 1976, pp. 717-718) 

The study by Modlin et al. revealed three conditions correlated with the 
success of a reciprocal-Program between community mental health centers 
and the criminal justice system: the location of the program within the 
criminal justice system, an urban setting, and individual initiative by 
staff from each system. 

THE DAYTON (OHIO) AREA FORENSIC PSYCHIATRY SERVICES 

The Dayton Center was opened in October 1972 and received the 
first client-offender case a few months later (see Program for the Study 
of Crime and Delinquency, Note 2). It is a component and an identifiable 
operation of Eastway Community Mental Health Center in Dayton, Ohio, and 
provides the criminal courts outpatient psychiatric and psychological 
evaluations of accused offenders. Outpatient treatment, crisis 
intervention, case consultation, and mental health intervention services 
to the Montgomery County Jail are provided as time and resources permit. 
The primary clients of the Dayton Center are the criminal courts in seven 
counties (Montgomery, Champaign, Darke, Greene, Logan, Miami, and Shelby) 
with a population close to one million. The Dayton Center is currently 
funded by the Division of Forensic Psychiatry, Ohio Department of Mental 
Health and Mental Retardation, though monies were made available from 
federal sources in the past. 

The Dayton Center is one of 18 outpatient community forensic 
mental health centers in Ohio. The Division of Forensic Psychiatry of 
the Ohio Department of Mental Health and Mental Retardation began 
developing community forensic mental health centers in 1972 to reduce 
inpatient evaluation referrals to Lima State Hospital, a maximum security 
facility located in Lima, Ohio. There are four basic types of community 
forensic centers approved by the Division of Forensic Psychiatry of the 
Ohio Department of Mental Health and Mental Retardation: (1) a branch of 
a community mental health center; the Dayton Center is of this type; (2) 
a free-standing entity with its own Board of Directors; (3) a division of 
a general outpatient mental health facility of a university; and (4) an 
agency of a court or probation department (see Beran and Toomey, 1979; 
and Note 9, Association of Ohio Forensic Psychiatric Centers, for a 
discussion of the development of the Ohio community forensic center 
network). 
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The Dayton Center provides comprehensive forensic mental health 
evaluation services. Court-requested evaluations are conducted at 
various points in the adjudication process: pretrial, post conviction 
but before sentencing, and during probation or parole. Referral 
questions include competency to stand trial; insanity; identification of 
persons as mentally ill, mentally retarded, or "psychopathic"; 
dangerousness; probability of repeating offense (recidivism); amenability 
to treatment; and probation risk. In 1979, the Dayton Center performed 
approximately 600 evaluations at the request of the common pleas courts 
in the seven counties served by the Center, two county municipal courts 
in Montgomery County, the probate courts, the Probation Department, the 
Adult Parole Authority, and the juvenile courts; more than 75 percent of 
the referrals came from the Court of Common Pleas. 

Psychiatrists, clinical psychologists, social workers, counselors, 
and secretaries serve as staff of the Dayton Center. 

A Function Model 

Figures 29-31 depict how a defendant comes to be evaluated at the 
Dayton Center, how a case is referred and delineated, how case 
information is acquired, and, finally, how the acquired information is 
provided to the referral agent. 

The initial decision to involve the Dayton Center in a case occurs 
in the referral courts and allied referral agencies. Referral reasons 
and the stages in the criminal process at which referrals for evaluation 
are made vary considerably. In a felony case, following preliminary 
arraignment in the lower courts (municipal or county), the issue of 
competency may first be raised by the court, prosecution, or defense 
attorney at a preliminary hearing during which the state must show 
"probable cause" that a crime was committed and that the accused person 
committed the crime. The preliminary hearing is conducted before grand 
jury indictment, before entry of a plea and before appearance in common 
pleas court arraignment. The issue of competency can be raised and an 
evaluation may be ordered by the court at arraignment, at a pretrial 
conference, or during trial. The defense must raise the issue of 
insanity and enter a not-guilty-by-reason-of-insanity plea at the time of 
arraignment. 

If a defendant· is found guilty, or has pled guilty through a 
negotiated plea, the court may refer the case to the probation department 
for a presentence investigation. At this stage in the criminal 
proceedings, the evaluation referral question may focus on the presence 
or absence of mitigating circumstances, advisability of treatment, or 
factors favoring probation. 

Figure 29 captures the "flow" of a case before the actual 
appearance of the accused individual at the Dayton Center, the specific 
activities and events that delineate the mental health information to be 
sought about the individual case. Cases come to the attention of the 
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Dayton Center by means of referrals from judges of the Municipal Court, 
the Court of Common Pleas, probation officers, parole officers, or County 
Jail personnel. All referrals, with the exception of requests from the 
Adult Parole Authority and the County Jail, are made by formal court 
order. The order specifies the type of evaluation requested (i.e., 
competency, insanity, etc.), and the statute section authorizing the 
evaluation. A court order is accompanied by a referral form further 
detailing case information and referral questions. Referrals from the 
Adult Parole Authority and the County Jail are made by referral form or a 
brief checklist only (no court order), and are often preceded by inforui.al 
contact with the Dayton Center. The Dayton Center Director reviews all 
referrals and assigns the case to a staff member as primary examiner. 
Evaluations for competency to stand trial and criminal responsibility are 
assigned only to "board eligible," certified psychiatrists or clinical 
psychologists licensed in Ohio. Other types of evaluations typically are 
assigned to other staff members. 

Once a referral (i.e., court order, referral form, informal 
contact with referral agent) has been received, the administrative staff 
and the primary examiner (after assignment) begin the preparation of the 
case: i.e., checking and acquiring information supporting the case 
(e.g., reports from hospitals or mental health centers, copy of 
indictment, report of arrest, and copy of most recent presentence 
investigation report); asking the referral agent to further delineate the 
referral question(s); arranging for defendant to come to the Dayton 
Center .for evaluation; and, scheduling the evaluation process to 
accommodate a 30-day time limit. 

Figure 30 depicts the essential operations and events occurring to 
acquire evaluative information about the defendant. Once the defendant 
comes to the Dayton Center, the direct acquisition of information begins 
by obtaining the defendant's informed consent and authorization for 
release of information (if not already obtained by the referral agent 
before the defendant appears in the Dayton Center for evaluation). This 
is followed by a clinical interview conducted by the assigned examiner. 
Except in evaluations of the insanity issue, which often last longer than 
a single session, most clinical interviews seldom exceed two hours and a 
single session. The conduct of the actual interview varies depending on 
the referral question, the nature of the case, the amount of prior 
information, the mental status of the defendant at the time of the 
interview, and the professional style of the examiner. 

If a clinical decision is not reached at the conclusion of the 
clinical interview, as is most often the case when the referral question 
is insanity' preparations are made to secure additional information such 
as the social history of the defendant, performance on intelligence tests 
and other standard psychological instruments, professional opinions of 
other staff members, and neurological or medical examination results. 
Once the examiner has reached a clinical decision, he or she prepares a 
formal report that is reviewed by the Supervisor of Psychological 
Services or the Supervisor of Social Services (if the responsible 
examiner is a psychologist or a social worker under its supervision) and, 
ultimately, by the Director of the Dayton Center. 
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process. Delineation of the evaluation process by the Dayton Center is 
also evident in procedural memoranda outlining the purpose, referral 
procedures, and reporting requirements of various types of evaluation. 
Statute citation and language are prominent in the memoranda. Further, 
the Manual of Forensic Psychiatric Centers, prepared by the Association 
of Ohio Forensic Psychiatric Center Directors (see Note 9) emphasizes the 
statutory base of the evaluations performed by the forensic community 
centers. Finally, the Dayton Center categorizes its year~end reporting 
of evaluation caseload according to Ohio statutes authorizing the 
evaluation. 

The applicable Ohio statutes and case law for the evaluations 
conducted by the Dayton Center are as follows: 

Competency to Stand Trial. The Code specifies the time and manner 
in which the issue of competency may be raised, criterion required to 
prove incompetency, the number of separate evaluations authorized, who 
shall conduct evaluations, where they should be conducted, and the 
provision of evaluation results. 

In a criminal action in a court of common pleas or municipa'i 
court, the court, prosecution, or defense may raise the issue of 
the defendant's competence to stand trial. If the issue is raised 
before trial, the court shall hold a hearing on the issue as 
provided in this section. If the issue is raised after trial has 
begun, the court shall hold a hearing on the issue only for good 
cause shown. 

A defendant is presumed competent to stand trial unless it is , 
proved by a preponderance of the evidence in a hearing under this 
section that because of his present mental condition he is 
incapable of understanding the nature and objective of the 
proceedings against him or of presently assisting in his defense. 
(Ohio Revised Code 2945.37.) 

If the issue of a defendant's competence to stand trial is raised 
under Section 2945.37 of the Revised Code, the court may order one 
or more, but not more than three evaluations of the defendant's 
mental condition. An evaluation shall be conducted through 
examination of the defendant by a certified forensic center 
designated by the Department of Mental Health and Mental 
Retardation to conduct such examinations and make such evaluations 
in an area in which the court is located or by any other program 
or facility that is certified or operated by the Department to 
diagnose or treat mental illness or mental retardation and is 
designated by the Department to diagnose or treat mental illness 
or mental retardation and is designated by the Department to 
conduct such examinations and make such evaluations, or the court 
may designate a center, program, or facility other than one 
designated by the Department to conduct the examination, and in 
any case the court may designate examiners other than the 
.personnel of the center, program, facility, or department to make 
the examination. 
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If an evaluation is ordered, the defendant shall be available at 
the times and places established by the center, program, facility, 
or examiners. The court may order a defendant who has been 
released on bail or recognizance to submit to an examination under 
this section. If a defendant who has been released on bail or 
recognizance refuses to submit to a complete examination, the 
court may amend the conditions of bail or recognizance and order 
the sheriff to take the defendant into custody and deliver him to 
a center, program, or facility operated or certified by the 
Department where he may be held for examination for a reasonable 
period of time not to exceed twenty days. 

A defendant who has not been released on bail or recognizance may 
be examined at his place of detention, or the court at the request 
of the examiner may order the sheriff to transport the defendant 
to a program or facility operated by the Department, where he may 
be held for examination for a reasonable period of time not to 
exceed twenty days, and to return the defendant to the place of 
detention after the examination. 

The examiner shall file a written report with the court within 
thirty days after entry of an order for examination. The court 
shall provide copies of the report to the prosecutor and defense 
counsel. The report shall contain the findings of the examiner, 
the facts in reasonable detail on which the findings are based, 
and the opinion of the examiner as to the defendant's competence 
to stand trial. If the examiner reports that in his opinion the 
defendant is incompetent to stand trial, he shall also state his 
opinion on the likelihood of the defendant's becoming competent to 
stand trial within one year and if, in his opinion, the defendant 
is mentally ill or mentally retarded. (Ohio Revised Code 2945.371) 

Insanity. Insanity was legally defined by the Ohio Supreme Court 
in the case of State of Ohio v. Staten as follows: 

In order to establish the defense of insanity, the accused must 
establish that disease or other defect of his mind so impaired his 
reason that, at the time of the criminal act with which he is 
charged, either he did not know that such an act was wrong or he 
did not have the ability to refrain from doing that act (cited by 
the Association of Ohio Forensic Psychiatric Center Directors, 
Note 9). 

The Staten decision requires complete impairment, rather than 
partial impairment as implied in the words "lacks substantial capacity" 
of the American Law Institute's Model Penal Code definition of insanity. 
The Staten court felt that partial inability or impairment to control 
should be considered in sentencing, rather than at the trial stage (see 
Note 9, P• 24). Sections 2945.39 and 2945.40, of the Ohio Revised Code, 
which address the plea of insanity, do not define insanity or set 
standards for criminal responsibility, although they do describe the 
admini$tration of the insanity plea, agencies authorized to receive 
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referrals, availability of the defendant for evaluation, notification of 
parties involved, time frame for evaluation, issuance of temporary 
detention orders, commitment procedures, and other procedural matters. 

Conditional Probation for Drug Treatment and Drug Treatment in 
Lieu of Conviction. The purposes of these evaluations are to determine 
whether the defendant is drug dependent or in danger of becoming drug 
dependent and whether he or she can benefit from treatment. The 
evaluations of treatment in lieu of conviction are ordered by the court 
after the defendant is charged but before a plea is entered. 

If the court has reason to believe that an offender charged with a 
felony or a misdemeanor is a drug dependent person or is in danger 
of becoming a drug dependent person, the court shall, prior to the 
entry of a plea, accept that offender's request for treatment in 
lieu of conviction. If the of fender requests treatment in lieu of 
conviction, the court shall stay all criminal proceedings pending 
the outcome of the hearing to determine whether the offender is a 
person eligible for treatment in lieu of conviction. At the 
conclusion of the hearing, the court shall enter its findings and 
accept the offender's plea. 

The offender is eligible for treatment in lieu of conviction if 
the court finds that: 

(1) The offender's drug dependence or danger of drug 
dependence was a factor leading to the criminal activity 
with which he is charged, and rehabilitation through 
treatment would substantially reduce the likelihood of 
additional criminal activity; 

(2) The offender has been accepted into an appropriate drug 
treatment facility or program. 

(3) If the offender were convicted he would be eligible for 
probation. 

(4) The offender is not a "repeat offender" or "dangerous 
offender" as defined in Section 2929.01 of the Revised 
Code. 

Upon such a finding and where the offender enters a plea of guilty 
or no contest, the court may stay all criminal proceedings and 
order the offender to a period of rehabilitation. Where a plea of 
not guilty is entered, a trial shall precede further consideration 
of the offender's request for treatment in li.eu of conviction. 
(Ohio Revised Code Section 2951.041) 

The evaluation for conditional probation for drug treatment can be 
ordered by any trial court after conviction but before sentencing. 
Again, the defendant must be eligible for probation. 
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If the court has reason to believe that an of fender convicted of a 
felony or misdemeanor is a drug dependent person or is in danger 
of becoming a drug dependent person, the court may, and when the 
offender has been convicted, the court shall advise the offender 
that he has a right to request conditional probation for purposes 
of treatment and rehabilitation. 

Within a reasonable time after receipt of the request for 
conditional probation, the court shall hold a hearing to determine 
if the offender is eligible for conditional probation. The 
offender is eligible for conditional probation if the court finds 
that: 

(1) The offender is drug dependent or is in danger of becoming 
drug dependent and he may benefit from treatment; 

(2) The offender has been accepted into an appropriate drug 
treatment facility or program; 

(3) The offender has committed an offense for which probation 
may be granted. 

If the court finds that an offender is eligible for 
conditional probation, the court may suspend execution of the 
sentence imposed after completion of any period of actual 
incarceration which may be required by Chapter 2925. of the 
Revised Code, and place the offender on probation subject to 
chapter 2951. of the Revised Code and under the control and 
supervision of the county probation department or the adult 
parole authority. 

Probation under this section shall be conditioned upon the 
offender's voluntary entrance into an appropriate treatment 
program or facility and his faithful submission to the 
treatment prescribed for his drug dependence or danger of drug 
dependence and upon other conditions as the court orders. 

The court shall not suspend execution of a sentence and place 
the offender on probation until the court affirmatively finds 
that the offender is not, or there is no substantial risk of 
his becoming, a dangerous offender as defined in Section 
2929.01 of the Revised Code and such finding is entered into 
the record. (Ohio Revised Code Section 2951.04) 

Mitigation of Penalty Presentence Evaluation. Under Ohio Revised 
Code Section 2947.06, after conviction and before sentencing of a 
defendant, the court may request the probation department to inquire into 
mitigating circumstances. The evaluation is mandatory in capital 
offenses. In non-capital offenses, the evaluation may be ordered by any 
trial courto The purpose of the evaluation report is to inform the 
sentencing judge about motives and other factors that may have 
contributed to the defendant's offense (see Note 9, pp. 29-30). 
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The trial court may hear testimony of mitigation of a sentence at 
the term of conviction or plea, or at the next term. The 
prosecuting attorney may offer testimony on behalf of the state, 
to give the court a true understanding of the case. The court 
shall determine whether sentence ought immediately to be imposed 
or the defendant placed on probation. The court of its own motion 
may direct the department of probation of the county wherein the 
defendant resides, or its own regular probation officer, to make 
such inquiries and reports as the court requires concerning the 
defendant, and such reports shall be confidential and need not be 
furnished to the defendant or his counsel or the prosecuting 
attorney unless the court, in its discretion, so orders. 

The court may appoint not more than two psychologists or 
psychiatrists who shall make such reports concerning the defendant 
as the court requires for the purpose of determining the 
disposition of the case. Each such psychologist or psychiatrist 
shall receive a fee to be fixed by the court and taxed in the 
costs of the case. Such reports shall be made in writing, in open 
court, in the presence of the defendant, except in misdemeanor 
cases in which sentence may be pronounced in the absence of the 
defendant. A copy of each such report of a psychologist or 
psychiatrist may be furnished to the defendant, if present, who 
may examine the persons· making the same, under oath, as to any 
matter or thing contained therein. (Ohio Revised Code Section 
2947.06) 

Benefit of Treatment Presentence Evaluation. Under Section 
2951.03, a probation officer may request psychiatric or psychological 
examination of a defendant as part of the post-conviction, presentence 
investigation. The evaluation may be useful in deciding the questions of 
probation and probation rules, especially those involving mental health 
treatment. 

No person who has pleaded guilty of or has been convicted of a 
felony shall be placed on probation until a written report of 
investigation by a probation officer has been considered by the 
court. The probation officer shall inquire into the circumstances 
of the offense, criminal record, social history, and present 
condition of the defendant. Such written report of investigation 
by the probation officer shall be confidential and need not be 
furnished to the defendant or his counsel or the prosecuting 
attorney unless the court, in its discretion, so orders. Whenever 
the probation officer considers it advisable, such investigation 
may include a physical and mental examination of the defendant. 
If a defendant is committed to any institution, the report of such 
investigation shall be sent to the institution with the entry of 
commitment. (Ohio Revised Code Section 2951.03) 

Advisability of Treatment During Probation and Parole. Under 
O.R.C. Section 2967.22, a probation officer may request assessment of the 
probationer's or .parolee's mental condition. This evaluation takes place 

275 



after the judge has placed the person on probation or parole, under the 
supervision of the Adult Parole Authority or the County Probation 
Department. Participation in the evaluation may be a condition of 
probation. Occasionally, behavior problems that occur during probation 
or parole may precipitate the evaluation; the results of the evaluation 
are then used to change the conditions of probation or parole (see 
Program for the Study of Crime and Delinquency Note 8, p.31). 

Referral Courts and Agencies 

The Dayton Center accepts referrals from the common pleas court in 
each of the seven counties within its area of jurisdiction, the two 
courts of limited jurisdiction within Montgomery County, the Montgomery 
County probation and parole departments, local detention facilities, and, 
infrequently, from the juvenile courts. 

The Court of Common Pleas is Ohio's court of general 
jurisdiction. There is one court in each of the seven counties served by 
the Dayton Center. The court's jurisdiction includes all criminal cases, 
except some minor offenses. The court also exercises jurisdiction over 
probate, domestic relations, and juvenile matters. In some counties, 
separate divisions have been created within the court to handle these 
cases (Reineke & Lichterm.an, 1979). The twenty-six judges, including six 
probate judges and one juvenile judge, in the courts of common pleas in 
the seven county area served by the Dayton Center, are the principal 
referral agents. 

The four-judge municipal court in Dayton, which refers cases to 
the Dayton Center, is a court of limited jurisdiction within municipal 
boundaries. This court has criminal jurisdiction over misdemeanors 
carrying a sentence of imprisonment of less than one year. The 
Montgomery County Court, with five judges, has countywide jurisdiction in 
criminal cases involving misdemeanors and motor vehicle violations. The 
court may bind over persons to the grand jury in felony cases, rule on 
matters of law, and issue arrest warrants. 

In addition to referrals from the courts, the Dayton Center 
accepts referrals from probation officers of the Montgomery County 
Probation Department and the parole officers in the Adult Parole 
Authority. Finally, referrals are also received on occasion from the 
staff of the Montgomery County Jail. 

Referral Procedures 

All evaluation referrals to th~ Dayton Center, with the exception 
of .requests from the Adult Parole Authority and consultation requests 
from the County Jail, require a formal court order issued by a judge. 
The order specifies the type of evaluation requested and the Ohio Revised 
Code section authorizing the evaluation. The Dayton Center requests that 
referral agents complete a referral form and submit this form with the 
court order. Over ninety percent of the referrals comply with this 
request. 
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Referral agents are also requested to include all relevant, 
available case information with their referrals. The following 
information, according to the type of evaluation authorized by statutes, 
is requested by the Dayton Center (Dayton Area Forensic Psychiatry 
Services, Note 11). 

(a) Competency to stand trial and not guilty by reason of insanity. 

o Copy of indictment. 
o Report of arrest. 
o Arrest record. 
o Bond check if completed; name and telephone number of 

investigator, if available. 
o Copy of most recent presentence investigation, if 

available; name and phone number of probation officer. 
o Copy of arraignment information, (from lower court) if 

available. 
o Reports from Lima State Hospital, Dayton Mental Health 

Center, other state-operated hospitals, community mental 
health center or any other reports of psychiatric 
treatment. 

(b) Medication to maintain competency treatment to attain 
competency. 

o All records of mental health treatment, including 
medication record. 

(c) Advisability of treatment (treatment plan for probationer) and 
mitigating circumstances. 

o Copy of P.O.'s supplement to judge requesting evaluation. 
o Copy of most recent presentence investigation report. 
o Indication on referral sheet of specific reason for 

evaluation. 
o Reference to any past mental health treatment. 

(d) Candidate for probation and drug dependency treatment. 

o Copy of arrest record. 
o Copy of most recent presentence investigation report. 
o Copy of bond check, if available. 
o Record of past involvement with Lima, Dayton Mental Health 

Center, community centers, drug treatment programs. 
o Record of previous offenses. 
o Name and telephone number of investigator. 
o Source of request for evaluation (judge, attorney, 

probation officer, defendant). 
o Indication on referral sheet of specific reason for 

evaluation. 
o Copy of supplement if request made by investigator. 
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The referral orders, completed forms, and the above supplementary 
data are delivered by courier to the Dayton Center approximately three 
times per week. Requests from outlying areas are sent by U.S. mail. 
Frequently, an informal telephone request from the referral agent 
precedes or accompanies the formal request. Once a case is assigned, the 
responsible examiner may contact the referral agent or agencies for 
additional information clarifying reasons for referral, and for 
information not submitted with the order or entry. 

Arrangements are then made to schedule the actual evaluation of 
the defendant. Referral agents are alerted to the need for their 
assistance in transporting defendants or probationers to the Dayton 
Center, particularly if the person is incarcerated in a facility outside 
Montgomery County. Persons not in custody, i.e., defendants released on 
bail or their own recognizance, must be contacted directly for an 
appointment by the Dayton Center staff. 

Acquisition of Mental Health Information 

Staff 

The staff of the Dayton Center consists of two consulting 
psychiatrists, a full-time clinical psychologist who also is Chief of 
Psychological Services, three consulting psychologists, two consulting 
psychiatric social workers, a full-time social worker as Supervisor of 
Social Services, a masters-level "therapist" working primarily in the 
Center 0 s Jail Services, a psychology associate, and several other persons 
(a drug evaluator specialist, a juvenile diversion officer, and a court 
liaison officer) who perform work of the Dayton Center but receive 
funding from other sources. The Dayton Center is coordinated and 
administered by the director, who is a social worker, assisted by a 
clerical staff. 

Procedures and Techniques 

The major function of the Dayton Center is case information 
acquisition. The other two major functions ...... decisionmaking and 
treatment,......have been discussed in detail elsewhere (cf. Beran & Toomey, 
1979; Program for the Study of Crime and Delinquency-;-Notes 2 and 8) and 
will not be dealt with here. Information acquisition focuses on the 
types of examinations requested by the referral agents, including 
determinations of competency to stand trial or sanity at the time of the 
offense; the psychiatric presentence examination for mitigation of 
sentence or recommendation for probation; examinations of probationers 
and parolees to determine current mental condition and most successful 
supervision methods; examination to determine drug dependency; and 
emergency interventions for persons incarcerated in either state or local 
facilities. As discussed above, the conduct of each of the examinations 
is largely determined by statutes governing its use, although in 
practice, statutory provisions are difficult to trace through the 
information acquisition process. In general, the process is influenced 
by applicable statutes, executive and administrative orders, formal and 

278 



I 
I 

I 

I 
·I 

I 

I 

informal policies of referral agencies, and the professional styles of 
the examiners. 

Examinations of defendants typically begin with the clinical 
interviews conducted by the examiners assigned primary responsibility for 
the case by the Director. Evaluations of competency to stand trial and 
sanity at the time of the offense are always assigned to certified 
clinical psychologists or psychiatrists. Other types of examinations are 
assigned on the basis of staff availability, type of case, and examiner's 
expertise. 

Before the clinial interview, the defendant is asked to read and 
sign a form (see Appendix A) indicating his or her informed consent. 
Also, if the authorization for release of written information has not 
been obtained before the defendant arrives at the Dayton Center, he or 
she is asked to sign a release form (see Appendix B). 

Evaluative techniques employed at the Center include the 
individual clinical interviews, social case history, and psychological 
and psychiatric testing. The latter includes assessments of intellectual 
functioning (using the Wechsler Adult Intelligence Scale (WAIS), 
Stanford ... Binet, and Wide Range Achievement Test), personality tests 
(Rorschach Test, Minnesota Multiphasic Personality Inventory (MMPI), 
Thematic Apperception Test (TAT), and the Rotter Incomplete Sentence 
Test) and measures of neurological dysfunctioning (Bender Visual-Motor 
Gestalt Test, and the Graham-Kendall Test). The type and number of 
psychological and psychiatric tests administered vary with the type of 
case, the completeness of the information acquired during the clinical 
interview, and the judgment of the primary examiner. With the exception 
of evaluations for sanity at the time of the offense, which usually take 
longer than a single session, examinations are conducted in a single 
session lasting less than two hours. Differences in the conduct of 
specific examinations are noted below. 

Competency. Assessment of competency at the Dayton Center 
involves a clinical interview and an assessment of the defendant's 
cognitive and emotional functioning. In addition to information gained 
during the clinical interview, the examiner sometimes administers (or 
requests that other Dayton Center staff administer) the MMPI; in cases in 
which mental retardation is suspected and mentioned by the referral 
agent, the WAIS is administered. The examiner may interview relatives; 
request the compilation of social history by staff social workers; review 
the reasons for referral with the referral agent(s); and seek the advice 
of other staff members. 

A Dayton Center memorandum (Dayton Area Forensic Psychiatry 
Services, Note 12) suggested that the following aspects and issues of 
competency be covered to guide examiners in competency evaluations: 

a) Assessment of present mental condition 
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o Axe there signs of mental disorder~--psychosis, mental 
deficiency, organic cerebral disorder? 

o Does the mental disorder cause defect in judgment? 
o Does the defect in judgment result in specific incapacity 

with reference to matter in question? 

b) Does the person understand the nature and objectives, 
including consequences, of the proceedings against him or her? 

o Who is your lawyer now? 
o Have you had any other lawyers in this case? 
o How did you get them? 
o What is your lawyer's job? 
o What is the purpose of the judge? 
o What does the jury do? 
o What does the prosecutor do? 
o Since arrest, have you spent time in jail? How long? 
o Have you been questioned by the police? When? Where? 

Did they tell you what rights you have in this case? 
o What are the charges against you? 
o What do they mean to you? 
o Why were they made against you? 
o When is your trial going to take place? 
o In which court? 
o Can the judge or prosecutor make you take the witness 

stand in court and make you answer questions? 
o Since your arrest have you gone before any court or court 

official? When? Where? What was reason? Who was the 
court official? What was decided? Did you have a 
lawyer? How did you get him or her? 

o What is the difference between guilty and not guilty? 
o If you are found guilty, what are the possible sentences? 
o What do you think will happen? Why? 
o What is a suspended sentence? 
o What is probation? 

c) Can the person assist his or her attorney in the defense? 

o What is your plea at this time? 
o What alibi or defense do you think you have at this time? 
o Does your lawyer agree with this? 
o Why are you going to use this alibi/defense? 
o Have you and your lawyer discussed any other defense you 

might use? Why not using? 
o What does incompetent to stand trial mean to you? 
o Do you think there is any reason why you should be found 

incompetent to stand trial? 
o Would you want to be found incompetent? Why? 
o Will there be any witnesses against you? 
o Do you think you know what they might say? 
o If one of them lies or makes a mistake, what would you do? 
o Will there be any witnesses for you? 
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o What have you done to contact them to make sure they'll be 
at your trial? 

o Has your lawyer been helpful in letting you know about 
your rights (and other things to do) in. this case? 

o Has there been anything you thought your lawyer could do 
to help your case that you have been reluctant to ask him 
to do? 

o Are you able to work with your lawyer? 
o Have you ever testified before? Describe. 
o Do you think you will have to testify at your trial? 
o How do you feel about testifying? 
o What will you do if you are asked a question you don't 

want to answer? 

Sanity. The examiner in the evaluation of a defendant's sanity at 
the time of the alleged act utilizes all available sources of 

' information, including reports of police and witnesses; records of past 
mental health care involvement; information acquired from family members 
and significant others; and, in some cases, autopsy reports. The 
defendant's own account of the circumstances of the alleged crime is the 
central focus. 

Most sanity examinations require two or more clinical interviews. 
The initial session typically consists of a preliminary assessment of 
mental state at the time of the alleged offense, building of rapport, and 
gathering of some background information tracing the history that may 
have led up to the alleged offense. Psychological and psychiatric 
testing, typically including the MMPI, TAT, Rorschach and the WAIS, 
follow subsequent sessions. The examiner requests that a social history 
be prepared in most cases; less frequently, a neurological examination is 
requested by the examiner. 

Drug Dependence Evaluations. The purpose of these evaluations is 
to determine whether the defendant is drug dependent: or in danger of 
becoming drug dependent, and whether or not: he or she can benefit from 
treatment. These evaluations are conducted by social workers or a "drug 
evaluator specialist," and rarely require the collaboration of 
psychologists and psychiatrists. 

Drug dependency evaluations in the Dayton Center generally follow 
the guidelines outlined below. 

The defendant's general psychological history should include 
assessment of early family environment, parental relationships, 
and educational experience. Scholastic and disciplinary problems 
should be reviewed in detail. Military service should also be 
noted, with emphasis on any time spent in Vietnam or other foreign 
countries. 

The patient's past legal difficulties should be reviewed, with 
particular attention to drug~related offenses. Confinements to 
both juvenile and adult correctional facilities should be 
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explored. A careful history of alcohol use is important because 
of the close relationship between alcohol and drug abuse. An 
understanding of the instant offense is helpful to determine if it 
resulted from the defendant's need to support a drug habit. 

A detailed chronological history of drug use will reveal any 
significant patterns. This should include defendant's age at 
first usage, specific drugs taken, method for obtaining drugs, and 
the effects upon the defendant. Periods of addiction should be 
delineated. Whether the drugs were taken orally, intramuscularly, 
or intravenously, is also important. Other questions to be 
answered are: How did the defendant support his habit? What 
treatment facilities or methods have been utilized? How long did 
the defendant stay in treatment? If a program was not successful, 
why did it fail? 

Most persons will be "off drugs" at the time of the evaluation. 
It is useful to learn when their most recent drug use was 
terminated and whether there were withdrawal symptoms. 
Examination for tracks (needle scars) should be made in each 
case. This may help to corroborate the defendant's story. The 
absence of tracks, however, is not conclusive. 

An attempt should be made to assess the defendant's current 
motivation for treatment and rehabilitation, as well as his 
preoccupation with drugs. The realism of the defendant's plans 
for a life without drugs should be evaluated. 

The psychological/psychiatric evaluation should include a detailed 
mental status examination. Areas to be covered include assessment 
of intelligence and personality, and evidence of psychotic 
symptoms. An assessment of dependency, impulsivity, anti~social 
behavior, and immaturity is also relevant. (Association of Ohio 
Forensic Psychiatric Centers, Note 9, pp. 27-29) 

Mitigating Circumstances and Other Presentence Evaluations. These 
evaluations assist the court in fashioning a disposition in a case by 
providing insight into the motives and other conditions that may have 
contributed to the criminal conduct of the defendant. The evaluation 
results may be useful in deciding among alternative conditions of 
probation. The court may decide on the basis of the content of an 
evaluation report that psychological intervention is a more promising 
rehabilitation plan than incarceration. Such disposition is particularly 
frequent in cases where the defendant is found to be mentally retarded. 
These evaluations may also assist probation or parole officers in 
deciding treatment plans as part of conditions of parole or probation. 

The conduct of these evaluations differs little from that of the 
previously described evaluations. The major differences are the 
assignment of non~certified examiners, the referral questions posed, the 
focus of the examiner on factors that might bear directly on the 
"mitigation of the penalty" imposed (i.e., mental retardation, organic 
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brain disease, and other mental illness), and the emphasis on 
recommendations for possible alternatives to incarcerations. 

Provision and Use of Evaluation Information 

Case information acquired in Dayton Center Evaluations is conveyed 
to referral agents by means of court testimony by examiners, informal 
communications with the referral agent(s), and written reports. The 
latter are the virtual raison d'etre of the evaluation process. 
Examiners rarely testify in court, and do so only in cases where written 
reports are insufficient or legal tactics dictate such testimony. 

Informal communication between referral agents and Dayton Center 
· staff is frequent and is an important aspect of the provision and use of 
evaluation information. Such communication may occur before the 
appearance of the defendant at the Dayton Center, perhaps initiated by an 
examiner seeking clarification or more information; during the conduct of 
a lengthy examination of insanity, initiated for example by an impatient 
defense attorney; or after the completion of an examination but before 
the preparation of a formal report. 

Written Reports 

Reports prepared by the Dayton Center typically begin with a 
citation of the Ohio Revised Code authorizing the evaluation and a 
statement of charges against the defendant. General guidelines are 
suggested by the Association of Ohio Forensic Psychiatric Center 
Directors (Note 9): 

0 

0 

0 

0 

0 

0 

0 

Give the length of time spent with client (this information 
may prove to be valuable for program monitoring and evaluation 
at some future time). 

State the factors adversely affecting the evaluation (e.g., 
lack of privacy, interruption, etc.). 

Describe how the purpose of evaluation and the limits of the 
evaluation's confidentiality were explained to the defendant. 

Limit the report's content to information directly relevant to 
the requested legal question necessary to substantiate 
conclusions and recommendations. 

Subdivide report---client's account of the crime, mental health 
history, and family history. 

Avoid technical mental health terms and/or jargon. 

Use objective statements instead of subjective or 
interpretative statements (e.g., "client stated he consumed 
'no' alcohol" instead of "client denied using alcohol"). 
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o It is important to include data which support the conclusion 
of the report. It is also vital to explain the reasoning 
behind the conclusion. This explanation is the single most 
important difference between the legal report and an ordinary 
mental health report (Note 9, p. 31, emphasis added). 

Competency Evaluation Reports. Memoranda distributed to Dayton 
Center staff, and supported by statements made by staff during 
interviews, indicate the content of competency evaluation reports as 
outlined in this subsection, as well as the content of other types of 
evaluation reports described in subsequent sections. 

Identifying Information 

Name of person examined 
Date of birth 
Court case number 

Opening statement 

Ohio Revised Code number specifying type of evaluation 
Date of interview 
Place of interview 
Length of interview 
Information that was reviewed 
Current charges 

Background Information 

Physical health 
Marital status 
Family relationship 
Work history 
Present or past mental health and/or mental retardation 

treatment 
Present or past use of psychotropic medications 

Mental Status (Present) 

Appearance 
Orientation 
Memory 
Perceptions 
Mood 
Thought 
Intellectual Capacity 

Knowledge of the Legal Proceedings 

Understanding of the charges 
Understanding of the trial process 
Extent to which he or she can counsel with defense 
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Summary 

Summary of the information concerning the person's mental 
condition and its effect upon understanding the proceedings or 
assisting attorney in defense, including the extent of mental 
illness and/or mental retardation which would interfere with 
the above. 

Clear statement as to whether or not the person is so affected 
by a mental condition that he or she is not capable of 
understanding the nature of the proceedings or participating 
in the defense. 

If the person is incompetent, statement of opinion as to 
whether or not the individual is mentally ill or mentally 
retarded, whether or not the individual may be restored to 
competency within one year, whether or not there is a risk 
that the individual might physically harm himself or others, 
and recommendations as to the appropriate treatment. 

Sanity Evaluation Reports. Identifying information, content of 
the opening statement, and background information in sanity evaluation 
reports (except for statement of past criminal conduct) are similar to 
competency evaluation reports. Categories regarding mental status are 
also the same; in sanity reports, however, the orientation is toward the 
time the act was committed, not present mental status. Summary 
statements include findings, opinions, and facts supporting the opinion. 
If the defendant is found to be not sane, reports show a connection 
between the defendant's mental condition and behavior at the time of the 
crime. 

Presentence Evaluation Reports. Presentence evaluation reports 
emphasize the defendant's current social functioning, information that 
may assist the judge in fashioning an appropriate disposition of the case 
and suggest specific management or treatment to the probation officer. 

Identifying Information 

Name of person examined 
Date of birth 
Court case number 

Opening Statement to Include 

Ohio Revised Code number specifying type of evaluation 
Date of interview 
Place of interview 
Length of interview 
Offense for which individual was convicted 

285 



Background Information 

Physical health 
Marital status 
Family relationship 
Work history 
Present or past mental health and/or mental retardation 

treatment 
Present or past use of psychotropic medications 
Prior offenses 

Current Social Functioning 

Appearance 
Marital 
Family 
Occupational 
Pattern of use of alcohol 
Pattern of use of prescribed and non~prescribed drugs 
Motivation for changing behavior 

Summary 

Summary of findings as they relate to the person's mental 
condition and need for treatment. Recommendation for possible 
treatment and suitable alternatives for the offender, 
considering the individual, special problems, support system, 
and possible problems that may occur if not placed on 
probation. Suggestions of how the probation officer may 
manage and assist the offender in following through on needed 
treatments. 

Drug Dependency Evaluation Reports. Except for a statement of 
defendant's military record and any drug use in the service, the 
identifying information, opening statement, and background information in 
these reports follow the basic format of the aforementioned reports. The 
remainder of this type of report, emphasizing the referral issue, 
contains the following: 

Drug History 

Age of first use 
Types of drugs abused 
Frequency of use 
Precipitating factors in drug use 
Individual 1 s view of drug use 
History of alcohol abuse 
Overdoses 
Withdrawal syndrome 
Date of last use and drugs abused 
Prior treatment and success/failure of treatment 
Amount of money spent on drugs 
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Verification of drug use from criminal record, treatment 
agency or significant others 

How individual supported drug use 
Prior offenses 
Relationship of criminality to drug abuse 
Presence of tracks 
Intoxication at time of interview 

Clinical Observations 

Mental status 
Motivation'for treatment 
Appropriate distress 
History of behavioral stability 
Precipitating factors 
Sincere request for treatment 
Personality factors 
Interpretation of psychological testing 

Summary 

Summary of whether individual is physically or 
psychologically drug dependent or in danger of becoming 
drug dependent 

Primary drug abuse 
Recommendion for treatment setting, considering needs of 

individual, particularly the need for structure and the 
possible outcome of treatment 

Presentence, Mitigating Circumstances Evaluation Report. The 
format and general content of these reports combine the features of the 
pretrial and presentence reports insofar as motives and conditions at the 
time of the crime, present mental condition, and amenability to treatment 
are addressed. 

Identifying Information 

Name of person being examined 
Date of birth 
Court case number 

Opening Statement to Include 

Ohio Revised Code Number Specifying Type of Evaluation 
Date of interview 
Charge of which convicted 
Place of interview 
Length of interview 
Information reviewed 
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Background Information 

Physical health 
Marital status 
Family relationship 
Work history 
Present or past mental health and/or mental retardation 

treatment 
Present or past use of psychotropic medications 
Prior criminal record 

Mental Status 

Appearance 
Orientation 
Memory 
Mood 
Perceptions 
Thought 
Intellectual Capacity 
Mental status at the time of the alleged offense 

Summary and Opinion 

Dissemination of Reports 

Written reportsp with a transmittal letter from the Director of 
the Dayton Center, are submitted to the referral agency within 30 days 
from the date of the referral. The reports are forwarded only to the 
Court or Probation Department that referred the client, or to other court 
off icials....-prosecution and defense attorneys.-.-when designated by the 
referring court. The court may, at its discretion, distribute the report 
but bears the responsibility for that distribution. No other agency 
receives records from the Dayton Center ...... except in emergency 
situations.-..-without a signed release of information from the client or 
guardian. 

Diagnoses and Recommendations 

The Center seldom makes use of diagnoses in terms suggested in the 
American Psychiatric Association's Diagnostic and Statistical Manual (DSM 
III). Nine out of ten evaluation reports make specific practical 
recommendations, including appropriate disposition, to the referral agent 
(see Program for the Study of Crime and Delinquency, Note 2, p. 29). 

Program Monitoring, Quality Control, and Program Evaluation 

Program evaluation of the Dayton Center, overall quality control 
and program monitoring is involved in three forms of activities: (1) 
management, routine administrative monitoring, and informal feedback to 
staff; (2) routine statistical reporting; and (3) special studies. 
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Management, Monitoring and Staff Feedback 

Considerable direction and guidance for the overall operation of 
the Dayton Center is provided by administrative and operational 
standards. Administrative standards in such areas as the structure and 
design of community forensic centers, procedural aspects of mental health 
evaluations, and the appropriate stance of the Center with regard to its 
referral agencies have been established as an administrative rule (see 
Division of Forensic Psychiatry, Note 10) for implementing the 
requirements for Ohio's community forensic psychiatric centers. 
Procedural standards for the evaluation process of the Dayton Center are 
documented in a series of "procedural memoranda" to Dayton Center staff, 
and a procedural manual developed by the Association of Ohio Forensic 
Psychiatric Center Directors (see Note 9). 

Procedural memoranda have been prepared in the areas of 
competency, not guilty by reason of insanity, presentence evaluation, 
factors involved in probation, definitions of terms such as "repeat 
offender" and "dangerous offender," conditional probation for drug 
treatment, treatment in lieu of conviction, mitigating circumstances, 
case and program consultation, advisability of treatment, and a number of 
treatment~related areas such as aftercare, the probate court, jail 
counseling, the outpatient treatment program, the Adult Parole Authority, 
and the Adult Probation Department. The procedural memoranda are 
typically no more than several pages in length, and discuss the purpose 
of the particular evaluation and treatment, who may order such services, 
and the reporting requirements. A Manual of the Ohio Forensic 
Psychiatric Centers (Note 9), developed by the association of Ohio 
Forensic Psychiatric Center Directors, is a 76~page document describing 
the historical development of forensic centers in Ohio, the goals of the 
centers, the court structure in Ohio, statutory referrals, guidelines for 
report writing, and other supplementary information. 

The Ohio certification program, established by the Division of 
Forensic Psychiatry, set the minimum standards for the operation of 
Ohio's community forensic centers (see Appendix C, "Application for 
Certification). The certification process is established in 
administrative rule promulgated under the authority of the Ohio Revised 
Code. This rule (see Division of Forensic Psychiatry, Note 10) 
establishes policies regulating eligibility, allocation methods, payment 
schedules, accounting standards, financial report formats, and other 
accountability requirements for state funding to community agencies 
providing forensic mental health services to the courts of common pleas. 
This administrative rule defines certification as the approval given by 
the Division of Forensic Psychiatry to any agency meeting the criteria 
determined by the Division in order that that agency may provide the 
required forensic mental health services. "Forensic psychiatry services" 
are psychiatric and psychological evaluations, ordered by a common pleas 
criminal court, of either a defendant's present mental competence to 
stand trial or his sanity at the time of the offense. Other services, 
such as other types of evaluations, some outpatient mental health 
treatment, and emergency mental health intervention services to detention 
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centers, are also included in this definition of forensic psychiatry 
services and may be included if time and resources perm.it. Certification 
standards state that: 

(a) A certified community forensic psychiatric center must be 
clearly identifiable as being either free-standing or a 
specifically designated subsection of a larger mental health 
facility. 

(b) Services provided by a center must include at a minimum 
written evaluations by a qualified mental health professional 
for pretrial, presentence, and post~sentence clients referred 
by the court of common pleas, its probation department, and 
adult parole authority in the designated geographic area. 

(c) Optimally, the community forensic centers should also provide 
services including treatment, diagnostic services to other 
court systems, training and liaison to both mental health and 
criminal justice agencies, research in forensic psychiatry 
issues, and public inf orm.ation. 

(d) Staffing for community forensic psychiatric centers must 
include at least one full-time qualified mental health 
professional in an administrative and/or supervisory position; 
representation on staff of at least one qualified mental 
health professional; in accordance with the law, performance 
by a qualified mental health professional of all evaluations 
ordered by common pleas courts; performance of, or supervision 
and individual review by, a qualified mental health 
professional of all other evaluations. 

(e) Each community forensic psychiatric center must perform and 
document at least 50 completed cases per year from adult 
criminal courts or probation or parole departments. Requests 
for evaluations from comm.on pleas courts should take 
precedence in evaluation and reporting. 

(f) Each community forensic center must prepare periodic reports. 

Routine Statistical Reporting 

In compliance with the rules and policies of the Ohio Department 
of Mental Health and Mental Retardation, Division of Forensic Psychiatry, 
the Dayton Center reports monthly statistics to the Bureau of Statistics 
on the following forms: 

(a) Monthly Statistical Summary Report, Community Mental Health 
Facility; 

(b) Forensic Psychiatry Admission Report (see Appendix D); and, 

(c) Forensic Psychiatry Termination Report (see Appendix E). 
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Also, on a biennial basis, the Dayton Center reports routine 
statistics and responses relevant to certification standards on an 
application for certification (Appendix C). 

The level of compliance with the administrative and operational 
standards set in the administrative rule, as well as the overall 
compliance with and reliance by the staff on the procedural memoranda, 
has not been formally assessed by the Dayton Center. 

Special Studies 

The only completed inquiry that may be described as "program 
evaluation" of the Dayton Center was conducted in 1974 as part of an 
evaluation research project conducted by Ohio State University Program 
for the Study of Crime and Deliquency. The purposes, methods, and 
results of this evaluation research project are documented in detail in a 
series of eight monographs (see Notes 1~8) and one book (Beran and 
Toomey, 1979). 

One of the monographs prepared by the Ohio State group, entitled 
"An Evaluation of the Dayton Center for Forensic Psychiatry: An 
Experiment in Community~Based Services" (Note 2), presents the results of 
the Dayton Center evaluation. The stated purpose of the evaluation was 
to gather basic information on clients served at the Center along the 
following dimensions: demographic characteristics (sex, age, race, 
education, occupation, marital status, past criminal record, etc.); 
status within the criminal justice system (current charge, court status, 
prior juvenile and adult record); history of involvement in the mental 
health system; referral source and reason for referral; processing within 
the Dayton Center (type of evaluation~ psychometric testing, psychiatric 
interviews, social case history); evaluation and recommendations of the 
center; and, court disposition. Data were gathered from files for 301 
clients referred since the opening of the center, in October of 1972, 
whose cases were no longer active by June 15, 1974. For comparative 
purposes, similar data were gathered on a sample of first admission 
referrals to Lima State Hospital, a maximum security facility located in 
Lima, Ohio, from the same counties served by the Dayton Center from 
January 1, 1971, through June 30, 1974. Data were also gathered by means 
of extensive participant observation, interviews, and questionnaires 
administered to center staff, judges, and probation and parole officers. 
Although not explicitly stated, the aim of the evaluation was to compare 
and contrast the process and outcome of screening and evaluation 
conducted by Lima State Hospital and the Dayton Center. 

Although the 1974 evaluation of the Dayton Center conducted by the 
Ohio State University Program for the Study of Crime and Delinquency may 
be flawed by some procedural problems (e.g., the evaluation may have been 
conducted by individuals who set out to prove that Lima State Hospital 
was inferior to the Dayton Center in its delivery of forensic mental 
health centers), it describes valuable measures, some of considerable 
comparative value for use in program evaluation strategies. The 
following is a partial listing of process and outcome measures utilized 
in the Ohio State evaluation of the Dayton Center: 
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o Perceptions of working relations among participants (judges, 
probation officers, Dayton Center staff, etc.) in the system. 

o Perceptions of Dayton Center influence on criminal justice 
decisionmaking. 

o Demographic characteristics of the Dayton Center sample, 
including sex, age, race, marital status, occupation, and 
education. 

o Prior criminal record of defendants. 

o Number of years incarcerated. 

o Convictions by offense type and "currentness." 

o History of mental health institutionalizations of clients, 
including civil residency and criminal residency. 

o Reason for referral. 

o Current court status of referred cases. 

o Current offense. 

o Type of psychometric testing conducted. 

o Mean evaluation time in hours. 

o Mean evalution time in hours for various types of evaluations. 

o Types of diagnoses. 

o Positive/negative evaluation results according to type of 
evaluation. 

o Agreement between recommendations and court decisions 
according to type of evaluation. 

o Recommendations according to type of evaluation. 

o Type of court disposition. 

o Mean number of days between referral and admission, admission 
and report, and report and disposition. 

o Current offense according to age of defendant. 

o Current offense according to race. 

o Reason for referral according to current offense. 
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0 Reason for referral according to criminal record •. 

o Current offense according to treatment received. 

0 Recommendation according to court decision. 

0 Professional staff time and costs in evaluation and treatment. 

0 Evaluation and treatment costs per day. 

0 Costs according to evaluation type. 

THE SAN MATEO COUNTY (CALIFORNIA) MENTAL HEALTH COURTS AND CORRECTIONS 
UNIT 

The Courts and Corrections Unit was established in 1961 as a 
criminal justice consultation service of the San Mateo County Mental 
Health Services Division. The Unit's offices originally were located in 
the adult probation department in Redwood City (the seat of the county 
government), seven miles from the city of San Mateo, where the other 

·county mental health services had offices. The Unit still is located in 
Redwood City; however, it has moved into private offices apart from any 
particular department of the courts or corrections. 

During most of its first decade of operation, the Courts and 
Corrections Unit's primary function was to provide "consultation" 
services for judges, probation officers, the sheriff's staff, and the 
District Attorney. The major services were as follows: 

0 

0 

evaluation of offenders or alleged offenders for 
recOtllm.endations concerning their disposition or management; 

consultation to the courts or corrections personnel regarding 
particular cases without the benefit direct contact with the 
offender or alleged offender involved; 

o consultation with agency personnel regarding aspects of an 
agency's work not necessarily related to a particular case; and 

o training for personnel of courts and corrections agencies 
having contact with offenders or alleged offenders. 

One particularly interesting example of consultation was that provided to 
the county sheriff's department during the Republican National Convention 
in 1964. Anticipating friction between the forces supporting Senator 
Goldwater and a number of vigorous civil rights proponents, the sheriff 
arranged for a psychiatrist from the Courts and Corrections Unit to 
address a meeting of law enforcement personnel assigned to the 
convention. Arrangements also were made for the psychiatrist to attend 
the convention and be available for emergency consultation with the 
sheriff and his deputies. The psychiatrist's opinion was solicited with 
regard to a number of matters during the course of the convention. 
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During an especially volatile confrontation between police and 
demonstrators, the sheriff considered ordering the arrest of a number of 
demonstrators in an effort to dispel their defiance and mollify angry 
police officers as well. Before ordering the arrests, however, the 
sheriff called upon the consulting psychiatrist to review with him the 
issues relevant to the decision; as it transpired, no arrests were made. 

Since the early 1970s, the primary mandate of the Courts and 
Corrections Unit has shifted from consultation to direct clinical service 
for jail inmates. The present director of the Unit suggests that this 
shift is a result of a number of factors, including a reduction in 
funding for the Unit and a broad movement to deinstitutionalize the 
mentally disordered: "The idea is that if everything else goes, we must 
continue to care for the acutely mentally ill; and with the 
deinstitutionalization movement, many people who previously would have 
been hospitalized now are in jail," he stated in an interview. 

At this writing the Courts and Corrections Unit provides the 
following services: 

o clinical services for inmates of the San Mateo County jail; 

o court-requested evaluations to assess competency to stand 
trial and suitability for pretrial release; 

o coordination of the "1229 program" in the county (a program, 
named after a California Assembly Bill, determining the proper 
locus and plan of treatment for mentally disordered sex 
offenders and client-offenders found incompetent to stand 
trial or not guilty by reason of insanity); and 

o consultation services for staff of the county's probation 
department o 

The Unitvs staff consists of four full-time Ph.D. psychologists, 
one half~time psychiatrist, and two clerical staff. One psychologist is 
responsible for coordination of the 1229 program and probation 
consultation, and the rest of the staff provides jail clinical services 
and court~requested evaluations. 

San Mateo County has a population of approximately 600,000. Its 
jail has an average daily population of 200. 

Process Flow 

The flow of cases into, through, and out of the Courts and 
Corrections Unit is illustrated in Figures 32~35. 

Jail Services 

Figure 32 indicates the manner in which jail inmates, believed to 
be in need of mental health services, are referred to and processed by 
the Courts and Corrections Unit. 
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When a person is arrested in San Mateo County, he is transported 
to the San Mateo County jail, where he is formally charged with a 
particular crime(s), "booked," and may be held pending arraignment. As 
part of the booking procedure, a police officer asks the person 
(hereinafter, the inmate) whether or not he or she has recently seen a 
physician or is taking medication. If the arresting or booking officer 
suspects that the inmate may be mentally or emotionally disordered, he 
may request a jail nurse to refer the inmate to the Courts and 
Corrections Unit. Further, if at any time during an inmate's period of 
incarceration a jail nurse has reason to believe that the inmate may 
require mental health services, the nurse may refer the inmate to the 
Unit. 

The nurse makes the referral by a telephone call to the Unit's 
clerical staff. The clerical person obtains certain information from the 
nurse and assigns the case to the psychologist on call (the "officer of 
the day"). (One psychologist serves as officer of the day each day and 
is responsible for all cases referred that day.) The clerical person 
then telephones Chope Hospital (an area state hospital with a ward 
designed for corrections detainees) and the county probation department 
to determine whether other information is available on the inmate. 

The psychologist ordinarily reports to the jail immediately. If 
the nurse indicates that the inmate is temporarily "angry," the visit may 
be delayed to allow time for the inmate to calm down. Upon arriving at 
the jail, the psychologist reviews the booking sheet, the medical chart 
(containing medical information obtained during booking), and the jail 
referral sheet (indicating the reasons for the referral) and speaks with 
jail personnel who have observed the inmate's behavior. The psychologist 
then conducts a clinical interview of the inmate. If the psychologist 
believes the inmate requires immediate hospitalization, he may order the 
inmate committed to Chope Hospital for up to 72 hours. If the 
psychologist believes neurological testing is needed, he may refer the 
inmate to Chope Hospital for an outpatient electroencephalogram. If the 
psychologist believes the inmate requires medication or other medical 
attention, he may arrange for the Courts and Corrections Unit's 
psychiatrist to examine the inmate. After his examination, the 
psychiatrist may make a consultation note on the inmate's medical chart 
recommending that the inmate receive medication. (Except in an emergency 
situation to prevent injury to the inmate, medication may not be 
administered involuntarily.) 

Upon completion of his assessment of an inmate, the psychologist 
makes a consultation note on the medical chart (specifying a "treatment 
plan," if indicated) and prepares an "intake report." If the inmate is 
in need of treatment, copies of the intake report are sent to the jail 
medical staff and to Chope Hospital, which maintains records for the 
County Mental Health Services Division. If the inmate requires further 
attention, the psychologist may arrange for a follow~up visit. 
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Court-Requested Evaluations 

Figure 33 indicates the manner in which the Court and Corrections 
Unit receives and processes court referrals for evaluation. 

Only occasionally, a judge of the San Mateo County Municipal Court 
(or his clerk) will telephone the Unit and request that a particular 
defendant be evaluated. The staff person receiving the call obtains 
certain information from the judge or his clerk and arranges for 
assignment of the case to a staff psychologist (ordinarily the officer of 
the day). A clerical staff person telephones Chope Hospital and the 
county probation department to determine whether other information is 
available on the defendant. If the person is on pre~ or post-trial 
release, the psychologist assigned to the case telephones the defense 
attorney to arrange for an interview appointment for the defendant at the 
Unit's offices. 

The psychologist conducts a clinical interview (in the Unit's 
offices or in the jail) and reports his findings to the court. If the 
defendant is in jail, the psychologist also may provide certain 
"clinical" services, as described in section 3.1.1, above (i.e., 
hospitalization, referral for neurological testing or medical attention, 
treatment suggestions, and follow-up visits). The court may use the 
information provided by the psychologist in determining questions of 
pretrial release or deciding whether to transfer the case to the superior 
court for determination of the competency question. 

The "1229" Program Coordination 

In 1975, the California legislature passed Assembly Bill 1229, 
which amended sections of the Penal Code and the Welfare and Institutions 
Code to provide for a number of alternative mental health treatment modes 
(and enabling procedures) for persons found not guilty by reason of 
insanity, defendants found incompetent to stand trial, and mentally 
disordered sex offenders. The Courts and Corrections Unit evaluates each 
offender or alleged offender subject to.the 1229 program in San Mateo 
County, recommends placement and a plan of treatment, and coordinates the 
treatment process. Figure 34 indicates the manner in which cases subject 
to the 1229 program are ref erred to and processed by the Courts and 
Corrections Unit. 

Upon a verdict of not guilty by reason of insanity, a finding of 
incompetency to stand trial, or a sex offense conviction followed by a 
finding that the offender is a "mentally disordered sex off ender" who 
would benefit by treatment, the San Mateo County Superior Court may order 
the off ender or alleged offender evaluated by the Courts and Corrections 
Unit. The evaluation is mandatory for defendants found incompetent to 
stand trial. Offenders acquitted by reason of insanity may be found by 
the court to have recovered their sanity and thus not require evaluation 
by the Courts and Corrections Unit. (The Unit's evaluation does not 
address the question of recovered sanity.) With regard to mentally 
disordered sex offenders, the court in its discretion may either order an 
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evaluation or dispose of the case in some other manner, but it may not 
order mental health treatment without first requiring an evaluation by 
the Courts and Corrections Unit. A Superior Court probation clerk 
telephones the referral to one of the Unit's clerical staff, who obtains 
certain information from the probation clerk and assigns the case to the 
Unit's psychologist responsible for coordinating the 1229 program. The 
probation clerk follows up the telephone call with a mailing of copies of 
the court order, the police report, any available probation reports, and 
psychiatrists' reports already prepared relative to examinations to 
assess criminal responsibility, competency to stand trial, or mentally 
disordered sex offender status. 

If the client-off ender is on pre- or post-trial release, the 
psychologist telephones the defense attorney to arrange an interview 
appointment at the Unit's offices. Unless a continuance is obtained, 
within 15 days of the order directing the evaluation the psychologist 
conducts a clinical interview with the client-offender (either in the 
Unit's office, in the jail, or at Chope Hospital if he is hospitalized) 
and submits a report to the court recommending placement and a plan of 
treatment. The court conducts a hearing to determine these issues. 
Except for persons charged with or convicted of certain specified violent 
crimes (who by law must be confined in a mental health facility for a 
minimum of 90 days before being released for outpatient treatment), 
client-offenders acquitted by reason of insanity, found incompetent to 
stand trial, or found to be mentally disordered sex offenders may be 
placed in outpatient treatment programs or may be confined in state or 
private hospitals. 

Periodic reports are prepared by the agencies responsible for 
treatment pursuant to the 1229 program, and the Courts and Corrections 
Unit is responsible for ensuring that these reports are submitted to the 
court in a timely fashion. The Unit also may arrange for the transfer of 
a client-offender from in-patient to out-patient treatment status, based 
on information supplied by staff of the in-patient facility; however, the 
Unit ordinarily does not become involved in screening or evaluation of 
the client-offender after the initial placement and treatment plan 
assessmento 

Persons acquitted by reason of insanity are released from 
treatment upon restoration of sanity and must be released from 
involuntary in-patient status before the expiration of the maximum period 
for which they could have been imprisoned if convicted. 

Defendants found incompetent to stand trial typically are returned 
to court for trial upon restoration of competency. If at the end of a 
90-day period of treatment the defendant has not recovered his competency 
but there is a substantial likelihood that competency will be restored in 
the foreseeable future, he will remain in treatment. If at the end of 
the 90-day period or at any subsequent time it is determined that there 
is no substantial likelihood of restoration of competency in the 
foreseeable future, the criminal charges usually are dismissed and civil 
commitment proceedings are initiated; if it appears to the court that the 
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defendant is "gravely disabled," conservatorship proceedings are 
initiated. The defendant must be released from treatment designed to 
restore competency before the expiration of the maximum period for which 
he could have been imprisoned had he been convicted. 

Mentally disordered sex offenders remain in treatment for an 
indefinite period up to the maximum period of imprisonment provided by 
law for the offense. Upon a finding that the offender no longer is 
benefiting by treatment, he is returned to court for sentencing. 
Offenders determined no longer to be a danger to the health and safety of 
others may be placed on probation if probation otherwise is appropriate. 
The time an offender spends in treatment is credited to any sentence 
imposed. 

Probation Consultation 

The San Mateo County Probation Department serves the county's 
Superior Court and its Municipal Court. The Department regularly calls 
upon the Courts and Corrections Unit to conduct evaluations of persons on 
or being considered for probation. Figure 35 indicates the manner in 
which probation cases are referred to and processed by the Courts and 
Corrections Unit. 

Prior to sentencing in all Superior Court and some Municipal Court 
cases, judges order the Probation Department to conduct presentence 
investigations of offenders. Probation officers often refer offenders to 
the Unit for mental health needs assessments and incorporate the 
information provided into presentence reports. Probation officers also 
occasionally refer offenders already on probation for evaluations to 
assess changes in treatment needs. 

The probation officer assigned to a particular case accomplishes 
the referral by means of a telephone call or a personal visit to the 
Courts and Corrections psychologist responsible for probation consulta~ 
tion. (The psychologist maintains an office in the Probation Department 
suite in addition to his office in the Courts and Corrections Unit 
suite.) The psychologist obtains certain information from the probation 
officer and reviews the Probation Department's files on the case. If the 
offender is in jail, the psychologist conducts a clinical interview with 
the offender in the jail. If the offender is on presentence release or. 
is on probation, the probation officer instructs the offender to 
telephone the psychologist to schedule an appointment in the 
psychologist's office. 

Upon completion of the interview, the psychologist prepares a 
report summarizing his findings and submits it to the probation officer. 
If the probation file indicates that the court specifically requested a 
mental health evaluation as part of a presentence investigation, the 
psychologist ordinarily sends a copy of the report to the court. 

The probation officer uses the presentence evaluation report in 
constructing a presentence report for the court. The court uses the 
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presentence report in determining an appropriate sentence for the 
offender. Evaluation reports for offenders on supervised probation are 
used by probation officers to develop or alter treatment plans for 
probationers. 

Delineation of Mental Health Information Requirements 

The Referral Source 

The Unit receives referrals from the San Mateo County jail and 
from judges and probation officers of the San Mateo County Municipal and 
Superior Courts. The Municipal Court's criminal jurisdiction extends to 
all misdemeanors and to felony preliminary hearings. The Superior Court 
has criminal jurisdiction over felonies. 

Jail Services 

Referrals of jail inmates in need of clinical services are 
initiated by the jail nursing staff on its own accord or at the request 
of the arresting or booking officer or other jail personnel. Referrals 
are made by telephone call to a clerical staff person at the Courts and 
Corrections Unit. The clerical person collects the following 
information: date and time of referral, inmate's name and birthdate, 
name of the referring party, and reason for the referral. The clerical 
person then telephones Chope Hospital to request any mental health 
records that may be available on the inmate. (A staff psychologist at 
the Courts and Corrections Unit estimates that'half of the jail inmates 
referred have records of previous treatment.) The Unit's clerical staff 
also checks the county probation department regarding the availability of 
records on the inmate, but the probation records are not sent unless the 
psychologist assigned to the case asks for them. 

Before commencing the interview at the jail, the psychologist 
reviews the booking sheet (indicating limited biographical information 
and current charges), the medical chart (indicating current medications, 
physicians recently seen, limited medical and mental health history, and 
other medical information collected during booking or otherwise), and the 
jail referral sheet (indicating the reasons for the referral). Finally, 
prior to meeting with the inmate, the psychologist usually speaks with 
jail personnel who have observed the inmate. 

Municipal Court~Requested Evaluations 

Municipal court judges may request the Courts and Corrections Unit 
to evaluate defendants, either ~ sponte or at the suggestion of the 
prosecution or the defense. The referral typically is made quite 
informally by the judge or his clerk in a telephone call to the Unit. 
According to the director of the Unit, the judge's question is usually a 
"fuzzy" one concerning the defendant's mental or emotional stability, 
treatment needs, and suitability for pretrial release. Occasionally, the 
judge will request an assessment of the defendant's competency to stand 
trial. A defendant is incompetent to stand trial if, "as a result of 
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mental disorder or developmental disability, he is unable to understand 
the nat4re of the proceedings against him and to assist counsel in the 
conduct of a defense in a rational manner" (California Penal Code, 
§1367). The competency evaluation amounts to a preliminary screening 
only, because the Municipal Court is powerless to determine the question 
of competency. (Should the Unit psychologist report that in his opinion 
the defendant is incompetent to stand trial, the ~unicipal Court judge 
transfers the case to the Superior Court for appointment of a private 
psychiatrist to assess competency.) 

The telephone referral usually is received by a clerical staff 
persons although occasionally a staff psychologist will handle the call, 
particularly if the judge is calling personally. The staff person 
handling the call collects the following information: date and time of 
the referral; defendant's name and birthdate; defendant's present 
location; name of the defendant's attorney; name of the referring judge; 
reason for the referral; particular question posed (if applicable); and 
date by which the evaluation results are required. As with jail 
referrals, a clerical person telephones Chope Hospital to arrange for 
obtaining any mental health records of the defendant on file at the 
hospital, and the probation department is checked for information it may 
have on the defendant. 

If the defendant is on pre- or post-trial release, the 
psychologist telephones the defense attorney to arrange an appointment 
with the defendant. In addition, the psychologist usually questions the 
attorney about the reasons for the referral. If the defendant is in 
jail, prior to commencing his evaluation the psychologist reviews the 
defendant's booking sheet and medical chart and may speak with jail 
personnel regarding the defendant's behavior in the jail. 

The 011229 11 Program Coordination 

California Penal Code §§1026 and 1370 and California Welfare and 
Institutions Code §6316 (all as amended by 1975 California Assembly Bill 
No. 1229), authorize evaluations by the Courts and Corrections Unit to 
assess the appropriate location and plan of treatment for persons found 
not guilty by reason of insanity or incompetent to stand trial and for 
mentally disordered sex offenders. As indicated above, Bill No. 1229 
provides for a number of treatment alternatives (and enabling procedures) 
for these classes of offenders. Except for persons charged with or 
convicted of certain specified violent crimes, who by law must be 
confined in a mental health facility for a minimum of 90 days before 
being released for outpatient treatment, offenders or alleged offenders 
acquitted by reason of insanity or found incompetent to stand trial and 
mentally disordered sex offenders may be placed in outpatient treatment 
programs or may be confined in state hospitals for the care and treatment 
of the mentally disordered or in any other appropriate public or private 
mental health facilities. Because the only evaluative function of the 
Unit with respect to the 1229 program is the evaluation conducted prior 
to placement of the client-offender for treatment, the delineation 
aspects of only that function will be discussed in this section. 
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As indicated earlier, upon a verdict of not guilty by reason of 
insanity, a finding of incompetency to stand trial, or a sex offense 
conviction followed by a finding that the off ender is a "mentally 
disordered sex offender" who would benefit by treatment, the court may 
order the client-offender evaluated by the Courts and Corrections Unit. 
A Superior Court probation clerk telephones the referral to one of the 
Unit's clerical staff, who collects the following information: date and 
time of the order and referral; client-offender's name, birthdate, legal 
status, and present location; name of the offender's attorney; name of 
the referring judge; and purpose of the evaluation (i.e., "to assess an 
appropriate locus, and plan of treatment ••• "). Evaluations must be 
conducted and reports submitted to the court within 15 days of the 
evaluation order (unless a continuance is obtained). The probation clerk 
follows up the telephone call with a mailing of copies of the court order 
(specifying essentially the same information communicated in the 
telephone call); the police report (indicating the circumstances 
resulting in arrest); any available probation reports (generally 
containing a social history of the person); and psychiatrists' reports 
relative to examinations to assess criminal responsibility, competency to 
stand trial, or mentally disordered sex offender status. Further 
information about the client-offender's mental health or legal status is 
obtained from the defense attorney during the course of arranging an 
appointment for the evaluation (if the person is on release pending 
further disposition of his case) or from jail records and personnel (if 
the person is in jail). 

Probation Consultation 

The Courts and Corrections Unit may be called upon by officers of 
the San Mateo County Probation Department to evaluate of fenders for whom 
presentence investigations have been ordered by the court or who are on 
supervised probation and show signs of requiring mental health treatment. 

The referral process is quite informal, usually consisting of a 
telephone call or a personal visit by the probation officer to the Courts 
and Corrections Unit psychologist responsible for probation 
consultation. The probation officer summarizes the progress of the 
offender's court case, describes the offender's behavior, and indicates 
what information is needed. The psychologist makes a note of the date 
and time of the referral; the offender's name, birthdate, legal status, 
and present location; and the purpose of the evaluation. Prior to 
meeting with the offender, the psychologist reviews existing reports and 
records in the offender's probation file. These may include medical and 
mental histories, family and employment background information, and, 
occasionally, mental health evaluation reports prepared prior to trial. 

Acquisition of Mental Health Information 

The primary tool used by the courts and corrections staff to 
assess the mental orientation of offenders or alleged offenders is the 
personal clinical interview. In addition, 1229 evaluations and, to a 
lesser extent, probation evaluations rely heavily on mental health or 
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social information available in previously prepared psychiatrists' 
reports and probation records. 

Courts and Corrections Unit psychologists are not bound to set 
guidelines in conducting clinical interviews. Assessments of the clinical 
needs of jail inmates focus on difficulties the inmates face in coping 
with jail life. Court-requested evaluations may focus on the defendant's 
cognitive functioning vis-a-vis the legal process (competency to stand 
trial) or his level of dangerousness in different situations (pretrial 
release risk). 1229 evaluations focus on the amenability of the 
client-offender to treatment in a community setting. Probation 
evaluations focus on the offender's treatment needs, generally. 

The psychologist typically begins the interview by explaining the 
purpose of the evaluation and attempting to establish rapport. Since he 
need not adhere to an established interview protocol, the psychologist in 
his discretion may allow the client-offender to communicate with relative 
freedom or he may conduct a tightly controlled, question-and-answer 
interview. Areas of inquiry generally include the following: 

o family history; 

o medical and mental health history (including current 
medications or complaints); 

o arrest history; 

o alcohol and drug use; and 

o life functioning (sleeping and eating habits, etc.). 

Every interview entails a mental status examination. Additionally, 
interviews to assess competency to stand trial generally include 
questioning with respect to the defendant's knowledge of the trial process 
(e.g., "what is the function of the prosecutor?" "what is the 
significance of a guilty plea?"). Psychological testing is almost never 
conducted. Interviews typically last about one hour. 

If the psychologist desires psychiatric input (typically to assess 
medication needs), he may request the Unit's clerical staff to schedule 
the client-offender for an interview appointment with the consulting 
psychiatrist. The psychiatrist's interview consists essentially of a 
mental status examination and an assessment of medication needs. The 
psychiatrist reports his findings to the psychologist primarily 
responsible for the case and, in the case of jail inmates, may make a 
consultation note on the inmate's medical chart. 

If he believes it necessary, the psychologist may refer the 
client-offender to Chope Hospital for an electroencephalogram. An 
appointment is scheduled by telephone, and the psychologist follows up 
the telephone call by mailing the hospital a copy of his preliminary 
report on the client-offender. A jail nurse arranges for the inmate to 
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be transported to the hospital by staff of the sheriff's department. 
Upon completion of testing, the hospital sends the results to the 
referring psychologist, who incorporates the information into his report. 

Provision and Use of Mental Health Information 

Jail Services 

After interviewing a jail inmate, the courts and correction 
psychologist or psychiatrist makes a consultation note on the inmate's 
medical chart. The psychologist's note indicates the reason for the 
referral, a brief opinion concerning the inmate's mental or emotional 
condition, and a treatment plan, if appropriate. The treatment plan is 
oriented toward inmate maintenance. Traditional psychotherapy is not 
available in the jail. The treatment plan may recommend: 

o placement for the inmate in the jail's "medical tank" (which 
houses patients with medical or mental health problems or 
other weaknesses that render it prudent that they be 
segregated from the general jail population); 

0 

0 

0 

0 

attendance at sessions held weekly in the jail by a 
rehabilitation counselor from the sheriff's office; 

counseling by a San Mateo County Service League volunteer 
(volunteers act as "ventilators" for inmate's frustrations and 
assist with problems with living, i.e., helping inmates 
manage their community affairs); 

periodic attention by the nursing staff (to monitor changes 
in the inmate's behavior); and 

a schedule for subsequent visits by the psychologist to 
monitor the inmate's condition. 

Psychiatrists' consultation notes present brief medical impressions and 
may contain medication recommendations for the jail medical staff. 

In addition to the consultation note, the psychologist or 
psychiatrist prepares a two- to four-page report indicating: 

o inmate's name and age; 

o nature of offense charged; 

o reason for referral; 

0 previous mental health history (only in psychologist's report); 

0 observations and impressions; 

0 clinical status; and, 

0 treatment plan. 
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The reports are sent to the jail medical staff, and a copy of the 
psychiatrist's report is delivered to the psychologist primarily 
responsible for the inmate. A copy of the psychologist's report also is 
sent to Chope Hospital for inclusion in the County Mental Health Services 
Division recordso Finally, each consultation with a particular jail 
inmate is recorded in that inmate's "patient activity record," which is 
kept in the Unit's files. 

Municipal Court-Requested Evaluations 

The results of court-requested evaluations may be reported quite 
informally over the telephone or more formally in a written report, 
depending on the formality of the request and the urgency with which the 
information is required. (Telephone reporting typically is used in 
urgent cases and in cases referred by telephone). Only the judge 
receives the psychologist's report. With regard to questions concerning 
the suitability of the defendant for pretrial release, the psychologist 
may describe the community support systems available to the defendant, 
render an opinion as to the dangerousness of the defendant in the 
community (opinion based primarily on past violence, taking into account 
whether the object of anger or violence is still in the community), and 
suggest conditions under which release might be safe. With regard to 
questions of competency to stand trial, the psychologist provides an 
opinion regarding the defendant's competency, noting whether he or she is 
able to understand the court process and cooperate with an attorney to 
conduct a rational defense. 

If the judge finds that the defendant may be incompetent to stand 
trial, the case is transferred to the Superior Court for determination of 
the competency question. (Questions of competency to stand trial must be 
resolved in Superior Court, where a private psychiatrist is appointed to 
evaluate the defendant and a competency hearing is held.) Prior to 
transferring the case, however, Municipal Court judges typically conduct 
a hearing to establish probable cause for continuing to proceed against 
the defendant. In felony cases, this hearing serves as the preliminary 
hearing for certification of the case to the Superior Court. According 
to the director of the Courts and Corrections Unit, it is the position of 
the court that to hold a defendant without a probable cause determination 
is a greater evil than to conduct this "mini-trial" (preliminary hearing) 
of a possibly incompetent defendant. 

The· "1229" Program Coordination 

Evaluations for placement of client-of fenders under the 1229 
program result in reports typically containing: 

0 a summary of the offender's legal status (including reason for 
referral); 

o an account of the offender's mental health history, if any; 
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an assessment of the offender's current mental status 
(including an opinion regarding the dangerousness of the 
offender to the community); 

a description of the offender's family and community support 
systems; and 

a recommendation concerning placement of the offender for 
treatment. 

The report is submitted to the court and copies are sent to the defense 
attorney and the prosecutor. If outpatient treatment is recommended, the 
psychologist also submits a suggested treatment plan, which ordinarily is 
signed by the of fender and the therapist proposed in the plan. Unless a 
continuance is obtained (i.e., to allow time to receive results of a 
neurological or psychiatric examination), the report is submitted within 
fifteen days after it was ordered by the court. The court uses the 
information provided in a hearing to determine the proper location and 
plan of treatment for the offender. The psychologist rarely is called to 
testify and his recommendations typically are adopted. 

Offenders convicted of certain specified violent crimes, by law, 
must be confined in a mental health facility for a minimum of ninety days 
before being eligible for release to outpatient treatment. Particularly 
dangerous or psychotic offenders usually are sent to Atascadero State 
Hospital, a maximum security facility. Defendants found incompetent to 
stand trial are also frequently sent to Atascadero to benefit from the 
hospital's highly regarded competency restoration program (which includes 
the conduct of mock trials). 

Probation Consultation 

Evaluation reports in cases referred by probation officers present 
essentially the same type of information as that found in 1229 evaluation 
reports, discussed immediately above. The overarching concerns are the 
dangerousness of the offender to the community and his treatment needs, 
generally. If the psychologist suggests local, outpatient treatment, he 
will name treatment programs and agencies that provide the type of 
services the inmate requires. Additionally, the psychologist often 
arranges an intake appointment for the offender with the program or 
agency. The psychologist's report is delivered to the probation officer 
requesting it and, if the evaluation was ordered by the court, a copy of 
the report is sent to the court. As indicated above, the probation 
officer incorporates the presentence evaluation report into his 
presentence report for the court, and the court uses this report in 
determining an appropriate sentence for the offender. Probation officers 
use evaluation reports on probationers to develop or alter treatment 
plans. 
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Feedback, Monitoring, and Evaluation 

there is no major program evaluation mechanism functioning in the 
Courts and Corrections Unit. However, a number of the Unit's activities 
serve to monitor operations and to provide a measure of quality 
assurance. 

As indicated previously, the Unit's offices are located in a small 
suite independent of any branch of courts or corrections. Because of the 
small size of the staff and the informal working environment maintained, 
staff contact is frequent and congenial. The three psychologists who 
provide clinical services for jail inmates meet weekly with a jail nurse 
and a sheriff~s deputy assigned to jail custody to discuss matters of 
case management for each inmate evaluated by the Unit during the previous 
week. The special needs of particular inmates are discussed, and plans 
for attending to these needs in the jail setting are formulated. These 
meetings enable the judgment of the psychologist primarily responsible 
for a particular case to be supplemented by those of other Unit 
professionals. In addition, the meetings serve as a forum for the 
exploration of effective methods for providing clinical and case 
management services. 

There are no policy and procedures manuals or other written 
guidelines for use by the Unit's staff. While the director of the Unit 
acknowledges the utility of such devices in the management of an operation 
such as his, he opines that the professionalism of his staff combined 
with their frequent interrelationship and shared experience results in a 
service delivery of consistent quality. 

The Courts and Corrections Unit is accountable to the San Mateo 
County Mental Services Division. Extensive information relating to the 
workload of the Unit and its staff is collected and entered into the 
county's Management Information System for Mental Health Services. The 
Unit receives monthly printouts indicating the number of hours each Unit 
professional spent performing a number of different services, including 
intake interviews, case conferences (with jail nurses, attorneys, etc.), 
individual therapy (follow-up consultation with client-offenders), and 
medical consultation. In addition, a monthly "assigned therapist roster" 
printout is received indicating this information with respect to each 
case serviced by a Unit staff member during the period. The director of 
the Unit uses this information in assessing the caseload capacity of the 
Unit and the productivity of its staff. 

In addition to the informal feedback routinely received from 
judges? prosecutors, defense attorneys, probation officers, and jail 
personnel, the director of the Unit noted that the Unit's operation had 
been the subject of evaluations and reviews on a few occasions in the 
past. The Community Services Coordinator for the County Mental Health 
Services Division recently conducted a study that included a survey of 
consumers of the Unit's services; however, no report or other information 
concerning the study was available. A research team representing the 
state of California was said recently to have been engaged in a review of 
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all mental health consultation services in the state, including the Courts 
and Corrections Unit, but again no other information was available. 
Periodically, San Mateo County publishes a "county plan" in which the 
operations and activities of the Courts and Corrections Unit are 
summarized. 

Finally, staff of the Courts and Corrections Unit on a number of 
occasions in the past have conducted studies and published papers, 
journal articles, and other writings relating, often in evaluative terms, 
to the work of the Unit. Among these are the following: 

o "A Mental Health Courts and Corrections Unit" (McDonough, 
1969), a journal article describing a survey of all users and 
potential users of the Unit's services in which the users' 
impressions of what services the unit offered are compared 
with what services the unit actually offered; 

o "The Quality Control of Comm.unity Caretakers: A Study of 
Mental Health Screening in a Sheriff's Office" (McDonough and 
Monahan, 1975), a journal article describing the results of a 
study in which applicants for law enforcement jobs were 
subjected to a psychological test battery administered by Unit 
psychologists and in which subsequent performance on the job 
was matched to test results;· 

o "The Criminalization of Mentally Disordered Behavior: 
Possible Side Effects of a New Mental Health Law" (Abramson, 
1972), a journal article in which the argument is made that a 
new law in California making the criteria for involuntary 
civil commitment more stringent was acting to divert many 
mentally ill persons into jails and prisons; and, 

o "The Psychiatrization of Criminal Behavior: A Reply" 
(Monahan, 1973), a journal article rebutting the arguments 
presented in the article noted immediately above. 

It should be noted in concluding this section that the above 
description of program evaluation efforts is not meant to be a critical 
review but rather is intended to highlight measurement points, measures, 
and variables that may prove to have future utility in constructing 
forensic program evaluation studies. 

FORENSIC UNIT OF THE BARREN RIVER MENTAL HEALTH-MENTAL RETARDATION BOARD 
(BOWLING GREEN, KENTUCKY) 

History and Overview of the Forensic Unit 

The Forensic Unit provides a wide range of mental health 
evaluation services to the local courts and jails, mainly in Bowling 
Green, Kentucky. Most activity, however, is screening defendants for 
possible incompetency to stand trial. Funding for the Forensic Unit 
ended in January 1980, and the Unit has greatly reduced its services. 
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Although written in the present tense, this report describes the program 
as it existed before 1980j and it briefly describes how funding problems 
have affected the Unit's operations. 

Bowling Green is a city of 40,000 in western Kentucky, 115 miles 
south of Louisville and 65 miles north of Nashville. It is the fifth 
largest city in Kentucky and is the market town for a large number of 
farm communities. The city is the county seat of Warren County, which 
comprises the 8th Judicial Circuit. The circuit has two courts, a 
Circuit Court (general jurisdiction) and a District Court (limited 
jurisdiction). 

Forensic mental health services for Kentucky courts are generally 
provided by the Grauman Forensic Psychiatric Unit, a state inpatient 
facility in Louisville. The Warren County courts, however, have long 
used other services. The Kentucky Department of Mental Health operated a 
forensic unit in Bowling Green from 1972 to 1974 under a Law Enforcement 
Assistance Administration (LEAA) grant, but this was closed after a 
reorganization of the Department of Mental Health. Some requests for 
psychiatric evaluations then went to the Barren River Comprehensive Care 
Center, which is an agency of the Barren River Mental Health-Mental 
Retardation Board, the local community mental health center. The Board 
in 1975 submitted a grant application to the Kentucky Crime Commission, 
the state criminal justice planning agency, requesting $130,000 for a 
forensic program in the Comprehensive Care Center. More than a year 
later, in January 1977, the Crime Commission awarded a grant, but gave 
only $60,000 for the first year. The second phase, called 
0°Community-Based Forensic Psychology' II received $49 ,000 from the Crime 
Commission; and the final phase, "Community Based Forensic Unit," with 
$40,200, ended on January 14, 1980. And that was the end of the LEAA 
funding, although the Comprehensive Care Center still performs some 
forensic services. 

Goals of the Forensic Unit 

Th.e major goals of the Unit, as given in a brief report it has 
distributed, are 

to provide diagnostic services and individual prescriptive 
case planning for juvenile and adult offenders and their 
families; 

to provide outpatient counseling, referrals to other agencies, 
and crisis intervention with criminal offenders and their 
families; and 

to provide consultation to the courts, state and federal 
parole boards and probation and parole officers, jail 
officials, and attorneys at any point during the 
judicial-penal process that will aid in formulating 
appropriate disposition of the alleged offender and working 
with his family. 
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These goals are very comprehensive. They encompass both juvenile and 
adult proceedings. (However, only the adult portion, which comprises 
the bulk of the Unit's caseload, will be described in this report.) The 
services can occur at almost any point in the criminal process, from jail 
admission to sentencing. The Unit seeks both to screen and treat 
defendants, and even seeks to treat the defendant's family. The most 
frequent Forensic Unit service, however, is the forensic evaluation for 
competency to stand trial. 

Forensic Unit Staf~ 

When the Unit was created, early in 1977, three individuals were 
hired: a psychiatrist, an MA-level psychologist, and a social worker who 
is a college graduate. All were assigned full time to the Unit. Their 
salaries were paid out of LEAA funds, while other project expenses (the 
project secretary, project evaluation, and administration) were funded by 
local match money. The psychiatrist originally hired left after six 
months. The project had trouble obtaining another psychiatrist; so the 
medical director of the Comprehensive Care Center, a psychiatrist, was 
assigned to the project, but only for 30 percent of his time. Midway 
through the project, the original psychologist was replaced with a 
Ph.D.-level psychologist, who, in turn, left when the grant terminated. 
The same social worker continued through all three years of the project. 

Organizational Setting and Court System 

The Forensic Unit is part of the Barren River Comprehensive Care 
Center, which in turn is under the Barren River Mental Health-Mental 
Retardation Board, one of fifteen community mental health organizations 
that encompass Kentucky. The Boards were created in the late 1960's 
under the impetus of substantial federal aid. The Barren River Mental 
Health-Mental Retardation Board is a private, nonprofit organization, but 
it is heavily regulated by the state government. It serves Warren County 
(Bowling Green) and nine rural counties, with a total population of about 
200,000. The comprehensive care center has two substantial buildings in 
Bowling Green and nine smaller offices with some five to ten persons in 
the other counties. The professional staff consists largely of social 
workers and psychologists; additionally, there is one full-time 
psychiatrist, who provides limited clinical services for the Board's 
Comprehensive Care Centers in Bowling Green, Franklin, Scottsville, 
Munfordville, Brownsville, and Morgantown, and one part-time 
psychiatrist, who serves the Centers in Glasgow, Edmonton, Tompkinsville, 
and Russellville. 

The Forensic Unit serves all ten counties in the service area of 
the Barren River Mental Health-Mental Retardation Board. However, its 
activity is concentrated in Bowling Green, primarily because it does not 
have enough staff to permit extensive traveling to the outlying counties. 

Since 1978, Kentucky has had only two trial courts. The District 
Court has jurisdiction over juvenile cases, probate matters, civil 
cotilmitment proceedings, civil cases involving $1,500 or less, and 
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misdemeanor cases. Misdemeanors are crimes punished by no more than 12 
months in jail and for a fine not to exceed $500. The Circuit Court is 
the major trial court, with jurisdiction over felonies and major civil 
cases. The Circuit Court refers many more cases to the Forensic Unit 
than the District Court. 

The Barren River service area includes all or parts of seven court 
circuits. Each circuit has one circuit and one district judge, except 
that the 8th Judicial Circuit in Warren County has two of each. The 
volume of criminal cases in Warren County is very high for its 
population; local residents attribute the volume to the large transient 
population resulting from two major north-south highways that pass 
through the county. 

Process Flow 

Figure 36 shows the Unit's process for court-ordered mental 
examinations. This section also summarizes the Unit's treatment programs 
for defendants and parolees. As noted previously, the procedures 
described here are those existing before the Unit curtailed its services 
in January 1980. 

The court-ordered mental examinations are examinations to assess 
both competency to stand trial and criminal responsibility at the time of 
the offense. The court routinely orders mental examinations when 
requested by defense counsel and not objected to by the prosecutor. In 
the few times when the prosecutor objects, the court holds a brief 
hearing to determine whether to order an examination. A court order is 
prepared, and the Forensic Unit's secretary schedules interviews for the 
defendant with the Unit's social worker, psychologist, and psychiatrist. 
The social worker writes a social history, interviews the defendant, and 
administers a Minnesota Multiphasic Personality Inventory (MMPI). She 
sends the report and the test results to the psychologist; he then 
interviews the defendant and conducts further tests. He also prepares a 
report, which is sent to the psychiatrist along with the social worker's 
report and all test results. After reviewing this material, the 
psychiatrist interviews the defendant and, in some cases, investigates 
the facts further by obtaining hospital reports or interviewing parents 
and others. The psychiatrist writes a report for the court, usually 
recommending that the defendant be found competent and sane. He usually 
also includes treatment recommendations, which are often used during the 
sentencing phase of the case. 

Treatment Screening 

The Forensic Unit has an important treatment aspect that is 
intertwined with the mental examination function just outlined. The 
screening for treatment, which will be described more fully in the next 
section, falls into three categories. (1) The Unit handles emergency 
referrals from the jail quickly to screen and treat inmates whom the 
jailers believe to be mentally ill. (2) Defendants examined.for 
competency are also screened for mental problems that might require 

314 

l 



- - - - ·-.------------. 
Mental 

Exumination 
Requested Uy 
l~fenscCounsel 

I 

8--t> Court 
Orders an 

Examination 

(.;.) 

I-' 
\JI 

- .. - --
Hearing 

Held 

l)>efi"'th~ 
< cOurt Order~ 
Exzminatio,._~y-v 
Forey_Unit? 

¢No 

Court Order 
Prepared, 
Interviews 
Scheduled 

Figure 36. Barren River Forensic Unit. 

Yes 

,. - .. 
No Further, 

Action 

ocial Worker 
Interview, 

MMPI Given 

' 

Social 
History 

Prepared 

-· - -
"' 

8 



CV--4 l'>ychological~< More ~I ~ Interview and o Psychologist C 
. n d , Tests Report 
\ Ben er 'lest Ntary! 

Gl.ven 

Yes 

Other Possible 
Tests; Rotter, 

PrpJective Drawii;ig. 
Peabody. WAIS, Roscharch 

i 0--t>t:chfatric 
~· 

Fur the~ Report k~ .. ~ ~I Psychiatrist 
1 Q Interview Information ° to Test mony __ . . ~ Tes ti fies 
I Needed? Court 

Yes 

Polsihle Interview I r·ychiatri• 
w With RelativeM Does Not ,_.. 

°' Police, & Jail Testify 
Mates. Possible Search. 

L____ __ ~_ I 

Fig~re36. (Continued) Barren River Forensic Unit. 



I 
I. 
I 
I 
I 
I 
I 
I 
I 

I 
'I 
I. 
I 
I, 

I 
I 

treatment by the Unit's psychiatrist or psychologist. Also, the Unit 
makes an effort to contact and treat the defendant's close relatives who 
might have mental problems, especially problems caused by the defendant's 
arrest. (3) The state and the federal parole offices refer a few 
parolees to the Unit for counseling. 

Delineation of Mental Health Information Requirements 

This section will describe the initial steps in the Unit's 
competency and sanity examination and all steps in the treatment 
screening. These two types of services involve different referral 
sources. Mental examinations are made pursuant to court order. 
Treatment screening involves inmates referred by the county jail, 
defendants undergoing mental evaluations, and parolees referred by the 
state or federal parole offices. 

Court Referrals 

The Forensic Unit receives only about 50 referrals per year for 
court-ordered forensic examination. Most referrals are from the Warren 
Circuit Court; only a few come from the nine outlying counties within the 
Unit's jurisdiction. This description, therefore, will focus on Warren 
County cases and will only mention the basic differences in procedures 
used for referrals from other counties. 

In Warren County, the source of most referrals, the question of 
incompetency to stand trial or not guilty by reason of insanity typically 
arises at the arraignment hearing. The description here will be limited 
to this process, although the issues can be raised at later stages and by 
others than defense counsel. The preliminary hearing is held soon after 
the defendant has been indicted by the grand jury, and is the first time 
the defendant appears in court. The purpose of the arraignment is to 
advise the defendant of his rights and the charge against him, to appoint 
an attorney if the defendant is indigent, and to schedule further 
proceedings in the case. Public defenders typically have a few minutes 
to talk with prospective clients just before the arraignment hearing. In 
this initial conversation, before he is appointed, the attorney sometimes 
decides that the defendant's demeanor indicates a mental problem. When 
this happens, the attorney, several minutes later at the arraignment 
hearing recommends to the judge that the defendant be given a mental 
examination. The request is made by a court form, which is filled out by 
either the attorney or the court staff. 

The request for a mental examination is routinely granted by the 
judge if the commonwealth attorney agrees. In the rare case where the 
commonwealth attorney contests the request, the judge holds a hearing to 
determine whether to order a mental examination. The Forensic Unit staff 
believe that the bulk of referrals do not present substantial issues of 
incompetency or insanity. Public defenders, in the staff's opinion, 
frequently realize that the defendant is not incompetent or insane but 
request an examination because they hope it will uncover mitigating 
circumstances useful during sentencing. 
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The judge may order an examination either in the Barren River 
Forensic Unit or in the Grauman Unit of Forensic Psychiatry in 
Louisville. The judge routinely specifies the unit recommended by the 
defense. In a few cases the commonwealth attorney disagrees with the 
defensews recommendation and a hearing is required. If the defense 
counsel does not make a recommendation, the judge generally orders the 
examination held in the local Forensic Unit. The Unit, in fact, performs 
the great majority of mental examinations for the Warren County Courts. 
(Since the termination of the Forensic Unit's grant in January 1980, 
however, more cases have been sent to the Grauman Unit. The Forensic 
Unit informed the court in May 1980 that it could no longer accept 
referrals, leaving the court with no choice but to use Grauman.) 

The court promptly orders the examination. It has developed 
separate standard forms for referrals to the local Forensic Unit and to 
the Grauman Unit (Appendix F). Both forms state that the defendant must 
"be examined to determine if he is competent to stand trial and to 
determine his capacity to appreciate the nature and scope of his conduct 
or to conform his conduct to the requirement of the law." The order 
gives the name of the case, the crimes charged, and the date when the 
defendant is scheduled to appear again in court. The printed words on 
the form are never changed; hence both competency and sanity issues are 
always ordered. (This form, of course, only applies to referrals from 
the Warren County courts; referrals from other courts often request only 
the incompetency examination.) 

Screening for Treatment 

The Forensic Unit's treatment component necessarily involves 
screening to determine whether the person needs treatment and the type of 
treatment to be given. The Unit treats three types of clients: (1) 
mentally ill inmates, (2) defendants awaiting trial and their families, 
and (3) parolees. 

Emergency screening of inmates. Inmates are by far the largest 
category of treatment clients. The county jail has a capacity of 150 
inmates. About once per week jail personnel telephone the Forensic Unit 
about an inmate who seems mentally ill, for example because he or she 
threatens suicide or is showing bizarre behavior. Sometimes the Unit's 
social worker responds to the call, interviews the inmate, and determines 
whether a psychiatrist or psychologist is needed. At other times the 
psychiatrist or the psychologist responds and interviews the inmate. 
There are several possible outcomes of the interviews. The jailor might 
be told that the inmate is normal (e.g., that he is only attempting to 
obtain drugs). The Forensic Unit initiates civil commitment procedures 
in a few cases where the prisoner seems drastically ill, especially if 
the crime charged is minor. The psychiatrist often tells the public 
defender~s office that defense counsel, when appointed, should present 
the mental status question and evoke ordinary forensic examination 
procedures that follow a court order. The psychiatrist might prescribe 
drugs~ and the psychologist might give the defendant "across-the-bars" 
therapy (ioeo~ counseling sessions in jail). 
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Treating defendants and relatives. The next category of treatment 
occurs after the court has referred a defendant for a mental 
examination. There are two general types of treatment given. First, the 
psychiatrist often administers medicine to mentally ill defendants. The 
social worker refers some defendants to the psychiatrist for immediate 
treatment after her intake interview, and the psychiatrist may prescribe 
medicine upon noticing mental problems during the regularly scheduled 
mental examination interview. 

Second, the Forensic Unit attempts, during the mental examination 
process, to determine whether the defendant or any of his relatives need 
and desire counseling or psychological therapy. During the initial 
interview with the defendant the social worker asks whether he or she has 
any relatives nearby and would object to the Forensic Unit's contacting 
them. Many defendants, especially transients, do not have relatives 
nearby; and others sometimes do not want the Unit to contact relatives. 
Otherwise, a letter is sent to close relatives encouraging them to 
contact the Unit for counseling services. Also, the Unit encourages 
defendants to enter therapy and it sends defendants a letter to that 
effect after a mental examination. 

The psychologist conducts most therapy given defendants or family 
members. If the defendant seems particularly disturbed, the psychologist 
recommends counseling treatment and then provides it if the defendant 
consents. The psychologist also provides, free of charge, therapy to 
relatives desiring counseling. 

Parolee counseling. State and federal parole offices occasionally 
refer parolees to the Forensic Unit for counseling. Many of these 
referrals had been referred to the Unit sometime earlier for mental 
examinations; others are parolees whom parole officers believe may have 
mental problems. The social worker prepares a social history for parolee 
referrals. The social history is the same as that prepared during mental 
examinations. The social worker prepares a social history even when the 
Unit had prepared one earlier, because there were probably many changes 
during the intervening period. 

The psychologist determines whether and what treatment is needed. 
Some parolees are ref erred to other services, such as specialized alcohol 
or drug programs in the Comprehensive Care Center. The Forensic Unit 
psychologist provides individual or family therapy when needed. 

Acquisition of Mental Health Information 

In this section and in following sections, the discussion returns 
to the mental examinations to determine competency and sanity. This can 
precede, follow, or occur independently of the treatment screening 
discussed above. 
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Scheduling and Location of Interviews 

Within 24 hours after the court order for mental examinations is 
prepared, the Circuit Court Administrator telephones the forensic center 
named in the order. If it is the Grauman Unit, the case may be placed on 
the waiting list until room is available; there is usually a delay of one 
or two months after the phone call before the defendant can be seen. The 
court administrator mails the order, together with a packet of forms 
required by the Unit. The forms total about 15 pages and contain 
extensive information about the defendant. The defendant is transported 
to and from Grauman by a deputy sheriff. He or she usually remains three 
or four weeks; when the examinations are completed, the Unit phones the 
court administrator, and an order is prepared for the defendant's return 
to the local jail. The whole process, therefore, takes two or three 
months, at least twice as long as the mental examinations in the Barren 
River Forensic Unit. 

If the case is sent to the Forensic Unit, the court administrator 
telephones the Unit's secretary. While talking with the court 
administrator, she schedules appointments with the Unit's social worker, 
psychologist, and psychiatrist. She schedules the meetings about a week 
apart, usually on Mondays or Wednesdays, beginning with the social 
worker's next available free time period on a Monday or Wednesday. The 
social worker gives forensic cases priority over all other work, so her 
meetings are scheduled fairly soon~from one to seven days~after the 
call. The psychologist's meeting is usually scheduled seven days after 
the social worker's meeting, and the psychiatrist's seven days after 
that. This schedule is condensed considerably if more speed is 
necessary, for example, when the defense does not request a forensic 
examination until a few days before the trial date. 

The secretary notes the dates and times of the meetings in the 
three professionals' appointment books. The court administrator places 
these dates and times on the court order and sends the order to the 
Forensic Unit. Copies of the order are sent to the defense attorney, the 
prosecutor, and the jailor if the defendant is in custody. If the 
defendant is in the Warren County Jail, the interviews are held there in 
a room specially prepared for that purpose. About a quarter of the 
interviews are held in the Comprehensive Care Center (where the three 
professionals have their offices) because the defendant is out on bond or 
is in jail in another county. 

(Procedures in the Forensic Unit's first year were quite different 
in two major respects. First, the forensic examinations were scheduled 
to be completed within two days; however, the staff found it difficult to 
complete all the tests so quickly. Second, all examinations were held in 
the Comprehensive Care Center. A deputy sheriff transported the 
defendant to the Center and waited while the examinations were 
conducted. But this caused several problems: it required much personnel 
time from the sheriff's office; handcuffed defendants were not considered 
a favored sight at the Center; and in November 1978 a defendant escaped 
from the Center while waiting for a forensic examination. Soon after the 
escape, the Forensic Unit began to examine jailed defendants at the jail.) 
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Social Worker's Interview 

The first stage of the screening process is the social worker's 
interview. If the case comes from the Warren County Circuit Court, the 
social worker is on the Forensic Unit staff. If the case comes from 
another court in the Unit's jurisdiction, a social worker in the outlying 
office of the Comprehensive Care Center does the initial interviewing. 
(The defendant is usually transported to the Forensic Unit for interviews 
with the psychologist and psychiatrist.) The following paragraphs will 
describe only the procedures used for Warren County defendants, who 
constitute the great bulk of Forensic Unit clients. 

The social worker begins the interview with no information about 
the defendant other than that contained in the court order. During the 
interview she conducts an intake evaluation of the defendant, and she 
administers the Minnesota Multiphasic Personality Inventory (MMPI). 

The intake evaluation entails filling out six forms that are us
1
ed 

for all intakes at the Comprehensive Care Center. Most of the forms are 
straightforward, requiring the client to give his address, to waive 
objection to treatment, and to authorize release of information about 
prior treatment. The exception is a four-page Psycho-Social Evaluation 
form (see Appendix G). The social worker interviews the client for one 
or two hours while completing this form, exploring in detail matters 
concerning the client's prior legal involvement. Al.so, she attempts to 
obtain from defendants complete accounts of their involvement in the 
crimes charged. The social worker then prepares·a social history 
report. The report is sent to the psychologist to read before his 
meeting with the client, a week or so later. 

The MMPI test (the first 399 questions) takes one to one-and-?
half hours to complete. Defendants on pretrial release take the test in 
a spare room at the Comprehensive Care Center. Inmates take it in jail 
following the interview with the social worker, and she picks up the 
completed test on her next trip to the jail. The MMPI is usually 
received and scored (by volunteers manning the crisis-line phone) in time 
for the psychologist to interpret it before he meets with the defendant. 
The social worker does not incorporate the results in her report. The 
MMPI is not given to about 20 percent of the defendants because they 
cannot read. The social worker determines if defendants can read by 
asking them to read out loud the first five questions. (At one time 
illiterates were given a short version of the MMPI, with the questions 
read by the social worker, but this was abandoned because the results 
were not considered helpful.) 

Psychological Interview 

The next stage in the evaluation, the psychologist's interview, is 
typically a week or so after the social worker's interview. Like the 
social worker's intake evaluation, the psychological evaluation is 
essentially the same as that given all clients of the Comprehensive Care 
Center, except that the defendants are asked to describe in some detail 
their accounts of the crimes charged. 
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The information available to the psychologist before his interview 
consists of the court order, the social history and intake form forwarded 
by the social worker, and usually the MMPI. The psychologist spends 
about 2 1/2 hours with the defendant. There are three major phases of 
the interview: 

l. The mental status examination. This examination consists of 
general conversation with the defendant, during which the 
psychologist observes the defendant closely and decides what 
steps to take later in the interview. The psychologist looks 
for such things as loose associations in speech, inappropriate 
affect (e.g., laughing or crying at inappropriate times), 
resistance to psychology and lack of cooperation, the client's 
personal hygene, and neatness of dress. 

2. The defendant 0 s account of the crime. The psychologist asks 
the defendant to describe the circumstances that led to the 
arrest. (The psychologist also makes certain that the client 
is aware of his rights, in order to ensure informed consent.) 

3. Psychological tests. The last portion of the interview 
consists of a battery of tests administered by the 
psychologist. Some tests are administered to all or almost 
all defendants, while others are given only if the 
psychologist suspects certain problems, such as organic brain 
damage. The MMPI, as described above, is given by the social 
worker to all literate defendants. Other tests may be given: 

-Bender Gestalt Test (given routinely by the 
psychologist); 

-Rotter Incomplete Sentence Blank Test (given in most 
cases by the psychologist at his discretion); 

-Draw a Person-House-Tree Test (again, given in most 
cases by the psychologist, at his discretion); 

-Peabody Test (short test for IQ; used at discretion of 
psychologist if there are questions a~out whether a 
defendant is mentally retarded); 

-Wechsler Adult Intelligence Scale (used rarely, when 
there is question about the defendant's intelligence); 
and 

-Rorschach (used rarely to help determine if the 
client is malingering). 

The psychologist's report, placed on form (see Appendix H), is. 
usually about three pages long. The report is written for the 
psychiatrist and goes only to him, although it remains in the defendant's 
file. The report contains a summary of the social history gathered by 
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the social worker, the defendant's account of the crime, the test results 
and their interpretation, a summary and recommendation, and the 
psychologist's "clinical impression" of what the diagnosis should be. 

Psychiatric Interview 

The final stage in the mental examination is the psychiatric 
interview. All the test information and reports prepared by the social 
worker and the psychologist, as well as the latter's working notes, are 
forwarded to the psychiatrist. He reserves each Wednesday afternoon for 
forensic interviews (although he does forensic work at other times if 
there is an emergency). The psychiatrist reviews the files and 
interviews the defendant• The interview is conducted in jail if the 
defendant is in the Warren County Jail, as most are. There seldom is 
staff discussion of the case. The psychiatrist usually completes a 
report (as described in the next section) right after the interview. 

In about 15 to 20 percent of the cases the psychiatrist conducts 
further investigation. He orders a neurological test if he suspects 
brain damage. He sometimes interviews the defendant's family, friends, 
jail mates, and jailors. He may secure the defendant's police report and 
records from mental or penal institutions where the defendant has spent 
time. There are no set criteria for determining whether to conduct this 
further investigation; the psychiatrist stated that he is more likely to 
investigate when he remains undecided following the interview and when he 
wishes to check whether the defendant is malingering. For example, he 
may check the defendant's account of prior mental difficulties by asking 
family members to corroborate the defendant's account. 

Provision and Use of Mental Health Information 

The psychiatrist's report is prepared on a form (see Appendix I), 
and it is usually about two pages long, single-spaced, and typed on the 
front and back of the form. The typical report contains the following 
topics, although not necessarily in this order: 

0 

0 

0 

0 

0 

A short biographical description of the defendant, based 
largely on the social worker's social history and on the 
psychologist's interview (including the defendant's family 
history, his education, and alcohol and drug problems). 

The results of the MMPI and other tests, and interpretations 
of the results. 

The psychiatrist's assessment of the defendant, sometimes 
drawn from the psychologist's assessment. 

The diagnosis, often expressed in psychiatric terms. 

Opinion about the defendant's competency and, generally, about 
the defendant's sanity at the time of the offense. (Also, 
most reports contain treatment recommendations, even though 
not usually requested.) 
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In about 85 percent of the cases, the psychiatrist concludes that the 
defendant is competent and was sane at the time of the offense. The 
psychiatrist gives the treatment recommendations, even though not 
formally requested by the court or attorneys. The report does not 
contain the defendantus statements about the alleged offense, although 
those statements may be a basis for the psychiatrist's recommendations. 

The report is usually mailed to the court, although a deputy 
sheriff hand-delivers it when speed is necessary. The defense attorney 
receives a copy; but the prosecutor usually does not. 

According to the clinic's staff, the parties seldom contest the 
psychiatrist's recommendation. If, as happens infrequently, incompetency 
or insanity is diagnosed, the prosecutor generally accepts this judgment 
and agrees to drop charges on the condition that the defendant be civilly 
committed. Likewise, defense attorneys generally do not contest a report 
stating that the defendant is competent and sane, and the court 
proceedings continue as in a normal case. 

The court refers a few defendants to the Grauman Forensic Unit in 
Louisville for further study. The Barren River Forensic Unit 
psychiatrist may tell the court that he is uncertain in his opinion and 
that the court should send the defendant to Grauman because it holds 
defendants for several weeks, allowing extended staff observations. In 
addition, the defense or prosecution on rare occasions disagrees with 
Forensic Unit recommendations and persuades the judge to seek a second 
opinion from the Grauman Unit. 

The Forensic Unit staff usually has no further contact with the 
case after sending the report. The prosecutor and defense rely on the 
written report in most cases and do not request testimony. The 
psychiatrist, however, testifies in the few contested competency hearings 
or trials involving an insanity plea. More often, he testifies at 
sentencing hearings, where he supplements the treatment recommendations 
in the reporto 

Feedback, Monitoring, and Program Evaluation 

Management, Monitoring~ and Informal Feedback to Staff 

Management and monitoring within the Forensic Unit is generally 
informalo The official project director, under LEAA grants, is also the 
Executive Director of the Unit's parent agency, the Barren River Mental 
Health-Mental Retardation Board; and he spends a small percentage of his 
time on Forensic Unit matters. The day-to-day management is performed by 
the Unit 1 s psychiatrist, who is the medical director of the Comprehensive 
Care Centero The staff does not hold formal meetings, and seldom 
informal meetings, to discuss individual cases; yet there is frequent 
interaction between the staff. The psychiatrist, of course, routinely 
reviews the work of the social worker and the psychologist; and the 
psychologist reviews the social worker's reports. Also, the social 
worker uses the important feedback mechanism of comparing the 
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psychologist's and psychiatrist's reports with her own; and the 
psychologist can compare the psychiatrist's report with his work. 

Informal feedback from the court and the county jail, the Forensic 
Unit's two major clients, takes several forms. Unit staff occasionally 
meet with court or jail personnel to discuss problems, especially 
procedural problems, involved in the mental health screening and 
evaluations. Also, Unit staff.are frequently in contact with court and 
jail staff, permitting rapid flow of information about operating 
problems. Finally, the psychiatrist remains involved with some cases 
after submitting his report, most often by testifying at sentencing 
hearings, and thus receives feedback information about the court's use of 
his report. 

Routine Statistical Reporting 

The Forensic Unit made a considerable effort to collect statistics 
during the period of the block grants--that is, until January 1980. A 
part-time student research assistant compiled data from the Unit's client 
records. The data categories were established through negotiations with 
the Kentucky Department of Justice, and the statistics were submitted to 
the Department in quarterly and annual reports as required by the block 
grants. The data categories include standard demographic information 
about clients, criminal history, and any mental health treatment · 
provided. Also, although not part of the required categories, the 
psychiatrist's reconnnendations and the disposition of the case also were 
recorded. 

Special Studies and Reports 

There have been no special studies of the Forensic Unit, although 
considerable information is available for one wishing to make a study. 
The Comprehensive Care Center maintains files, as it does for all 
clients, on defendants given forensic examinations by the Forensic Unit. 
These files are confidential, and their use for research would require 
permission from the state Department of Human Resources (DHR). Secondary 
to the management of the Comprehensive Care Center, this permission could 
easily be obtained. Access is available without DHR permission for 
research conducted by Center staff. The Forensic Unit reports sent to 
the court also are confidential; they are put in a separate file in the 
judges' offices, rather than in the central case file available to the 
public. The court, however, has made reports available to at least one 
researcher and presumably would permit access by others. 

The record-keeping for the treatment screening is less 
comprehensive than that for the forensic examinations. A record is 
opened for defendants or parolees screened at the Comprehensive Care 
Center, but most treatment screening occurs in jail and no formal record 
is made. 
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THE FORENSIC SERVICES OF MALCOLM BLISS MENTAL HEALTH CENTER (ST. LOUIS, 
MISSOURI) 

In the 1930s, Malcolm A. Bliss, a general practitioner in St. 
Louis, Missouri, discerned the need for a separate psychiatric facility 
within the cityws general hospital system. Bliss aroused public interest 
in this project, and with the help of federal funds the Malcolm A. Bliss 
Psychopathic Hospital was erected in 1938. The five-story building was 
built adjacent to the St. Louis City Hospital and served as the 
Psychiatric Division for this general municipal hospital. The facility 
was intended for the evaluation and short-term treatment of indigent 
residents with mental health problems. However, St. Louis failed to 
provide adequate fiscal resources, and the Bliss pavilion deteriorated 
physically and soon became an overcrowded facility for chronically ill 
patients (Note 13). 

In 1953 a team of researchers from Washington University in St. 
Louis acquired a basement wing of Malcolm A. Bliss Psychopathic Hospital 
for research space. Headed by George A. Ulett, the team began a 
controlled evaluation of convulsive therapy. This formed the beginning 
of a long, productive relationship between the Center and Washington 
University. 

Ulett organized a Social Maladjustment Study Unit at the hospital 
in July of 1956. The Unit was created as an interdisciplinary research, 
teaching and consultation center focusing on individuals involved in 
aggressive, antisocial or delinquent acts (Blackman, Flynn, Melican, 
Napoli and Weiss, 1957). In 1964 the State of Missouri's Department of 
Mental Health assumed the funding and administration of this study unit. 
In 1971, the Unitws name was changed to its current designation of 
Forensic Services of Malcom Bliss Mental Health Center. 

Malcolm Bliss, as a comprehensive community mental health center, 
provides the following services: inpatient and outpatient services; 
partial hospitalization; 24-hour emergency care; community consultation 
and education; diagnostic services; rehabilitative services; pre-care and 
after-care services; and training and research. The Center, a 210-bed 
facility, is accredited by the Joint Commission on Accreditation of 
Hospitals and serves a total of 966,103 residents (Note 13). Forensic 
Services provides psychiatric services for the Circuit Courts of St. 
Louis City and the surrounding counties of Franklin, Jefferson, Lincoln, 
St. Charles, St. Louis, and Warren. 

Forensic Services conducts mental health evaluations while 
defendants are at the pretrial and post-conviction stages. Since 95 
percent of the evaluations are performed at the pretrial stage of the 
criminal process, this report will focus on the pretrial evaluative 
process. 

From July 1, 1978, to June 30, 1979, 95 inpatient evaluations and 
21 outpatient evaluations were performed by Forensic Services at ·the 
Center.. The professional staff was a full-time psychiatrist, a half-time 
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psychiatrist, and a full-time social worker. Seven other evaluations 
were conducted by Forensic Servies staff at jails or other state 
hospitals. In addition, the staff has responsibility for inpatient and 
outpatient treatment for individuals adjudged not guilty by reason of 
insanity. 

To accommodate a larger service area, on July 1, 1980, the 
professional staff was increased to two fut 1-time psychiatrists, one 
full-time social worker, a full-time social worker who is also an 
attorney, and a full-time licensed clinical psychologist. In addition, 
psychiatric residents, social work students and psychology interns assist 
in performing evaluations. The assistant superintendent of the Mental 
Health Center devotes approximately ten percent of his time to the 
administration of Forensic Services. 

A Function Model 

Figures 37-41 depict the flow of cases, operations, and processes 
characterizing the evaluation of client-offenders at Forensic Services. 
Figure 37 presents the specific activities and events prior to the 
entrance of the client-offender into Forensic Services, and the efforts 
involved in delineation of the information for the case. The acquisition 
phase of the evaluation process is depicted in Figures 38, 39, and 40. 
Each of the latter figures shows the procedures followed when a client 
is, respectively, an inpatient at Forensic Services, an outpatient at 
Forensic Services, or incarcerated at St. Louis City Jail at the time of 
evaluation. Figure 41 shows the schema for the provision of evaluative 
information to the requesting court. 

The means by which a client-offender is moved from the trial 
docket into the caseload of Forensic Services is the delineation process 
illustrated in Figure 37. The courts of St. Louis City or surrounding 
counties request an evaluation by mailing a memorandum or a formal court 
order to Forensic Services. In emergency cases in which a 
client-offender seems to be in urgent need of mental health services and 
also poses a security risk, a judge or a court administrator telephones 
Forensic Services to request a jail evaluation. In these cases, 
scheduling arrangements are made on the. phone and a court order follows 
in the mail. In routine cases, the court order is sent and evaluations 
are scheduled in chronological order as space becomes available. The 
secretary schedules appointments by phoning the sheriff's office to 

·arrange transportation of the client. 

The acquisition of evaluation informatipn is dependent upon 
whether a client is seen as an inpatient, an outpatient, or in the jail. 
When a client-offender is admitted to Forensic Services on an inpatient 
basis (see Figure 40) a full array of medical, nursing, social, and 
mental data is acquired. A treatment-planning conference involving a 
psychiatrist, psychiatric resident, and social worker complements the 
evaluative process as data are collected. An outpatient is evaluated 
primarily by an emergency room screening, a social history and a 
psychiatric interview, as depicted in Figure 38. As Figure 39 
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illustrates, a jailed client-offender is evaluated on the basis of a 
psychiatric interview and the information obtained from a family member 
or other outside informant. The Bliss Forensic Services director may 
need to request the referring court's permission to admit the 
client-offender to the Center to gather further information or to provide 
emergency mental health services. 

The final phase of this evaluative sequence, depicted in Figure 
41, is the provision of the mental health information to the court. 
Irrespective of the client-offender's status as an inpatient or an 
outpatient, the psychiatrist composes a letter to the court. The letter 
follows statutory guidelines and includes an introduction, detailed 
findings, diagnosis, competency assessment, opinion as to criminal 
responsibility and recommendation as to treatment and hospitalization 
needs. Three copies of each report are mailed to the city court 
administrator or county judges. 

Delineation of Mental Health Information Requirements 

Statutes 

In early 1980 the Missouri General Assembly passed H.B. 1724, a 
comprehensive revision of the state's mental health code. Statutory 
changes governing pretrial examinations are effective August 13, 1980. 
Several changes are detailed below: 

1) Examinations may be conducted by private psychiatrists or 
individuals certified by the State Department of Mental 
Health. Formerly, only "licensed physicians" could perform 
the exams. 

2) Pretrial exams must be completed within 60 days of the court 
order unless there is "good cause" to increase the examination 
period. 

3) The examination is narrowed to allow a court to request only 
an evaluation of competency to stand trial; whereas formerly 
an evaluation of competency and criminal responsibility were 
inseparable. 

4) The criminal sexual psychopath law is repealed. 

5) The Director of the Missouri Department of Mental Health or a 
designated agent is now empowered to determine the "time, 
place and conditions" of the examination. Under the previous 
statute, this determination was left to the court's discretion. 

The revised code provides specific instructions for the content of 
court orders and court reports by the mental health evaluators. The 
Director of Forensic Services for the State of Missouri has offered a 
suggested form.at for an "Order for Mental Examination" (Appendix J). 
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The State Director has also proposed the use of a "Background Information 
Sheet" (Appendix K). This sheet is a useful format for the transfer to 
the mental examiner of the information required by Mo. Rev. Stat. 
§552.045(3) (see Note 14). In view of the new sixty-day limit between 
the date of .the examination order and the filing of the examiner's 
report, the expedient conveyance of this information is imperative. 

The statutes also delineate the legal definitions of both 
competency to stand trial and criminal responsibility. Section 552.020.1 
defines competency as the individual's "capacity to understand the 
proceedings against him or to assist in his own defense." A negative 
assessment of criminal responsibility means that 

A person is not responsible for criminal conduct if at the 
time of such conduct as a result of mental disease or defect he 
did not know or appreciate the nature, quality or wrongfulness of 
his conduct or was incapable of conforming his conduct to the 
requirements of law. (Mo. Rev. Stat. §552.030.1) 

Inpatient and Outpatient at Forensic Services 

Court requests for mental health evaluations are routinely 
received by mail. The St. Louis City Courts initially send a memorandum 
to Forensic Services, followed by a formal court order authorizing a 
mental health evaluation. The county courts always send a formal court 
order to notify Forensic Services of a needed evaluation. 

The memorandum, the initial communication from the St. Louis City 
Circuit Courts, states the defendant's name and identification number and 
indicates the initial referral agent for the appointment of a 
psychiatrist: for example, upon motion by defendant or prosecuting 
attorney. The defendant is then committed to Forensic Services "for 
mental examination and evaluation." Release of information such as a 
police report to Forensic Services is authorized by the court order. The 
case is moved from the Trial Docket to the Mental Examination Docket, 
representing the client-offender's movement from the criminal justice to 
the mental health system. A copy of this memorandum is mailed by the 
court to the prosecuting attorney, the defense attorney, and the sheriff. 

The formal court orders typically state defendant's name, number 
and charges. The court order, in varying terms, requests a "psychiatric 
examination and evaluation" of the client-offender. The order also 
provides for transfer of the client-offender by the Sheriff, if the 
individual is not released on· bond. The courts in the surrounding 
counties mail a copy of the court order to the prosecuting and defense 
attorneyso 

Once received, the court orders are reviewed by the Bliss Forensic 
Services directoro The orders and memoranda are then given to the 
director's secretary, who maintains a log book in which the following 
information is immediately recorded: name of client-offender, court, 
judge, criminal cause number, date of order, and date order received at 

334 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Forensic Services. Later acquired information as to date of admission 
and ward location is entered as it becomes available. 

There is currently a three- to four-week waiting period for 
scheduling an inpatient evaluation at Forensic Services due to a lack of 
beds. Inpatient beds are limited to fifteen and must accommodate persons 
needing pretrial examinations, emergency admissions from the jail, 
transfers from Fulton State Hospital, persons adjudged incompetent to 
stand trial who are awaiting civil commitment, persons recently found not 
guilty by reason of insanity (NGRI) who are beginning initial treatment 
after sentencing, and outpatient NGRis in need of hospitalization. There 
are other delays in this process of transferring a case to the Mental 
Examination Docket, such as the time involved in mailing a court order to 
Forensic Services and the two to three weeks needed to get an incompetent 
individual civilly committed and then transferred to another facility for 
treatment. 

These delays in processing evaluation requests and in waiting for 
available resources means that many client-offenders remain for lengthy 
times in jails or other detention facilities. Because of this problem, 
an effort is being made by State Forensic Staff to reduce the number of 
inpatient evaluations while increasing those evaluations performed on an 
outpatient basis at the Center and at the jail. Two obstacles prevent 
speedy adoption of this policy. One is the limited number of available 
sheriff's deputies to provide security for client-offenders at Forensic 
Services. The other obstacle is the attorneys' belief that their 
clients' needs are not being fully served by outpatient evaluation. 

When there are beds available to conduct an inpatient evaluation, 
the Bliss Forensic Services director's secretary telephones the 
transportation department of the sheriff's office to arrange to have the 
incarcerated individual brought to Forensic Services within the next day 
or two. If the client-offender is on bond, an appointment is made by 
telephone with that client-offender, who can then arrive unescorted and 
be evaluated as an outpatient. An outpatient appointment is scheduled if 
a sheriff's deputy is available to provide security during the 
evaluation, or if the client-offender has been released on personal 
recognizance. The court order may provide that the client-offender's 
attorney be notified as to the appointment date. 

The final step in the delineation phase for inpatient and 
outpatient admissions to Forensic Services occurs when the director's 
secretary phones the emergency room, informing them that an evaluation 
has been scheduled. This is necessary because all evaluations by 
Forensic Services begin with the regular hospital admission procedures. 

Jail Evaluation 

A mental health evaluation, as a possible preliminary to 
treatment, may be needed on a non-routine, emergency basis and the 
incarcerated client-offender may pose a security risk. In these 
situations, a St. Louis City Circuit Court judge or the St. Louis City 
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Court administrator responsible for the Mental Examination Docket 
coordination telephones the director of Bliss Forensic Services to 
request a mental health evaluation. An appointment is usually scheduled 
within two to three days. A memorandum is mailed to Forensic Services 
and follows the normal reviewing and logging procedures. 

Acquisition of Mental Health Information 

Mental health information is gathered in three ways: inpatient at 
Forensic Services, outpatient at Forensic Services, and while 
client-offender is incarcerated at St. Louis City Jail. 

Inpatient at Forensic Services 

Client-offenders arriving at Forensic Services as inpatients are 
first admitted to the Center through the emergency room. Next, the 
client-offender is taken to the ward and admitted there. A nursing 
assessment and psychiatric interview are performed, after which the 
Forensic Services' staff becomes involved in the evaluative process. 
These efforts are detailed further below. 

Emergency Room Admission. Client-offenders arriving at Forensic 
Services for inpatient pretrial evaluations are usually being held in a 
jail or other detention facility and are classified as "Prisoners with a 
Hold Order." A client-offender may be on bond and arrive without escort; 
however, this situation is rare. 

As soon as the client-offender arrives in the emergency room 
escorted by the sheriff's deputy, a "prisoner slip" (hold order) is 
filled outo The slip is addressed to the superintendent of the Center 
requesting that the client-off ender be held by the Center. The name of 
the officer who brought the client-offender, the officer's identification 
number and charges against the prisoner are noted. Upon the 
client-offender's release from the Center, the receiving officer, 
district and date are once again noted. The prisoner slip is placed in a 
prominent spot in the client-offender's chart. 

The emergency room psychiatric resident reads the court order for 
mental evaluation. The sheriff's deputy is asked if the client-offender 
has exhibited any behaviors or made any statements indicating the need 
for suicidal or elopement precautions. The physician or resident then 
conducts an emergency room examination of the client-offender to 
determine if there is an urgent medical or mental problem. Past medical 
history such as allergies to various medications and information as to 
previous hospitalizations is sought. If the client-offender has a 
history at the Center, the previous record is requested for review. 

The physician or resident conducts a typical physical examination 
resulting in a report noting vital signs and impressions as to general 
appearance and condition of various bodily parts. The physical 
examination report ends with narrative and diagnostic comments. 
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A record is made upon each admission with notation of various 
identifying data. The name of the client-offender's best informant, 
i.e., relative or close friend who knows the client-offender well, is 
recorded. Information as to the type of admission and previous mental 
health service is noted. This record follows the client through the 
Center and eventually includes admitting or provisional diagnosis, 
staffing or working diagnosis, final diagnoses and procedures, and type 
of disposition, referral, or release. 

A mental status examination is also conducted by the emergency 
room psychiatric resident. A Missouri Department of Mental Health form 
(see Appendix L) is used to record (1) impressions in the broad 
categories of general appearance, motor activity, speech, interview 
behavior, flow of thought, mood and affect, content of thought, 
sensorium, intellect, insight, and judgment, and (2) diagnosis according 
to DS~ III codes. 

The emergency room physician or resident summarizes the 
information gained from the physical exam, mental status exam, and 
interview. The evaluation time is approximately one hour. A report or 
emergency room note is prepared, which includes date and time of day, 
identifying data, informants, chief complaint, present illness, pertinent 
past history, brief mental status, pertinent physical findings, 
impression, recommendations, and signature. 

Routine laboratory tests are ordered, including urinalysis, 
complete blood count, and SMA 12 (a blood analysis). In addition, a 
urine drug screen and a chest x-ray are obtained. Further tests may be 
ordered if indicated. Doctor's orders (special instructions to the 
nurses and psychiatric aides) are then recorded in the client-offender's 
chart. Those client-offenders with a hold order are entitled to the same 
privileges as general psychiatric patients, except that occupational 
therapy and recreational therapy may be ordered only on locked wards~ 

Ward Admission. The sheriff's deputy escorts the client-offender 
to the ward, where the client-offender is given pajamas; vital signs such 
as blood pressure and temperature are taken. A registered nurse on the 
floor conducts a "nursing assessment" within the first 48 to 72 hours of 
a client-offender's first admission to the Center. This nursing 
assessment consists of an interview lasting about one hour, and assists 
the nurses in formulating a plan of care. The assessment, guided by a 
standard form, is very comprehensive. The client-offender is asked for 
information on his or her previous hospitalizations, support systems, 
biophysical patterns, responses to stress, interpersonal relationships, 
motivation, life style, future plans, thought processes, awareness and 
handling of feelings, and talents, strengths, and assets. A family 
member or significant other person may be interviewed, if available. A 
summary reviews the nurse's impression of the client-offender and notes 
the individual's plans for the future with the purpose of assisting in 
the attainment of those plans. The form is then placed in the 
client-offender's ward chart. 
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Usually on the first day of admission, a psychiatric resident 
conducts an interview and physical exam. Typically the resident begins 
by asking the patient why she or he is here; i.e., what was the crime and 
why is a mental health exam necessary? Details on specific psychiatric 
symptoms are gathered. If the patient does not exhibit any symptoms, the 
resident will ask leading questions such as: Hearing voices? Do you 
think someone is talking about you or wants to hurt you? How's your 
appetite? Sleeping well? Crying spells? Are your thoughts too fast or 
too slow or too loud? Do you receive personal signals from the 
television or radio? Can you read someone else's mind? Do you have any 
special powers, abilities, or fears? Do you have any thoughts you can't 
get rid of? Any suicidal or homicidal thoughts? 

Intellectual functioning and memory (recent, remote, and immediate 
recall) are then assessed. The resident asks the client-offender to 
recite address, phone number, and birthday. Simple arithmetic 
calculation is tested. The patient's general knowledge is gauged by 
asking questions about the current president and vice-president, five 
large cities and five past presidents, etc. Memory functioning is 
assessed by asking the client-of fender to remember three things and to 
recall them five minutes later. 

The resident then focuses on general medical history. Was the 
client-offender ever hospitalized? What is the history of substance 
use? The client-offender is asked to share information about family 
psychiatric and medical history. 

Social history information is also elicited. How did the 
client-offender grow up? School, employment, marriages, children? How 
is leisure time spent? The client-offender is asked to share details as 
to a past criminal history, police problems, arrests and convictions. 

The residentvs interview is concluded with a physical exam which 
focuses on current medical problemso An admission note is then dictated, 
incorporating all of the above information. Any added doctor's orders 
for testing or medication may be carried out by nursing staff at this 
time. The admission note, along with progress discharge notes, are 
placed in the client-offender's ward chart, which provides a chronicle of 
medical information. 

Treatment Planning. Following the emergency room and ward 
admissions, the resident telephones the Forensic Services psychiatrist 
assigned to the case to schedule a treatment-planning conference. This 
staff meeting is attended by the resident, a Forensic Services social 
worker, and the psychiatrist. After the resident presents the case, 
preliminary conclusions are reached. The psychiatrist then reinterviews 
the client-offender. 

The psychiatrist's initial interview is very similar to that of 
the psychiatric resident. After an introduction, the psychiatrist 
explains the client-offender's rights, i.e., the right to remain silent, 
the right to an attorney, etc. The client-offender is asked about the 
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pending charges; however, the specifics of criminal responsibility and 
competency are not explored at this time, in the interests of building 
rapport. The standard information such as psychiatric history, medical 
history; family and social history and a mental status exam is again 
elicited. 

A report or staff note of the meeting's findings is then prepared 
by the psychiatrist. Hospital policy provides that such a note be 
written within 72 hours of admission. The staff note lists the client's 
name, case number, and sex. The dates of admission and staffing are 
noted. The following information is included: staff members present at 
the conference; identifying data; reason for admission; informants; 
psychiatric history; legal history; medical history; family history; 
social history; results of mental status exam and physical exam. The 
note concludes with a statement that the Bliss Forensic director will 
review the case weekly~ and itemizes the hold order and prisoner orders. 

Social History. As part of the data collection, the Forensic 
Services social worker typically spends approximately two hours with each 
client-offender to gather social history information. This information 
aids in formulating a diagnosis. The social worker attempts to have a 
completed social service report (see Appendix M) in the client's file by 
the seventh day of hospitalization. 

This report typically includes the following data: identifying 
information; description of present legal situation; informants; home; 
history of fire-setting, enuresis or cruelty to animals; educational 
history; employment history; source of income; military history; marital 
history; legal history; past problems; and significant others interested 
in patient. 

The social worker asks the client-offender to choose an outside 
informant to help verify the social history. Either the interview with 
the informant is conducted on the telephone or the informant is able to 
come to the Forensic Services office. The same interview format is used 
with the outside informant as was used with the client. When the 
information differs, discrepancies are noted in the social service 
report. This second interview lasts approximately two hours and, in 75 
percent of the cases, the informant is local and able to come to Forensic 
Services for the session. 

Psychological Testing. Psychological testing is also part of the 
acquisition phase of mental health evaluation. In response to the 
treatment-planning conference, the supervising.psychiatrist may ask the 
Center's Psychology Department to conduct various psychological tests on 
a client-offender. A licensed clinical psychologist assigned to Foren.sic 
Services screens the psychiatrist's referral forms requesting testing. 
The referral usually states the presenting problem, a brief history, and 
the psychiatric impression of the current problem. A referral question 
is posed addressing the presence or absence of psychosis, intellectual 
functioning or differential diagnosis. 
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The case is assigned to a psychology intern or staff 
psychologist. A clinical interview lasting approximately forty-five 
minutes to one hour addresses the following questions and issues: Why is 
the client here? Any psychiatric symptoms? Psychiatric history? Family 
history? Charge? Following the interview, a variety of tests may be 
administered. A Weschler Adult Intelligence Scale aids in estimating 
intelligence and a Bender Visual-Motor Gestalt Test is used to test for 
organicity. If psychosis is suspected, a Minnesota Multiphasic 
Personality Inventory, Rorschach or Thematic Apperception Test may be 
administered. 

The licensed clinical psychologist for Forensic Services cosigns 
the written report after a conference with the examiner has been held to 
interpret the results. The report begins with the presenting problem, 
reason for referral and initial psychiatric impressions. Behavioral 
observations of the client-offender's appearance, demeanor, motivation 
for testing, and attitude toward the examiner are noted. Results of the 
intelligence test and organicity test are discussed first with attention 
paid to the client-offender's strengths and weaknesses in cognitive 
ability and in understanding of the surrounding world. Indications of 
organic brain syndrome are noted. The projective results are discussed 
in terms of the client's contact with reality and the presence or absence 
of psychosis. An opinion is made as to whether the client was psychotic 
at the time of the crime by commenting upon the chronicity of the 
condition. 

Final Data Collection. Because the average inpatient stay is 21 
days, the psychiatrist re-interviews a client-offender at least one 
time. The decision to interview the client-offender more than twice is 
dependent upon the quality and quantity of the information received. 
These later interviews focus upon the issues of competency and criminal 
responsibility. A partial mental status exam is conducted at each 
meeting. Talk focuses upon the client-offender's version of the crime, 
the six-month period prior to the crime, and any discrepancies in the 
histories. Attention is also paid to the nurses' ward observation notes. 

Assessment of competency to stand trial may be performed more than 
once if the examiner is in doubt. Typical questions related to 
competency are as follows: Do you know what you are being charged with? 
What is your attorney's name? What is the function of a judge, 
prosecuting attorney and defense attorney? What happens in a jury 
trial? What happens if you are found guilty? What would you do if 
someone made a false statement about you in court? 

Forensic Services uses the American Law Institute definition of 
criminal responsibility. The psychiatrist may ask: Does the 
client-offender appreciate the wrongness of the act? Is the 
client-offender aware of the consequences of the act? Is the 
client-off ender capable of conforming conduct to the requirements of the 
law? If client-offender had been watched by the police, would the 
client-offender have done the same thing? 
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At this point, a file specifically for the use of Forensic 
Services staff is begun on each client. It will initially include the 
court order, staff note, police report, social service report, order for 
records from other hospitals, and various correspondences. 

Outpatient at Forensic Services 

About one-eighth of the Forensic Services caseload is serviced on 
an outpatient basis. An individual released on bond may arrive 
unescorted to Forensic Services. Or a sheriff's deputy, usually from the 
county, may bring a prisoner to be evaluated as an outpatient. This 
arrangement is rare, since a limited number of deputies would be 
available to spend all day at the Center. 

Scheduling procedures used for outpatients are the same as those 
described for inpatients. The emergency room is notified to expect a 
Forensic Services client-offender. The client-offender signs into the 
emergency room and a data sheet is completed. Any old records are 
located and an emergency room note is written reflecting the results of 
the preliminary screening. 

Following the emergency room admission, the client is checked in 
and escorted to the Forensic Services' social worker, who conducts a 
social history interview. The psychiatrist then conducts a standard 
interview. All the information needed may typically be gathered in one 
or two visits of two to three hours each; however, if more information 
and tests are needed, or if the client is too sick to be interviewed, 
then admission is indicated. The Bliss Forensic Services director is 
consulted, the reasons for admission are recorded, and the referring 
judge is then telephoned by the director to secure permission for an 
emergency admission. The court will be sent a letter recommending 
further evaluation or treatment within the next several days. 

Once a client-offender is admitted, the regular inpatient 
procedures are initiated. The whole process of information gathering 
begins anew, since the usual reason for admission is a paucity of data 
because of the client-offender's inability to communicate with forensic 
staff during the outpatient evaluation. 

Jail Evaluation 

A very small number of evaluations are conducted at the St. Louis 
city jail. The Bliss Forensic Services Director, who typically conducts 
these evaluations, arrives at the jail at the scheduled time. He gives a 
copy of the court order or a memorandum to the sheriff, signs in, and is 
situated in an office. The client-offender is brought to the office and 
the interview is begun. The director, a psychiatrist, conducts a standard 
psychiatric interview and also assesses competency to stand trial and 
criminal responsibility. This first meeting may last three hours and may 
have to be continued to a second day if the case is difficult. A release 
of information form is signed by the client. 
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When the psychiatrist returns to the Center, the social worker is 
given the name of a family member or outside informant to contact. The 
court mails Forensic Services a copy of the police report of the client's 
crime, as usually provided in the court order. 

If the individual appears psychotic or in need of immediate 
admission to Forensic Services, the director phones the St. Louis city 
court administrator for permission for an emergency admission. The court 
knows that a letter from Forensic Services will be received detailing the 
client's need for further evaluation or treatment. 

Provision and Use of Mental Health Information 

The psychiatrist compiles all the information collected during the 
acquisition phase in preparation for reporting to the court. The type of 
information collected depends on whether the client-of fender was an 
inpatient or an outpatient, or remained incarcerated during evaluation. 
In the case of an inpatient, the data typically include a medical 
history, social history, lab reports, psychological tests, psychiatric 
interview reports, staffing note, and behavioral observation notes. An 
outpatient report will be based on an emergency room screening, a social 
history, and a psychiatric interview. The report of an individual 
interviewed at the city jail will be made on the results of a psychiatric 
interview, a social history interview with a family member or outside 
informant, and a police report. 

Letter to the Court 

The information to be provided in the form.al court report is 
delineated in Mo. Rev. Stat. §§552.020.3 and 552.020.4. Under the newly 
enacted statute, the court may order an inquiry into the issue of 
competency alone, whereas under earlier law an assessment of both 
competency to stand trial and criminal responsibility was mandated. At 
the time of the authors' site visit, the old statute was in effect and 
the following section reflects the report format that conformed to the 
old statute's requirements. At that time, the letter to the court 
provided mental health information in the following format, as adopted by 
Forensic Services to conform with statutory requirements: 

(1) Introduction: identifying data; psychiatric hospitalization 
history; how the client-of fender was admitted and under whose 
authority; criminal charges; information sources. 

(2) Detailed Findings: 

(a) Present illness--defendant's current legal situation and 
version of the crime; present psychiatric illness as 
described by client; reasons for the examination. 

(b) Past history--pertinent background social history of 
client that is diagnosis-relevant; short summary of all 
past psychiatric hospitalizations; history of 
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fire-setting, enuresis or cruelty to animals; 
discrepancies and inconsistencies in acquired information. 

(c) Physical examination--physical and neurological exam 
findings, if remarkable; laboratory reports; psychological 
tests; comparisons of ancillary laboratory procedures on 
previous hospitalizations. 

(d) Mental status examination--orientation to time, place and 
person; quality of communications; mood abnormalities; 
affect; symptoms characteristic of a thought process 
disorder (Schneiderian first-rank symptoms); disturbance 
of thought content; immediate, recent and remote memory; 
intellectual resources as measured by general fund of 
knowledge, simple calculation and reasoning ability; 
client's legal insight into the seriousness of the pending 
charges; judgment as indicated by client's willingness to 
cooperate with the evaluation process. 

(3) Diagnosis: psychiatric diagnosis in medical terms; whether 
this diagnosis is a mental disease or defect as defined in the 
Missouri statute. 

(4) Competency to Stand Trial: opinion. 

(5) Criminal Responsibility: opinion. 

(6) Recommendations: 

Note 15). 

(a) While the court determines the issue of fitness to proceed 
with trial, does the client require hospitalization for 
treatment? 

(b) If the client is found mentally fit to proceed, is further 
hospitalizaton indicated pending further legal proceedings? 

The letter to the court is signed by the psychiatrist (see 

Court Receipt and Use of Information 

In the city of St. Louis, three copies of the court report are 
mailed to the court administrator, for the judge, prosecuting attorney, 
and defense attorney. In the surrounding counties, the court reports are 
mailed to the judge, whose court clerk distributes copies to the 
prosecuting and defense attorneys. Either party may contest the findings 
of the court report within five days of its filing. Under the new 
statute, the contesting party who moves for another psychiatric 
examination must pay for the second independent examination. If the 
court grants the examination, a report of the examination must be 
furnished to the court and the opposing party. (Mo. Rev. Stat. 
§552.020.5). 
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About five percent of the reports furnished to the St. Louis city 
courts are contested. More reports are contested in the counties; 
however, the Bliss Forensic Services director was unable to offer an 
estimate. '!'he director estimated that requests to testify are received 
in one to two percent of the cases. 

The court may use the report recommendation as to hospitalization 
pending determination of fitness to proceed with trial in order to commit 
an individual to a hospital for treatment to regain competency. (Mo. 
Rev. Stat. §552.020.6). The Forensic Services opinion as to the 
individual's competency to stand trial, if uncontested, may form the 
basis for a court order, without the necessity of a hearing. A hearing 
is in order only when the psychiatric finding is contested. (Mo. Rev. 
Stat. §552.020.6). 

Quality Control and Program Evaluation 

A variety of statistics are kept on a monthly and annual basis: 

(A) A Center inpatient report is made for each month and 
summarized yearly. Data on Forensic Services admissions, 
referral sources, applicable law, discharges, and nature of 
releases are collected. Also, for each case, inpatients are 
classified by diagnosis, sex, and admission age. 

(B) A monthly Forensic Services report contains the following 
information: referral court; inpatient admissions; outpatient 
admissions and the number of hold orders; inpatient and 
outpatient evaluations completed by submission of a report to 
the court; and inpatient and outpatient transfers to St. Louis 
State Hospital. 

(C) A Forensic Services annual report indicates inpatient and 
outpatient admissions by type of forensic evaluation 
(pretrial, post-conviction, etc.) and ward location. The 
number of outpatient treatment visits is noted. The Forensic 
reports are mailed to the Director of Forensic Services for 
Missouri, the Assistant Superintendent of the Center, and the 
Medical Records Department of the Center. 

(D) An annual listing of primary and secondary diagnoses is 
maintained. 

(E) A monthly chart of discharges of client-offenders who have 
received pretrial evaluations includes the following 
information: name; Malcolm Bliss case number; court; criminal 
cause number; judge; date of discharge; and type of discharge. 

(F) Additional statistics kept by Forensic Services are the number 
of referrals by court; the number of cases pending; and the 
average length of time elapsed between receipt of referral·and 
submission of a report to the court. 
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The Missouri Department of Mental Health is implementing a 
forensic information system under the direction of the Director of 
Forensic Services for the State of Missouri. Court files and medical 
files are being reviewed with the primary purpose of empircally 
describing and analyzing the pretrial process currently in place in 
Missouri. The review includes tracing the eventual disposition of the 
cases. In addition, judges, attorneys, and mental health personnel are 
being interviewed to ascertain their preferences in form and content for 
psychiatric testimony, demonstration of reasonable cause in motions for 
psychiatric examination, and court reports. 

Beginning July 1, 1980, the Director of Forensic Services for the 
State of Missouri was to be sent a copy of the court order, court report, 
and a form containing data on each forensic client-offender in the 
state. The director's staff will complete a standard data form (Appendix 
N) utilizing the court order and court report of mental health findings. 
It is anticipated that these data will be placed in a computer system 
making possible a tracking of patients by type, referral location, etc. 

A Forensic Service Procedure Manual has recently been updated by 
the Bliss Forensic Services director. It reflects current procedures as 
well as changes in the mental health law effective August 13, 1980. 
(Note 16) . 

The Malcolm Bliss Mental Health Center is accredited by the Joint 
Commission on the Accreditation of Hospitals. The Center is also subject 
to Missouri Department of Mental Health standards. 

FORENSIC UNIT OF THE PEACE RIVER CENTER FOR PERSONAL DEVELOPMENT (BARTOW, 
FLORIDA) 

The Forensic Unit described in this section is a division of the 
Peace River Center for Personal Development, a community mental health 
center. The broad function of the Unit is to perform mental health 
screenings and examinations for the local criminal justice system. The 
present report will focus on the three most common types of screenings 
and examinations performed by the Forensic Unit: (1) screening county 
jail inmates whom jail personnel suspect may be mentally ill, (2) 
preliminary mental screenings of defendants, usually referred by the 
public defenders, to determine whether mental health problems warrant 
either (a) examination for competency to stand trial or sanity at the 
time of the offense or (b) possible sentence mitigation or provision of 
special mental health services upon sentencing, and (3) full-scale mental 
examinations by Forensic Unit psychologists for competency or sanity. 

The Unit is located in Bartow, the county seat of Polk County, in 
the center of the Florida peninsula, east of Tampa. The population of 
Bartow is only about 12,000, but Polk County has almost 300,000 people~ 
Covering almost two thousand square miles, it is one of the largest 
counties in the nation. The Forensic Unit serves the whole 10th Judicial 
Circuit, but almost all the Unit's cases come from Polk County rather 
than from the Circuit's other two counties, Hardee and Highlands, with a 
combined population of about 60,000. 
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Polk County is largely rural, dominated by citrus, cattle, and 
phosphate industries. There is a moderate amount of tourism; the county 
contains the Cyprus Gardens, and Disney World is only a few miles north. 
There is a marked amount of rural poverty, and Polk County residents are 
unusually prone to violence; the number of assaults per population ranks 
almost at the top of all counties in the nation. 

Florida has two levels of trial court, the Circuit and the County 
Courts. The form.er have jurisdiction over felony cases, the latter over 
misdemeanors. In the 10th Judicial Circuit, there are eight county 
judges (six in Polk County) and 11 circuit judges. Two circuit judges 
are assigned to criminal cases; judges rotate this duty for one- or 
two-year terms. 

The 10th Circuit has about 4,000 felony case filings per year. 
Court procedures in a felony case begin with a "first appearance" held 
before a county or circuit judge within a day of the defendant's arrest; 
the judge informs him of his rights, sets bond, and appoints counsel if 
the defendant is indigent. The prosecutor then files an "information." 
The Circuit Court holds an arraignment hearing some two or three weeks 
after the arrest, at which the defendant is informed of the charges. A 
trial is set for one to two months later. About ninety percent of the 
felony cases, however, end in a guilty plea, which is generally arranged 
at a pretrial conference held about a week before the trial date. The 
courts in Bartow act expeditiously in criminal cases, as can be seen from 
the times given above. But if a sentencing hearing is held, there is 
usually a delay of four to six weeks while the Probation and Parole 
Commission, which has a substantial backlog, conducts a presentence 
investigation. 

Bartow has both a county and a city jail. The county jail 
contains defendants awaiting trial for felonies and some misdemeanors, as 
well as convicted defendants sentenced for short terms. The city jail 
contains defendants arrested by city police for city ordinance offenses. 
The Forensic Unit works with the county jail far more than with the city 
jail. 

The Forensic Unit serves all of the 10th Judicial Circuit, even 
though its host agency, the Peace River Center for Personal Development, 
serves only the western half of the Circuit's three counties. The Peace 
River Center is a private nonprofit community mental health center, 
financed by federal, state, and county funds. It has outpatient offices 
in Bartow and in two other towns, and it operates an inpatient center, 
called "Wing E," in the county hospital. The Forensic Unit often refers 
patients to these other facilities for treatment. 

The state pays for inpatient treatment of indigents for up to,15 
days; after that, the state will pay only if the person is transferred to 
a state hospital. Wing E, unlike nearly all community mental health 
center inpatient units in Florida, has a secure unit and can take 
forensic cases. The state runs three large forensic mental health 
facilities around the state, with over a thousand beds in all. Most 
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courts, therefore, send defendants who are found incompetent to stand 
trial or not guilty by reason of insanity (or, in limited cases, mentally 
disordered sex offenders) to the state-run forensic units. ·But the 10th 
Judicial Circuit Court, in Bartow, can send these defendants to the 
secure facilities of Wing E, at least for the 15 days during which the 
state pays for inpatient treatment. 

History of the Forensic Unit 

The Forensic Unit began in July 1975 under a Law Enforcement 
Assistance Administration (LEAA) grant. The funding was continued by 
four yearly contracts (some with extensions) until September 30, 1979. 
Before the LEAA grant, psychiatrists or psychologists in the county 
hospital or in private practice performed forensic evaluations for the 
courts. The county, by law, is required to pay for forensic evaluations, 
and the federally-funded forensic unit relieved Polk County of this 
expense. Since the termination of LEAA funds, the Forensic Unit has been 
funded solely by the regular county, state, and federal funding sources 
for the Peace River Center for Personal Development; the Center now pays 
all of the Forensic Unit's expenses, whereas in previous years it paid 
only the S to 25 percent match money for the LEAA grant. The county, at 
this writing, has refused to contribute to the Forensic Unit above its 
regular appropriations to the Center. Consequently, the Forensic Unit 
has been gradually cut back since September 30, 1979, and has reduced its 
services to the courts, jail, and public defenders. It has virtually 
terminated examinations for competency to stand trial and sanity at the 
time of the offense, it has reduced the amount of screening and 
counseling of county jail inmates, and it "pre-screens" defendants 
referred by the public def enders. 

Outline of the Functions and Activities of the Forensic Unit 

The Forensic Unit performs a wide variety of services for the 
criminal justice system of the 10th Circuit. As one staff member said, 
the Unit "pampers" judges and other criminal justice personnel by 
providing services whenever needed, services that they could probably not 
obtain otherwise. The Forensic Unit was the first such project in 
Florida. Its staff and other Florida forensic mental health specialists 
generally consider it a model program, largely because of its 
comprehensiveness. 

This section will describe in detail only three of the Unit's many 
activities and functions: inmate screening, screenings for the public 
defenders, and mental examinations for the courts. These are three of 
the four most important activities--the fourth is juvenile screening, 
which is outside the scope of our evaluability assessment. These will be 
summarized in the next section and described at greater length in later 
sections. 

The following is a brief description of the other functions of the 
Unit, which will not be dealt with further in this report: 
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Custody evaluations. The Unit's psychologists perform mental 
examinations in custody cases, including child abuse cases. 
Since the Unit gets paid for these evaluations, they largely 
superseded the evaluations for competency and sanity after the 
LEAA grant terminated. 

Juvenile screening. The Unit performs evaluations (about 10 
per month) for the courts or the state youth services agency, 
mainly to aid in the disposition stage of juvenile proceedings. 

Education and training• The Unit personnel have given many 
courses and other training programs to the police, parole 
officers, and other criminal justice system personnel. This 
function largely disappeared after the termination of the LEAA 
grant. 

Liaison between the criminal justice system and mental health 
system. A Forensic Unit social worker serves part-time as 
liaison between these two systems, performing a wide variety 
of informational services, largely informing personnel in each 
system about the procedures in the other. 

Presentence evaluations. As will be described later, the 
Forensic Unit provides much information used in sentencing 
when it evaluates and screens defendants during the pretrial 
stage. The Unit also performs some postconviction evaluations 
at the request of the court or the Parole and Probation 
Commission. Requests for these examinations are limited, 
however, because any defendant with mental problems would 
usually be screened by the Unit before trial. Until 1978, the 
Forensic Unit also scored and interpreted psychological tests 
given by Probation and Parole for presentence investigations. 

Quick Screenings. A member of the Forensic Unit staff, 
usually a social worker, often performs quick screenings for 
various criminal justice system officials. Common examples 
are advising the court when setting bond, and advising the 
state's attorney of whether or not to drop charges against a 
mentally ill person and arrange for commitment or outpatient 
mental health services. The quick screenings, which are much 
less thorough than the screenings and evaluations discussed 
later, typically take only about 15 minutes and result in a 
short letter stating the social worker's findings. Also, the 
Unit occasionally advises the police in individual cases; 
examples are drawing a psychological profile of the murderer 
in an unsolved crime and advising policemen about how to 
handle individuals who appear mentally ill. 

Treatment of inmates. The Forensic Unit has a rather limited 
treatment function. One of the more important programs in the 
past was social worker counseling of county jail inmates, but 
this has been virtually eliminated after the funding cutback. 
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Also, a psychiatrist goes to the jail one afternoon a week, 
mainly to prescribe drugs. This service was recently expanded 
from one visit every two weeks to one every week. 

The Unit staff emphasize that this broad range of activities forms 
an interconnected and integrated set of services to the criminal justice 
system. Hence, the restrictions required by the funding problems may 
have broad repercussions beyond the particular activities cut back or 
eliminated. 

Forensic Unit Staff 

The Forensic Unit, while funded by LEAA, was staffed by a project 
director, a Ph.D. psychologist, who performed all the mental evaluations; 
a secretary; and four B.S. and M.A. level psychologists, social workers, 
or criminal justice specialists. For the sake of convenience, the last 
four staff members will be referred to as "social workers." The social 
workers tended to specialize in one or two of the following activities: 
juvenile work, jail screening and counseling, screening at the request of 
the public defenders, and compiling information supplementing the 
psychologist's mental examinations. All, however, have done a wide 
variety of work at the Unit. 

The termination of federal funding resulted in the following staff 
changes: the project director has become the clinical director of the 
Peace River Center, the parent organization, and now spends only one day 
per week on Forensic Unit duties. A second doctorate-level clinical 
psychologist, the Center's director of program evaluation, has been 
assigned to the Forensic Unit for 20 percent of his time. Each performs 
one or two evaluations per week. The .staff of social workers was cut 
from four to two full-time workers, plus a third for one afternoon a 
week. On the other hand, there has been a slight increase in the time 
spent in the jail by the Center's psychiatrist; but he is not in the 
Forensic Unit, and he treats prisoners rather than conducting forensic 
screening. 

Case Process Flow 

The process flow diagrams, Figures 42, 43 and 44, summarize the 
procedures used in the Forensic Unit evaluations and give an overall 
picture of the Unit's operations. In spite of its small staff, the Unit 
is very complex, largely because it performs many duties for the judges, 
public defenders, and other criminal justice system personnel. Also, the 
flow diagrams do not reflect the many changes in procedures, caused 
largely by financial problems. The diagrams represent procedures at the 
time of the present study, seven months after termination of LEAA funds. 

The diagrams present simplified versions of the Unit's 
operations. First, they show only three of the Unit's many 
functions--treatment screening at jail, preliminary screening, and mental 
examinations. Second, they leave out some details, especially routes 
used in only a small portion of the cases. Third, the separation of the 
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three programs into separate flow diagrams hides the fact that there is 
much interaction between them. 

Treatment Screening 

Treatment screening is depicted in Figure 42. A Forensic Unit 
social worker screens county jail inmates to determine what, if any, 
treatment they should receive. Referrals are usually made by the jail 
nurse or by a jail guard, prompted by observations of the inmate's 
behavior in jail. The social worker interviews the inmate to determine 
if mental health treatment is needed. Treatment options are (a) referral 
to Wing E, an inpatient mental facility; (b) referral to a psychiatrist 
for possible medication; or (c) social worker counseling. The social 
worker may also recommend that the jail give the inmate special 
treatment, e.g., segregation, and may inform the inmate's attorney of the 
possibility of mental problems. 

Preliminary Mental Screening 

As shown in Figure 43, a social worker screens defendants with 
possible mental health problems, usually at the request of the public 
defender. These pretrial screenings have two purposes: (a) to determine 
whether a full mental examination for incompetency and insanity is 
warranted; and (b) to detect mental health problems and recommend 
treatment. The public defenders often use the latter information in plea 
bargaining discussions and in sentencing hearings, even though the 
preliminary mental screenings occurred at the pretrial stage. 

A Forensic Unit social worker visits the public defender's office 
each week and pre-screens the lawyers' requests for screenings. The 
pre-screening is a quick preliminary screening without interviewing the 
defendant. If a case is accepted for screening, the social worker then 
takes from the public defender's files whatever information (e.g., the 
arrest report) may be helpful in the screening. The case is sent to 
another social worker, who studies the information obtained, interviews 
the defendant, and gives psychological tests. Occasionally, past mental 
hospital records are requested, and interviews may be held with police or 
others, especially to check the defendant's account of the crime. 

The social worker then writes a report, which usually recommends 
against a mental examination. The person requesting the screening almost 
always follows the recommendation. Most reports also conclude that the 
defendant has some mental problems and would benefit from treatment. 
These suggestions are considered in plea bargaining negotiations and in 
sentencing decisions. 

Mental Examinations 

Mental examinations, which are the topic of Figure 44, are made 
pursuant to court order and are conducted by a psychologist, with 
preliminary research by a social worker. The basic purpose of the mental 
examination is to obtain expert advice about whether the defendant is 
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incompetent to stand trial or was insane at the time of the offense. 
Some 30 or 40 percent of the court orders for mental examinations follow 
preliminary screenings that recommend an examination. Usually, however, 
the court requests the examination, either ~ sponte or at the request 
of defense counsel, because at the time of the request the defendant is 
in Wing E after a treatment screening in jail, or because the judge 
otherwise believes that the defendant's behavior shows he may well be 
mentally ill. 

A social worker performs the first stages of an examination. The 
social worker gathers and studies the police report, interviews the 
defendant, administers the Minnesota Multiphasic Personality Inventory 
(MMPI) and sometimes other psychological tests, and acquires mental 
health records, if available. The psychologist, after reviewing the 
information gathered by the social worker, interviews the defendant and 
fills out two forms developed by the Unit, an Adult Evaluation form and a 
Competency Interview form (see Appendix Q). Before writing the report, 
the psychologist often orders an investigation to check statements the 
defendant made in the interview and usually discusses the case with other 
Forensic Unit staff. 

The psychologist sends the court a letter giving his overall 
conclusions about the defendant's competency and sanity. The court 
virtually always follows the recommendation, which with few exceptions is 
that the defendant is competent and was sane at the time of the offense. 
The psychologist also prepares an extensive report of his findings, which 
is sent to the public defender. In most cases the judge receives this 
full report only if the defendant is convicted, to be used when 
sentencing the defendant. 

Delineation of Mental Health Information Requirements 

This section will describe the screening for treatment of jail 
inmates and the initial stages of preliminary screenings and mental 
examinations of defendants. These activities are largely devoted to 
determining when cases should go on to later screening stages and to 
providing information that will be used there. 

The Forensic Unit staff, during federal funding, consisted of a 
full-time psychologist and three social workers, one of whom worked on 
juvenile matters, a facet of the Unit's work that is not described here. 
At the time of writing, one full-time and one part-time social worker and 
two part-time psychologists screen adult cases. 

Treatment Screening of Jail Inmates 

This screening is usually triggered by a request from the jail 
nurse for screening of an inmate whom she believes to have mental health 
problemso Many referrals are made by other jail personnel, too, 
especially jail guards; and a few are made by judges. Some treatment 
screening is done by the Forensic Unit in conjunction with preliminary 
screenings or mental examinations. The inmates screened are almost 
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always defendants in the county jail awaiting trial. Only a few are 
convicted and sentenced defendants, and few are defendants in the city 
jail. The requests are almost always made by telephone or in person when 
a social worker visits the jail. 

Before the funding cutback in late 1979, a social worker went to 
the jail every day to screen or counsel inmates. Visits are still 
frequent, but occur only in response to emergency calls. (Some inmates 
who would ordinarily be screened by the social worker are now·referred to 
the Peace River Center psychiatrist for possible medication.) The only 
information received by the social worker before the screening is a 
description of the inmate's activities as told by the jail nurse or other 
referral agent • 

The social worker typically gives the inmate a quick mental status 
examination in an interview that takes about fifteen minutes to an hour. 
Psychological tests are rarely given. The social worker, after the short 
examination, sometimes informs the jail that the inmate is not mentally 
ill or has no problem amenable to mental health treatment. Otherwise, 
the social worker has several referral options. 

Referral to Wing E. If the social worker believes the inmate 
needs inpatient mental care, she refers the inmate to Wing E, 
the psychiatric unit of the county hospital, operated by the 
Peace River Center. The staff of Wing E, however, actually 
determines whether the inmate is admitted, but few inmates 
ref erred are returned to the jail without staying in Wing E 
for at least one or two days. About a quarter of the inmates 
screened are sent to Wing E. 

Referral to a psychiatrist. If the social worker believes the 
inmate does not need inpatient care but may need psychotropic 
medication, she makes an appointment for the Peace River 
Center psychiatrist's next weekly visit to the jail. 
Approximately, a third are referred to the psychiatrist. 

Social worker counseling• Before federal funding ended, the 
social worker gave some inmates weekly counseling sessions. 
The Unit, at. this writing, has almost completely terminated 
this service. 

Advice to jail personnel •. Finally, the social worker may 
advise the nurse or guards about the handling of the inmate, 
such as using an observation cell if the inmate is suicidal. 

After the screening, the social worker often informs the inmate's 
attorney (generally a public defender) that the client has a mental 
problem. Also, counsel often learns of the mental problem because he or 
she is notified that the client was sent to Wing E. In this way. the 
treatment screening of inmates sometimes leads into the Unit's later 
evaluation activities, because the lawyer will generally request further 
evaluations whenever he learns that his client has a mental problem. 
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(Most defendants screened later, however, were originally not screened at 
the request of jail personnel; rather they are referred by public 
def enders who, rather than the jail personnel, first learn about possible 
mental health problems. Nevertheless, the defendants found incompetent 
to stand trial were generally first labeled as having a mental problem 
while in jail, and they were referred to Wing E before the mental 
examination.) 

Delineations and Initiation of Preliminary Mental Screenings 

In spite of the federal cutbacks, one of the major tasks of the 
Forensic Unit is still screening defendants, usually at the request of 
public defenders, before a full mental examination is ordered. 
Preliminary screenings are performed by Unit social workers; mental 
examinations are given by psychologists and are, typically, more thorough 
than screenings. 

During the Unit's first year, the staff noticed that the Court, at 
the request of public defenders, asked for many mental examinations that 
were clearly not warranted by incompetency and insanity issues. At the 
same time, public defenders sometimes requested quick, informal 
evaluations from the Unit to determine if there were valid mental health 
issues. The Unit, in response, formalized the initial screening 
procedures; and the public defenders and the Court now use them for, 
among other purposes, determining whether a full mental examination 
should be requested. Preliminary screenings are not requested when it 
seems obvious that the defendant has a severe mental problem; defendants 
sent to Wing E after treatment screening by a Forensic Unit social 
worker, therefore, usually receive full mental examinations without a 
preliminary screening. 

The main reasons, albeit implicit, for public defenders' requests 
for Forensic Unit screening are not incompetency or insanity issues, nor 
"to determine if a full-scale examination is necessary" as stated in the 
form for screening referrals. While these are reasons for some 
referrals, in most cases the public defenders' major, and sometimes the 
sole, reason for requesting screening is to identify mitigating factors 
that might persuade state's attorneys to lower their plea bargaining 
demands? or that might persuade judges to give more lenient sentences. 
The social worker's screening report, therefore, besides giving an 
initial determination of possible incompetency or insanity, usually gives 
mental health information that might explain the crime and suggest 
treatment or disposition alternatives for the defendant. 

After several years of experience with this preliminary screening 
procedure, the Forensic Unit staff again concluded that public defenders 
refer too many cases without substantial mental health issues. The staff 
felt, for example, that the attorneys did not study the defendants 
closely enough before making referrals and that the attorneys sometimes 
used the screenings as a delay tactic. Under the constraints imposed by 
federal funding cutbacks? the Unit initiated still another screening 
level--i.e., a third level. A social worker now goes to the public 
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defender's office each Tuesday afternoon to "pre-screen" t:he screening 
requests. Each lawyer making a preliminary mental screening request 
tells the social worker why he thinks the client should be screened. 
Based on this informal discussion, the social worker decides whether or 
not there is a sufficient probability that the defendant has, or had, 
substantial mental health problems--problems that might lead to an 
incompetency or insanity finding or that might constitute mitigating 
circumstances. The social worker also often advises the public defenders 
to send specific cases to drug or alcohol units of other agencies, rather 
than to the Forensic Unit. 

Although the screenings are performed mainly for the public 
defenders, some are requested by the courts, and a few by the state's 
attorney or the Probation and Parole Commission. Again, the most common 
purpose is to look for mitigating circumstances and for mental health 
treatment: needs. A few requests from the courts, however, are to 
determine if there is enough probability of incompetency or insanity to 
justify full mental examination. During the period of federal funding, 
courts were far more likely than not to order a full examination without 
preliminary screening. As is discussed later in this section, however, 
the Forensic Unit, at this writing, no longer accepts requests for mental 
examinations (by Forensic Unit psychologists).· Consequently, the courts 
are making more use of the screenings (by a Forensic Unit social worker) 
to decide whether to order mental examinations (by private psychologists 
and psychiatrists). 

Screening requests from the public def enders are made using a 
simple form, which was developed jointly by the Forensic Unit and the 
public defender's office. A completed form requests a screening to 
determine if a full-scale examination is necessary. The form has space 
for the defendant's name, birth dat:e, the date of t:he request, and the 
future court appearances scheduled. There is also a section for 
comments, but the comments are seldom extensive. 

The complete screening request form is typically accompanied by a 
great deal of other information about the defendant. The pre-screening 
social worker writes a short note to the social worker who will do the 
screening, and the two often discuss the case informally. Also, the 
pre-screening social worker compiles as much information as possible from 
the public defender's records, including the intake form and the police 
report of the alleged crime. (Before the pre-screening procedure was 
initiated, the Unit continually urged the public defenders to send more 
information wit:h their requests. The police offense report was, and is, 
considered especially important. The social worker, in addition, often 
discussed cases with the attorneys to obtain more information and to 
pinpoint: the reason for the request.) 

Initiation of Mental Examinations 

The next: aspect of Forensic Unit evaluation of defendants is the 
mental examination. The loss of federal monies has ·severely cut back 
examinations in criminal cases. Before the cutback, the Unit's 
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psychologist conducted 10 or 15 examinations per month. This number was 
ten or fifteen gradually decreased during the first months of 1980. 
Then, on May 19th, the Unit sent a letter to the courts, public defender 
and sheriff, announcing that it would no longer accept court-ordered 
competency and sanity examinations of indigent defendants (although it 
will perform. examinations when reimbursed, for example in custody 
cases). The letter added that the Unit would resume the service to the 
courts if given $30,000 yearly for the necessary staff. Although not 
stated in the letter, these funds would probably have to come from the 
county. Without Forensic Unit services, the courts must use private 
psychologists and psychiatrists for mental examinations, and by law the 
County must pay their fees. (Because of the uncertain future, this 
section will describe the mental examinations as they were performed by 
the Unit during the period of federal funding and it will only briefly 
describe the subsequent changes.) 

Requests for mental examinations are always made by the courts, 
and almost always by the Circuit Court rather than the County Court. 
Also, most orders are prompted by public defender petitions. The court 
issues a few orders ~ sponte, typically in early stages of the court 
proceedings before the public defender is appointed. 

Some orders~ as mentioned above, follow from Forensic Unit 
screening reports recommending full mental examinations. A public 
defender receiving such a report routinely passes it on to the Circuit 
Court and petitions for an examination. A judge routinely orders a full 
mental examination whenever the court receives such a report, either from 
the public defender or directly from the Forensic Unit (when the 
screening is ordered by the court). If the screening report recommended 
against a mental examination, the court or public defender can, but 
rarely does, press further for an examination. 

Although a large number of orders for mental examinations follow 
screening reports recommending them, 60 to 70 percent of the orders are 
in cases where the defendant was not screened. The public defender 
routinely requestsp and the court routinely grants, examinations in 
capital cases without preliminary screening. Defendants placed in Wing E 
after the treatment screening in jail are considered to be certain 
candidates for mental examination, and judges typically do not require 
preliminary screening. Finally, a judge may believe that a defendant's 
behavior, during first appearance or arraignment, indicates the need for 
a mental examination. (A factor that sometimes enters a judge's decision 
to issue an order is the concern that a defendant may be dangerous and 
may harm others if out on bond. An order for a mental examination is 
often accompanied by a refusal to grant bond.) 

Public defenders and other defense attorneys are free to petition 
that the mental examination be made by someone other than the Forensic 
Unit staff. Such requests are not unusual, especially in capital cases, 
probably because the Forensic Unit has a history of not often 
recommending incompetency or insanity. Judges have traditionally been 
reluctant to comply with such requests when made for indigent defendants, 
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because judges have confidence in the Forensic Unit staff, and because 
the county would have to pay for such examinations. 

The public defender's office typically prepares a judge's order 
for a mental examination. After the court grants a petition for an 
examination, a secretary calls the Forensic Unit secretary and arranges a 
time for an interview with the Forensic Unit psychologist. The public 
defender's secretary places this date on the order, obtains the judge's 
signature, and sends the order to the Forensic Unit, where it is placed 
in the defendant's record. The psychologist typically has a substantial 
backlog; so the interviews are scheduled a month or two in the future. 

The order is generally in standardized form (see Appendix O) and 
is directed to the Forensic Unit staff. The form order was composed 
jointly by the public defender, the Forensic Unit, and one of the Circuit 
judges. It directs the Unit to "determine the Defendant's mental 
condition at the present time, and at the time of the alleged offense." 
Although not specifically stated, the intent of the order is to obtain 
determinations concerning incompetency to stand trial and sanity at the 
time of the offense (Florida basically follows the M'Naghton rule). The 
order requests simultaneous incompetency and insanity examinations 
because, according to the Unit's director, there are few cases where only 
one is at issue (even though, as will be discussed below, if one is 
found, the other typically is not) and because the defense is 
particularly interested in the insanity issue, for that constitutes a 
defense. 

Another provision of the order form, included at the request of 
the Forensic Unit, directs the police to provide the Unit with criminal 
reports and statements by the defendant or witnesses. Other information 
typically available to the Forensic Unit upon receipt of a mental 
examination order is the preliminary screening report and the file 
developed for that report by the Unit, but only in the 30 to 40 percent 
of cases where there was a screening before the mental examination. 

Acquisition of Mental Health Information 

In some respects, the preliminary screenings and full mental 
examinations are successive stages in the overall process of mental 
health evaluations, but they are more often separate stages because a 
defendant screened is usually not examined, and a defendant examined 
usually has not been screened. Also, although the screening is sometimes 
conducted for the purpose of determining whether a case should go to the 
mental examination stage, more often the screening has a different 
purpose, i.e., to provide information to be used at the time of 
sentencing. 

Preliminary Mental Screenings 

The preliminary mental screenings originate, as was stated 
earlier, with requests from public defenders or, less often, from judges 
or the Probation and Parole Commission. Once the screening request 
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arrives at the Forensic Unit, the Unit's secretary schedules a case 
interview with a social worker, usually for a date approximately a month 
later. At this writing, only one social worker conducts screenings, four 
per week. Screening interviews, however, are held promptly in emergency 
cases--when the defendant appears to need immediate treatment or when a 
judge requests a speedy screening. 

The interview, lasting about sixty to ninety minutes, is usually 
conducted in the jail. If the defendant is free on bond, the interview 
is conducted in the social worker's office in the Forensic Unit. The 
social worker completes an "Intake Information Form" (filled out by the 
secretary if the defendant comes to the Forensic Unit) that requests 
personal information. The defendant is asked to sign the f orm.s 
acknowledging services and authorizing the release of confidential 
information. (Copies of these three forms are in Appendix P). 

The basic purpose of the interview is to gather the information 
required for the."Competency Interview" form and an "Adult Evaluation" 
form (see Appendix Q). The Forensic Unit director developed these forms 
for mental examinations, and social workers subsequently incorporated 
them into the preliminary screenings. They are completed by the social 
worker during and after the interview. 

The social worker also administers the first 399 questions of the 
Minnesota Multiphasic Personality Inventory (MMPI). An oral version is 
administered to illiterate defendants. Although the MMPI is the only 
test given in most screenings, the Slosson Intelligence Test is given 
whenever the public def ender raises the issue of mental retardation or 
the social worker suspects mental retardation during the interview •. On 
very rare occasions the Bender Visual Motor Gestalt Test also is 
administered. 

The social worker gathers no further information in most cases. A 
neurological examination may be ordered if the defendant is suspected to 
have organic brain damage. The Unit routinely gathers reports and 
records from mental institutions where the defendant was previously 
hospitalized. In a few cases, the social worker interviews the police or 
the defendantvs relatives to verify statements made by the defendant 
during the interview. This investigation, however, is less frequent and 
less thorough than investigations conducted in full mental examinations. 

After the interview, the social worker completes the "Competency 
Interview" and "Adult Evaluation" forms (see 'Appendix Q), scores the MMPI 
and other tests administered, and may write notes on a separate sheet of 
paper. This information is put in the defendant's file. The social 
worker also consults· informally with the Unit's clinical psychologists. 
"Staffing" cases is part of the "quality assurance review" of the Peace 
River Center; and a "Peer Review Form," completed by a Forensic Unit 
psychologist and a social worker, must be completed and placed in the 
defendant's file. The social worker then prepares a report, which will 
be described later in the chapter. 
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Mental Examinations 

Scheduling. Mental examinations are usually scheduled in a phone 
call between a public defender's secretary and the Forensic Unit 
secretary. The latter chooses the earliest opening in the psychologist's 
appointment book. The time between the order and the appointment 
lengthened during the life of the project and eventually reached four to 
six weeks. (After the termination of LEAA funds it reached two to three 
months.) The appointment date only approximates the actual time of the 
appointment, however, since the psychologist visits inmates in the jail 
when convenient, often before the appointment date. Examinations are 
performed with less delay when a judge requests emergency treatment. 

When the defendant is in Wing E, for example following referral 
there after treatment screening in jail, the examination is typically 
delayed until Wing E decides whether to retain the defendant for 
extensive treatment or return the defendant to jail. Also, the Forensic 
Unit waits until the patient has had a chance to improve under 
treatment. It is senseless, according to the Unit director, to examine a 
patient when he may well improve later. 

Preliminary Study. Before the psychologist's interview with the 
defendant, a social worker conducts a preliminary study. Unless 
previously obtained for a preliminary screening, the following 
information is gathered: the police offense report and witnesses' 
statements from the public defender, the state's attorney, or the police; 
these documents are culled for information important to the examination. 
The social worker then interviews the defendant in jail, principally to 
complete intake and release forms and to find out if the defendant has 
any mental hospital or clinic records. (These interviews became much 
less extensive after the loss of LEAA funds, and are now largely 
abandoned.) The social worker may request from other agencies any mental 
health or other records that may be of help during the examination. 

The social worker also gives an MMPI (the first 399 questions), 
unless the defendant cannot read or is too distraught to take the test. 
The psychologist typically orders an oral MMPI for illiterate defendants 
and a written test for distraught defendants when they have calmed down. 
In most cases the Unit administers no other tests. The psychologist 
occasionally orders the Incomplete Sentence Blank test, for example when 
he is still undecided after conducting the interview and reviewing all 
the other information. The 16 Personality Factor test is given in a few 
instances when other tests prove inconclusive. Finally, the psychologist 
or the social worker administers a Wechsler Adult Intelligence Scale or a 
Slosson Intelligence Test when the defendant appears mentally retarded. 
Projective tests, such as the Thematic Apperception Test and Rorschach 
Test, are virtually never used. 

The social worker then prepares a report of findings and places 
all test results and other information into a file on the defendant. If 
the defendant was given a preliminary screening, the results and working 
papers from the screening are included. The social worker usually 
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discusses the case with the psychologist before the latter interviews the 
defendant. 

Clinical Interview. The next stage in the mental examination 
process is the psychologist's clinical interview. At the time of the 
site visit for this report, interviews were held in the Forensic Unit, 
except that patients in Wing E are examined there. Before October 1979, 
however, inmates were interviewed in jail. 

The interview, which typically lasts ninety minutes, is aimed 
primarily at obtaining information required for two forms prepared by the 
Forensic Unit, the "Adult Evaluation" form and the "Competency Interview" 
form. (Appendix Q). The "Adult Evaluation" form indicates general 
information about the purpose of the examination and about the defendant, 
including social and criminal histories. The more important is the 
"Competency Interview" form, which is adapted from the "Competency to 
Stand Trial Assessment Instrument" (McGarry, 1973), and which in July 
1980 was included in the Florida Rules of Criminal Procedure as a 
mandated assessment in all court-ordered competency examinations. The 
"Competency Interview" form directs the examiner to rank the defendant as 
"acceptable," "questionable," "unacceptable" (or "not applicable") on 
eleven specific aspects related to the defendant's ability to assist in 
the defense. An example of one such aspect is the defendant's "capacity 
to disclose to attorney pertinent facts surrounding the alleged offense." 

The psychologist does not rigidly structure the questioning along 
the format provided in the forms. Rather, he engages the defendant in a 
general conversation, typically beginning with the charge against the 
defendant and the circumstances surrounding the alleged offense. The 
psychologist weaves the items on the "Adult Evaluation" form into the 
general conversation. Finally, any topics in the "Competency Interview" 
form that were not covered earlier in the interview are addressed. The 
psychologist fills out the two forms after the interview, a task that 
takes another 60-90 minutese The completed forms go into the defendant's 
foldero 

Further Information. In many cases the psychologist requests an 
investigation, typically because he desires to verify the defendant's 
account of the alleged crime. This investigation consists of interviews 
with persons (e.g., the arresting officer, other police, jail staff, 
witnesses, and family members) to corroborate or refute the defendant's 
statements or to learn of behavior that suggests mental illness. A 
social worker does most interviewing, although the psychologist does some. 

The case is usually "staffed" before the report is prepared, in 
accordance with the quality assurance review procedures of the Peace 
River Center. The psychologist speaks informally with the social worker 
involved in the case and, sometimes, with other Forensic Unit staff 
member so 
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Provision and Use of Mental Health Information 

This section describes the final stages of the preliminary 
screenings and mental examinations, especially the preparation of written 
reports and the actions of judges and others after receiving the report. 
Again, the screening and examination procedures will be treated largely 
as separate processes. 

Preliminary Mental Screening 

Soon after interviewing the defendant, the social worker 
telephones the public defender (or the court, or Probation and Parole 
Commission, if these were the referral agents) and gives the screening 
results. The reason for this call is to speed transmittal of the 
results, for the report is not sent until about a week after the 
interview. 

The preliminary screening report is typically one to two pages, 
single spaced, on letter-sized paper. Attached to the report is a 
checklist recording the results from the "Competency Evaluation" form; 
the form itself is not sent, but remains in the defendant's file in the 
Forensic Unit. The report states the test results and the social 
worker's general impressions obtained from the interview. The last 
section contains the conclusions and recommendations. If the social 
worker concludes that the defendant may be incompetent or insane, the 
report recommends a mental examination by the Unit. The frequency of 
such recommendations varies among the social workers, from about one
fifth to about one-third of the screenings. In addition, the proportion 
recommending examinations has decreased in the past few years. 

The remaining conclusions and recommendations in a preliminary 
screening report are descriptions of the defendant's mental problems, 
predictions about the defendant's future behavior, and recommendations 
for treatment. This section almost always points out at least one mental 
problem attributed to the defendant and recommends some type of 
treatment. The recommendations are general in nature; reports do not 
contain full treatment plans. Although presented as mental health 
recommendations, they often have clear implications for sentencing. For 
example, recommendations occasionally imply that probation would serve a 
defendant's mental health needs better than incarceration. More often, 
however, the reports recommend treatment methods for defendants while 
imprisoned. 

The social worker hand-carries the report to the public defender, 
judge, or whoever requested the screening. Until recently, the social 
worker usually discussed the report at some length with the person ~ 
requesting it, but this practice was abandoned after the staff cutbacks. 
The report is sent only to the person requesting it, unless other 
distribution is authorized. The public defender, therefore, has an 
option to keep the report secret or to use it openly to advance the 
client's cause when requesting a mental examination, during plea 
negotiations with the state's attorney, or during the sentencing hearings. 
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Ihe public defender, court, or others receiving the report almost 
always comply with the recommendations concerning the need for a mental 
examination. After receiving a report recommending an examination, a 
public defender routinely uses it to justify a motion for a court-ordered 
mental examination. Judges, likewise, virtually always grant a motion 
accompanied by such a recommendation from the Unit. Public defenders are 
free to ignore a recommendation against a mental examination and to 
request one from the court, while not disclosing the contents of the 
report. This s~ldom occurs, mainly because the court generally requires 
a recommendation from the Unit before ordering an examination in doubtful 
cases. 

As has been emphasized, preliminary screening reports are often 
used for sentencing rather than to determine whether a mental examination 
is warranted. If the public defender considers the report favorable to 
the defendant, he may show it to the state's attorney during plea 
bargaining in the hope of reducing the sentence or obtaining agreement 
for probation, accompanied by court-ordered treatment. The judge 
typically accepts such a plea bargaining agreement. 

The public def ender of ten releases the preliminary screening 
report so that it can be used in the sentence hearing. The report may be 
given to the judge as a separate document for consideration at the 
hearing, or the Probation and Parole Commission may incorporate the 
report's reasoning and recommendations in its presentence investigation 
report. Again, the purpose is to mitigate the sentence. 

Mental Examinations 

Mental Examinations Report. The mental examination report is 
typically issued about two weeks after the interview is conducted. The 
report is similar to, but more elaborate than, the social worker's 
screening reporto It is about three single-spaced, letter-sized pages 
long, and contains a lengthy narrative of the psychologist's conclusions 
drawn from the interviews and testing. Reports also contain a summary 
checklist of the "Competency Evaluation" form results. 

The report always provides recommendations about a defendant's 
competency to stand trial and sanity at the time of the offense. The 
Unit staff expressed the belief that they are "stricter" on these issues 
than most psychologists and psychiatrists. A finding of incompetency is 
recommended in approximately ten percent of the cases, and insanity in 
only five percent (rarely are both recommended). 

Consequences of the Recommendations. The Unit's recommendations 
are almost always accepted. Generally they are the only recommendations 
solicited and are routinely adopted by attorneys and judge. In a few 
cases, especially when the defendant is charged with a major crime, the 
defense or state obtains additional expert opinion. In these cases, 
however, perhaps because of the Forensic Unit's reputation with its 
referring agents, the Unit's recommendations generally prevail. Public 
defenders are seldom able to obtain a second opinion when the Unit 
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recommends competency and sanity, on account of the court's reluctance to 
authorize county funds for second evaluations. The public defender's 
office can seldom afford to pay for such second evaluations. 

The Forensic Unit report also contains the psychologist's findings 
concerning mental problems of the defendant and recommendations for 
treatment. The recommendations, like those in preliminary screening 
reports, are often directed toward sentencing. The reports do not 
actually recommend a specific sentence, but they often suggest that 
specific dispositions may benefit or harm the defendant's mental health. 
The psychologist who wrote the report sometimes testifies in the 
sentencing hearing following conviction, elaborating on the 
recommendations made in the report. (In Florida, psychologists, but not 
social workers, can testify as expert witnesses on these matters; hence, 
the social worker does not testify concerning the sentencing and 
treatment recommendations made in the screening report.) 

Confidentiality of the Report. An important problem is who should 
receive the Forensic Unit mental examination reports. Traditionally the 
Unit sent them to the public defender, the court, and the state's 
attorney. But the public defenders requested that the report be 
confidential, arguing that if the defendant were not indigent the lawyer 
would order a psychological report that would be protected by the 
patient-client privilege. Also, they argued that defendants would be 
more candid in the interviews if reports were confidential. At least one 
judge has agreed with these contentions. The formal order for mental 
examinations (see Appendix O) now requires the Unit to send the report 
only to the public defenders until the defendant is convicted, when it is 
also sent to the court and the Probation and Parole Commission (and is 
then used for sentencing purposes). Before conviction, the court and the 
state's attorney receive only a terse notification of the Unit's overall 
recommendations. These procedures, however, are not routinely followed 
in all cases; some judges issue orders requiring the Unit to send the 
report initially to them as well as to the public defender. 

If the Unit recommends incompetency to stand trial, the court will 
usually go along with the recommendation after receiving the terse 
notification of this recommendation without seeing the report. When the 
Unit recommends "not guilty by reason of insanity," the Court and the 
prosecutor will eventually see the report if the defense raises that 
issue at trial. 

The Unit staff are careful not to place incriminating evidence in 
the mental examination or preliminary screening reports. For this 
reason, reports are silent about the offense charged, even though the 
offense and the defendant's explanation of it are major factors leading 
to the report recommendations. 

Further Involvement by the Forensic Unit. The Forensic Unit's 
involvement in a case usually ends when the mental examination report is 
sent to the court, mainly because the reports generally recommend a 
finding of competency and sanity, and this recommendation is generally 
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accepted by the partieso Even when the Unit report recommends a finding 
of insanity or incompetency, the case may end without further need for 
involvement by the unit: when the prosecutor and defense attorney 
receive such a report, they often agree that the defendant should be 
committed to a mental institution under civil commitment procedures, and 
in return the prosecutor drops charges against the defendant. This 
procedure is typically used when the defendant is not charged with a 
violent or major crimeo 

In about twenty percent of the cases, however, the psychologist 
preparing the report testifies in court. The testimony in about half of 
these concerns competency or sanity questions; the psychologist is called 
as a witness, either for the defense or the prosecution, depending on 
whether or not the report recommended incompetency or insanity. On rare 
occasions the defense or the prosecutor secures other mental 
examinations, usually from private psychologists or psychiatrists, who 
may subsequently testify against the conclusions of the Forensic Unit. 

The psychologist testifies in about ten percent of the cases at a 
disposition hearing, where he supplements the examination report's 
recommendations about placement and treatment. This testimony may be in 
a hearing following a finding of incompetency or insanity; or it may be 
in a sentencing hearing following a guilty plea or guilty verdict (the 
reports make treatment recommendations even when finding that the 
defendant is competent and sane). 

If a defendant is found incompetent to stand trial, he is usually 
sent to Wing E and treated until found competent. The defendant is sent 
to a state forensic unit, either initially or after a stay in Wing E, 
only when long-term hospitalization is required. (The 10th.Circuit 
Courts, therefore, send only the most seriously mentally ill defendants 
to the state forensic unit. Most other Florida courts send all 
defendants found to be incompetent even though the incompetency is of 
short duration.) 

The Forensic Unit may become involved in the case again when the 
state forensic unit returns the defendant, stating that the defendant has 
regained the competency to stand trial, or when it recommends involuntary 
civil commitment because the defendant is not likely to become 
competent. In some cases, the court requests a recommendation from the 
Forensic Unit as a check on the state unit's report. In other cases the 
Unit's role is simply to review a copy of the state hospital records and 
ensure that the defendant maintains his medication. The Unit may also 
become involved later in cases where the defendant is adjudged not guilty 
by reason of insanity. When the hospital where the defendant is 
committed recommends release, the court often asks the Unit to review the 
recommendation before ruling on it. 

Feedback, Monitoring, and Program Evaluation 

Except for general praise from the criminal justice 
community, the Forensic Unit receives limited feedback about its 
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operations. The Unit's primary clients, the judges and the public 
defenders, in our interviews expressed satisfaction with the services it 
has provided. Judges, who are typically suspicious of mental health 
professionals, praise the Unit as a trustworthy source of mental health 
evaluations. They base this assessment largely on comparison between the 
Unit's work and that of private psychologists and psychiatrists who 
submit reports and testify in court. Another possible indication of the 
Unit's effectiveness is, as was discussed earlier, that public defenders 
and judges follow the Unit's recommendations as a matter of course. 
(This, however, may be an invalid indication of quality because it might 
indicate that the judges and public defenders do not give the Unit's work 
sufficient review.) The Unit's work, moreover, has withstood the rigors 
of the adversary system in that prosecutors rarely have successfully 
attacked the Unit's conclusions. Overall, there is a large amount of 
informal evidence suggesting that the Unit's work is well received. 

The Unit generally sends the screening or examination report to 
the court or public defender office, and then hears no more about the 
case. The Unit seldom receives feedback in individual cases. Judges and 
attorneys seldom ask for clarification of reports (this in itself, of 
course, can be considered evaluation information). The staff, out of 
simple curiosity, calls the court to find out what happened in a few 
cases. Whenever the examination report recommends incompetency or 
insanity, the Forensic Unit psychologist usually continues to receive 
information about the case during court appearances for testimony. 

Social workers often receive feedback about their treatment 
screenings and preliminary mental screenings, because the defendants 
screened may subsequently be given mental examinations. Especially 
relevant are the social workers' opportunities to compare their screening 
reports with the psychologist's mental examination reports of the same 
people, although the original screening report is often influenced by the 
psychologist's input during staff consultation. 

During the period of federal funding (July 1975 to October 1979) 
the Forensic Unit compiled data about its operations. This included 
quarterly and yearly data about the following: 

o number of competency evaluations; 
o percentage of evaluations completed within fifteen working 

days; 
o number of psychological evaluations of juveniles; 
o treatment sessions with jail inmates; and 
o number of preliminary screenings. 

The Peace River Center has not compiled routine statistics for the 
Forensic Unit after the termination of federal funding. 

There is considerable information available for program evaluation 
and there is the potential for gathering even more. The Peace River 
Center has an evaluation component, administered by the Center's Director 
of Program Evaluation. A computer contains information about each Center 
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client, including those screened or examined by the Forensic Unit. This 
information is derived from: 

o "Intake Information" forms (Appendix P), which contain basic 
demographic information about clients; 

o "General Mental Health Service Ticket" forms, which contain 
the time, length, and type of service for each client contact, 
and the staff involved; and 

o "Discharge Summary" forms, containing the reasons for 
termination, the treatment outcome, and places for which the 
client was referred. 

The Center now uses this information primarily to satisfy state and 
federal demands for datao However, it plans to expand the collection and 
analysis of evaluation data. The Director of Program Evaluation has 
requested advice concerning possible data inputs into the computer and 
methods of analysis that might be used to evaluate activities of the 
Forensic Unit. 

Another potential source of data may be the client files in the 
Forensic Unit. The files contain the completed reports and forms, 
examples of which are shown in the Appendices. Employees of the Peace 
River Center are free to use these files for research purposes; and the 
Center, according to senior staff, would probably grant outside 
researchers permission to use these files. Unfortunately, the files 
seldom have information about the outcome of the cases and the uses of 
the Unit's reports. Some of this information, however, can be obtained 
from court records and from the court's automated data processing system. 

THE RIVERSIDE HOSPITAL COMMUNITY MENTAL HEALTH CENTER 

The present community-based facility in what is known as the 
Peninsula region of Virginia began as a Community Mental Hygiene Clinic, 
established in 1947 under the Mental Health Act of 1946. Psychiatrist 
T.J. Lassen joined the clinic as Director in 1956. He believed there was 
a need for a larger clinic and in 1958 he proposed the development of a 
new facility. Dr. Lassen joined forces with Riverside Hospital, applied 
for, and received federal monies under the Mental Health Act of 1964 that 
allowed for the establishment of the Riverside Hospital Community Mental 
Health Center (RHCMHC). Since then the operation has expanded to include 
cooperation with the Hampton-Newport News (Virginia) Mental Health and 
Mental Retardation Services Board. 

Riverside is a comprehensive Community Mental Health Center 
providing services in five designated areas: 

(1) Outpatient mental health services, including aftercare for 
patients discharged from state mental health facilities; 

(2) short-term hospitalization (62 beds); 
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(3) partial hospitalization (adult day care); 

(4) twenty-four hour emergency services (through the emergency 
room); and 

(S) community consultation and education. 

These services are provided at various satellite locations as well as at 
RHCMHC; however, this report will focus only upon aspects of the 
operation of the central clinic housed at Riverside Hospital. 

RHCMHC provides services to the residents of the cities of Hampton 
and Newport News, Virginia. The catchment area includes a population of 
approximately 284,000. Services are provided to all residents regardless 
of age, income, or degree of pathology (Note 17). Additionally, RHCMHC 
provides forensic services for the Circuit Court and General District 
Court for the cities of Hampton and Newport News. 

Mental health services are provided to the courts and individuals 
at various stages in the criminal justice system: 

(1) Crisis counselors perform a pre-screening evaluation and 
arrange for psychiatric consultation to aid a judge in 
considering issuance of a detention order to send an 
individual to Eastern State Hospital in Williamsburg, 
Virginia. This process may have been initiated by family 
members or others seeking a petition for involuntary civil 
commitment • 

(2) Crisis counselors are called upon to provide psychological 
services to inmates of the city farm and jail who are acting 
in a bizarre manner or have medication needs. In crisis 
situations, the individual is brought to the Riverside 
Hospital emergency room. 

(3) RHCMHC provides treatment for certain persons at the Virginia 
Alcohol Safety Action Program of the Division of Alcoholic 
Services. About four or five persons a month voluntarily come 
to Riverside under this program which attempts to reduce or 
nullify criminal charges involving alcohol and driving. 

(4) A victim of sexual assault who is admitted to the emergency 
room is referred to "Contact Peninsula," a sexual assa:ult 
team. The police are notified also, which may result in 
RHCMHC contact with the criminal justice system. 

(5) Judges, usually from the Juvenile and Domestic Relations 
Court, sometimes order treatment at RHCMHC for the family of 
an abused child. The order is usually verbal, but if not 
complied with, the order will be placed in writing. A formal 
written order is necessary an average of once a year. 
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(6) Parole officers, court services workers and attorneys may 
request an evaluation of a client-offender by a letter or a 
telephone call. Judges from the Circuit Courts and General 
District Courts of Newport News and Hampton may order a mental 
health evaluation informally or by written court order. 
RHCMHC processes approximately two hundred court-related cases 
each year, as estimated by the Chief Clinical Psychologist. 
About twenty-five of these evaluations are requested for 
presentencing purposes, as provided in Va. Code §19.2-300. 

This last section of Chapter 6 will focus only upon RHCMHC's 
involvement in pre-screening for a detention order resulting in possible 
civil commitment, and with court-ordered mental health evaluations, as 
described in (1) and (6) above. These two activities represent the 
clinic's primary activity in the area of screening and evaluation of 
alleged criminal offenders. The pre-screening evaluative process as 
undertaken in the hospital's emergency room is essentially an alternative 
resolution representing either a temporary or permanent diversion from 
the criminal justice system. For example, the police may detain a person 
on a drunk-in-public charge and bring him to the emergency room at 
Riverside to be screened for indications of a need for mental health 
services. The person may be detained and sent to Eastern State Hospital 
and civil commitment proceedings initiated there. If a person is sent to 
Eastern State, criminal charges are not filed. 

A Function Model 

Organization 

Figures 45 and 46 depict the flow of cases, operations and 
processes which characterize court-initiated evaluations and 
pre-screenings. Each figure represents the entire process for one type 
of evaluation, with Figure 45 emphasizing court-ordered evaluations and 
Figure 46 describing the pre-screenings for civil commitment. 

Process 

The process of delineation includes the various ways in which an 
individual case comes to the attention of RRCMHC and is prepared for 
evaluation. An individual who is escorted by a police officer or a 
family member to the emergency room of the Riverside Hospital for a 
pre-screening evaluation typically arrives with a minimum amount of 
documentary materials. The verbal report of the escort forms the sole 
basis of the intake process. In contrast, an individual needing a mental 
evaluation requested by agents of the court is usually accompanied by 
some identifying or demographic data. An attempt to screen out 
inappropriate referrals is made prior to the scheduling of a case, which 
begins the acquisition phase. 

The next process, that of acquisition of mental health 
information, begins for non-emergency, routine cases with an intake 
interview by the assigned social worker. If indicated, psychological 
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tests, a psychiatric consultation, or a family interview may be 
conducted. Other supporting information may be gathered from outside 
sources. A .. staffing" conference with the social worker and a licensed 
clinical psychologist is held and results in a "staffing note." This 
note indicates diagnosis, disposition, recommendations and treatment 
goals. This process may be circumvented if the date of the court hearing 
is immediately pending. It is also circumvented for individuals involved 
in murders, attempted shootings, or other serious and violent crimes. 
These cases are routed directly to the Clinic Director. The collecting 
of information in the pre-screenings for civil commitment consists of an 
emergency room report, a report completed by a crisis counselor, 
consultation with the attending physician, and an interview by a judge. 
These steps are shown in Figure 46. 

The final process is the provision of the acquired information 
to the appropriate source. A copy of the mental health evaluation as 
summarized in the "staffing note" is usually sent to the defense attorney 
or parole officer, and is frequently sent to an agent of the court. The 
note provides evaluative information regarding the mental status of the 
defendant; issues of competency to stand trial and insanity are addressed 
only when the court order specifically requires such information. The 
judge may telephone RHCMHC for further information or clarification, if 
needed. In rare instances, RHCMHC staff may be subpoeaned to testify in 
court. The judge may also request a second evaluation from another 
agency. The variety of dispositions that may result from a pre-screening 
for civil commitment are shown in Figure 46. 

Delineation of Mental Health Information 

Court Request for a Mental Health Evaluation 

The primary way in which RHCMHC becomes involved with the criminal 
justice system is in response to a court request for a mental health 
evaluation. The request may be made by telephone or by a letter from an 
attorney and is followed by a formal court order. The court orders are 
of two types. The standard court order, used in 95 percent of the 
court-ordered referrals, specifies an independent psychiatric examination . 
and directs the psychiatrist 

• • • to examine and observe the defendant as to his mental 
condition and intellectual capacity and whether or not in his 
opinion the said defendant was sane at the time of the commission 
of said crime with which he is now charged, and at the time said 
defendant gave a statement or confession regarding said crime with 
which he is now charged, to police authorities • • • FURTHER 
ORDERED that all police and jail personnel who have investigated 
or observed the defendant shall cooperate • • • in this making of 
his determination as to the mental condition of the defendant at 
the time of the commission of the crime and his making of any 
statements relating thereto (Note 18). 
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RHQ.filC staff interpret this order as requesting a determination as to 
competency to stand trial as well as a determination of the individual's 
criminal responsibilityo 

The other rarely used court order is termed by one staff member as 
the .. ruffles and flourishes order." This order is used for individuals 
who are charged with murder, attempted shootings, or other serious 
crimeso According to one staff member, the court order specifically 
directs "[Clinic Director] as a psychiatrist skilled in the art and 
science of healing" to examine the defendant and off er an opinion as to 
his competency to stand trial and his criminal responsibility. This 
order dictates a circumvention of the normal evaluative process for 

.routine, court-initiated cases. Because this is such a rare occurrence, 
the exact process is not clear. 

RHCMHC utilizes the M'Naghten test to determine criminal 
responsibility. This test asks the following questions: Does the 
defendant understand his actions, the character of the act and its 
consequences? Does the defendant have the knowledge that it is wrong and 
criminal? Does the defendant have the mental power to appreciate that a 
wrong act deserves punishment? (Michie's Jurisprudence of Virginia and 
West Virginia, 1977). 

A determination as to competency to stand trial usually 
accompanies an assessment of criminal responsibility. A staff 
psychologist paraphrased the test applied by RHCMHC as follows: Is 
defendant aware of the nature of the charges brought against him? Is 
defendant able to seek counsel and appear in court? The Virginia legal 
standard for competency to stand trial has been interpreted as the 
defendant's present ability to understand the nature of the charges 
brought against him~ and defendant's ability to assist in his defense 
(Michie's Jurisprudence of Virginia and West Virginia, 1977). 

Competency to stand trial is distinguished from a judgment as to 
legal incompetency. A legally incompetent person has been found to be 
incapable of "taking proper care of his person or properly handling and 
managing his estate"(Va. Code §37.1-128.01). A determination of legal 
competency is ascertained by knowledge of a person's ability to drive a 
car or handle his own funds and is reached by state hospitals for the 
purposes of civil commitment proceedings. 

The court order is usually hand carried to RHCMHC but may be 
mailed to the clinic. However, the clinic is not responsible for 
ensuring that the defendant present himself for evaluations. At the 
hearing where an evaluation is ordered, the judge makes a determination 
as to the defendant's responsibility for initiating the evaluation 
process. If the person seems incapable of arranging an appointment, the 
bailiff is ordered to take the defendant to the emergency room of 
Riverside Hospital. Or if the individual is incarcerated, a crisis 
counselor will go to the jail to conduct a pre-screening evaluation. But 
if a person is able to make his own arrangements, it is expected that the 
person contact RHCMHC. A family member or attorney may try to make the 
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appointment, but the alleged offender must initiate the process. RHCMHC 
is not responsible for notifying the court that a defendant has failed to 
make contact with the clinic; however, RHCMHC will provide that 
information if the court requests it. An exception to these procedures 
is allowed for an incarcerated defendant accused of a violent or serious 
crime. In such cases, the defendant is brought to RHCMHC in chains for a 
special appointment with the Clinic Director. 

When the client is on the telephone or arrives in person to make 
an appointment, the intake social worker completes a green referral form 
{Appendix R). This green form includes basic descriptive data, name of 
attorney, other RHCMHC cases in his family, information on the alleged 
crime, previous counseling or hospitalization, medication information, 
income and health insurance data, and next court hearing date. The 
client is irif ormed of the need for a release of information form to be 
signed. The staff member to whom the case is assigned has responsibility 
for securing the release. 

The intake worker assigns the case to a social worker or 
psychologist, depending upon schedules of appointments and her knowledge 
of the therapist's particular areas of expertise or preference. The case 
assignments are maintained in a record book. Each staff has a 
predetermined schedule so that no further communication with staff is 
necessary at this point. 

Notification of Need for Pre-screening for Civil Commitment 

Riverside Hospital serves a diversionary function by evaluating 
individuals as to their mental health needs prior to their entering the 
criminal justice system. This pre-screening for possible civil 
commitment occurs approximately three times a month. 

A police officer, family member, or other person observes an 
individual who is acting in a bizarre manner or who appears psychotic. 
The police officer, if involved, may choose to file criminal charges if 
such acts are involved, and in that situation the individual is taken to 
the jail. If the decision is made not to press charges, the officer will 
bring the individual to the emergency room of Riverside Hospital. 
Likewise, a family member or other individual may escort the person to 
Riverside. A crisis counselor, who will be the primary staff 
coordinator, is informed by a nurse or the emergency room physician that 
a pre-screening evaluation is needed. 

Acquisition of Mental Health Information 

Staff 

The staff of RHCMHC consists of psychiatrists, social workers, 
licensed clinical psychologists, psychological technicians, and 
administrative and support personnel. Case responsibility rests 
primarily with the staff of ten social workers. Psychological 
technicians, Master's level psychologists with specialized training, 
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administer the psychological tests routinely ordered. Licensed clinical 
psychologists head the staff conferences with the primary evaluator. The 
Clinic Director provides psychiatric input as needed. Social work 
students from local schools assist the staff social workers in the 
evaluative process. 

Procedures and Techniques 

Movement of a client through the system begins when an appointment 
is scheduled. The intake worker completes the green referral form 
(Appendix R) and gives it to the receptionist. She attaches a record of 
referrals and a blank Staffing Note (Appendix S) to the referral form and 
takes all forms to the person in charge of the clinic's record room. 
There records are checked to see if the client or any other family 
members have been seen previously at RHCMHC. If there is a record, it is 
pulled and attached to the forms. 

When the client arrives for his appointment, the file is pulled by 
a records clerk. The person meets with a statistician in the records 
room who completes a face sheet (Appendix T). The face sheet includes 
such information as descriptive and social data, source of referral, 
other agencies involved with the case, previous hospitalizations, reason 
for referral and precipitating event. Once the face sheet is completed, 
a case number is assigned. The statistician then takes the record to the 
assigned social worker. The social worker reads the green referral form, 
focusing on the presenting problem, and peruses the record, if any. The 
client is then brought into the social worker's office to begin the 
intake in~erview. 

The social workersi intake interview lasts approximately one to 
two hours and results in one and a half to two pages of social history. 
The interview focuses on the presenting problem; precipitating factors, 
both situational and emotional; how the client feels about the alleged 
crime; family history; emotional tone; home status; indications of 
emotional problems; and competency to stand trial. The social worker may 
follow up the interview by speaking with family members or otherwise 
gathering supporting information from outside sources. 

A battery of psychological testing is routinely requested in 
court-ordered cases. The social worker completes a Referral for 
Psychological Testing form (Appendix U) and indicates an opinion as to 
the testing needed. The tests are administered by psychological 
technicians in the Psychology Department of Riverside Hospital. The 
Minnesota Multiphasic Personality Inventory (MMPI) is always given. The 
Wechsler Adult Intelligence Scale (WAIS) is administered if mental 
retardation is suspected, and the Rorschach Test is given if there are 
suspicions of psychosis. The Halstead-Reitan Test is administered if 
organic brain syndrome is suspected. 

The entire evaluative process usually takes four to six weeks and 
the alleged offender is an outpatient during this time. However, the 
evaluation may be expedited if there is an emergency or if the court date 
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is immediately pending. At the completion of the social worker's 
information gathering and the psychological testing, a conference is held 
to interpret and discuss the results. At the staffing conference, the 
social worker and a licensed clinical psychologist are present. Results 
of the intake interview and psychological tests are presented orally. A 
clinical diagnosis may be offered by the psychiatrist, who participates 
in cases of a particularly serious or violent nature. The client's 
impulse control is also assessed at this time. 

At the conclusion of the staffing, the clinical psychologist then 
dictates a staff note in the presence of the social worker. The note 
includes abbreviated social and psychological facts, diagnosis, 
recommendations and treatment goals. A statement as to competency and 
criminal responsibility is included only if requested by the court. The 
dictated staff note is then typed in a letter format (see Appendix S). 

Pre-screening for Civil Commitment 

The acquisition of information needed to "pre-screen" an 
individual for detention at Eastern State Hospital and a possible civil 
commitment begins with the emergency room admission. The physician on 
duty conducts a physical examination, and observes the individual to 
formulate impressions as to his mental status. 

A crisis counselor completes a Hospital Pre-screening Report 
(Appendix V). This report includes such information as conununity 
supports, previous hospitalizations, legal status, present symptoms of 
mental illness, physical health problems, and home status. The counselor 
forms an impression as to the person's need for mental health services, 
and as to whether the person "pose[s] an imminent danger to himself or 
others" (Va. Code §37.1-67.1). Hospital clerks and family members, if 
present, aid the professional staff in gathering information. 

The crisis counselor and physician then consult and share 
impressions gathered during the physical and mental exams. If they 
decide that the person is in need of mental'health services and the 
person refuses to be voluntarily admitted to Eastern State Hospital, a . 
judge of the General District Court is telephoned by the crisis counselor. 

The judge arrives at the hospital and is briefed on the case by 
the counselor and physician. The judge will speak with the patient 
briefly to confirm the hospital staff's recommendation. The judge then 
decides whether to detain the individual, and, if so, he signs the 
detention order (Appendix W). RHCMHC staff indicate that the judge 
always concurs with staff recommendations on the issuance of detention 
orders. 

Provision and Use of Mental Health Information 

Court-Ordered Mental Health Evaluation 

The staff note (Appendix S) outlining diagnosis, disposition, and 
treatment goals is forwarded to the requesting agent or agency. A copy 
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is usually sent to an attorney or parole officer and frequently, but not 
always, to a judge or court clerk. 

The judge makes several uses of the information provided in the 
staff note. If a judge needs clarification or additional information, he 
may call RHCMHC and confer with the psychologist or psychiatrist. This 
happens only rarely, about once a year. The court may request RHCMHC 
staff to testify in court, perhaps six or eight times a year. The judge 
also has the option of asking for an evaluation from a second source. If 
no further information or services are requested, RHCMHC's involvement 
ceases. 

Dispositions of Prescreening for Civil Commitment 

Several recommendations and outcomes may arise from a prescreening 
evaluation~ 

(1) The individual may voluntarily admit himself or herself to 
Eastern State. 

(2) Emergency room staff may refer the individual to RHCMHC, to a 
private psychiatrist, or to some other outside agency. 

(3) A detention order may be signed by the judge if it is 
determined that civil commitment may be indicated and if the 
individual refuses to be voluntarily admitted. The judge 
telephones the Sheriff of Newport News to transport the 
individual to Eastern State Hospital. Copies of the detention 
order, prescreening report and the emergency room report of 
the attending physician accompany the patient to Eastern State. 

A civil commitment hearing must be held at Eastern State within 72 
hours of arrival. If a family member takes out a petition for 
commitment, the hearing may be held at Riverside prior to transport to 
Eastern State. The hearing incorporates due process procedural elements 
(i.e., the right to counsel, etc.). The judge may commit an individual 
for up to 180 days, but the case must be reviewed every six weeks by 
Eastern State personnel. 

Quality Control and Overall Program Evaluation 

External Standards of Licensure, Certification, and 
Accreditation 

RHCMHC and Riverside Hospital are subject to the following review 
processes: 

(1) Joint Commission on the Accreditation of Hospitals~for acute 
services~ consolidated standards for psychiatric facilities, 
and community mental health centers; 
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(2) State Department of Mental Health and Mental 
Retardation--licensure for psychiatric beds, alcohol programs, 
and residential facilities; 

(3) State Health Department--licensure to operate; 

(4) Medicare--certifications (to receive monies); 

(5) Medicaid--certifications; 

(6) Professional Standards Review Organizations (PSRO)--monitoring 
by physicians of care received by recipients of Medicaid, 
Medicare, and Title V; 

(7) Health Services Agencies--locally operated groups which review 
charges for services, purchases over $150,000, and federal 
grants; 

(8) State Department of Mental Health and Mental 
Retardation--certification standards for mental health; 

(9) State Department of Mental Health and Mental 
Retardation--certification standards for mental retardation; 

(10) Blue Cross/Blue Shield--certification for participation; 

(11) State Department of Education--standards for participation 
in residential programs for children; 

(12) State Department of Corrections--standards for 
participation in residential programs for children; 

(13) . 

(14) 

(15) 

(16) 

(17) 

(18) 

State Department of Mental Health and Mental 
Retardation--standards for participation in residential 
programs for children; 

State Department of Welfare--standards for participation 
in residential programs for children; 

Mental Retardation and Mental Health Services Board--local 
Chapter X ongoing review; 

Title XX--regulations as provider of services such as case 
management and special services to the disabled; 

National Institute of Mental Health--statistics provided 
annually until 1988 on the numbers of clients, services, 
etc; 

Office of Civil Rights of the Department of Health and 
Human Services--statistics under Title VI and VII; 
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(19) Rate Review--legislative program in Virginia; and 

(20) Legislation all businesses are subjected to~local health 
and fire codes, Occupational Safety and Health 
Administration, Rehabilitation Act, etc. 

The typical process of review for the majority of the above 
organizations begins with a written application for review. A site visit 
is then made by the reviewing organization. An application for 
certification involves more stringent review procedures because public 
monies are involved. An exception to this normal process is the 
Professional Standards Review Organizations which conduct numerous 
reviews throughout the course of the patient's hospital stay. Also, each 
organization reviews annually, except that the Professional Standards 
Review Organizations and the Chapter X boards conduct an ongoing review. 
In addition, the Joint Commission on the Accreditation of Hospitals may 
grant a two-year accreditation, thus precluding annual review. 

Internal Quality Assurance Mechanisms 

Various methods of internal evaluation are currently operating: 

(1) Orientation for new employees; 

(2) Weekly department meetings; 

(3) Recording of numbers of hours spent in direct contact with 
clients, administrative duties, etc; 

(4) Monthly meetings of administrative staff; and 

(5) Monthly meetings of general staff. 

In addition, case files are selected randomly for review each 
quarter. A records clerk pulls the files, which are then reviewed by a 
team of at least three professionals. The reviewers may include 
physicians, psychologists, and social workers. The goal is to review 
each case every ninety days. 

A variety of demographic data such as clients' age, income, sex, 
race, and diagnosis is computerized. A goal in this area is to develop a 
database management system to facilitate cross-tabulation of several 
indices. 
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~~.•esw,eoo ..... .; FORENSIC PSYCH~ATRY 
bon Tower • 131 N, Ludlow S1reet •Suitt 268 • Dayton, Ohio 45402 Tllephot1e 813/253·3,88 or 223-0081 
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INFORMED CONSENT 

... 

You have been referred to our service by the Court or Adult Parole 
Authority. The Court or Parole Officer who referred you is asking us 
to see you in order-.to help reach· a decision about your situation. Your 
interview with a member· of our staff is not confidential and a report will 
be written to the Court or Parole Officer who referred you. We will use 
our professional judgment as to what will be .included in the.report. The 
report becomes the property of the Coutt. or Adult Parole Authority.· 

If for you:r own reasons you cannot, and/or refuse to talk with us, 
the Court or Adult Parole Authority 'Will be so informed. 

Your signature below indicates that you understand the above state
ment. 

Witness 

(Your Signature) 

... . . 
Forensic No.; 

~~~--~----~------

.• 

* • .. 

A Certified Forensic Center Serving 7 Counties 
Champaign • Darke • Greene • Log~n • Miami • Montgomery • si..e!by 

A Component of EASTWAY COMMUNITY MENTAL HEAL TH CENTER Daytc:i, Ohio. 
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PSYCHIATRY 
Hlt•old Fl. !!"new, ACSN, Coorc:!INtOI' 
Talbott Tower <1> 131 N. Ludl0\'11 Sm:et •Suite 268 • Ornon, Ohio 45402 Telephone 513/253·3988 or 223·0081 

AUTHORIZATION FOR P..ELEASE OF . INFORMATION 

.• J>AYTON .AREA FORENSICE PSYCHIATRY SERVICES 

Name: ________________ ...... Da.te of' 13i:rth=------~ 

I here07 authorize __ ~~~~~--~~~----~__,to exchange/release 
(indicate one) 

i.llf'ol.'llla.tion eoncerning I!zy'Sel.f and case situation, with/to -------

Witness 

Na.tu.re and e:x:tent of information to be dis-

Signature 0£ Client 
(Pa.rent or Gua.:rdian i£ client is a 
minor) 

Date: ___ ...;.... _____ _ 

Thi.e: consent !or the release or i:c.!'o:rma.tion expires 90 days from the 
date signed and is subject to revocation at azr:r time prior to that date. 
A copy o! this release will be kept in the client's chaxt. Please re-

. ta.in this copy !or yow:: records .. 

. 'Revised 10-1-78 
F-7 
FC-3 

> 

A Certified Forensic Center Serving 7 Counties 
Ch:~':ia;~~ o D:;~ke • Gri:e~e !;) Lc:;~ri e ~,'~z~i & 1' ... cr;~;-:i--t:'rl t" S~e.rb'l 

.A. C=:;.,..~~::;-~~ 0.: C.AST\1\1/\Y COi1~":~·.i~N ITY r.,.ri ~'.°'t'i'AL :-'~t.L Tl-' c='\T: ;=: '.);;;y:r::;, '21-.'J 
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APPENDIX C 

SeCJtc of Ohio 
Departrr.ent of :-:-::.,till llcal th and Neneczl Ret.:i.rdation 

Division of Forensic P$ychi.:i.t.ry 

APPLICATION FOR CGRTIFICATTON 

Initial I ----Renewal. Certificat:.ion is requested for the calendar year of ---- ----
I 
·I 

~ Telephone.~ ............ ----------------------------------------------------------~ I Geographic Area Served (Counties) ______ .,.... ______________ ..,.... ________________ __ 

I 
1 

.Parent: Organization (if ang) 

Does the Center (or Parent Organization) have a 
Board of Directt:Jrs? .. 

(Yes) (No) I 
I 

If no, t:o whom does the Cent;er report? ------------------....... --------------~ 

1 
Does the Board of Directors have coia::unitg representation? 

(Yes) (No) 

Explain 

I Does the Center report: s"ta.t:.istics to the 
(a). State of Ohio? 

I 
(b) ~ 948' Board? 

(Yes) (No) 

(Yes) (No) 

1 uame, signature, title and telephone listing of person compiling report: r~ho 

I 
I· 

I 

~4Y be cantac"ted far further infor~4t:.ion: 

(signature &. ti t:le) 

(Name) 

(telephone listing) 
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APPENDIX C (Continued) 
( 

·-....... r.r. . 

· -P-age ~-

APPLICATION FOR CERTIFICATION AND Rt:-CERTifICA'i!O~! 
fOR fO~ENS:IC PSYCHIATRIC CE:NTERS: 

· A~ Desa"ibe your Forensic Psychiatric Center by responding to ~,e following questions. 

lo Is your Center free-standing or is it a sp2cific: st..bsoction of a larger" 
mental health facility? <Describe or explain} 

2· What is yolll" center>us loc:atio."'! and who is served <City and/or. County}~ OI"' the 
pQpulaticn served? 

.. :· .. · :'• · . 
. 
~ 

3o ~hat portion of your center's services are on an outpatient basis~ and what 
other servi~ are off eredf 

4o What hoa...-s are youro c:2nter 2 s servic:as available? 

So Is your cent~ exclusively stata-st.;)pOl"'ted? ·If not, is it responsible at sorne 
level to a c::or." .. &ii.:.'"'li ty-basad board? {Describe or explain} 

.• 
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APPENDIX C (Continued)( 

··' 
' l:'age ! · 

D9.Sc:ribe services providad by yoUZ" Forensic Psyc:hiatl"y Center by responding to 
the following questions.. . · · 

l· 

a. 

3. 

4. 

Who are the Q.M.H·P·'s that will be.ecinQ written evaluations for ~retrial-. 
:;iresentenah or pastsentenc:e dientst -

: 

Do the. a.n.H.P. 's affar emerganc:y assi.statica to Cor..ir.on Pleas Court, Probation 
and Adult Parola in the geographic: araa tha c:entar servest · 

. :. . 

Do the Q·M·H·P· 's offer case consultatio:i on an informal base :ta :Car.:mcn Pleas 
Court-. Pr"Obation and Adult Parole in the geographic: ar-aa t."ia center s~rves'? 

Who will provide the expert testimony whan raquE:!Stad by the Common ?leas 
CoUZ"t in the seographic: area the centar serves? 
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-s. Does yoiJr center provide resaard'i in forensic psychiatry isst.:es? Sped fy •. 
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APPEmlIX C . (Conti.nued)f -·· 
··. Page ·4 

.. 
Additional points may be obtainad by responding to as many of the following questions as 
desired. On any qt:12stion with a response of ~yes"~ please desc:ribe or explaino 

],o J)oes your c:ente!"'s service include· treab:lent to clients in the criminal just~c:e 
·~tem? Specifyo 

.. 

.. .. 

. . 
a. Does yotr cantel"''s servic::a inc:luda diagnostic: services to the other O""ir.dnal 

cour:i: systems - Municipal Courts, Juv€?r\ile Cour-ts1 !pacify.· 

.. . 

. 
~ 

~·· ·. . 

3. Dees ycur cs.ntar~s service inc:luea emef"'9enc:y.and consultation services to loc:al 
inc:araraticn facilities and polic:a capartments? . Dasa"ibe· 

4. Does yol.lr' center p~ovida ~~aining and liaison to bot., mental health and 
criminal justice agenc:ies? 
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"APPENDIX C (Continued) 

I 
]). 
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E· 

-1· 

1· 
I 

Give data on the worl< of yot.r c:enter for tha past yea .... in the areas listed below. 

Ccmpetenc:y Evaluation 

Pt'esentenc:e Evaluation 

Not Guilty by Reason 
of Insard ty Evaluation 

·pl"'Obations 

Paroles 

-
Common Pleas Cot.rt 

Respond to the following qt.:aStions l"'egarding rapcrting. 

Municipal CoUl"'t 

. ~ 

Does your canter report mcnthly statistics on dasi;nated forms to the Ohio 
Bureau of Statistics in c:crnplianca with the l"ules and policies of t:he 
Division of forensic: Psychiatry?'·' . 

~ 

I =· Does your canter report statistics to the Association ~levant t:o t.'iese 
certific:ation standards. on a semi.:amual basis on dasignatad forms? 

1· 
I 
I 
I 
I 
I 
I 

Respond to the following regarding records and c:onficantiality. 

l· Des~ibe yot.r center's stanearc:S of c:cnfidantiality and the complete· process 
fo~ achieving thase stancards. <Refer to the confidenciality statement.} 
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APPENDIX C (Cont~nued) 

Page 8 

-

ce DesC""ibe yotr center's r'eccrd-keeping system in datail· 

-~ 

c. Regarding iriservic:e training, please raspond to the following questions. 

1° Does your'" center have an insarvii:a training program? I{. so, eesc:riba 1 earl.ling 
opportuiities offered in forensic psychiatry areas. . :.-_ 

. 
'ii 

.. 

-~ 
a. P~oviea data on continuing education meetings att.end€d by each Q.M.H.P. 

full-time staff member di.:ring the past year •. 
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SOllRC[ Of RHUM!. 

Select tlle Individual, a9ency or f~cillty ro:c0t!'ll\end1ng 
to the p~t!ent (or colhttr~l) that he &pply fo,. 
serwlce. Cntcr lht code n11.:ocr fn soace provided. 
t1B$S1fy by •9rncy r•ther than ..orker, e.g., referral 
by school health nurse, rrcord &~a scnool rcferr1l. 

01 • Self 

;!!] - PPIOU 0>enUI hosp!U1 

Z2. Public men!Wll
0

hosplt.111 (federal, state, county, city) 

Z3 ° Psyclllatirlc service of general llosp1 ul 

24 - ~esfdentlal treitloenl service for chtldreft 

2$ - Training sc~ol for mental retmrddtfon gr epilepsy 

21' · • l'sycllla trtc nun Ing lime 

Z9 - Other psychiatric Inpatient facility 

:.n • Prh&te ps~M&tT~st 

l2 .,_ Outpatient psycllbtric clinfc 

33 - Psychi Uric." day care center 

41 - PrlnU p~ysiciHI 

42 - Lon 1 hu 1th depariment 

43 - wner& 1 hosplt&l 

<14 - lluning home (skilled nursl:ig and rehted medical services) 

49 - Other ""'dical or health agency, nurse 

Sl - Private psychologist 

59 - Other osychological service$ (e.9 •• p:ychologfc~l 
counsc!in9 se,.,,ice) 

60 - Social service agency (u In pub11c "'21hre agency, faniily 
service agency. settle:ient h~use. child placem:nt agency, 
m&n-hse counseling. private •.-el fare 4qcncy) 

· 70 - Court, corrt'Ct!o~•l icstitution, pol fee, 
pn:ib&tion ond parole service. ottorney 

71 - CaTmOn P 1 et s Court 

72 - !'tlnfcfpml Court 

7J - County Coul1: 

711 • PMlsecutoir' $ Office 

75 - CHt>nt's Attorney 

16 - Police. Sheriff 

77 - Co:mon Pleu Probation Depdlr-tment 

78 - l'luftlci!>'ll CDurt p...,b&t fon Depari:nent 

79 • County Court Prob<lt1en Department 

7A • Correctfonml Facility 

711 - Adult Pmrole Authority - Parole 

7C - Adult Paro I~ Authority - Pr-obatlen 

7D - ~e-referrml fer- Ascher<!l<ln Act 

EC - S.Ctiool (el...,entary, h19h school, etc.) 

91 - Clorqy 

92 - Aloc:hel 1cs Ar.cnr--s 

9l - Vocat1on&1 reh.ab01Ut1on 

95 - :oord1nq C>re home for the •9•d (personal 
ond c~s~oct•l cue only) ./ 

;g - c:~ . .- C.oecify) 

P:ige 2 

PACS£HTIHC PROCL['1 I AD."llTTIHC OIACllOSIS 

(Codes 1ndfcJled ire from the Second Edition of the Dlaynostlc and 
Statfstlcal H•nual, ~rtcan Psychiatric Association) 

14. Henlal Retardation (Jl0-315) 

I. Organic Brain Syndromes (E1cludln9 Alcono1tsm & Drug Abuse) 
· (290, Z92·Z!l4.2, 294.4-294.9, J:l9.0, 309.2-309.9) 

C - Scllfzophrenta (295) 

D. Affective Disorders (Including Psyc~ottc De~resslve & Depressive 
Neurosis) (296, 298.0, 300.4) 

E. Other Psychotic Disorders (297 1 298.1-299) 

F. Alcoholism (Including Alcoholism associated with Org~ntc &rain 
SyndromeJ (J03, 291, J09. JJ) 

~ • t>rY~ Abuse (Including Dr-ug ~buse JSsoci1ted with O.-g1nlc Br11n 
Syndrome) (304, 294.J, 309.14) 

K - Beh1vlor Disorders of Childhood and A~olesc~nce (Including Adj. 
Re1ction of lnf1ncy, Chld. 'Adol.) (307.0-JQ7.2, 308) 

J - All other menu 1 d horders 

K • Social Hal•djustr.ients without Xilnlfest Ps~hl1tric 
Disorder 1nd Ho ~lent.Ill Disorder (316) 

T • Unknown or undf19nosed mental dlsor-der 

MAJOR OCCU!'AT!OHAI. GROUPS AHO ~lVlSIOHS 
The following code Is ti.se<f on the major occupational groups 
taken fre111 the Dictionary of Occu~•tlonal Titles. The 
nUl!\bers In pa.-e~thesis refer to ma;or classifications used 1n 
the Dlctfo111ry of Occupational Titles. 

A - Professional 

ii - Seal -Profess 1ona1 

t - l'anagerlal and Official 

D • Cler-teal and Kbdred 

£ - Sales and Kindred 

F • Domestic Service (employed privately) 

G - Person1l Service {open to the public) 

H - Protective Service 

K - Building Service Workers and Porte·rs 

J • Agriculture, Hortfcultur1l, and Kindred 

It • Ffshery 

l • Forestry 

H - Skillt<I labor 

II • Seml-Slr.illed Labor 

~- Unskilled Labor 

Q - Student 

R • House.,tfe 

s . Preschool 

v - Unlr.na..11 

(ro-OJ) 

(04-06) 

(07-09) 

(10-1~) 

(15-19) 

(20·21) 

(22·25) 

{26-Z7) 

(28-29) 

(30·31) 

(JS) 

(39) 

(40-59) 

(60-79) 

(80-99) 

CO~REtTIOH INSTITUTIO~S 

l - Ohio StHe Refonnatory 

4 - CM o "'""''"' s ~efc...,..,. tory 

5 - Landen Cornctio111l lnstltut1on 

6 - Chlo Penftentt•ry 

8 - llArfon C~rrectlonal lnHlt>itfon 

A - lel>.onon Correct~oNl ln<ttt·Jlton 

Chllllccthe Corri:c:lonal lnH1tute 
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APPENDIX E (Continued) 
Page 2 

CODES FOR FORENSIC PSYCHIAiRY TERMINATION REPORT 

OISPOStTtON OF CASE 

Solect CRe utegory only, •nd enter the c04e n1'ftbcr tn the •"'°ce proyfdtd, 

lf 'tlle ~tient withdraws fr"" senlc•, select one ot the Cl
0

U•90,.les 01 through Dl. If tennln•tton Is 
mt the inft11the of the C°"""'n1ty Menu! H.,ltlt F1cllfty or by ..,tlUll •9re~nt, select one of tlle 
eat19orfes 10 tnr.,..911 99. 

lf l'tl!fe..,.11 Is .,.de to ..,,.e th•n oH type of •9ene7 ltsted, cneck tlle 110tt fmvortut ref..-r•l only, · · 
If a pUitflt llu mo•td, seleet Cltitgory 'Ol • no tl'IOuglt pJtltftt his been referred to an a;ency ~t 
Ills MW 1ocatl0ft. ··· 

~ATIOO lllntl)R£11 FR!»G CCll'.iruNITT 1'.EllTAL HEAi.TH FACILITY PROGIWI 

01 • ~~cil tty notifted • ""'•ed. died or 111 

az - 'ec t11 ty noU ft 1!111 • otller reuons • 

Dli • tacn ! ty not t1Gt1 ff @Ci 

FACtUTV TtAAlNATED • ll!THOUT REFERAAL 

10 • trurthff Ut'll Rot tn41cattd it this tlN 

i'Ul!Mll WE ln:ltCATill: 

.11 • Additional fac111ty set"ftc:1 neried but not 
awat 14111o at tllls ttme .. 

tl! • Cormlnft7 resource otll..,. thin this fac:flit7 
· z..,..tce needed but not ovalhllle at this time 

U. C-..tt7 resource oehff than this f1c:tltty 
nl"ltce needt'd ind 1n1 laole, but patient or 
fully not re1d7 1 t t.llfs t1"'! 

14 • Add!t!ollil hctltty Sltt"f1ce{s) netl'ded, but 
p.atlllflt or fa•fly not rHd7 at this tfllWl 

FACILJTV TER!'l!l'IATED • 1111'11 R!C~DAT!ON QR R£FtRAAL l'ClR F\JRTHER S£RYIC£ TO: 

Zl • Pl"h~te met>Ul hosp1t.ol 

tt • l'ullllc MnUl hospttAl (federal, state, 
COUllty, C:ft7) 

· 2l • P•ychtatrtc senlc• of 911ter1l hospital 

24 • ~esidel'IU&l treument cent..,. fo,. chi ldrei 

2S - TPal11l"f tclloOl for Nntal retard1tfon, 
"11f11t11s1 or other dl5'1bll1ttes 

?Ii • P~yc:l\l~w1c RUM11ng l'allll 

Z!I • Otller ps,chiatrtc lnpaUot flctlit7 

JI • Prhmtoi ps)'Clllatrht 

lZ • C..tp.11tfe"i p1ycftl1trtc clinic 

~1 • Priv•tlll ph7stcfaw 

42 • Lccsl health departNll~ 

43 - '°"'ero l hosp! t& I 

4'il • llu"'1fn9 haoie !sktlled nunf119 •nd nl•ted 
...Ute.I sonfcej 

49 • Ot""r "'ldfc.1 or he•ltll aqe...:7, mine 

!i1J • Pi'h&tl1l H7diol09ht. 

SI' • Otl!er psycholo9fc1l sentces (e.~., 
psyc/laloglul counseling nn1ce) 

GO • Sac:t•l senfct a9e...:y (u tn family seNfce 
1u1ency., public we1h,.e •9ency. uttlt"""tfttt 
house. child gbc.,.ent •99ncy, l"'llllrr~:J9t: 
counulfng,prhote .... it.re 191nc7J 

70 • Court, corr«t1on&l lnst1t>.stion, 1>0lice, 
problt1on &nc! p&role s..-v1u. 1ttorne7 

7t • C-11 Pleu Court 

7% • l\lnfcfpal Court 

73 • County Court 

74 • Prosecutor'' s Off tee 

75 • Client's Atto,.,,..7 

76 - Pol fee, Sheriff 

77 • C- Pleas Problt1"" Oepart>Oent 

78 - l'llnlcipa 1 Court p...,bottan Oep.af't:neltt 

79 • Count7 Court Probotlon Oepu•taitnt 

7A - COf'T'ectfaMl l'1ciltt7 

78 • Adult Parole Autllori ty • Parole 

7C • Adult Parole A.lthorfty • PT"obltion 

70 - Re-referral for Ascherc&n Act 

80 - School (oll!llta"l', hfgh scnoal, etc,) 

91 - cierv 
gz • Alconoltcs Allon,..,..s 

93 • Voc1t1on&1 nt..bll1tat1011 

94 • E1111l•l""'11tt s.,..fce, ""Ill•~ 

n • l\o&rd1ng Cll'e "°"'" for the aged (pef'!Ollll 
•nd custodial care only) 

99 • Other ( soecff7j 

TT • Uni"""" 

QJRlECTlOH l~STITUT!OHS 

3 - Onto Stmu R•fo,,..tJiry 

• ~codon Corrt¢tl•n&l Institution 

• 0~1o P•nltent1ory 
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8 • Xar1o~ Con'octlonal ln•lt1tutfon 

A • let>onon CoT"~:fo"41 Institution 

F • '1111 llcotll<! CorT"Kt1on• I Institute 

S • Southern Chlo Cur.-..:tlon&I F•c1llt7 
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APPENDIX F 

WAlmEN CIRCUIT COURT 

rDIC'EMENT NUMBER~~~~~~~~ 

COMMONWEALT".d OF · KENTUCK::{ 

DIVISION NUMBER ----
PLAINTIFF 

L= ORDER FOR MENTAL EXAMINATION OF 
DEFEND.ANT AND NARRATIVE REPORT 

I DEFENDANT 
.. · 

~FENSE: _______ · __ ·------------------~~------~----------------~ 
I. The above-named defendant having this day moved the court for an Order 
.. recting that the said defendant be examined for the purpose of determining 
his competency to stand trial and his capacity to apP.reciate the nature and . 

l
ope of his conduct or to conform his conduct to the requirements of law~ on 
about · the date of the above-captioned off~nse{s} 

and the court being sufficiently advised: 

I :IT IS ORDERED that said Motion be and same is hereby sustained. 

IT IS FURTHER ORDERED that the Court Administrator shall make arrangements 

I th the Barren River comprehensive Care Center for the examination orde.r~··l 
rein with notice thereof to the said defendant and/or the jailer, if in · 

custody, otherwise to the defendant's attorney in wr;;,ting. This forensic 

l aluation is to be conducted at the WARREN COUNTY JAIL, if in custody, or · 
the Barren River Comprehensive Care Center, 707 East Main Street, Bowling 

Green, Kentucky, if out on bond. Following the said examination a comprehensi· 

l rrative. report. thereof shall be furnished to the defend~nt' s attorney . 
________________ a.~ soon as practicable. · · 

I 
I 

SEEN: 

Th.ts 

l\'Y. FOR 'rHE COMMONWEALTH 

'l'ENDERED BY: 

i>IY. FOR DEFENDl\NT 

nfEND./\H'r • s ST.;Tus: 

'1'l.l1T..1 Dl\TE 

I 

JUDGE, Wi\RREN CIRCUIT COtJRT 

DIVISI0~1 Nl'JMBER ·----

1st Appointment=~---------------

2nd. Appointment: ------------------
3r.d. Appointment:~------------------

IN JAIL ---
OUT ON D Q)!D 

l1S OF __________ _ 

--
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APPENDIX G 

COA\PREHENSIVE CARE CENTER 
NAME OF CLIENT DATE 

N~ME IJF EVALUATOR LOCATION 

PSYCHO-SOCIAL EVALUATION 

AGE SEX MARITAL STATUS EDUCATION 
HJENTIFYING DATA 

MSOW SEP. 

Refeml source 
Name: 

(Information Requested - 'f9S _ no; Release Signed - yes _no) 

Address: 

ill1lformant: 

Chief Complaint (In client's words, why he or she is here now) ; Present Problem (Onset, Frequency, Intensity, Variations) 

hm?rpersonaf Status (lifestyle, Family History; Family Relationships; Peer Relationships; Socialization Experiences. 
. Financial Situations, EtcJ 
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I 
Interpersonal Status. (contJ 

I 
I 
I 
I 
I 
I 
I 

APPENDIX G (Continued) 

rge Daily Routine (Including Eating/Sleeping patterns) 

lployment and/or Educational Histury 

I 
I 
lual 

I 
I 
I 
I 
I 
I 

Data (Education, Information, Traumatic experiences, Current functioning). 

401 



APPARENT 

HOMOC!OE 
OF! 

SUIC!OE 
RISX 

1:..--::::am~ 
-4 •'311!""=!::111)1 

APPENDIX G (Continued) 

MEDICAL PROBLEMS ((PAST and PRESENT- Include physician, type treatment received; hospitalizations; medica· 
tion given; allergies to medications; current physical condition. Describe any possible neural· 
logical problems (e.g. headaches: seizures, sudden personality changes, numbne::s, v1::ion or 
hearing difficulties; difficulty talking, walking, swallowing} Note onset, duration, frequency.}) 

I fAMIL Y PHYSICIAN: 
Address: 

DATE OF LAST PHYSICAL EXAM 

CURRENT MEDICATION CLIENT IS TAKING (In past 2 weeks; kind, dosage, frequency). 

DEVELOPMENTAL HISTORY (Include birthweight and length; Length of pregnancy; Problems in pregnancy/deliv· 
ery; Birth Injuries; FHding Problems; Age(s) of sitting unassisted; crawling;walking; 
toilet training; speech in words, phrases, sentences; special problems of childhood) 

PSYCHIATRIC HISTORY (Include dates, places and treatment given during previous hospitalizations; Outpatient 
Treatment; or Treatment for Drug Abuse; Family History of Psychiatric or Other Neurol
ogical Oisorder) . 

HOMOC1DE or St.nC:!DE RISK (Oesi::ribe thoughts, Recent attempts, Past attempts, 
Approximate dates) 

'! ~ 4-##{§-- ;.t;._;g .. £4 ¥£#& #$4-W&Sau 6 s.sc-·At#E -;::µµ -¥f#)~-§f#-)#a-·¥J-. 1& -!#; -. . -A,.. a . .gca :.-:_#-<·--·!' .:;: ztl 
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I 
.MMARY, OF 

~OBLEMATIC 
.• JFE AREAS 

I 

MENTAL STATUS: Descriptive 

APPENDIX G (Continued) 

(Describe Appearance (Posture, Dress, Grooming, Outstanding Physical 
Feature); Motor Activity (Include-Gait, Tremors, Eye Contact); Mood 
and Affect; Verbal Communication, Rapport; Symptomatic Thoughts, 
Feelings, Actions) 

MENTAL STAUTS: Cognitive Functions (Oesctibe Orientation, Memory, Attention and Concentration, 
Judgement, Abstraction, Vocabulary, Perteptual Motor; Note 

J Any Apparent Impairment) 

Include Physical, Social, Legal, Employment, Academic, Religious, Dyadic Relationships, Children, 
Family, Sexual, E11:. 

_ INICAL IMPRESSION (May Include DSM II Diagnosis) 

HER COMMENTS (Social Servica Planning Activities lnciuded Here) 

I 
I 
lluator's Signature 
Title 

I 
I 
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APPENDIX H 
COMPREHENSiVE. CARE CENTER 

REGION LOCATION 

P S Y C H 0 L 0 G I CA L E VA L U AT I ON 

CATE OF EXAMINATION:---------

EX.A.MINER (S): TESTS ADMINISTERED: 
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FILE NUMBER 

LAST NAME FIRST MIDDLE 

BIRTH DATE SEX RACE 

cor~IFDDEi~T!AL 
FOR PROFESSIOHAL USE ONLY 

CODE 
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NUMBER 

NAME 

CONTRACT NAME 

APPENDIX I 

COUNTY 

CONTRACT NO. 

COMPREHENSIVE CARE CENTER 

REGION 
~~~~__.~~~~•KENTUCKY 

LOCATION 

HI ST 0 RY (Medical and Psychiatric Evaluation) 

(1) INFORMANT (2) CHIEF COMPLAINT (3} HISTORY OF PRESENT ILLNESS (4) PAST HISTORY (Illnesses. habits, etc.) 
(5) FAMILY HISTORY (6) REVIEW OF SYSTEMS (subjective symptOIT1$) (7) MENTAL STATUS (general appearance and 
behavior, interpersonal attitudes, ~ and communication, affect. ideation, perception, orientation and memory, intellect\lal 
function, judgmant and insight) (8) DIAGNOSIS (9) TREATMENT PLAN (10) SIGNATURE. 

DATE: CODE 

Continued on nN'el'!l8 side 
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STATE OF MISSOURI 

DEFENDANT 

} 

I 

APPENDIX J 
SUGGESTED ORDER 

ORDER FOR MENTAL EXAMINATION 

The Court having examined the Motion for a Menta1 Examination filed herein, 
finds that there is reasonable cause to ce1ieve that the accused has a mental 
disease or defect excluding fitness to proceed. 

WHEREFORE9 IT IS ORDERED that the Director of the Department of Mental 
Health or his designee cause the accused to be examined by one or more individuals 
designated by the Director or his designee. The accused is hereby corranitted to 
the custody of the Director or his designee for such time and under such condi· 
tions as are necessary to complete the examination into the mental condition of 
the accused. 

It is further ordered that those examining the accused report the results 
of such examination within sixty days of the date of this order, in writing and 
in triplicate to the Clerk of this Court. Such report shall contain: 

(11 An opinion as to whether the accused~ as a resu1t of a 
mental disease or defect, 1acks capacity to understand 
the proceedings against him or to assist in his own 
defense; 

(21 A recommendation as to whether the accused should be 
held in a suitab7e hospital facility for treatment 
pending determination by the court of the issue of 
mental fitness to proceed; and 

(31 A recommendation as to whether the accused, if found 
by the court mentally fit to proceed, should be de
tained in such hospital facility pending further pro
ceedings. 

(NOTE TO COURT: If the defendant has pleaded 1ack of responsibility 
or given notice of his intent to do so pursuant to § 552.030.2, you 
may wish to order the report to include the following in addition 
to the above: 

(11 Detailed findings; 

(2} An opinion as to whether the accused has a mental 
disease or defect, and the duration thereof; and 
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APPENDIX J (Continued) 

(3) An opinion as to whether at the time of the a11eged 
criminal conduct the accused as a result of mental 
disease or defect did not know or appreciate the 
nature, quality or wrongfulness of his conduct or 
as a result of mental disease or defect was incapable 
of conforming his conduct to the requirements of 
law.} 

~ It is further ordered that the parties provide the examiners forthwith the 
· infonnation cited in SS 552.045.2 and 552.045.3, RSMo 1978, and any other infonna-

1 
tion requested by the examiners. The examiners may also interview witnesses. 

It is further ordered that the Sheriff's Department provide transportation to 
and from , the costs for transportation being taxed as costs in 

_, th. t. (S1 te of Exam) 
.. 1s ac 100. 

I 
I' 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

Dated this ___ day of----------' 19_. 

JUDGE 
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APPENDIX K 

BACKGROUND INFORMATION SHEET 

General lnfonnation Case No.-----------

Defendant 1 s Name: 

Charges: 

·Defendant's Occupation: 

Prosecuting Attorney~ 
(County) 

Defendant's Attorney: 

(Address) 

Psychiatric Background 

Are any reports of a psychiatrist or psychologist available. and if so, 
where are they located? 

Have authorizations for release of medical information been mailed to 
those noted above? 

408 

l 



I 

J· 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I~ 

I 
I. 
I 
I 
I 
I 

1• 

APPENDIX K (Continued) 

This Request for Mental Examination 

What knowledge in your possession or observation of the defendant's be
havior causes you to believe that the mental examination is necessary? 

Are other individuals in possession of infonnation possibly relevant 
to the individual's mental condition {e.g., use of alcohol or drugs, history 
of head injury, etc.)? 
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APPENDIX L 

MENTAL STATUS E.XA!ftltJATlON 

n'T!SSt'IU!U OEPM17·iE?fi c~ 19rAl HE3.LT1n 
PATtE!fT ti~!:-----------------

REPCllT OATi: ---
MONT!i Y!Alil. 

11\!STRUCTIONS: l. II' AN\' MA.JQR SEC:TtOff IS NOR.~At. Qlt •JNT?ST.l.91.!, 
c:ucu "'. . QR '"!" AMI) GO TO i'l!XT s:r.TToN. 

2. IF NOT Nel~~At. O~ UNT?:STASI.!, RATZ At.I. 

~~~ Ollt • .''f 

P!llTIN!NT ITEMS av CtRCl.lNG: l = ~tLD, 
2 : l'!OO!RAT!, S : SEV!~!. 

PATIENT ttl!MBE.11 : _____ _ 

ta: GENERAL APPEARAttCE 
l•l'IOAMAt. 2~UNTl!STASL! 

FACIAi. exP~!SSTON: 
123 SAO. 
12.. !XP~!SSIOML!SS 
12 5 HOST ti.£ 
IU Willtllli!O 
127 AVO!OS GAZE 

Wjl: 
t:lll l'l!T!CULOU:S 
!Z'!/ C!.OTMtNG, 

M1'CPl!N! "°°" 
1'0 l:CCENTll ! C: 
u1 seoucnve. 

!S) IHCll!AS!C ~ 
11 .. O!C:ll!.'1.SEl:I .lJ!OUNT 
1.15 AG?TAT!Of' , 
U6 TTC:S 
ll7 Tlil!l'<t)li. • 
.l.lZ P~C:~LI.Ml JIOST1Jttl,..; 
1)9 UHllSUAt. .:..rv 
l loQ R!l"!T!TTV!! .Acn • 
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l 2 ' 1 2 3 

2 3 

1 2 3 
1 2 3 
1 :! 
1 2 ! 
1 2 3 
l 2 ~ 

1 ~ 3 
1 2 ~ 

l-"OltMll.&. %"'4.JlllTUT.Ait.% 
t .. 1 DC!SSl'll! ~. t :I J 
: It! 11.t:DUCltl> AICl1D!T l • 3 
l .... ·~"I O~ SP'!~ t 2 3 
l .. i SLC~ 1 2 l 
1'"6 1.CtlO 1 2 <11 

1"'7 snn. i. 2 :!' 
t•• ~ l ~ $ 
l lt9 SLIJll.,!1', 1 2 !I 
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15C. !Mf'l.ILStVI! t 2 3 

·155 HOSTtl.! t 2 '3 
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159 Wl'rMDllAlllM 1 2 3 
160 !'l_.St~. l 2 l 
Ul '*"!IS!~ 1 2 ' 
1~2 ~.;i:P,1!5St"1!. l 2 3 
16'3 llAt~ 1 2 ' 
lA~ OY!Ot~T o...-..TtC , 1 ~ l 
tA' •..&"TP'J1.."~tvi! \ 2 l 
!'6 01!~ • 1 2 :s 
167 UIOClXlf"!!IATlW! 1 2 ' 
1 r.e el!"'""'" -.c; • 1 1 ~ 
l!i ~~4T1YISTtC l 2 3 
'7~ au.cus. 1 2 '!! 

n~ A.OW ~ MJSMT 
1~'-'. 2-UMTt$TAIOU 
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l 2 ' 
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'"!!':<'JU.: 
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:oHC!NTllAr! : J 
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APPENDIX L (Continued) 

ScC"rlON II 
1 .I.amt 
2 C.'u'::2n'4': 

XI NON-014GNCST1C i"'EAMS !=OA 
AOMINISi'~A Tlve USC 

0:119.0• Oial)nolil~· 

DX I.!mi:~d To Five uigi:s 

Fl Fi\.I OIGIT OUAL.lFYlNG ?HAASCS 
Sc<:TION Ill ScC'l'10NS IV n-tAOUGi'I IX 
5 Not~ 6 Mild 

"°"" 7 M-.i. 
a s.. 
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SOCIAL SERVICE REPORT 

Foret1.sic· Social Service Data Base 

Admitted.: date -----------Ward: floor 

APPENDIX M 

Name 
MB4F: 
Sex:. 
D.O.B. 
SSffe: 
Address 

. . ... . -~ .;-. 
. .. --~7· . . --=-. , ... ~ :;-~f-.7~,~~~~~::~~:-:~.' - .. .~. ··.~ .. · ....... . 

·:·.:us~~c~;!.\I!°!: ag~. ~~;i~;l :~~-:t~~-, ~' e~olovment stacus,. ~-e:~ ··o;~;;e~ co 
. . Malcolm Bliss by ccur:,, by jud-;ze. Patient is charged with. ____ _ 
· for this report: cair..a?J. .f:::-or::i · 

!nfor.:iation 

- .· .. 

. . ~ . . ~- :-:~~;~:~~~~'·:. ··~=:-~~~~~- .. ~ ·:· . 

-~~~'.~ E~MF.:··~~~7-~-~":~~~t-~{~ilF~X~·::,4.~:-~~·\t' .. ·'·~ :;·~~)~!:::_:.·.~:~?:\!:~0~.~~~·~:~0::;~--;:~:~.:~-- ·, ; .. ~ ::::~~~ ~~~=: . ·:~;:::, . -~-,:~~-
.. w"here and -:.ireri' patie.:i: ;;;as. born and raised. Who are. parents.. E:ow many s ibliogs,. 

-~-_.and wa.; !'~e_r:- .?r~1 ~--gs psycaiatrif·c hihstory and present St~tus. · .. <.,·.~,:-~_ .. ·,-.··~.-~.· -~ ,,· .:::;~ 
·-'i Patient: s. u;..z.st:ary ~;or.~ng away. rom ome. -;:.:~·;_./~;;::--·~~ ... -.... · __ . - -. -:-··- ···.~· 
.:::~ Pat:ient:.' s hiseo,ry Zo.: .. emrres is. · . ·· ·· - ···'.'. ........ .{·;.::>:::"}. ... _.. ,-.::.:-:...·-:-~-:.-_ '· :, ·. :,i.-.:'".;;:• ""'-"·: :;.:~:~:~ · ... ;~. :· .:-~. 

~'.-·~:~i::~;: ~~;~~;~r'i;°k~. f~_r -~rea~ent of anima_~~-- , . :;~·.:\:.\i'.~[::gjt~~>rC~ '· :,_,~~.:-.~; .. ~ ~:~; 
Patient:n s childbaod. hi.s:ta-ry. fox:. st:.ealing. ·. . ·:·~,~~~- ." '~ ->' ::'. ··.· .:·~-:;;/·_, .. : /.:.·~·,· · .. ":: "\=j. 
Patient:.1 s- ~h.ild.h,Qod !ti.s'tocy- for fighting and/or friendships. . ·=. < :'-~ · · 

. ilatient us _i:hildlioad _b.is.Ul_!Y for firesetting. ·· -· _ :.;.·. . .. :· -· . .- · . ~;. E;;~;;;;~~-~~~~5~~·~· - ·'.·?' .-.. ~·:·~~:· .. ·." . .-.,~ ··' ... ··- .~.- ·.,:"-~ > ·- '"'.1 .". 
tJhere did ~atieo.c- atta::d. elementary and high school. I 
What grades did the .pat.ie.ctt complete. 
How did patient p-ei..:or.!1 iii.. $d1001. · .-~ 
was-patieat ever strSpend.e~;. expelled or t:ruac.t:. ,::. 

~ · How were pac·i-em:.t s- peer: ~la-t:"ionships in school. 
.. ~--· . . - .. ' 

I 
:Did patient· have. ,a~·-12°-5'.at:ional or addit:iQc.al education. 

--- ·_ ---=:~ .;: . ·.:.~- ~~::4;_i_.·=::· -~=t~~~: _{ ·._ - ·.--._ .. _ .· - . .' . -.;~ L:_ 

.•. -·"""·· . ; ···.:· 

III. EMP!;OYMEN1' HISTORY:: .. -. . .. . - . 

. Include full t~~ o~ pa-rt-time, longesc--·job, present:. job, reason for ten:i-
ination,. any histo_:ry~~f'"poo_r ?eer relationships or poor relationships with super-

visors. . .. -:~--~_,~.-if~~J~~:~~'~/~ ·-'~' . ~-.:'/··:~ · . ':_ ... ;,;·;::t;"'. i;. :-

rv. SOURCE -~~·,_I:~-~~dilf~~:~;~~- -· . ~~· .. --· -~---:~ ·: .. ~:-· ,. ·; __ -, .. -... ·' ;;. ·.:·. 
V ~ MILITARY HISTORY:... .,, :: ... · · . . ::'··· . >- . ·S< -~ · ·· · 

Dates of service:,.__·-Br~ch, highest Rank, Discipline problems, cype of discharge. 
·- -:·:~.~::...: j-~~~-..... -~~~..:=-;~;_~:1~- -.~.; · .. - - --- - :-: ~.--- . :•..- .... -· -- . . -_:~~·:• •. - - -~. -

V!... MARITAL- Fr.LSTORY: - .·- ~- : . . _. . :~<T ·..; - ::;; • : • :, :~: 
Marriages~ offspr.ing;- t;heir ages ac.d current status. ~- : . ·-, · ··~ . .-.i~ . .,..·-

VU. LEGAL - Hiiiciii;~it:l~ri~·logic.al) . , - ;;. __ ;;._ · .... ·~ - .. ;~. · -~ · ·· 
A. Juvenile.: . :- ·.. ..c: ·"'-~~-

. -:.:..-:· ... 
ao Adule: ·-:-::·:....··:· · ....... ---

·-};:.... ~:.,. ~-._. ·. -: . :: ~~-..:.~ . 

vir!. PAST PROB~E~!S: 
!1iscellaneous, e~g. alcohol and d"Cug abuse his cory; s i..2;nificanc & relev-ant: 

Ollllll• IU C 

Rev. 8/1/iO 

·~·-··-- .. ~ .. MO.a,.tTA&.. "'O. 

.HBifo: \ 
::::<:. 4'!'10N

. i::loor . 
f 

SOClAL SERVICE RE..:iORi 
An =~ual O::ipon-.Jnicy :mployer • A Non-Oisc:rimir.atcry Ser1ic:e 
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APPENDIX M :c~ntinued) 
..... , 

l!Od3~ :)l/\!"..S 1VDOS 

-·- medical problems, ·etc. , . ·. . . .;•· 

.· 

IX •. SIGNIFICA~"T OTHERS I~"TERESTED IN PATIENT: 

-X. PLAN:·::·:: ..:.;;.~ .. . .......:: .:·-.. .-
1) .Patient is ·not· to leave the ward unless ordered by "Dr- Co or ·tile· Coatt;: 
2) Patient should be encouraged to participate in ward activities when appropriate 
.3) This worker will maintain necessary social service-·contacr 'W'i.::h the patient and 

. . 
significant others. ---·-· · ·-· ·_ .. _ , --~ -_.'.~-_. _ 

·- :~-~:·-- -... ---~ :i~.:~~~f;-~t..:~;_.: 

no"rker - .. -;~~-:" - --· • - ·- '1'I .• '..:.. .... . 

· · ·· ... _ · ~ "· · · ·. ... Ext ens ion . _ _. :~?-~- ·< · 

. :'.:'-,~~~---~/ ~ ... . :_ -·. --· ·- .-,_-~ }!~;~L- . 
J . 

. ·. 

. , . ... . . ... 
. -· ' 

~·... .. ;. ·~ .. . -·~.:~:~~:7:-~=:-;:.=·~ ·.~ 

-- ·~ . 
......... --.· . ._: _.;; .• .:·-, '! .. -

·""':.. -.-
·-~ ... ···::-:::-·· ... ··-

• . 

. - .-. : ..... 

·,;. '"'l •• -· ... -~ 

. - . '~--· ?"1 .• . ~ -·- ...... 
····•. ~- ... .. .• ~ c.·T-JZ- •: • · ... · ... :·:!.-I 
. :; ~·: .. -.:.. .. .. .. ... 

.•.• : ="~- ·: -
:· .. -- . -· 

... .; - . .. .. ,._.,.;. 

.. ~ . 

~·-

.. ·;;,.··.·::-:· -
··-: 

..... -

.... . - . 
. ·-·=- ·. : --~.;.~.;,"'_ ~. - ._--·. ·'--

- ··-
·· -···-

·. : .. :_._ . 
- ..... -. 

·"'·;. 

·-

--- ----·--

ll__ ______ ~--~------~~~~~~1 
11 . ._ ------ (?3"u!luc'.:)) 1l!0d3~ 3)1A~3$ 1¥1--I)_O_S ______ . 

I 
_/ 
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Facility 

APPENDIX N 

DEPARTMENT Cf rEITAL HEALlH 
FORENSIC lNFORl"1ATION SYSTS'-1 

Date Referral Notice Received 

SEQUENCE NUMBER: _____ 

L DEMOGRAPHIC INFORMATION 

L 
Patient Number Date First Staff Contact 

2o 
Patient Name 

(last 9 First, Moio) 
Date Report Sent to Court 

3o Patient Missed Appointments 
Patient Alias(es) Yes No 

LL D.O.B. 
Month Day Year 

5. Sex 
M F 

6. Race Black 

White 

Am. Ind. 

Hisp. 

Other 

7. Patient Status Bond 

Jail ---

8. Patient Attorney 
~~~~--~~~(~La_s_t-.~F~i-r-st-~-,-.M~.I~.~)--~~~~~ 
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APPENDIX N (Continued) 

REFERRAL INFORMATION (From Court Order) 

9. County of Referring Court--------------

10. Judge ---------.-------~-------
(Last, First, M.I.) 

11. Offense(s) Charged 

12. Questions for Evaluation (check applicable items) 

___ Chapter 552 

--- competency to stand trial 

___ whether hospitalization required pending determination 
of competency 

--- whether hospitalization required if found competent 

whether client has mental disease or defect ---
___ whether client responsible at time of offense 

--- whether "diminished responsibility" exists 

--- recommendations for sentencing 

other than above (describe) --- ------'--------

HISTORIC INFORMATION 

13. Grade Achieved ---

415 
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APPENDIX N ~Continued) 

140 Psychiatric History 

in-patient 

out-patient 

alcohol/drug 

M. Ro faci1 ity 

none 

most recent year 

most recent year 

most recent year 

most recent year 

150 Most Recent Diagnosis Prior to Current Evaluation 

16. Number of Previous Felony Convictions 

1 

2 .- 4 

more than 4 

none 

170 Offense(sl for Which Convicted 

180 Date of Most Recent Felony Conviction -------------

19. Aa Previous Misdemeanor Conviction 

Bo Previous Juvenile Offense 

416 

yes 

no 

yes 

no 
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IV. EVALUATION INFORMATION 

20. Site of Evaluation 

APPENDIX N (Continued) 

in-patient 

out-patient 

jail 

4 

21. Signatory of Report ___ _..._...,.__ __________ ..._/ ______ _ 
(Last, First, M.I.) 

Profession (From DMH Code) 

I 
(Last, First, M.I.) 

Profession (From DMH .Code) 

22. Client Competent to Stand Trial? 

23. Client Sane at Time of Offense? 

24 Diminished Capacity Available? 

417 

Yes 

No 

Def erred 

Not Answered 

Not Asked 

Yes 

No 

Def erred 

Not Answered 

Not Asked 

Yes 

No 

Def erred 

Not Answered 

Not Asked 

SSN 

SSN 



APPENDIX N :continued) 

Hospitalization Pending Trial? 

26. Mental Disease or Defect? · 

Yes 
No 
Not Answered 
Not Asked 

Yes 

No 

Def erred 
Not Answered 
Not Asked 

28. Therapeutic Recommendations (check appropriate items) 

medication 
alcohol/drug rx 
out-patient rx 
no recommendations 

psychotherapy 
in-patient rx 
other 

29. Sources of Infonnation Available for Evaluation 

psychiatric interview 

social worker interview with client 

psychological testing 

written client statement 

police report 

autopsy 

confession 

interview(s) with family member(s) 

laboratory tests 

other 
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STATE OF FLORIDA, 

Plaintiff, 

vs. 

Defendant. 

APPENDIX 0 

"'"'" .. '"'""" \,' &. ... ,.... • I: """'"""' ........ , t. ,. 
CRIMINAL L>IVISION 

CASE NO. 

ORDER APPOINTING QUALIFIED EXPERTS TO EXAMINE DEFENDANT 

The Motion of counsel for Defendant stating that he has 

reasonable grounds to believe that the Defendant may be suffer.,=. 

ing from serious mental problems came on for consideration and 

it appearing to the Court that a qualified e:x:per~ sh<::mld be ap~ 

pointed to determine the Defendant 1 s mental . condition at the 

present time, and at the time of the alleged offense, it is. 

therefore, 

ORDERED AND DIRECTED that the Staff of the Peace River 

Center for personal Development under the direction of Dr: Kap;o. 

lan, examine said Defendant~ Regardless of the conclusion 

reached, said doctor shall furnish a written r~port to Honor~ 

able Jack 0. Johnson, Public Defender, and shall furnish to the 

Court file, to the State Attorney and to the Public Defender a 

letter containing Defendant's name and case number~ the date of 

this Order, the date of evaluation, and the doctor's ultimate 

conclusions regarding the defendants mental condition at the 

time of the offens~ a~d at the present time. The Mental Health 

Center of Polk County shall not disclosG any communication made 

by the Defendant until further order of this Court, except that 

the doctor's evaluation report shall be given to this Court and 

to the Probation and Parole Commission upon the resolution of 

this case by a verdict of guilty or by a plea of guilty or nolo 

---·--~- -- 419 
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APPENDIX 0 (Continued) 

ORDERED that said examination.by said doctors shall be 

held in the Polk County Jailp on the ------· day of. 

D 1980 D at ------- • -------- It is furth 1er 

ORDERED that the arresting agency in this case be and 

they are hereby directed to provide, upon request, to the Staff 

of the Peace River Center for Personal Development, Forensic 

Unitv und6r the direction of Dr. Burt E. Kaplan·, available cri~ 

minal reports 1 and any statements made by the defendant or by 

witnesses pertinent to these reports •. All copies OJC the fore;; 

going documents shall be maintained in confidence by the Staff 

of the Forensic Unit~ 

ORDERED that provision of the Speedy Trial Rule shall 

be and the same hereby isa tolled for the period of time neces~ 

sary to ~omplete said examination and for ten (10) days after 

the filing of the conclusions with ~he Clerk of the Circuit 

CourtD not counting the day of filingo 

DONE AND ORDERED~ in Bartow, Polk County, Florida, this 

day of 
-~----~--~~-

~ 1980. 

Copies furnished to: 

Quillian Yancey 
Public Def ender 
Forensic Unit 
Sheriff/Jail 
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I ( APPENDIX P ( 

INTAKE INFORMATION FORM Pllon1 

H11111•·---------Work ________ _ 

%. PROGRAM 3. CASE HO. .a. CLIENT LAST NAME 5. SUFFIX &. FIRST NAME 7. Ml 

1 rn 1 1 11111 1 1111111111111 11111DJJ1 1111111111 o 
L TRANSACTION TYPE . 12. ADDRESS 17. SEX · 

j a-Drl;lnal 

M-Cllan91 or Comctton I I I I I I I I I I I I I I I I I I I I I I I I I I OM-Miii 

DF-Ftmall 
M·Eello R1qu1st · 

!. TllANSACTION DATE 11. BIRTHOATE 13. cm 

·1i1T1'i1 1l1T1T1 I I I I I I I I I I I I I I I I I I I I I 
11. RACE/ETHNIC 

DW-Wlllll 

DB-Bladt 
DI-American Indian 

. DA-Asian 
Ds..spanlsll 
Do.0t111r ·II l I l 111111111 

%%. MONTHLY GROSS INCOME tC. STATE 15. ZIP 19. MEDICAID CASE HO. 

I I I I I [[] I I t I I I 
. ZO. MEDlt.\RE CLAIM NO. 10. SOCIAl SEC. HO. 

1111111111111 f 111111111 

39. FEE 1&. I COUNTY OF RE~IOENCE CODE 

I I I I I I I I I I I I I I 
21. NO •. of d111elldents ti. Y0RS OF EDUCATIOM ZC. CATCHMENT AREA RESIDENT ZS. LEHGTH OF RESIDENCE 

1IJ [D D 
,ZS. LIVING ARRANGEMENT 

1(0.elt. On11 BO%J 
, at-lncl1p1nd1nt 

Cioz-1'11911t's Home 

I
~. 1talivl's Home 
IJ.4.Cmetvtncy Shettu 
~B011Uin9 Horne 

Oowoster Hom• 

I 07·Gt1111p Horne 

08-Transitlatlal Llvillg 

09-Child Care Inst. 

01o.Mursin9 Hom1 

~
1-lletlremmt Hom• 

2.0tller lllStltutlm 

3-Clirninal Justice Fullity 

··~4-0lller Uving Amngement 

·IFAMILY ROLE 

l<:Mt:k On11 Bo%) 

1-Hnd of Fimily Unit 

-SpouseO!Hnd 

·ChildOIHnd 
04-0tller Related Person 

30. OCCUPATION 

ICwc:• an. BozJ 
Emplayld 

D1·Whlll Collar 

DZ·Bbrt Collar 

O:s.sen1c:1 wan• 
D.wann Worti:er 

05-H~klt 
D&-Studllnt 

07-Rlllnd 

31. EMPU!YMEHT STATUS 

(Ch.el& On. Bo:d 
Emplcytd 

01-Full Time .,.30 hrs/wk 

D2·i'llrt Time~ 30 llrs/wk 

03-Jall Training 

Unemployed 

04-Under Age 18 

Os-over Aqe 64 

0&-MOllllt Wltll Chffd Under AQt & 
07-0isablllty 

Ds-NoJoll *MARITAL STATUS 

'l!oec:A: On11Bo%J 
0t·M3rried 0 &-Collabbttm 

32. PREVIOUS MENTAL HEALTH SERVICE 

I Separated 

·Oivarced 
4-Widawed 

'l'S·Hever Married 

2 RIMARY PROBLEM AREA 
enUI HHl!ll 

11J.rcanol Abu11 Ja. mLE XX EUGIBl.f 

(CJittlt. AU Appropriate Bo:usJ 

01-Emero1ncy 
D2·1npatient {Giller t~an 131 
03-Slall HospitJI 

04-l'an~I tare 

Os.outpatient 

0&-Han1 

~ru. ;Abuse 01. Ha· 03. SSI Os, Grp. Eligioili!y 

Os. Medi~re 7/. 02. AFDC 04. lncoma Eli~iolt 

421 

D 
33. SOURCE OF REFCRRAL IN 

(C1uc1 One BO%) 
Doi-Self 

Doz-Family Qr Frilnd 

0113-elet;y 
004-l'riY. Prac. M.H. Profuslonal 

Oos.Hon-Psydliatric l'llysidan 

Oo&-Pullftc Psyc:lllatric Facillty 
007-Privatl PsycllAtrlc Facility 

Ooa-MR Hospilal/PnlqnmJ 
Oog;.Public l'llysical Ha1111 

011J.Vac:lltional llellabilltlllori · 

011-Adutt Pnrtecllve Serviea 
012-Clllldren & Yautll Sel'ltces 

013-Sclloal System 

014-Clvll Coutt 
015-Climinal Justice Sy111m 

01&-Publlc/Prm11 Social Comm. Agency 

On-Nursing Mom1 

018.Qtl\ar Medical Facility 

019-Publlc/Priva11 Aleollal l'fogram 

020-Public/Private oruu l'faqram 

021-0tller 

34. AOMISSlON TYP1: 

0 1-First Admission ta StrviCI 

D 2·RHdminion ta SerriCI prior fiscal yHr 

0 3-Readmissian ta Service after fiscal year 

35. PRIMARY DIAGNOSIS 

I I I I I I I 
36. SECONDARY OIAGHOSIS 

I I I I I I I 
l7. EMPLOYEE ID I I I · I 



APPENDIX P (C~ntinued) 

ACKNOWLEDGMENT OF SERVICES 

(Forensic Unit) 

0 
. ; 

I understand that the Mental Health Center has been requested to evaluate 

I have had the nature of this evaluation service explained to me as well as the 

responsibilities of both the mental health staff and myself in this evaluation process. 

I understand that a report of this evaluation will be submitted to -------

Patient's signature Date 

-. 

Witness/Staff Member Date 
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APPENDIX P (Continued) 

0 PEACE t:R CENTER FOR PERSONAL DEVELOP : .. T, INC. 

AUTHORIZATION FOR RELEASE OF CONFIDENTIAL INFORMATION 

I' 
I 
I 
,, I, 

DOB: SOC. SECURITY fl 
~~~~~ ------~----

~-----~~-----~------..,..----~~· hereby give my permission for the 

to release/obtain any information 

I ,_, ,, 
I 
I' 
.1 
I ,, 
·1 ,, 
,, 
I 
I 
I' 
I 

-~---~~----~--~---~~-~~~ 

as indicated pertaining to my contacts or treatment to/from 

NAME 

ADDRESS 

RELATIONSHIP 

-------------------:HOSPITAL DATE:' HISTORY, PHYSICAL, LAB & X-RAY 
REPORTS, AND DIS CHARGE SUMMARY 

_______________ _.PERTINENT MEDICAL INFORMAIION 

AJ.l information I hereby authorize to be released will be held strictly confi
dential and cannot be released again without my written consent. I understand· 
that the above authorization remains in effect until 

'------------~-------------! understand that I may revoke this authorization at any time, unless I am in 
treatment under special conditions which limit ray rights to revocation. 

RELATIONSHIP 
TO CLIENT DATE: 

~~~~~--~--~----~~----~ -----~~----~----~------~--~-

I 3.27. 79 
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APPENDIX Q 

CCMPETENCY INTERVIEW 

Peace River Center for 
Personal Development, Inc. 

1., APPRECIATION OF CHARGES: Assessment of the accused's understanding or literal know
ledge of the charges aqainst him, and to a lesser extent, the seriousness of the 
charges~ It is important that the defendant understands that he is being accused 
of havinq comitted an offense. Seriousness is important only insofar as it contri
butes to his indifferent cooperation. 

ACCEP1'ABLE NOT APPLICABLE 

2., . Al?l?:RECIA'l'ION OF RANGE ANO NATO'R.E OF POSS:IBLE PENALTl'.ES: Assessment of the accused• s 
concrete understanding and appreciation of the conditions and restrictions 'Which 
could be imposed on him if found guilty, and their possible duration • 

~TIONABLE ACc.::e:PTABLE . NOT APPLICABLE 

l.. 'CNDE.RSTANOING OF THE AOVE.R.SA:Rl' NATURE OF THE LEGAL PROCESS:. Does the defendant. under
st:a.nd that (l) his attorney is txYinq to assist him, (2) the State Attorney is trying 
to convict himv and (3) the Judge and jury are impartial. 

NOT APPLIO\BLE 

4. CA.PACIT"i TO DISCLOSE TO ATTORNEY PER'l'!NENT FACTS SURROUNDING THE ALLEGED OFFENSE: 
Assessment of the accused's caoacity to give a basically consistent, rational, and 
relevant account of his move.~ents and mental state at the time of the alleaed of!ense. 
Intelligence, memory, and the validity of claimed amnesia should be assessed. Dis
parity between what an accused is willing to share with a clinician versus what he 
will share with his attorney· should be considered. 

ONACCEPTASLE ACCEPTABLE NO'l' APPLICABLE 
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APPENDIX Q (Continued) 

:- 2 

ABILITY TO RELATE TO ATTORNEY: Assessment of the capacity of the accused to communi
cate relevantly with his attorney. Assessment is based on accused's interpersonal 
communication with the interviewer. If the defendant has interacted with his attorney, 
assess the defendant's attitude toward him. 

ONACCEPTABLE QUESTIONABLE ACCEPTABLE NOT-APPLICABLE 

ABn.rrY TO ASSIST ATTORNEY IN PLANNING DEFENSE: Assessment of the deqree to which 
the accused can understand, participate and cooperate with his counsel in planninq 
a defense consistent with the reality of his circumstances. 

t:JNACCEPTABLE QtJESTIONABLE ACCEPTABLE NCT APPLICABLE 

CAPACITY TO REALISTICALLY CHALLENGE PROSECUTION WITNESSES: Assessment of the accused's 
capacity to recognize distortions in prosecution testimony and to aid his attorney in 
the confrontation of other witnesses. Relevant factors include attentiveness and 
memory. 

UNACCEPTABLE QUESTIONABLE ACCEPTABLE NO'l' APPLICABLE 

ABILITY TO MANIFEST APPROPRIATE COURTROOM BEHAVIOR: Assessment of the defendant's 
current behavior and his probable behavior when placed under the stress of courtroom 
proceedings. Evaluate his. attitude and beliefs toward the legal system and the legal 
process. 

UNACCEPTABLE QUESTIONABLE ACCEPTABLE NOT APPLICABLE 

CAPACITY TO ~IFY RELEVANTLY: Assessment of the accused's ability to testify with 
~herence, relevance, and independence of judament, including both coanitive and 
affective fac7ors.which might influence his ability to communicate. 

UNACCEPTABLE QUESTIONABLE ACCEPTABLE Nor APl'LiaBLE 
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APPENDIX Q (Continued) 

- 3 -

lOG MO'l'IVATION TO HELP SELF IN LEGAL PROCESS: Assessment of the accused's motivation 
to appropriately utilize legal safe9'Uards to adequately protect himself. Passivity 
or indifference do not justify low scores on this item. although actively self
destructive manioulation of the legal process arisin9 from mental patholoc;y does. 

ACCEPTABLE NOT APPLICABLE 

U.. CAPACITY TO COPE WITH STRESS OP INCARCERATION PRIOR TO TlUAL: Assessment of the 
stability of defendant's mental condition with reqard to his ability to maintain 
adequate functioninq for a reasonable duration while in.the jail settinq. The 
ability of the jail facility to cope with manipulative or malinqered acting-out 
l:>eha.viors must be taken into account .. 

ACCEJ?TABLE 
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I . 
ADULT.EVALUATION 

.APPENDIX Q (Continued) 
CLIENT.~~~~~~~~~~~~~~~~~ 

~INER~~~~~~~~~~~~~~~~~~~-TJ:ME~~~~~~~~~~~~~~~~~~~ ,, 
c. 

•• G. 

I 
I. 

:l 
I 
.1 
1· 
,,' 
·1· 

I 
:I; 
t-
.1 ,. 
I 
'I 

Purpose 
Mental Status 
Legal Issue (Offense, MDSO, custody, Dependency) 
Mental Health Treatment History 
Medical Status and Treatment History 
Substance Abuse 
Interpersonal Relationships (Family, Friends, Frequency, Activities) 
Personality/Characteroloqical (Aggression, Planning, Motivation and Energy, Self-

concept, Affectional) 
Social History (Family, Residential, Economic, Education, Recreation, Religion>" 
Criminal History · 
Impressions .(Competency, Personality Summary, Leqal Disposition, Treatment)· 
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APPENDIX R 

REFERRAL 

l?ERSON CALUNG: ---------------------

P1'0 S tlAMC: 
--~~~~-----~~~~---~-----------------

0 Ai E OF DIRTH:----------------------

DATE: 

PARENTS OR SPOUSE: ---------------------

ADDRESS: --
P110NE : HOt~ : ----

WORK: -------
Jl.TTNY: ----------

OlHER: ~--~---------~---
~LATED CASE~ ~~-------~~~~~~~~~--~--~----

PROOLEM: ------------------------

PREVIOUS COUNSELING OR .HOSPiTALIZATION: -------------

MEDICJ\TIO~I: ___________ O;;.;.R.;.-;:U.;:;.G..:..A.::L.::LE:..:.;R;.;:;.G;;.:IE;.;:.S.;...: ______ _ 

APPf ACCEPTED BV: ------ UITH DATE & TU£: -----

FfF.: MEDICAID I 
~------~----------~---

GR 0 SS INCOtTE: 
~~~-~~~~~~~--~~~~----~--------

RE AS 0 H FOR REFERRAL: 
~~--~~~~~~----~~~~------~~ 

RE FERRE f) lJV : 
~~~~~~~~-~~~--~--~~~~------~~ 

RH-0251 
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I ( APPENDIX S 

I STAFFING NOTE ,. 
HAM£: ,, 
DIAGNOSIS: 

-· 
I 
I/ DISPOSITIOM: 

I 
.I ,, 
, .. 

TREATMENT GOALS: 

\I!· 
~·· 

~- "~- - . 

I 
COMIENTS: 

I ,, ,, 
I 
I 
I signature 
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.:.·-~. 

acc. D MW S SEP. 

acc. 0 M W S SEP. 

acc. 0 M W S SEP. 

acc. D M W S SEP. 
SCHOOL 

SIBLINGS OR CHILDREN BIRTH DATE GAAOE OCCUPATION 

OTHERS IN HOME ___________________ RELATED CASES _____ _ 

SOURCE OF REFERRAL FAMILY DOCTOR ------
OJHER AGENCIES WITH CASE 

~-~~~~~---~~~-~--~-~~~~~-~ 

PREVIOUS MENTAL HOSPITAL DATE DISCHARGED 
~--~~~~~-~~~----~ -~~~ 

REASON FOR REFERRAL. ___________________________ _ 

PRECI?ITATING EVENT 
-~~~~~~~~~~~~~-----~---~-~~-

OI AG NOS! S ______________________________ _ 

RECOMMENDATION ____________________________ _ 

DATE CLOSED ____________ IMPROVED ______________ _ 

REASON FOR CLOSING DIAGNOSTIC ONLY _______ TREATMENT ____ _ 

RH-0246 
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APPENDIX U . -···· -··· .... ·-· .. 

REFER..'tlAL FOR PSYCHOLOGICAL TESTI~tG 

Date: 

Name: 

Age: D.O.S. 

Address: 

Phone: 

Referred By: 

Reason for Referral: 

Appoint.~ent Date: 

Notified By: 

----- Patient kept scheduled appointment for Psychologial Testing. 

Patient scheduled for additional testing: 

Date: 

Notified By: 

Patient did not keep scheduled appointment for Psychological ----- Testing. 

---- Patient rescheduled for Psychological Testing: 

Date: 

~iotif ied Sy: 

Patie~t did not keep scheduled appointment for Psychological 
Testing and no further appoint."Ttents scheduled b~l the Psychology 
Department. ?lease refer -the ':>atient's folder back to the 
source of the referral or the staff me~~er curren~ly =espon
sible for treat..~ent. 

Dis?ositicn of re£erral by staff me.'!'.ber currently =es?onsi:::ile for 
· =~ferral a...-:d/or treat::i.e:it: 

iiH-0378 
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APPENDIX V 
'HOSPITAL PRE-SCREENI~G REPORT 

(For person age lS and under or age 65 and above, attach 
CHILD i YOUTH £!. GER1ATR1C PRE-~CREE~ING SU~PLEMEN~) 

ll!AAE~~--------------------------------------------OATE ________________________ ~ 

AGE. ____ D.ATE OF BIRTH. _______ ___.MARITAL STATUS ___________ _ 

ADDRESS ______________________________ _ 

i.:1n __________ s.TATE ___________ z1P _____ PHONE __________ _ 

WHAi IS THE NEXT LEASi RESTRICTIVE ALTERNATIVE TO HOSPITALIZATIO~ A:;: WHY IS THAi 
JNAFFROPP.IAT£ COMil;.REO TO HOSPITALIZAiIQ:;? 

HEAREST CMHC AFnil.CARE PROGAA."'1 ________________________ _ 

l\IAMES ANO AOORESSES OF CO~UNITY SUPPORT PEOPLE WHO CAN ASSIST !N DISCHARGE PL.ANNING OR 
PROVIDE AOOITIONAL AO!-l!SSION DATA: 
1. Name _________________________________________ _ 

KNOWN PREVIOUS HOSPITALIZATIONS AND OATES __________________________ _ 

I.EGA!. STATUS 

Are there criminal charges pending against the applicant .... yes _____ no ____ _ 
Alleged charges ________________________________________________________________ _ 

PRESENT SYMPTO~S OF MENTAL ILLNESS 

Beside each of the symptoms listed below indicate the degree of severity on a scale of 
0-5. If the symptom doss not exist. 1ist 0. A rating of 5 indicates extreme severity: 

Poor jtJdgment ___ Disoriented_ i4emory Loss __ Paranoia ___ Delusions __ 

IWfthdrawn_ Depressed_ Suicidal __ . l>Topensity to harm others_ 

Hallucinates__:_ Alcohol abuse_ DM.19 abuse_· __ Manic:_ Poor persona1 hygiene __ 

Poor 1~u1se control~ Tn:1uble in maintaining thought processes ____ 

IJl1%l!li"" ideation_ Inappropriate affect_ Poor concentration __ Uncooper•tive_ 

Slll1nlry $Utl!llent giving pel"'tinent details about symptoms ________________ _ 

Cite of ap;iro.1iMU! onset af ~sent condition ______________________ _ 

432 
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APPENDIX V (continued) 

PHYSICAL HEAL TW PROBLEMS 

Cardiovascular Disorder ••••••••• yes_ nc __ 

Neurological/Seizure Oisorder ••• yes..:...:..... llO.....:.._ 

01et>etes .••••••••••••••••••••••• yes __ no_ 

Respiratory D1sorder ••••••••••• ,es__. no__. 

&tstroin~st1n11 Oisorder •••••. yes__. no ___ 

Other ............................................................ -------------------------------------------------Give Details ________________________________________________________________ _ 

Pertinent hereditary factors _____________________________ _ 
• 
Allergies .••. yes __ no_ A11 ergi c to ___________________________________ _ 

Specia 1 diet •.•• yes_ no_ Oescri be------------------------------------------
fil medications currently used (give dosage'--------------------------------

Date of last physical exam _____ Physician's Name and AddM!ss _____________ _ 

........................................................................... ''* ............................................ ... 
HOME STATUS 

Employed .... yes __ no_ Where? __________________________ _ 

Social Security , _________ Insurance Co. _____________ , ______ _ 

Medicaid 1 ________________ __.Medicare '----------------------------------
Gross F'amily Income s ______ _ 

Does Applicant 'receive SSI checlts?. 000yes_ no__. ~nt $ ...................................................................... _ 
Who 1s the ?'1ee? ______________________________________ __ 

Veteran ••.• yes_ no_ Retirement or other income •••• yti_ .no_ 

•&Ci&SUS& .......................... "&~&•&•&•&•&•&a=-a"&"&"&~a•&•a+&•&&•&•&"&"&~&~&•&•&•&•&"&~& .... +&•&•& ..... ~&--&•& .. & ....... &~&•&~a•& ... i&•&"&~&~&~&+&C•& ..... A 

FURTHER COM!'IENTS on any other factors or problems concerning the AQplicant including such 
factors as repcipitating events. family situation. unique talents. strengths or sltills and 
issues which could affect_ discharge Planning. Kame specific goals that should be l'll!t 
before the Applicant can return to the c:omr-..nfty. 

e&&SSIS SS l&Si&&&&L&&&S&&&&&&& &&&&&&&&&&&&£ l&i&&a& I &1 1&1 && •••• ••••• ••••••• 
AUTHJRIZATIOH 
Source of Infonaation. ________________________________________________ _ 

Relat1onssh1p to App11cant. ___________________________ _ 

I hereby 1uthcrize_ .......... ..,.,.,----~~,.,,..,~-------------to submit p~screening aaniss1ons 
(war.le of Oiic) 

data to ____________ Hosp1bl. 

Date _______________ _ 

Signature of J\i)pl1cant or-Pet1t1oner 

Date ________ _ 

S1gMture of ~Mr 
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APPENDIX W 

VJRG!SIA: IN THE CRIMINAL ·DIVISION, GENERAL DISTRICT COURT FOR THE CITY 
OF NEWPORT NEWS 

DETENTION ORDER 

lt having been reliably reported to the undersigned that 

is mentally ill and in need of hospitalization, and 

it appearing that such person cannot be conveniently brought before the 

undersigned or any other Judge forthwith, it is hereby ORDERED that any 

law enforcement officer finding such person within his jurisdiction 

shall take him/her into custody and place him/her in Eastern State Hospital, 

Williamsburg, Virginia. 

It is further ORDERED that such person alleged to be mentally ill shall 

be detained in Eastern State Hospital for a period not to exceed the maxill!UID 

period permitted by law, subject to. further order by the undersigned or any 

other Judge having jurisdiction, and shall be, during such period of detention, 

examineJ by a physician or a physician and clinical psychologist licensed in 

Virginia who are skilled in the diagnosis of ~ental illness and not related 

by blood or marriage to the individual alleged to be mentally ill; and who 

shall report their findings to a District Court Judge or Special Justice of 

the Ninth Judicial District. 

Date Hour 

JU OGE 

Typed Name of Judge Address Phone Number 

INFORMATION ON PATIENT 

=u11 Name Date of Birth County/City of Residence 

~ocial Security Number Marital Status Name or Spouse 

•ame, Address & Phone Number for Next of Xin 

~ny Previous Hospitalization for Mental Problems-Names of Hospitals 

ummary of Circumstances Requiring Detention Order: 
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Chapter 7 

CENTRALIZED FORENSIC MENTAL HEALTH FACILITIES 

As already mentioned in Chapter 3, the oldest element of the 
forensic mental health service system is the centralized or "total" 
institution. This type of forensic unit--a maximum security, inpatient 
facility located within a prison or hospital for the criminally 
insane--typically serves an entire state or region. Client-offenders 
must be transported, often over long distances, to these centralized 
facilities and are usually hospitalized on an in-patient basis for mental 
health sc.reening, evaluation, and observation. These centralized 
facilities generally have t.wo main purposes. First, they serve as 
institutions of custody for "criminally insane" offenders, including 
persons found incompetent to stand trial, persons committed under special 
laws pertaining to sexual offenders or others deemed especially 
"dangerous," and those committed after being found not guilty by reason 
of insanity. Secondly, they serve as centers for the in-patient 
screening and evaluation of offenders (cf. Carlson, 1979). 

The first American hospital exclusively for the care of mental 
patients was established in Williamsburg, Virginia, in 1770. Governor 
Fauquier first proposed the hospital in a speech opening Virginia's 
General Assembly on November 6, 1766: 

It is expedient I should also recommend to your Consideration and 
Humanity a poor unhappy set of People who are deprived of their 
Senses and wander about the Country, terrifying the Rest of their 
Fellow Creatures. A legal Confinement, and Proper Provision, 
ought to be appointed for these miserable Objects, who cannot help 
themselves. Every civilized Country has a hospital for these 
People, where they are confined, maintained and attended by able 
Physicians, to endeavour to restore them their lost Reason. 
(Dain, 1971, p. 7) 

Nearly four years later on June 28, 1770, the General Assembly may 
have created the first service for the "criminally insane" in a central 
institution by approving "[a]n Act to make provision for the support and 
maintenance of ideots, lunatics, and other persons of unsound minds." 
The Act provided that a magistrate who knows or learns of a disordered 
person who is roaming about at large issue a warrant to the sheriff or 
constable commanding the appearance of the disordered person before three 
magistrates. The magistrates could examine the person and consider any 
written evidence as to the causes of his or her insanity. If a majority 
of the magistrates agreed, the person would be transported to the 
hospital. The court would later convene at a convenient time to 
reevaluate their initial decision, formalize the decision on the record, 
and make any other necessary arrangements for the disordered person. 

Virginia still retains the centralized facility model for 
providing forensic screening and evaluation services. Forensic 
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was responsible for both forensic mental health evaluation and treatment. 
The 50 beds that were originally designated to accommodate pretrial 
client-offenders undergoing forensic evaluation soon became inadequate, 
and treatment facilities began to be used for evaluation purposes. Biggs 
was conducting 50 to 55 pretrial evaluations each month. Also~ Biggs 
became a repository for a number of client-offenders who posed management 
problems but were inappropriately housed at this maximum security 
facility. This transformation occurred over several decades. 

In 1974, the hospital changed from a departmental organization to 
a "unit" system and the Forensic Unit was created. This reorganization 
facilitated independent management control and policymaking. At the same 
time, Biggs instituted a plan to gain more control over its admissions. 
A memorandum was mailed to all county personnel who were responsible for 
bringing forensic client-offenders to Fulton. The sheriffs' and 



evaluations are presently performed in the maximum security environment 
of Central State Hospital. However, there is some movement within the 
state to decentralize the process so that evaluation and treatment will 
occur initially in the community (Note 1). Nationwide, 

[d]ecentralization has occurred for several reasons. First, the 
community mental health movement has affected more and more types 
of mental health services and has finally reached the area of 
forensics. Second, lawsuits have exposed the often inhumane 
conditions existing in maximum security units and have ordered 
states to remedy the conditions. In developing remedies, states 
inevitably consider the alternative of decentralization. Third, a 
series of lawsuits has developed and validated the "least 
restrictive environment" doctrine. As a result, some states have 
studied their forensic populations and determined that not all 
need a maximum security environment. Fourth, economics have 
contributed to the trend. Doing out-patient exams in scattered 
communities is perceived as being both less costly and more 
efficient than performing forensic exams on an in-patient basis in 
a unit often located hours from the point of origin. (Petrila, 
1981, p. 2) 

But decentralization presents its own set of constraints and 
problems. Training of forensic specialists is complicated, and quality 
assurance has become increasingly attentuated. Because of these and 
other constraints, it is likely that the decentralization movement will 
evolve into a regional system. "In such a system, forensic units would 
be established in regions large enough to generate a case-load justifying 
a full-time forensic staff. and small enough so that services are 
accessible to the courts. 11 (Petrila, 1981, p. 2) 

Nonetheless, forensic screening and evaluation persists in 
antiquated isolated institutions, and new centralized facilities are 
under construction and in planning stages (Note 2). And the old problems 
persist--difficulty in attracting competent staff to isolated locations; 
the often lengthy distance a client-offender and security personnel must 
travel; physical deterioration of the facilities; lengthy 
hospitalization; and the inappropriateness of a maximum security 
environment for many client-offenders. 

This chapter describes three centralized facilities or "total" 
institutions that provide forensic mental health services to individuals 
accused or convicted of crimes: the Biggs Unit of the Fulton (Missouri) 
State Hospital; the Pretrial Branch, Division of Forensic Programs, St. 
Elizabeths Hospital. Washington, D.C.; and the Center for Forensic 
Psychiatry, Ann Arbor. Michigan. 

THE BIGGS UNIT OF THE FULTON STATE (MISSOURI) HOSPITAL 

The Biggs Unit of the Fulton State Hospital in Fulton, Missouri, 
began operation in 1938 as the sole maximum security mental health 
facility for Missouri's male forensic client-offenders. The Biggs Unit 

436 

themselves or others. or could not pay bail~ and must be housed in a 
maximum security facility. Biggs offers five programs serving chronic 
client-offenders. antisocial personaiities, mental retardates~ acute and 
recent admissions. and client-offenders awaiting trial. This chapter 
will focus upon the activities of the Biggs Unit. 

The Biggs Pretrial Psychiatric Unit Team provides both evaluative 
and treatment services. The Biggs Admissions Director administratively 
classifies each referral according to the available case information and 
the court 0 s opinion of the client-offender's needs. The classification 
codes are as follows: 

C-1 Pretrial Observation 
C-2 Incompetent to proceed with trial 
C-3 Not guilty by reason of mental disease 

\. 
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evaluation process is illustrated in Figure 48. Information collection 
begins the moment the client-offender is admitted to Biggs and continues 
throughout lnis stay at Fulton State Hospital. The third and final 
diagram (Figure 49) represents the provision of the evaluative 
information to the requesting court. The generation of court orders for 
commitment or motions to proceed with trial is also related to the 
provision £unction. 

The delineation of the mental health evaluation process, as shown 
in Figure 47, begins when a request for services is received by the Biggs 
Admissions Officero The request for mental health services by courts or 
detention facilities may be made by telephone or sent through the mail. 
The admissions officer conducts a preliminary screening 
by telephone to ascertain the appropriateness of the request for a mental 
health evaluation in a maximum security facility. The screening also 
serves to identify client-offenders in a crisis state needing emergency 
priority. Nonemergency cases are accepted chronologically. There is 
currently a four-month waiting period between date of request for services 
and scheduling of nonemergency evaluations. The number of possible 
admissions is dictated by the number of available beds, since all 
client-offenders at Biggs are evaluated as inpatients. (At this writing, 
the lengthy waiting time is exacerbated by renovation efforts which have 
caused only 20 beds to be available for pretrial evaluations. 
Ordinarily, 36 beds are available). If the requesting agent is not 
referred to another facility, 
the admissions officer schedules an appointment date and enters the 
following information into a ledger known as the admissions book: date 
of request, date scheduled, county of referring agent, name of client
offender, type of commitment, criminal charges, and any recommendation as 
to the use of suicidal precautions. 

The essential operations and events conducted to acquire 
evaluative information about the client-offender are outlined in 
Figure 48. At the appointed time, a sheriff's deputy escorts the 
client-offender to Biggs and remains on guard as the admission process is 
completed. After the client-offender surrenders his personal belongings 
and enters the gates to the wards, the hospital becomes responsible for 
his security. During the average stay of 25-30 days, the client
offender is observed and evaluated by a physician, psychiatrist, 
psychologist, social worker, and ward attendants. A police report, if 
available, and social worker contact with an outside informant 
complements information acquired directly from the client-offender. 
According to the team director, under the best of circumstances a 
forensic evaluation team composed of a psychologist, social worker, 
psychiatrist, registered nurse, and attorney would discuss and interpret 
the evaluation results. In actuality, a forensic psychiatrist reads the 
reports of the various evaluators and summarizes the findings in a 
certificate of findings, a report which is forwarded to the referring 
court. 

The provision of mental health information as delineated by the 
court and acquired by Biggs is illustrated in Figure 49. A client-
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offender administratively classified as C-1 or C-2 who is found to be 
competent and without mental disease or defect is released to the 
referring court's sheriff's office. Following evaluation, civil commit
ment may be indicated for client-offenders who are classified as C-1 or 
C-2, and both are detained at Biggs while waiting for a court order 
authorizing commitment. If a client-offender once found incompetent to 
stand trial is judged to be competent, Biggs initiates the process to 
obtain a motion to proceed with trial. Two to four weeks later the court 
receives the motion and authorizes its jail to pick up the client
offender. In all cases, a certificate of findings is prepared, 
summarizing pertinent history, physical and mental status, course in 
hospital, condition at present, diagnosis, discussion, mental health 
findings presented in legal terms, and recommendations. Copies are made 
available to the judge, prosecuting attorney, and defense attorney. 

Delineation of Mental Health Information Requirements 

This section deals with statutory criteria relating to evaluation, 
criteria for admission to Biggs, and a chronology of procedures to 
request Biggs's assistance in mental health evaluation. 

Criteria for Admissions to the Biggs Unit 

In 1977~ a memorandum was circulated among Fulton State Hospital 
staff delineating requirements for all admissions to Biggs· (Lange and 
Bratkowsky, Note 5). For a client-offender needing a pretrial 
evaluation, the following information is needed for admission purposes: 

(1) a court order; 

(2) a letter from the referral agent which includes 

(a) a statement of the person's family and occupational 
status, past delinquency and criminal records; 

(b) a summary of the facts surrounding the alleged crime, 
including reports of police investigation (if such 
document exists), a statement of his behavior while under 
arrest; and 

(c) an opinion as to whether he has a violent nature and what 
degree of security detention seems appropriate (Mo. Rev. 
Stat. §552.045); and 

(3) a determination by the referral agent indicating the necessity 
of maximum security evaluation. 

A client-offender classified as Incompetent to Proceed With Trial 
(C-2) must arrive at Biggs with a "court order, police reports and/or any 
pertinent information regarding reasons for hospitalization" (Note 5). 
The memorandum also advises that the following questions be answered: 
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o Is the client-offender suicidal? 

o Are there any significant medical problems? 

o Is the client-offender combative in that he would be a danger 
to himself or others? 

Biggs accepts emergency admissions with the stipulation that all the 
materials detailed above are received within ten days. 

Court Orders 

Since Biggs serves as Missouri's sole maximum security facility 
providing mental health evaluations for male forensic client-offenders, 
requests for services are received from all cities and counties of the 
state. The format of the court orders varies by jurisdiction and case. 
The order may simply provide for commitment to Fulton State Hospital for 
a "mental examination and evaluation." Or a client-offender viewed by 
the referring court as incompetent to stand trial (C-2) may be committed 
with an order for a psychiatric examination to evaluate competency to 
stand trial and to predict if competency may be regained in the future. 
The order may also direct that an examination be conducted in accordance 
with the applicable Missouri statutes, detailed in the next section. 

The court order may frequently note that the reasonable cause 
requirement, a justification for the request for a mental health 
evaluation, has been met. Also, the order may include instructions as to 
transfer and release of the client-offender. Often the court order 
specifies those who are to receive a copy of the certificate of 
findings. And less frequently, the order may note that the case has been 
removed from the Trial Docket and placed on the Mental Examination 
Docket. This transfer from the Trial to the Mental Examination Docket 
represents the client-offender's temporary or possibly permanent transfer 
from the criminal justice system to the mental health system. 

Statutes 

In 1980, the Missouri General Assembly passed H.B. 1724, a 
comprehensive revision of the state's mental health code. The statutory 
changes governing pretrial examinations became effective August 13, 1980 
(Note 6): 

o Examinations may be conducted by private psychiatrists or 
individuals certified by the State Department of Mental 
Health. Formerly, only "licensed physicians" could perform 
the exams. 

o Pretrial examinations must be completed within 60 days of the 
court order, unless there is "good cause" to increase the 
examination period. 
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0 The examination is narrowed to allow a court to request only 
an evaluation of competency to stand trial; whereas formerly 
evaluations of both competency and criminal responsibility 
were inseparable. 

The statute delineates the legal definitions of both competency to 
stand trial and criminal responsibility. Mo. Rev. Stat. §552.020.1 
defines competency as the client-offender's "capacity, to understand the 
proceedings against him or to assist in his own defense." A positive 
assessment of criminal responsibility means that 

[A] person is not responsible for criminal conduct if at the 
time of such conduct as a result of mental disease or defect he 
did not know or appreciate the nature~ quality or wrongfulness of 
his conduct or was incapable of conforming his conduct to the 
requirements of law (Mo. Rev. Stat. §552.030.1)· 

Referral Procedures for Telephoned Requests 

Biggs may receive requests for evaluations by telephone or by 
mail. When the request is made by telephone, the caller is usually a 
sheriff or, in urban areas, a court clerk or judge. The admissions 
officer takes the call and asks several questions to ascertain the 
appropriateness of the request for admission. The following information 
is elicited by the admissions officer during the telephone call. 

0 

0 

0 

0 

"Is the client-offender in jail?" If the answer is yes, the 
questions continue. If the answer is no, the caller is 
referred to the minumum security Rehabilitation Unit of Fulton 
State Hospital or to another state hospital in the caller's 
area. 

The caller is asked to read the court order to ensure that the 
order is for a mental examination and not for commitment. 

Questions are asked to determine the possible emergency nature 
of the reque'st. Typically, the caller is asked, "Is the 
client-offender acting strangely or harming himself? Does he 
have a history of attempted suicide?" 

The nature of the charges against the client-offender are 
discussed. 

Once the admissions officer is assured, that the incarcerated 
client-offender needing a mental health evaluation faces serious charges 
(typically involving violent behavior) and must be secured in a maximum 
security facility, an evaluation is scheduled. In determining the time 
of scheduling, information as to the emergency nature of the situation is 
crucial. The following information is entered into the "admissions 
book": date call received, date evaluation scheduled, county, name of 
client-offender, type of commitment (C-1, C-2, etc. classification), 
charge(s), and whether suicidal precautions are advisable. 
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Referral Procedures for Mailed Requests 

Court orders for mental evaluations are also received in the mail 
without a prior phone call. If the request originates from the city of 
St. Louis or St. Louis County, the case is assigned to a Biggs 
psychiatrist, who typically conducts an interview at the jail where the 
client-offender is incarcerated. The psychiatrists may reach one of 
three alternatives: the client-offender may be found to have no mental 
dysfunction; further evaluation may be needed and the client-offender is 
sent to Biggs for a more extensive evaluation; or the client-offender may 
be found incompetent to stand trial and sent to Biggs for treatment to 
regain competency. As a result of this psychiatric evaluation at the 
jail, a client-offender may be admitted to Biggs and classified as either 
a C-1 needing further pretrial evaluation or as a C-2, an incompetent who 
is awaiting a court order for commitment. Since a Biggs staff member has 
judged this client-offender to be incompetent, no further in-house 
evaluation is needed. 

If the mailed order does not originate in St. Louis City or 
County, the admissions officer telephones the referring court for more 
information, since a psychiatrist is not available to conduct an 
interview at a detention facility outside the St. Louis environs. The 
first question focuses upon the nature of the charge(s). If the 
client-offender is accused of a lesser nonviolent offense such as 
forgery, arson, or writing a bad check, and is unable (usually for 
financial reasons) to deposit bail, the admissions officer will suggest 
that the client-offender be evaluated at a minimum security state 
facility in his catctunent area. Once information similar to that of any 
other telephone referral is gathered and the appropriateness of the 
referral is determined, an appointment for evaluation is scheduled. The 
information is then entered into the admissions book, as described above. 

Acquisition of Mental Health Information 

The typical length of a client-offender's stay at Biggs is 25 to 
30 days. This section on the acquisition of mental health information 
begins with a short description of the staff who collect the information. 
Subsequent subsections summarize chronologically the numerous evaluative 
procedures, beginning with the hospital admission and continuing through 
each discipline's evaluation. 

Staff 

The acquisition of mental health information is conducted by a 
team of professionals representing a number of disciplines. The team is 
composed of one full-time Master's level social worker, one full-time 
licensed clinical psychologist, one psychometrician who specializes in 
administering psychological tests, three part-time psychiatrists who work 
a total of 41 hours per week; one physician who works 10 hours per week, 
and one registered nurse who works 2 hours per week. In addition, the 
team may be assisted by laboratory technicians, dentists, and 
neurologists. 
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Admission to Biggs 

The acquisition of evaluative information about a client- offender 
begins shortly after the client-offender arrives as scheduled with the 
escorting sheriff's deputy. The admissions clerk welcomes new admissions 
and ~nitiates the hospital's admitting procedures. Nursing personnel are 
notified that a client-offender is checking in and a nursing staff member 
is present during the client's admission interview. 
The admissions clerk speaks with the client-offender and completes a 
"face sheet" (Appendix A). The Medical Records Department is telephoned 
to determine if the client-offender has been previously hospitalized at 
Fulton. If so, client-offender has a hospital record, the case number is 
reactivated. A folder containing a variety of forms to be used by ward 
staff is assembled and given to the attending nurse. 

The nurse then escorts the newly admitted client-offender to the 
reception area where personal belongings are taken and placed in 
storage. The client-offender enters the maximum security ward. At this 
point, the hospital's responsibility for the client- offender's security 
begins; the sheriff returns to his jurisdiction. 

Medical Examination 

Hospital policy dictates that an examination by a physician occur 
within the first day of admission. The medical examination is in four 
parts. 

(a) Psychiatric History. Data acquired include such information 
as: client-offender's name and case number; chief complaint; 
history of present illness; previous hospitalizations; past 
family history; medical history; substance use habits; and 
review of present medical status. (The form used to record 
psychiatric history is in Appendix B.) 

(b) Mental Status Examination. A Missouri Department of Mental 
Health computerized form (Appendix C) suggests the information 
to be sought in this part of the medical examination: general 
appearance; motor activity; speech; interview behavior; flow 
of thought; mood and affect; content of thought; sensorium; 
intellect; insight; and judgment. A global rating as to 
severity of illness and a diagnostic code from the DSM-III 
(American Psychiatric Association's Diagnostic and Statistical 
Manual of Mental Disorders--Third Edition) completes the 
form. Additional comments may\be included. 

(c) Admission Note. The preparation of this report (typically 
about two pages in length) is an incorpora- tion of many of 
the observations involved in the mental status examination. 
The physician dictates information relating to pertinent 
background facts; general knowledge; simple calculation 
skills; motor activity; speech; flow of thought; thought 
content; sensorium; insight; and judgment. 
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(d) Physical Examination. A routine physical examination is 
summarized in a report noting vital signs and general 
impressions of all physical functions and body parts. The 
physical examination report ends with narrative and diagnostic 
comments. 

Laboratory Testing 

Simultaneously with the medical examination, the physician 
routinely orders the following tests and procedures: 

o Urinalysis; 

o Chemical tests for blood sugar, cholesterol, liver, calcium, 
uric acid, etc.; 

o Chest and skull x-rays; 

o Complete blood count; 

o Electroencephalogram; and 

o Neurology examination. 

If the client-offender is black, a test for sickle cell anemia is 
administered. An electrocardiogram is mandatory only if a client
offender is to be administered lithium, a psychotropic medication. A 
serologic test may be run to ~heck for syphilis. An anagram to measure 
the level of psychiatric tranquilizers in the blood may be indicated if 
the client-offender is on medications at the time of admission. 

The physician reviews the laboratory test results before placing 
them in the client-offender's chart. If there are any problems~ tests 
may be administered a second time or the result may be reviewed by an 
internist who serves as a consultant to the hospital. 

Because client-offenders are housed at Biggs for the purposes of 
pretrial evaluation only, the physician must obtain permission 
to treat from the referring court. However, if a client-offender is 
suicidal, a mood-elevating medication may be administered. In such 
cases, a telephone call or letter to the judge explaining the need for 
psychiatric medications and requesting permission to treat must follow 
shortly after treatment begins. The same provisions apply to a client
offender who needs restraint and relaxing medications. 

Psychiatric Evaluation 

By the end of the client-offender's second week at Biggs, the 
psychiatrist has typically received laboratory test results and other 
supporting information to aid in the evaluation of the client-offender. 
At this point~ an initial clinical interview is conducted. The client
offender is first informed of his rights and notified that the interview 
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is not compulsory. If consent is granted~ -the client-offender is asked 
to state his or her version of the alleged crime~ This is analyzed by 
the psychiatrist as to its form and content. 

A complete mental status examination is conducted: 

0 Orientation--time, person, place, situation; 

o Memory--recent, remote, of the crime; 

0 

0 

0 

0 

0 

0 

0 

Retention and recall; 

Hallucinations, delusions, illusions; 

Knowledge of proverbs and similarities--e.g.; "people who live 
in glass houses ••• "; 

Mood and affect; 

Ability to calculate; 

Insight and judgment; 

General appearance and behavior; and 

o Intelligence as measured by general knowledge. 

In addition to the above, competency to stand trial is assessed by 
the client-offender's response to the following questions: What are the 
duties of a judge? What are the duties of a jury? How many persons are 
on a jury? What is the judge supposed to do? What is your lawyer 
supposed to do for you? What is the function of a prosecuting attorney? 
What is the duty of a bailiff? What does "change of venue" and "appeal" 
mean? Are you willing and able to assist your attorney? ·What kind of 
defense will your attorney raise? Do you understand the charges against 
you? 

The initial clinical interview lasts approximately one hour and 
fifteen minutes. The psychiatrist tries to build rapport and avoid 
antagonizing the client-offender at this time. Following the first 
encounter, the psychiatrist will review any notes and read the client
offender' s chart looking for any discrepancies or inconsistencies in the 
information gathered. The ward attendants are often asked their opinion 
as to whether or not they feel the client-offender is mentally upset. 

A second clinical interview is conducted one to three days after 
the first. The client-offender is asked about the alleged crime and then 
confronted with any discrepancies. At this point in the interview, the 
psychiatrist assesses the client-offender's use of lying and other 
defense mechanisms. 
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The psychiatrist then assesses the client-offender's criminal 
responsibility. The most important pieces of information used by the 
psychiatrist are the client-offender's version of the crime, police 
report(s), history surrounding the alleged crime's occurrence, and prior 
psychiatric history. The degree of "purposefulness" exhibited by the 
client-offender is gauged by the understanding of the rightness or 
wrongness of the alleged act. 

Social History 

During the initial days of admission, the social worker interviews 
the client-offender focusing upon the following concerns: 

o Client-offender 1 s version of the crime and reactions to it; 

o Past psychiatriac hospitalizations or criminal incarcerations; 

o Past diagnoses and treatment; 

o Family psychiatric history; 

o Relationship with family and community; 

o Client-offender's amenability to treatment; and 

o Dangerousness to self or others. 

During the interview, the client-offender is asked to identify a 
family member or another person who could help the social worker with the 
case. A packet of information is routinely sent to the person named, 
with an invitation to visit the client-offender at Biggs; visiting hours; 
general rules relating to visiting (such as restrictions on food and 
tobacco items); a social history questionnaire (Appendix D); and an 
invitation to come to the hospital to have a personal interview 
with the social worker. 

Family members and friends are extremely helpful in the production 
of a social history. For many, the social worker is their sole informant 
as to the client-offender's whereabouts. Usually the family members wish 
to talk with the social worker. When they arrive at Biggs, the nursing 
supervisor typically calls the social worker. The social worker meets 
the family members in the visiting room and talks with them for twenty to 
thirty minutes. The social worker asks, "Is this man crazy? Do you 
think he should be here? Can you tell me about his past history?" 

The social worker then compiles all available data into a social 
history report of approximately two pages in the following format: 

o Legal status of client-offender; 

o Type of admission to Biggs; 
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0 

0 

Informants--sources of information and the reliability of each 
source; and 

Pertinent history that aids understanding of the present 
circumstances of the client-offender. 

Psychological Evaluation 

Concurrent with the other evaluations, a full battery of tests is 
routinely administered by the team's psychotechnician• 

o Wide Range Achievement Test--Reading; 

0 Peabody Picture Vocabulary Test; 

0 Revised Beta Test; 

0 Graham-Kendall Memory-for-Designs; 

0 Bender Visual-Motor Gestalt Test; 

0 Sentence Completion Test; 

0 A Competency Screening Test (Appendix E); and 

o Minnesota Multiphasic Personality Inventory. 

These tests require approximately eight hours and several testing sessions 
to administer. 

To complement the psychotechnician's testing, a clinical 
psychologist conducts an interview with the client-offender in which more 
information is sought. 

0 Bac!cground information. Age, marital status, charge, prior 
felonies and arrests, prior psychiatric hospitalization, birth 
order, caretakers, highest grade completed, work history, 
military history. 

o Current medications. 

0 

0 

0 

Behavioral observations. General demeanor, speech, mood, 
ability to abstract, hallucinations, delusions, judgment, 
seizures, amnesia, severe headaches or severe blows to the 
head, sleep habits, appetite, suicidal or homicidal ideations. 

General functioning• Account of the arrest, relevant back
ground information concerning childhood, history of substance 
abuse, plans for the future. 

Competency evaluation. Quality of relating to attorney, 
understanding of court procedures, appreciation of range and 
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nature of possible penalties, appraisal of likely outcome, 
capacity to function at trial. 

The information gathered by the psychologist is recorded on a mental 
status examination form (Appendix C) identical to the one used by the 
admitting physician. The completed form is fed into a computer, which 
generates a compiled summary of the mental health findings. 

Ihe clinical psychologist then interprets the test results and 
summarizes all the evaluative data in a "Psychology Service Report." The 
format of the report is as follows: 

0 Dates of testing; 

0 Name of psychotechnician; 

0 Tests administered; 

0 Background information; 

0 Medication at the time of testing; 

0 Behavioral observations; 

0 Intellectual evaluation; 

0 Personality evaluation; 

0 Summary; and 

0 Tentative diagnosis. 

Compilation of Data 

The compilation and summary of data is done by the psychiatrist, 
who reads the report of each discipline's evaluation, as described 
above. This is necessitated by the fact that the psychiatrists perform 
the pretrial evaluation work on a part-time basis, frequently after 
normal business hours. The data compilation is followed by the 
preparation of a certificate of findings, discussed in greater detail 
below. 

Provision and Use of Evaluation Information 

Statutes 

Missouri's mental health code specifies the format of reports 
submitted to the courts by mental health evaluators. Legislation, effec
tive August 13, 1980, includes instructions for reports on competency to 
stand trial and criminal responsibility. Mo. Rev. Stat. §552.020.3 
addresses the content of reports of competency evaluations: 
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(1) 

(2) 

(3) 

An opinion as to whether the accused~ as a result of a mental 
disease or defect, lacks capacity to understand the 
proceedings against him or to.assist in his own defense; 

a recommendation as to whether the accused should be held in 
custody in a suitable hospital facility for treatment pending 
determination by the court of the issue of mental fitness to 
proceed; and 

a recommendation as to whether the accused, if found by the 
court mentally fit to proceed, should be detained in such 
hospital facility pending further proceedings. 

Details of an assessment of criminal responsibility are outlined in Mo. 
Rev. Stat. §552.020.4. The report should include: 

(1) Detailed findings; 

(2) an opinion as to whether the accused has a mental disease or 
defect, and.the duration thereof; and 

(3) an opinion as to whether at the time of the alleged criminal 
conduct the accused as a result of mental disease or defect 
did not know or appreciate the nature, quality, or 
wrongfulness of his conduct or as a result of mental disease 
or defect was incapable of conforming his conduct to the 
requirements of law. 

Reports to the Court and Court's Use of the Reports 

The certificate or court report represents a psychiatrist's 
compilation of all the data acquired during the course of the client
offender' s stay at Biggs. The psychiatric staff have developed a model 
certificate (Appendix F). The certificate presently in use is divided 
into the following major categories: legal authority to conduct examina
tion; reason for admission; legal status; pertinent social history; 
physical status; mental status; psychological testing; behavior in 
hospital; condition at present; diagnosis; discussion; findings; and 
recommendations. 

Three copies of the completed report are mailed to the referring 
court. One copy of the report is for the referring judge. Typically a 
court clerk delivers .copies to the prosecuting attorney and defense 
attorney. Both the defense and the prosecution have five days from 
receipt of the report to file a written request for a second mental 
health examination, the costs to be paid for by the requesting party 
(Mo. Rev. Stat. §552.020.5). 

Although few empirical data are available, the Program Coordinator 
estimates that Biggs's recommendations are followed in ninety percent of 
the cases. The recommendations conclude the certificate of findings or 
court report. For example, the psychiatrist may recommend that a 

453 



client-off ender stand trial or perhaps that a client-offender be 
committed for the purposes of care and treatment. 

Consequences of Evaluation at Biggs 

Several dispositions of a client-offender at Biggs may follow the 
completion of an evaluation and are dependent upon the staff's recommenda
tions• 

o If a client-offender is found to be sane and competent and his 
competent state was not obtained by the administration of 
treatment, the admissions officer is responsible for 
telephoning the sheriff's office to request a transfer back to 
the referring court's detention facility. The attending 
physician or social worker informs the admissions officer that 
the client-offender is ready to be returned to the deputy's 
custody. According to the program coordinator, eighty percent 
of the client-offenders evaluated at Biggs at the pretrial 
stage are found to be both competent and sane. 

o If a client-offender undergoing a pretrial evaluation is not 
competent and sane and requires hospitalization, the referring 
court is asked for an order committing the client- offender to 
Riggs or another facility. The client-offender remains at 
Biggs while waiting for the court order. 

o If an incompetent client-of fender regains competency while at 
Biggs. a form is completed by Biggs staff to generate a motion 
to proceed with trial. The form is signed by the hospital 
superintendent and forwarded to the director of the Department 
of Mental Health in Jefferson City, Missouri. The director 
typically signs the form and sends it back to Fulton, and 
Fulton then forwards it to the court. The court initiates a 
motion to proceed with trial, and then authorizes their jail 
personnel to pick up the client-offender at Biggs. The entire 
process takes two to four weeks. 

Quality Control And Overall Program Management 

Internal Management and Statistical Reporting 

A variety of mechanisms are in place to provide continuous 
monitoring of case processing in the Biggs Unit. 

o An annual report of "workload indicators" is prepared for 
budgetary purposes: the number of admissions and transfers; 
average daily census; number of discharges; number of 
transfers to and from other programs; number of readmissions; 
number of clients and hours spent in individual, group and 
adjunctive therapies; number of pretrial evaluations; number 
of treatment plans and hours spent planning; number of court 
appearances; and number of contacts other than client contacts. 
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o A weekly Forensic Service Report is prepared for all inpatient 
pret.rial cases~ The report details the client- offender's 
name and case number, admission date, length of stay, and 
referring judge. This report is used by Fulton State Hospital. 

o Another report prepared for the hospital's use focuses upon 
client-offender discharges from pretrial status. This report 
provides information on discharge date, total length of stay, 
and name of person to whom the client-offender was released. 

o The program coordinator for the Pretrial Psychiatric Unit Team 
maintains a "log book" chronicling each client- offender's 
progress through the evaluative process. The following 
information is recorded: admission date; referring 
county; charge(s); consulting physician; opinion as to 
competency and criminal responsibility; diagnosis at 
discharge; and recommendation as to client-offender's 
discharge. In addition, a record is maintained of the 
completion of the medical history and physical examination, 
laboratory tests, social history, and psychological testing. 

o The Missouri Department of Mental Health is implementing a 
Forensic Information Service collecting forensic data under 
the direction of the Missouri Director of Forensic Services. 
Court files and medical files are currently being reviewed to 
develop a centralized database dating from 1978. Judges, 
attorneys, and mental health personnel are being interviewed 
to ascertain their preferences in form and content for 
psychiatric testimony~ demonstration of reasonable cause in 
motions for psychiatric examination, and court reports. 

Since July 1, 1980, the director of Forensic Services has 
been sent a copy of the court order, court report, and a data 
sheet on each Forensic client in the State of Missouri. The 
director's staff completes the remainder of the data on a 
standard form (Appendix G) utilizing the court order and court 
report of mental health findings. It is anticipated that 
these data will be placed in a computer system enabling a 
tracking of client-offenders by classification, referral 
location, and other indices. This tool will provide 
demographic, referral, historical, and evaluation information 
on Missouri's forensic population. The system was to be fully 
computerized by January 1, 1981. 

o Client-offenders are informed of Biggs's procedures by the 
Handbook for Residents and a memorandum entitled Your Civil 
Rights. Through these documents, the client-offender learns 
of rights to receive visitors and to vote, and of the 
legitimate restrictions on receipt of mail, for example. It 
is possible that a client-offender could alert Biggs staff 
through the social worker of any irregularities in operating 
procedures, thus providing another form of internal management 
control. 
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Operating Standards 

The Biggs Unit is subject to a number of standards and pro
cedures imposed by governing agencies. 

1) the Missouri Department of Mental Health has standards for the 
evaluation and treatment of mentally ill offenders and 
dangerous client-offenders in maximum security psychiatric 
facilities. One example is the procedures governing treatment 
plans. An initial temporary treatment plan must be completed 
within five working days of admission (Appendix H). A 
fourteen-day plan (Appendix I) finalizes the initial plan and 
records progress through the evaluative process• A 
client-offender receiving a pretrial evaluation is usually 
discharged before any further plans are required. A Biggs 
staff member serves as a treatment plan monitor to assure 
regular review and update. 

2) Standards of the Missouri Department of Health and Medicare 
must be observed. 

3) Biggs's location within a hospital places it under the purview 
of the Joint Commission on the Accreditation of Hospitals. 
Standards particularly applicable to Biggs are those relating 
to the environment and the staff. 

Judicial Interventions 

On August 11, 1979, Judge Hunter, of the United States District 
Court for the Western District of Missouri, issued an opinion in 
Eckerhart v. Hensley, 475 F. Supp. 908 (1979). This class action suit 
was sponsored by the Legal Aid Society of St. Louis and concerned the 
treatment and conditions at Fulton State Hospital. The opinion 
identified areas that need changes: 

(a) Physical environment. Heating, air conditioning, painting, 
dormitories, lavoratories and bathrooms, facilities for the 
handicapped, windows, furniture, and personal belongings. 

(b) Transfers to other facilities. 

(c) Policies relating to visitation, receipt of mail and use of 
the telephone. 

(d) Use of restraint and seclusion. 

(e) Review of treatment plans. 

As a result of this litigation, substantial renovation of the 
hospital's physical plant is under way to assure compliance with the 
court's directives. Procedures have been initiated to speed client-
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offenders' transfers to a less restrictive environment. The visiting 
room is being remodeled and new visiting rules are in effect. Access to 
the telephone has been greatly increased and mail is opened only to check 
for contr~band~ Treatment plans are now monitored~ as described earlier. 

In addition to the above changes, a Unit Seclusion and Restraint 
Committee has been established. The members are the Program Coordinator, 
a registered nurse, a physician, and a representative from the security 
team. They randomly select files each week to review the forms completed 
by staff whenever a client-offender is restrained or secluded. If a 
problem surfaces, a lengthy review may be undertaken. If an employee has 
abused the procedures for restraint and seclusion, the supervisor is 
alerted to counsel the employee. 

This court case also spurred administrative rules regarding the 
transfer and placement of client-offenders at Biggs. The Department of 
Mental Health's operating regulations Numbers 137 and 138 provide for 
pre-transfer hearings and placement staffing conferences related to the 
necessity of the client-offender's presence in a maximum security 
facility. 

Quality Assurance 

The Director of Forensic Services, John Petrila, has' prepared a 
report entitled "A Proposal for Missouri Forensic Services in the 
Eighties" (Note 4) that identifies several quality assurance issues 
related to the provision of forensic services: 

o Standards and certification for professionals performing 
forensic examinations; 

o In-service training and continuing education for forensic 
staff; 

0 Creation of a Law-Mental Health Institute; 

0 Fellowship program in forensic psychiatry; and 

0 Standardization of forensic examinations and reports. 

Petrila has also raised several questions addressing the role of 
Biggs as a maximum security unit. Further research will be needed to 
answer the following questions: 

0 

0 

0 

What are the characteristics of the population being treated 
currently? 

Are all client-offenders being treated there actually in need 
of a maximum security environment? 

If not, are there programs elsewhere within the Department 
where they might be more appropriately treated? 
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o Should the capacity of the Biggs Unit be expanded~ reduced, or 
remain the same? 

o Should existing programs within the Biggs Unit be retained and 
should new programs be added? 

Another issue relating to the provision of forensic services 
concerns facilities for female forensic client-offenders. There is 
presently no maximum security ward in Missouri for female client
offenders. At Fulton, for example, women requiring maximum security 
detention and pretrial evaluations are sent to the Acute Intensive 
Treatment Unit, a locked ward providing only minimal security. These 
women are often disruptiye of normal ward routine because of bizarre 
behavior and actual or threatened violent activity. The solution to this 
problem is not an easy one. According to the Director of the Acute 
Intensive Treatment Unit, it is difficult to justify the costs of 
creating and operating a maximum security facility solely for the 
evaluation and treatment of female forensic client-offenders. Their 
numbers are small, but they are a population in need of improved services. 

PRETRIAL BRANCH, DIVISION OF FORENSIC PROGRAMS, ST. ELIZABETHS HOSPITAL 

St. Elizabeths Hospital is a psychiatric hospital located in 
Washington D.C. The hospital is a federal facility administered by the 
National Institute of Mental Health, Department of Health, Education and 
Welfare. It opened in 1858 and has had as its superintendents such noted 
forensic psychiatrists as William Alanson White and Winfred Overholser. 

The hospital's organization includes a Division of Forensic 
Programs, which was established in 1969 and is located in the hospital's 
John Howard Pavilion. The Division of Forensic Programs consists of a 
number of branches, including the Pretrial Branch and the Posttrial 
Branch. Both branches are responsible for mental health evaluation and 
treatment of patients referred as a result of criminal court 
proceedings. The Pretrial Branch addresses questions of competency to 
stand trial and criminal responsibility, while the Posttrial Branch 
primarily is responsible for treatment of persons adjudicated not guilty 
by reason of insanity and sentenced prisoners transferred from 
correctional institutions. Only the Pretrial Branch is described in this 
section. 

The Pretrial Branch serves the criminal divisions of the District 
of Columbia Superior Court and the United States District Court for D.C. 
The Branch may be called upon to provide any of three services: to 
assess whether a patient is competent to stand trial; to assess whether 
at the time that a patient is alleged to have committed an offense, he 
was criminally responsible; and to provide patients adjudicated 
incompetent to stand trial with treatment designed to restore them to 
competency. Evaluations are conducted on an in-patient basis. Persons 
admitted for evaluation may be hospitalized for as long as 60 days. 
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The Pretrial Branch consists of four wards containing a total of 
100 beds (31 for females, 69 for males). The Branch processed 
approximately 600 patients in 1979. 

A Function Model 

The flow of criminal defendants into, through, and out of the 
Pretrial Branch is depicted in Figures 50, 51, and 52. Figure 50 
indicates the various paths along which a defendant in the D.C. Superior 
Court whose mental state has been questioned might be directed. Figure 
51 presents the same information for defendants in the U.S. District 
Court. Figure 52 indicates in detail how defendants admitted to the 
Pretrial Branch are processed. 

The flow of the D.C. Superior Court defendant from the court into 
the Pretrial Branch and back to the court is represented in Figure 50. 
Questions relating to the defendant's competency to stand trial or 
criminal responsibility may be raised during any of a number of court 
hearings prior to trial. The question of competency to stand trial most 
commonly is raised at the defendant's first appearance before the court. 
Upon motion of the prosecution or defense, or~ sponte, the court may 
order a defendant screened for competency to stand trial by the D.C. 
Forensic Psychiatry Division (FPD) in its field office in the 
courthouse. The FPD conducts the screening and reports back to the 
court, usually within 24 hours. Based on the FPD's report, the court may 
take several actions. 

o It may declare the defendant incompetent to stand trial and 
order him admitted to the Pretrial Branch for treatment and 
for evaluation for criminal responsibility if the insanity 
defense has been raised. This is discouraged by the Pretrial 
Branch administration and Superior Court Chief Judge because 
the practice may contribute to overcrowding at the Pretrial 
Branch; thus, it is rarely done. 

o It may order the defendant to be evaluated more thoroughly. 
If he makes bail, evaluation is done on an outpatient basis in 
the FPD's D.C. office. If he fails to make bail, evaluation 
is done at the jail, or, if hospitalization is necessary, 
evaluation is done in a hospital setting (the Ugast Pavillion 
at D.C. General Hospital or, if Ugast is full, the Pretrial 
Branch of, Division of Forensic Programs at St. Elizabeths). 
An order may specify a criminal responsibility evaluation as 
well as a competency evaluation if the insanity defense has 
been raised. 

o It may find the defendant in need of emergency hospitalization 
and order him immediately committed to the Pretrial Branch. 
This requires the concurrence of the Chief Judge. 

o It may declare the defendant competent to stand trial. 
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Case flow of U.S. District Court defendant whose mental 
condition has been questioned, Pretrial Branch of St. 
Elizabeths Hospital. 
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If the defendant is referred for further evaluation after the 
courthouse screening, the unit conducting such evaluation (i.e.~ FDP, 
jail, Ugast, Pretrial Branch) will report to the court its findings 
regarding competency to stand trial and, if requested, criminal responsi
bility. Opinions regarding criminal responsibility are not acted upon 
until trial. With regard to the question of competency to stand trial, 
the court will either find the defendant competent to stand trial or find 
him incompetent and order him committed to the Pre-Trial Branch for 
treatment designed to restore him to competency and possibly for further 
evaluation of criminal responsibility. After a period of treatment and 
evaluation, the Pretrial Branch will report to the court whether the 
defendant has regained his competency to stand trial. The Branch also 
will communicate its findings regarding criminal responsibility if a 
responsibility evaluation was ordered. If the defendant is found not to 
have regained his competency, he will remain with the Pretrial Branch for 
another period of treatment. At the expiration of this second period, 
the Branch again will report to the court, and the court either will find 
the defendant competent or conduct a Jackson v. Indiana hearing (see 
below). If at the hearing the Pretrial Branch reports that the defendant 
has made progress toward recovery and that it is likely that he will 
regain his competency in the foreseeable future, the court may return the 
d~fendant to the Pretrial Branch for further treatment; if the Pretrial 
Branch reports that it is unlikely that the defendant will regain his 
competency in the foreseeable future, the court will order the defendant 
released, staying the order for long enough to allow the government to 
institute civil commitment proceedings. 

If the insanity defense is raised independently of the question of 
competency to stand trial, the defendant is ordered evaluated by the 
Forensic Psychiatry Division or the Ugast Pavillion at D.C. General 
Hospital. Unless he is admitted to the Pretrial Branch relative to the 
question of competency to stand trial, he will not be examined by 
Pretrial Branch staff. With respect to the patient evaluated for 
criminal responsibility while at the Pretrial Branch, the evaluation 
results are submitted to the court, and if the defendant is competent to 
stand trial, a trial will be held and the issue of sanity will be 
determined. If he is found not guilty by reason of insanity, he may be 
admitted to St. Elizabeths Hospital's Posttrial Branch for treatment. 

The flow of the U.S. District Court defendant from the court into 
the Pretrial Branch and back to the court is indicated in Figure 51. The 
flow is the same as that indicated for the D.C. Superior Court defendant 
(Figure SO), except that the District Court defendant is not screened or 
evaluated by other units before he is admitted to the Pretrial Branch for 
evaluation. Upon the court's order that the defendant be evaluated for 
competency to stand trial or criminal responsibility, he will be admitted 
immediately to the Pretrial Branch and processed through in exactly the 
same manner as is the Superior Court defendant. 

The flow of a defendant through the Pretrial Branch is indicated 
in Figure 52. (Throughout the discussion of the process that occurs 
during hospitalization, the defendant will be referred to as the 
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"patient.") At the time of the patient's admission to a ward of the 
Pretrial Branch, a brief clinical admission procedure is performed by a 
forensic psychiatric technician who obtains such basic personal 
information as the patient's age and date of birth. The technician makes 
a note of any unusual behavior exhibited by the patient. The patient 
then is provided an orientation to the ward. 

Shortly after admission (within 8 hours), the patient is seen by a 
physician for a physical examination and a medical history. The patient 
also is seen by a member of the division nursing staff who conducts an 
interview and assesses the patient's nursing needs. Within 24 hours of 
the admission, the patient is seen for a clinical admission interview 
conducted by the ward administrator or the ward psychiatrist. At this 
time, an initial diagnostic impression is formulated and an initial 
assessment of potential psychiatric needs is made. Medication may be 
prescribed and the patient may be referred for a neurological "workup," 
an electroencephalogram (EEG) reading, or psychological testing. Plans 
are made to obtain such materials as. police records (RAP sheet, arrest 
report, etc.), social history, and previous hospital records. Subsequent 
to these procedures and throughout the period of the evaluation, a 
continuing observation is undertaken by all members of the ward staff. 
The evaluation process culminates in a diagnostic staff conference in 
which all available members of the ward team participate. A review is 
made of all clinical materials, test results, hospitalization records, 
court-obtained materials, and social work reports. Generally, the 
patient is interviewed again by those attending the conference. 
Following this, a formal diagnosis of the patient is made, and opinions 
on competency and criminal responsibility are formulated. This 
information is summarized in a letter for the court, and the hospital 
awaits the court 1 s determination of the questions involved. 

If the individual is found to be competent, he is discharged from 
the hospital; if he is found to be mentally incompetent, he is remanded 
back to the hospital for treatment and further evaluation. In cases of 
continuing incompetency, the hospital may be asked to initiate and 
participate in a civil commitment proceeding if it is felt that the 
patient's mental illness is such that he is likely to be a danger to 
himself or to the community if released. 

With respect to criminal responsibility, the findings of the 
Pretrial Branch are summarized in a letter to the court. Unless the 
patient is adjudicated incompetent to stand trial and detained in the 
hospital on that basis, he is released. The question of criminal 
responsibility is, of course, resolved at trial. 

Delineation of Mental Health Information Requirements 

Questions concerning the mental health of a person who has been 
arrested in the District of Columbia may be raised by any of a number of 
persons, including the arresting officer, officers transporting the 
person to the stationhouse, booking officers, bail agency represen
tatives, the defense attorney, jail personnel, the prosecutor, or the 
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judge. When such a question is brought to the attention of the court, 
the court may order the person screened or evaluated for competency to 
stand trial or criminal responsibility. 

The standard for determining whether a patient is mentally 
competent to stand trial, applicable in both the D.C. Superior Court and 
the U.S. District Court, is whether the defendant "has sufficient present 
ability to consult with his lawyer with a reasonable degree of rational 
understanding--and whether he has a rational as well as factual 
understanding of the proceedings against him" [Dusky v. U.S., 362 U.S. 
402 (1960)]. The standard for criminal responsibility, virtually 
identical in the D.C. Superior and U.S. District Courts, is as follows: 

A person is not responsible for criminal conduct if at the time of 
such conduct, as a result of a mental disease or defect, he lacked 
substantial capacity either to appreciate [recognize] the 
criminality [wrongfulness] of his conduct or to conform his 
conduct to the requirements of law [U.S. v. Brawner, 471 F2d 969 
(D.C. Cir. 1972); Bethea v. U.S., A.2d (D.C. App. 1976)]. 

With respect to patients who are admitted after having been adjudicated 
incompetent to stand trial, the case of Jackson v. Indiana [406 U.S. 715 
(1972)] has established that such patients cannot be held more than a 
reasonable period of time necessary ~o determine whether there is 
substantial probability that they will become competent in the 
foreseeable future. If it is determined that a patient will not become 
competent in the foreseeable future, the government must either institute 
the customary civil commitment proceedings against the person or release 
her or him from the hospital. 

In federal court, the order for a mental health evaluation directs 
the defendant to the Pretrial Branch. The information required of the 
Pretrial Branch by the order is psychiatric opinion as to the defendant's 
competency or criminal responsibility (or both). The police report is 
supposed to accompany the order but often does not. In such cases, the 
chief of the Pretrial Branch or his secretary arranges for the police 
report to be sent. 

The first mental health referral in the Superior Court ordinarily 
is to the D.C. Forensic Psychiatry Division's field office in the 
courthouse (see Figure 50). That office is directed to conduct a 
screening examination of the defendant and report whether he or she is 
competent to stand trial or whether further evaluation is necessary 
before such a determination can reliably be made. If further evaluation 
is indicated, such is ordered, .and further psychiatric opinion is 
obtained. On rather rare occasions, this initial referral is to the 
Pretrial Branch; ordinarily, it is first directed to other units of the 
Forensic Psychiatry Division. The referral to the Pretrial Branch comes 
upon a court order and will either specify an evaluation to assess 
competency to stand trial and criminal responsibility (if the insanity 
defense has been raised) or declare that the defendant already has been 
adjudicated incompetent to stand trial (based on mental health 
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information obtained and provided by the Forensic Psychiatry Division) 
and direct that the defendant be treated for incompetency, evaluated for 
restoration to competency, and evaluated further for criminal 
responsibility if the insanity defense has been raised. The police 
report and any psychiatric reports resulting from prior screening by the 
in-court FPD staff or evaluation by FPD or Ugast staff are supposed to 
accompany the order. However, these reports often are not received and 
the chief of the Pretrial Branch or his secretary arranges by telephone 
for them to be sent. 

Acquisition of Mental Health Information 

Staff 

The staff of the Pretrial Branch is multi-disciplinary and works 
as a team. There are 13 full-time professional staff and three 
consulting psychiatrists. The staff assigned to a particular ward 
typically will consist of a clinical administrator~ a psychiatrist, a 
psychologist devoting approximately ten percent of his time to the ward, 
a social worker, and 17 nurses working in three shifts. 

The chief of the Pretrial Branch has the responsibility for 
coordinating all pretrial evaluation and treatment activities in 
collaboration with the supervisory psy~hiatrist of the Pretrial Branch. 
This coordination involves scheduling all pretrial examinations, ensuring 
that the results of evaluations conducted by the clinical administrators 
and psychiatric consultants are reported to the court in a proper and 
timely fashion, serving as liaison to the courts with respect to 
scheduling admissions and discharges, and discussing administrative 
policy with representatives of the courts, the Department of Corrections, 
the United States Attorney's Office, and the Public Defender Service. 
The supervisory psychiatrist of the Pretrial Branch coordinates the 
evaluations conducted by the psychiatric consultants. In addition, he 
and the other staff psychiatrists provide consultation concerning 
medication and treatment planning. The psychologists assigned to the 
Pretrial Branch provide psychological assessments. 

Social workers assigned to the Pretrial Branch prepare social 
histories on all patients and provide a liaison to various community 
agencies. Social workers are college graduates with at least two years 
of additional specialized training. Clinical administrators and clinical 
psychologists or psychiatrists are responsible for coordinating the 
evaluation and treatment programs on their respective wards, preparing 
reports to the court regarding these evaluations, and appearing in court 
as expert witnesses on issues of competency and criminal responsibility. 
The nursing staff perform day-to-day nursing functions. Additionally, 
they contribute to treatment planning, evaluation, and reports to the 
court. 

The administrative assistant for the Pretrial Branch exercises 
general supervision over the clerical staff, the admissions coordinator, 
and the.medical records monitor. He assigns and coordinates the 
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preparation of court reports and ensures that such reports are sent to 
the appropriate courts in a timely fashion. The clerk prepares letters 
to the court and drafts reports concerning staff conferences, psychiatric 
case studies, and treatment plans. The admissions coordinator is 
responsible for coordinating all of the information reeeived on patients, 
including notifying the personnel involved in an evaluation when certain 
material arrives, notifying the registrar's office about the legal status 
of patients who are admitted, and obtaining information relating to 
psychiatric treatment received by patients on previous occasions in other 
institutions. The medical records monitor is responsible for organizing 
the charts of all patients and ensuring that all necessary information is 
in the chart before the patient is discharged. Also, he is responsible 
for obtaining records of previous hospitalization within Saint Elizabeths 
Hospital for patients who are readmitted. 

Procedures and Techniques 

Upon admission, the patient is taken to the ward in which he will 
reside during his stay in the hospital. There the patient is assigned a 
bed; provided a shower; and introduced to the ward staff, the clinical 
administrator of the ward, and the other patients. A copy of the Freedom 
of Information Act is provided along with an explanation of its 
purposes. At this time, a forensic psychiatric technician asks the 
patient basic questions relating to age, birth date, etc., and notes any 
unusual behavior on the part of the patient. 

Shortly after admission (within 8 hours), the patient is given a 
complete physical examination by a physician. A member of the nursing 
staff also meets with the patient and speaks with the examining physician 
to determine the nursing needs of the patient (i.e., medication, 
allergies, etc.). As a result of the physician's examination, the 
patient may be transferred to a medical/surgical facility located 
elsewhere on the campus of the hospital for further treatment or testing. 

Following the physical and the nursing assessment, the clinical 
administrator of the ward conducts an "admission interview" with the 
patient. This interview is conducted within 24 hours of the patient's 
admission and is designed to ascertain 

o the reason for admission; 

0 

0 

0 

the patient's mental status (including general appearance; 
behavior; orientation [knowledge of who he is and where he is 
and knowledge of day, month, and year]; attention; perception; 
memory; observed "mood" and "feelings;" quality of speech; and 
presence of any abnormal ideas or suicidal tendencies); 

the history of any previous psychiatric hospitalizations; and 

any current medical problems, current medication, and any 
known allergies related to food or medicine. 
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If the clinical administrator of the ward is not a psychiatrist (which is 
presently the case on the male wards), the patient also will be examined 
by a psychiatrist. The psychiatrist may be a staff member at the 
hospital or a doctor in private practice retained as a consultant by the 
hospital to examine the particular patient. The clinical administrator 
of the ward may refer the patient for psychological testing, an EEG, or a 
neurological workup as a result of the admission interview or at any time 
during the patient's hospitalization. The patient also will be 
interviewed by a psychiatric social worker. The social worker usually 
concentrates on the "social history," which includes family and community 
relationships. He usually interviews members of the family and others 
who have known the patient prior to his arrest. Observations made during 
interviews conducted by clinical administrators~ psychiatrists, and 
social workers are documented and attached to the patient's chart. 

Fatients referred for psychological testing and evaluation are 
seen by a staff psychologist who determines what tests, instruments, and 
procedures are to be used in completing the evaluation. A number of 
different tests and techniques are employed to assess the patient's 
intellectual and emotional functioning. The following tests and 
techniques are commonly administered (some or all may be administered at 
the discretion of the evaluating psychologist): 

o Face-to-face interview with patient 

o Wechsler Adult Intelligence Scale (WAIS) 

o Bender Gestalt Test 

o Figure Drawings 

o Thematic Apperception Test (TAT) 

o Rorschach 

o Record Review (history, social service/nursing notes, etc.) 

Additional tests may be used to complement the evaluation and to address 
particular referral questions: 

o Quick Test 

o Benton Test of Visual Retention 

o Memory for Designs Test 

o Wechsler Memory Scale 

o 16 Personality Factors Questionnaire (16PF) 

o Minnesota Multiphasic Personality Inventory (MMPI) 
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In cases where the psychologist has determined that there may be brain 
damage and that a more extensive evaluation is needed, the Reitan 
Neuropsychological Test Battery or another equally comprehensive battery 
such as the Luria Battery may be administered. Psychologists are 
expected to function independently in assessing patients, and the use of 
tests, instruments, and procedures is at their discretion~ depending, 
among other things, on the nature of the referral question, time 
limitations, and the patient's condition, disposition, and ability to 
cooperate. Upon the completion of psychological testing, the 
psychologist provides the clinical administrator of the ward with a 
'written report of his findngs and summarizes his findings in the 
patient's chart. 

If other tests or special examinations have been ordered (e.g., 
x-rays, blood tests, or neurological examinations), these will be 
performed and the results will be recorded in the patient's chart. 

Subsequent to these procedures and throughout the period of the 
evaluation, an ongoing observation is undertaken by all members of the 
ward staff. These observations are recorded either on a psychiatrist's 
progress note or on a clinical record form and are attached to the 
patient's chart. The progress notes are recorded in sequential, 
chronological order. They reflect staff observations of the patient's 
behavior and thought processes as well as any particular problems that 
may exist with respect to patient management or medical issues. 
Patients' progress, problems, and mental status commonly are discussed 
informally by members of the team, usually at change of shift. When 
appropriate, referrals to other disciplines are made~ such as referral 
for neurological evaluation, EEG, or psychological testing. Clinical 
interviews may be conducted by the psychiatrist or clinical administrator 
for the purpose of assessing changes in the patient's mental status and 
his understanding of the legal issues. Findings are documented in 
clinical notes and attached to the patient's chart. 

After sufficient information becomes available, the clinical team 
holds a clinical "staff conference" to consider and attempt to answer the 
questions asked by the court. This conference, presided over by the 
clinical administrator, typically includes the psychiatrist~ the 
psychologist who administered the psychological tests, the social worker, 
the ward's chief nurse, and the forensic psychiatric technicians. The 
patient's history is carefully reviewed and his behavior prior to and 
during hospitalization is assessed. The patient ordinarily is brought 
before the staff conference and interviewed. Following the interview~ a 
discussion is held among the conference participants and a vote is taken 
on diagnosis, custody, medication; and other aspects of the treatment 
plan. 

Provision and Use of Mental Health Information 

Following the staff conference held by the clinical team at the 
conclusion of a patient's period of evaluation in the Pretrial Branch, 
the clinical administrator writes an official report from which a letter 
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is derived. The letter varies in length and style but always includes 
opinion responsive to the legal criteria of the particular question(s) 
posed and a basis for the opinion. Some letters, depending on the author 
and the judge for whom they are prepared, discuss other clinical findings 
possibly unrelated to the questions posed but descriptive of the mental 
status of the defendant. Copies of the letter are furnished to the 
court, the prosecutor, and the defense attorney. If there is 
disagreement among the staff regarding the diagnosis, this fact may be 
noted in the cover letter to the court. 

The court may make the legal determinations of competency and 
criminal responsibility on the basis of the letter alone or may require 
expert testimony. A psychiatrist or clinical psychologist might be 
called to testify in a competency hearing or in a trial involving the 
insanity defense. Furthermore, should civil commitment proceedings be 
initiated, a psychiatrist may be called upon to testify at a mental 
health commission hearing. 

Feedback, Monitoring, and Program Evaluation 

The only apparent formal mechanism for program feedback, 
monitoring, or evaluation that functions externally of the Pretrial 
Branch is an evaluation conducted periodically (probably every two years 
or so) by the Joint Commission of Accreditation of Hospitals. The Office 
of Quality Assurance for the hospital is responsible for responding to 
the Joint Commission. The basis of the evaluation by the Joint 
Commission is documented in Consolidated Standards for Child, Adolescent, 
and Adult Ps chiatric Alcoholism and Dru Abuse Pro rams (Joint 
Commission, is ocumen con ains s an ar s o a 1 programs 
covered by the accreditation program for psychiatric facilities, with the 
exception of community mental health services, which fall under a 
separate set of standards. This document also is used as a 
self-evaluation tool. 

It is arguable whether the standards utilized by the Joint 
Commission effectively and efficiently accommodate the unique 
characteristics of forensic mental health programs. While Consolidated 
Standards deals extensively with such critical issues of quality of 
patient care as program management, patient management, patient services, 
and facility management, very little recognition of the interaction of 
the mental health and criminal justice systems is evident. Two entries 
in the document 0 s index, "on court order" and "legal assessment," are the 
only mentions of criminal justice involvement made in the Consolidated 
Standards. 

When a patient is admitted on court order, the rights and 
responsibilities of the patient and family should be explained 
• this explanation should be fully documented in the patient's 
record. (p. 56) 

In drug abuse programs, a legal assessment of each patient shall 
be undertaken which shall include the following areas as 
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a minimum: (a) a legal history; and (b) a preliminary discussion 
to determine the extent to which the individual's legal situation 
will influence progress and treatment and the urgency of the legal 
situation. No part of these standards dealing with legal 
assistance is intended to contravene any established laws or rules 
of court or any principle of ethics related to the practice of 
law. Where a conflict exists between these standards and the laws 
or the rules of courts or ethical principles, said laws, rules, or 
principles shall prevail. (p. 62) 

The Consolidated Standards contains a section specifying that a 
program shall have "a written statement of goals and objectives," "a 
written plan for evaluating the program's level of attainment of its 
goals and objectives," and "written evidence [to] verify that the 
findings of the evaluation have influenced program planning." The term 
"program" is defined in the glossary section as "an organized system of 
services designed to address the treatment needs of patients. Program is 
synonymous with facility, agency, unit, and organization." Thus, it 
appears that the Division of Forensic Programs shall, according to the 
Joint Commission's Consolidated Standards, give evidence of program 
evaluation capabilities and achievements. 

Another informal feedback or monitoring system functioning in the 
Pretrial Branch is seen in the reaction of judges who receive reports 
prepared by Pretrial Branch staff. Because of the strictness of the 
legal requirements attaching to cases of this sort (relating to 
timeliness, patients' rights, etc.) and the adversary system's tendency 
to search for error, judges demand carefully produced assessments. 
According to staff, judges on a number of occasions in the past have 
telephoned the chief of the Pretrial Bench or the clinical administrator 
of a ward for clarification of a report or to comment on the quality of a 
report received. 

In addition to the external feedback received from the Joint 
Commission of Accreditation of Hospitals and the judges receiving 
Pretrial Branch reports, a certain degree of program monitoring occurs 
internally. As described above, the administrative structure of the 
Pretrial Branch includes a chief of the operation who, in addition to 
attending to general management responsibilities, works informally with a 
supervisory psychiatrist to ensure that examinations are scheduled in a 
timely fashion and that the results of evaluations performed by clinical 
administrators and psychiatric consultants are properly reported to the 
court. Further, each ward is served by a clinical administrator, to whom 
the ward staff are responsible. The nursing staff report to a head nurse. 

The Pretrial Branch maintains a loose-leaf procedures manual in 
which are filed such items as an organizational plan for the Pretrial 
Branch, a statement of Pretrial Branch philosophy, an outline of the 
evaluation process, a summary of the legal categories and standards 
applying to patients admitted for evaluation, ward philosophies and 
goals, inter-department memoranda, etc. It is not known to what extent 
the manual is used by staff or how often outdated information is purged. 
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CENTER FOR FORENSIC PSYCHIATRY, ANN ARBOR, MICHIGAN 

The Center for Forensic Psychiatry was created by state statute in 
1967 for the purpose of "diagnosis, evaluation, and treatment of patients 
committed to the Department of Mental Health by the criminal courts" 
(§330.ll[c] of the Compiled Laws of Michigan, 1970). Ames Robey was the 
first director of the Center and served until 1975. Bill Meyer followed 
Dr. Robey as director and serves in that capacity at this writing. 

The Center for Forensic Psychiatry functions as an agency of the 
Department of Mental Health and provides its services on a statewide 
basis. The Center consists of several units: an "evaluation unit" 
responsible for outpatient evaluations (evaluations conducted without 
requirement of hospitalization or commitment) to assess competency to 
stand trial and criminal responsibility; two "admissions units" 
responsible for short-term, inpatient evaluations and treatment of men; a 
womenvs unit responsible for short-term, inpatient evaluations and 
treatment of women; and a long-term unit responsible for long-term, 
inpatient treatment and diagnostic work. 

The Center performs seven basic functions: 

o outpatient evaluations to assess competency to stand trial 
(for all Michigan courts except the Detroit Recorders Court); 

o outpatient evaluations to assess criminal responsibility and 
diminished capacity (for all Michigan courts); 

o inpatient evaluations of persons adjudicated not guilty by 
reason of insanity, to assess civil committability (for all 
persons so adjudicated in Michigan); 

o inpatient treatment services for persons adjudicated 
incompetent to stand trial; 

o inpatient treatment services for persons acquitted by reason 
of insanity and committed for treatment; 

o inpatient treatment services for "convict transfers" (Michigan 
corrections inmates in need of mental health attention); 

o outpatient and inpatient evaluations of persons adjudicated 
00guilty but mentally ill" and placed on probation, to assess 
treatment needs. 

In addition, the center performs a training and research function, which 
largely entails providing training for new staff and continuing education 
for existing staff. Only those functions primarily concerned with 
screening and evaluation (the first three and the last listed above) are 
treated in detail in this section. 

472 



l 
J 

J 
J 
] 

J 
] 

J 
; 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

In 1979, the Center for Forensic Psychiatry performed 1,963 
outpatient evaluations, 1,015 to assess competency to stand trial and 948 
to assess criminal responsibility. Inpatient services entailed 338 
admissions to respond to 267 orders to treat persons adjudicated 
incompetent to stand trial, 69 orders to evaluate persons adjudicated not 
guilty by reason of insanity to assess current committability, 59 orders 
to treat persons acquitted by reason of insanity, and 27 other orders 
(primarily treatment of convict transfers and evaluation of persons 
adjudicated guilty but mentally ill and placed on probation). 

The Center for Forensic Psychiatry was designed and is funded to 
provide 112 beds, 96 for men and 16 for women. However, because of high 
demand, the Center's 'patient population presently is approximately 130. 
An expansion was planned to increase the size of the facility by 90 beds 
by December 1, 1980. . 

A Function Model 

The flow of mental health evaluation cases into, through, and out 
of the Center for Forensic Psychiatry is depicted in Figures 53-56. 

Competency to Stand Trial 

Figure 53 indicates the process by which the question of 
competency to stand trial is raised, referred to the Center, addressed 
and responded to by Center staff, and resolved. 

The question of competency to stand trial may be raised by the 
defense, the prosecution, or the court. The question most commonly is 
raised at the defendant's first appearance before the court; however, it 
may be raised at any time prior to trial. If the court determines that 
the defendant should be evaluated for his competency to stand trial, it 
will order that he be so evaluated during a period not to exceed 60 
days. For defendants in the criminal justice system in the city of 
Detroit, this order directs·that an evaluation be conducted at the 
Detroit Recorder's Court Clinic. For defendants in all other Michigan 
courts, the order specifies that the evaluation be performed at the 
Center for Forensic Psychiatry. Virtually all of these evaluations are 
conducted on an outpatient basis. 

The order is sent to the Center for Forensic Psychiatry along with 
a copy of the police report. These materials are received by the 
Center's Forensic Services department (a case-coordinating and 
statistics-gathering department within the Center), which enters certain 
case-identifying information into a computer and prepares a "case history 
cover sheet" for the file and an index card for the paper record. 

Within one week of receipt of the court order, Forensic Services 
attempts to contact the defense attorney to obtain further information 
about the defendant (i.e., circumstances surrounding the referral, nature 
of the attorney-defendant relationships as perceived by the attorney). 
Information obtained as a result of this call is indicated in an 
11 administrative green note, 11 which is attached to the file. 
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Figure 53. Case processing function model, Center for Forensic Psychiatry: 
Competency to stand trial. 
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The Director of the Evaluation Unit meets with Forensic Services 
staff on a weekly basis to assign clinicians to new cases and schedule 
clinical interviews. If a defendant is on bond, Forensic Services 
notifies his attorney by mail of the interview appointment; if a 
defendant is incarcerated, Forensic Services notifies the sheriff by 
telephone. ·· 

After the interview appointment has been confirmed, Forensic 
Services sends the file (containing the court order, police report, case 
history cover sheet, and administrative green note, if available) to the 
clinician assigned to the case. If the file does not contain an 
administrative green note, the clinician makes an attempt to contact the 
defense attorney by telephone for "green note" information. If the 
clinician is unable to reach the attorney, be makes a note to this effect. 

When the defendant arrives for his evaluation, he is met by staff 
of For.ensic Services, who obtain brief personal information from him and 
make certain he is in fact the person scheduled to be evaluated. 
Forensic Services then notifies the security staff that the defendant is 
ready to be escorted to the interview area. Once in the interview area, 
the defendant is met by forensic aids who photograph him and have him 
complete a detailed personal history questionnaire, indicating family, 
school, and military background and medical and mental health history. 

The clinician meets the defendant in the interview area and 
conducts a clinical interview addressing the question of the defendant's 
competency to stand trial. If the clinician believes that a consultation 
with a psychiatrist (if the clinician is a psychologist or social worker) 
or psy~hologist (if the clinician is a psychiatrist or social worker) is 
essential before a recommendation about competency can be reached, such a 
consultation may be requested. 

Upon completion of the competency evaluation (interview and any 
psychiatric or psychological consultation), the defendant ordinarily is 
released from the Center (in the custody of the sheriff if the defendant 
is not on bond). If the clinician is of the opinion that the defendant 
requires immediate treatment, he may contact the defense attorney and the 
court by telephone and request that the defendant be hospitalized 
immediately for treatment. Occasionally, in particularly serious cases 
the court will order hospitalization over the telephone if the defense 
attorney has no objection; however, an emergency competency hearing 
usually is held before hospitalization is ordered. 

Following the competency evaluation, the clinician prepares a 
report summarizing the findings. The original is sent to the court, and 
copies are sent to the prosecutor and the defense attorney. If the 
clinician is of the opinion that the defendant is incompetent to stand 
trial, he submits his report within 24 hours of the evaluation, and a 
separate letter is sent recommending whether placement for treatment (to 
restore competency) should be at the Center or elsewhere. If the 
clinician is of the opinion that the defendant is competent to stand 
trial, he submits his report within five days following the evaluation. 
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Within five days following receipt of the evaluation report, the 
court must hold a hearing to determine the defendant's competency to 
stand trial (unless the prosecution or defense, for good cause, requests 
a continuance for a reasonable time). If the court finds the defendant 
competent, he proceeds to trial. Upon a finding of incompetency, the 
court determines whether there is a substantial probability that the 
defendant, if provided treatment, would attain competency within 15 
months or one-third of the maximum sentence he could receive if convicted 
of the charges against him, whichever period of time is shorter. If the 
court determines that competency could not be restored by treatment 
within such period of time, it may direct the prosecutor to petition for 
civil commitment. If the court determines that competency could be 
restored in such a period, the court orders the defendant to undergo 
treatment designed to render him competent to stand trial and appoints a 
medical supervisor of the course of treatment (Michigan Mental Health 
Code, §330.2032). Incompetent defendants thought to be a security risk 
or highly dangerous are treated at the Center; others are treated at 
regional psychiatric hospitals, usually in accordance with the Center's 
placement recommendations. 

The court order directing treatment is sent to the Forensic 
Services department at the Center for Forensic Psychiatry (even in the 
event that the treatment is to be provided by some other facility). 
Forensic Services makes arrangements for the defendant to be placed in 
the treatment program specified in the order. Treatment is administered 
by the clinicians (psychologists and social workers) serving the ward in 
which the defendant is placed. The medical supervisor of treatment is 
responsible for submitting progress reports to the court (with copies to 
the prosecutor and defense) at least every 90 days, and whenever he is of 
the opinion that the defendant is no longer incompetent to stand trial, 
or whenever he is of the opinion that there is not a substantial 
probability that the defendant, with treatment, will attain competency to 
stand trial within the statutory period (15 months or one-third of the 
maximum sentence, whichever is less) (Michigan Mental Health Code, 
§330.2038). If the defendant does not or is not expected to regain 
competency within the statutory period, he is evaluated for civil 
committability and either hospitalized or discharged. 

Criminal Responsibility and Diminished Capacity 

Figure 54 indicates the process by which questions of criminal 
responsibility and diminished capacity are raised, referred to the Center 
for Forensic Psychiatry, addressed and responded to by Center Staff, and 
resolved. This process, which is virtually the same for questions of 
criminal responsibility and diminished capacity, is quite similar to that 
described above for the handling of competency-to-stand-trial questions. 
Therefore, only the major differences between the two processes will be 
noted in this description. 

Questions of criminal responsibility and diminished capacity may 
be raised by the defense, the prosecution, or the court; however, the 
defenses of insanity and diminished capacity ordinarily may be asserted 
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only by the defendant or his attorney, and written notice of an intention 
to assert either of these defenses must be provided to the court and the 
prosecuting attorney at least 30 days before trial. When a question 
concerning criminal responsibility or diminished capacity arises, the 
court may order the defendant to be evaluated at the Center for Forensic 
Psychiatry during a period not to exceed 30 days. (All cases in which 
the insanity or diminished capacity defense is raised are referred to the 
Center for evaluation). 

'l'he process by which the defendant is referred to and received by 
the Center is the same as that by which defendants evaluated for 
competency to stand trial are referred and received. The evaluation to 
assess criminal responsibility or diminished capacity, ·however, differs 
somewhat from that designed for competency assessments. The report 
prepared by the clinician is submitted to the defense attorney and the 
prosecutor but not to the court. A trial is held. If the defendant is 
found not guilty by reason of insanity, he is immediately remanded to the 
custody of the Center for Forensic Psychiatry for an evaluation to 
determine whether he meets the criteria for civil commitment under the 
Michigan Mental Health Code. A finding of diminished capacity may negate 
the intent element of the offense charged and result in acquittal or 
conviction of a less serious, included offense. 

Adjudicated Not Guilty by Reason of Insanity 

Figure 55 indicates the process by which a person adjudicated not 
guilty by reason of insanity is referred to the Center for Forensic 
Psychiatry, evaluated by Center personnel, and treated after evaluation. 

Immediately upon the acquittal of any person by reason of 
insanity, the court orders that person admitted to the Center for 
Forensic Psychiatry for a period not to exceed 60 days for an evaluation 
to assess his civil committability. The order is mailed to the Center 
along with a full report of the facts concerning the crime which the 
person was found to have committed but of which he was acquitted by 
reason of insanity. 

Upon receipt of the order, Forensic Services arranges for the 
person to be transported by the sheriff to the Center and admitted to an 
admissions ward, where he is assigned a bed, provided a bath, and given 
an orientation. Forensic Services notifies the clinical director of the 
admission, and he assigns two physicians to evaluate the person and 
complete "physicians' certificates" indicating their opinions regarding 
the civil comm.ittability of the person. If the two physicians disagree 
regarding the committability of the person, a third is assigned also to 
evaluate him. The clinical director prepares a "summary report" based on 
the findings presented in the certificates. This summary report and the 
physicians 0 certificates are sent to the committing court judge three 
weeks prior to the expiration of the 60-day order. Copies are mailed to 
the defense attorney and the prosecutor. 

478 



~\ 

~. 

I. 
I 
,I 
. .; 

I 
I 
I 
I ,, 
I 

''· I 
I 
.1 
I 
I 
I 
I 
I. 

I:asauiey 
Acquittal; 

Evaluation 
Ordered 

Ad:m.i ttauce , 
Orientation 

Physical 
Exami.natiou 

Team 
Evaluatiou 

Two Physicians 
Evaluate 
Offender 

Pbysic:ians' 
Cer'tificates 

Summary 
B.eport 

C t:men < Afur 
Re~? 

~!es 

Defendant: 
Referred· to 
Canter or 

Area Rospit:al 

No 

No 

<1---
\l 

Offender 
Released 

Off ender 
:le.leased 

Offender 
Released 

Not Cured 
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Offender acquitted by reason of insanity. 
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If the summary report recommends that the person be committed, the 
prosecutor in the county of the court that ordered the person for the 
evaluation ordinarily will petition the appropriate probate court to 
civilly commit the person. (Probate courts in Michigan have jurisdiction 
in juvenile proceedings, adoptions, supervision of probating of wills and 
administration of estates and trusts, guardianships, condemnation of 
land, and civil commitment.) The person typically remains at the Center 
for Forensic Psychiatry pending the hearing on the petition in the 
probate court. Should the prosecutor decide not to file a petition, the 
Center must release the person. 

If a petition is filed and the person is civilly committed, he 
will be hospitalized either in a facility in or near his community or at 
the Center for Forensic Psychiatry (if he is particularly dangerous). 
Further hearings on the question of commitment must be held within 60 
days of commitment and then again 90 days later. At the initial hearing, 
a physician's certificate and a summary report (which acts as a petition 
for further hospitalization) must be completed. Thereafter, only a 
physician 1 s certificate is required. If the person is recommitted at the 
90-day hearing, another hearing is scheduled at the expiration of another 
90 days. Commitment at this hearing places the person on a "continuing 
order. 00 When a patient is placed on such an order, the probate court 
reviews the commitment every six months. For each such review, a report 
prepared on the basis of records concerning the patient's hospitalization 
is submitted. In addition to the six-month reviews, the committed person 
is entitled to petition the court for a review hearing once per year, 
before which he is entitled to evaluation by a psychiatrist of his own 
choosing or a psychiatrist appointed by the probate court. For persons 
hospitalized at the Center for Forensic Psychiatry, the Center's Forensic 
Services department assigns the physician to prepare the physician's 
certificate, and the clinical director ordinarily completes the summary 
report. 

Guilty but Mentally Ill 

As Figure 56 indicates, the process by which the Center for 
Forensic Psychiatry receives referrals, conducts evaluations, and reports 
its findings regarding treatment needs of persons found guilty but 
mentally ill and placed on probation has not yet been fully established. 

The Center for Forensic Psychiatry has only very recently begun to 
receive court orders specifying evaluations to assess the mental health 
needs of persons found guilty but mentally ill and placed on probation. 
Since this function is so new and so few cases have been referred with 
this question (only five as of April 1980), the mechanics of the process 
still are in the formative stages. It appears, however, that upon a 
verdict of guilty but mentally ill, the judge may sentence the person to 
probation and order that he be evaluated by the Center to determine 
whether mental health treatment should be ordered as a condition of 
probation. Upon receipt of the order, the Center will process the case 
in much the same fashion as cases involving the question of competency to 
stand trial are processed. Most evaluations probably will be conducted 
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on an outpatient basis, and a report will be submitted to the court and 
the probation officer specifying mental health needs that might be 
addressed by an appropriate probation plan. 

Delineation of Mental Health Information Requirements 

The Center for Forensic Psychiatry provides its services 
exclusively at the direction of the courts of Michigan. The courts are 
its only referral sources, and the court order is the only legitimate 
referral instrument. Of course, the question that ultimately is posed in 
the court order may initially be raised by the defense or the 
prosecution, but it is only through the mechanism of the court that the 
question finds its way to the Center. 

Court orders for evaluation are reduced to writing, signed by the 
judge, and mailed to the Center. An examination of sample orders 
specifying evaluations to assess competency to stand trial, criminal 
responsibility, diminished capacity, and civil committability (after 
acquittal by reason of insanity) revealed a consistent format which 
included reference to the appropriate legal authority (i.e., statute, 
public act), a clear statement of the purpose of the examination, and 
certain indication of time constraints. No order requiring an evaluation 
of a person adjudicated guilty but mentally ill was examined. 

The standard in Michigan for determining incompetency to stand 
trial is whether a person nis incapable because of his mental condition 
of understanding the nature and object of the proceedings against him or 
of assisting in his defense in a rational manner" (Michigan Mental Health 
Code, §330.2020). 

The standard in Michigan for determining criminal responsibility 
(

11 legal insanity") is whether 11 
••• as a result of mental illness ••• 

or as a result of mental retardation ••• that person lacks substantial 
capacity to either appreciate the wrongfulness of his conduct or to 
conform his conduct to the requirements of the law" (Michigan Compiled 
Laws, §768.2la). The Michigan Mental Health Code (§330.1440a) defines 
mental illness as 0'a substantial disorder of thought or mood which 
significantly impairs judgment, behavior, capacity to recognize reality, 
or ability to cope with the ordinary demands of life." Mental 
retardation is defined as 01 significantly subaverage general intellectual 
functioning which originates during the developmental period and is 
associated with impairment in adaptive behavior" (Michigan Mental Health 
Code, §330.1600e). "Diminished capacity comes within the codified 
definition of insanity11 and is subject to the same provisions governing 
evaluation for the condition and notification of an intention to assert 
the defense [People v. Mangiapane, 271 N.W. 2d 240, 248 (1978)]. 

With respect to patients who are admitted after having been 
adjudicated incompetent to stand trial, the case of Jackson v. Indiana 
[406 US 715 (1972)], has established that such patients cannot be held 
more than a reasonable period of time necessary to determine whether 
there is substantial probability that they will become competent in the 
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for~seeable future. If it is determined that a patient will not become 
competent in the foreseeable future, the government must either institute 
the customary civil couunittment proceedings against the person or release 
him. The manner in which the requirements of Jackson v. Indiana are met 
in Michigan is discussed further below. 

The standard in Michigan for determining the civil committability 
of a person adjudicated not guilty by reason of insanity is whether the 
person is 

o a person who is mentally ill, and who as a result of that 
mental illness can reasonably be expected within the near 
future to intentionally or unintentionally seriously 
physically injure himself or another person, and who has 
engaged in an act or acts or made significant threats that are 
substantially supportive of the expectation; [or] 

o a person who is mentally ill, and who as a result of that 
mental illness is unable to attend to those of his basic 
physical needs such as food, clothing, or shelter that must be 
attended to in order for him to avoid serious harm in the near 
future, and who has demonstrated that inability by failing to 
attend to those basic physical needs; [or] 

o a person who is mentally ill, whose judgment is so.imparied 
that he is unable to understand his need for treatment and 
whose continued behavior as the result of this mental illness 
can reasonably be expected, on the basis of competent medical 
opinion, to result in significant physical harm to himself or 
others (Michigan Mental Health Code §330.1401). 

A finding of "guilty but mentally ill" may be made if the 
defendant asserts the insanity defense and the trier of fact finds, 
beyond a reasonable doubt, that the defendant is guilty of an offense and 
was "mentally ill" but not legally insane at the time of the couunission 
of the offense. The finding may be made if the defendant has pleaded not 
guilty by reason of insanity or if the defendant has asserted the 
insanity defense, waived his right to trial (by jury or by judge), and 
pleaded guilty but mentally ill. Persons found guilty but mentally ill 
are subject to the same sentences that could be imposed pursuant to law 
upon persons guilty of the same offense. Persons found guilty but 
mentally ill and placed on probation may be required, upon recommendation 
of the Center for Forensic Psychiatry, to undergo treatment as a 
condition of probation (see §36 of Act No. 180 of the Michigan Probate 
Acts of 1975). 

Acquisition Of Mental Health Information 

Staff 

The Center for Forensic Psychiatry maintains a large multi
disciplinary staff presently numbering 237. Included in this group are 7 
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psychiatrists, 15 psychologists, 12 psychiatric social workers, 16 
registered nurses, an audio-visual specialist, a librarian, a pharmacist, 
a number of secretaries and administrative assistants, and approximately 
130 para-professional forensic security aides. The director of the 
Center is an attorney, and the clinical director is a psychiatrist. 

The outpatient 00evaluation unit" is staffed by psychiatrists, 
psychologists, and social workers. Representatives of any of these 
disciplines may serve as "clinicians" to assess competency to stand 
trial. Social workers may not conduct evaluations to assess criminal 
responsibility, however. 

Each inpatient ward is staffed by a psychiatrist, a chief 
clinician (social worker or psychologist), several registered nurses, and 
a number of para-professional forensic security aides. 

Procedures and Techniques 

Competency to Stand Trial. The general processing of 
competency-to-stand-trial referrals and the legal standard for 
determining competency have already been discussed earlier. The 
following is a description of how the clinician conducts the evaluation 
and otherwise acquires the information upon which he bases his 
recommendation regarding competency to stand trial. 

The evaluation is conducted by clinical interview, which typically 
involves a face-to-face dialogue between the clinician and the 
defendant. At the outset of the interview, the clinician discusses the 
intent of the evaluation with the defendant. The defendant is informed 
of the type of evaluation ordered by the court and the limits of 
confidentiality. Specifically, the clinician tells the defendant that he 
may be required to relate to the court what the defendant tells him and 
what he observes. The patient's response to this information is recorded 
on a 01notification of rights" form, which the defendant then signs. The 
defendant also is asked to sign an "information about return to jail 
form, 01 which authorizes the clinician to advise the jail to which the 
defendant is to be returned about any special problems the defendant has 
had adjusting to incarceration. Should the defendant refuse to sign· 
these forms, his refusal is noted by the clinician. The information 
provided to the jail is intended to be helpful to jail personnel in the 
care and management of the defendant in the jail setting. 

During the course of the interview, the clinician completes any 
items on the detailed personal history questionnaire not completed by the 
forensic aid during intake. 

The clinical interview includes: 

o dialogue concerning the circumstances surrounding the alleged 
crime; 
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o social history (information concerning family, education, 
occupation, previous mental health contacts, previous criminal 
activity, history of substance abuse, and current medications); 

o mental status examination (to assess attitude, dress/behavior, 
speech/motor, mood, thought processes, thought content, 
somatic/mood variations, and intellectual functioning 
utilizing the Wechsler Adult Intelligence Scale); and 

o questions relating to the workings of the criminal justice 
system (i~e., questions concerning the roles and 
responsibilities of the judge, prosecutor, defense attorney, 
jury; defendant's concept of plea bargaining; defendant's 
understanding of the consequences of different pleas and of 
conviction). 

If a clinician, after interviewing a defendant, feels that before 
he can decide upon a recommendation regarding the defendant's competency 
to stand trial he needs the advice of someone from another discipline, he 
may request a psychiatrist or psychologist also to evaluate the 
defendant• Such psychiatric or psychological "consultations" are rarely 
requested. 

The Center's policy is that a psychiatric consultation should be 
requested only when it is felt that there are medical issues involved 
which require the assistance of a psychiatrist to evaluate. For example, 
such a consultation would be in order if a defendant presented a history 
of adverse side effects from prescribed medication that could be the 
basis.of ~resent amnesia. Psychiatric consultation is provided by staff 
psych1atr1sts at the Center. After psychiatric consultation; the 
psychiatrist dictates a note summarizing clinical findings, but the 
assigned clinician retains responsibility for completing the evaluation. 

It is the position of the Center for Forensic Psychiatry that 
psychological testing is rarely essential to formulating a recommendation 
about competency to stand trial. If testing is deemed absolutely 
necessary by the assigned clinician, a "request for psychological testing 
form" is obtained by the clinician and filled out in detail, documenting 
the specific information sought. This form is taken to a psychologist, 
and if time permits (given the type of testing needed, staff 
availability, and so on), the testing is performed the· same day. 
Otherwise, the defendant is. rescheduled for testing at some later time. 
The assigned clinician makes these arrangements with Forensic Services. 

The absence of a police report in the defendant's case record may 
in some cases affect how far an evaluation of competency can proceed, 
since part of the clinician's report has to do with accounts of the 
alleged crime as given both by the police and by the defendant. If there 
is no police report, the clinician telephones the sheriff's department and 
attempts to have the report read over the telephone. If this information 
cannot be o]).tained but the defendant clearly is incompetent, the lack of 
a police report does not impede a report to the court recommending 
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adjudication of the defendant as incompetent to stand trial. If the 
police report is unavailable and the defendant clearly is competent, the 
evaluation proceeds as if a police report were present, and the clinical 
notes and court report are dictated. The court report, however, is not 
sent. In all such cases, the police report must be received and reviewed 
by the assigned clinician before the court report can be issued. If the 
police report, once received, is found to be generally consistent with 
the defendant's version of what happened, or if inconsistent the 
inconsistency is explainable, then the report to the court is issued. 
However, if there is any substantial discrepancy between the police 
report and the defendant's version, which cannot be explained or resolved 
by telephone calls to the court, the defendant is rescheduled for further 
evaluation. The assigned clinician notifies Forensic Services of the 
need for such further evaluation. 

Criminal Responsibility and Diminished Capacity. The general 
processing of criminal responsibility and diminished capacity referrals 
and the legal standard for determining these conditions are indicated in 
previous sections. The following is a description of how the clinician 
conducts the evaluation and otherwise acquires the information upon which 
he bases his recommendation regarding criminal responsibility or 
diminished capacity. 

Evaluations to assess criminal responsibility and diminished 
capacity are conducted in much the same manner as are competency 
evaluations. One major difference is that while social workers (as well 
as psychiatrists and psychologists) are permitted to assess competency, 
only psychiatrists and psychologists may qualify as certified examiners 
for responsibility and capacity evaluations. 

The evaluation is conducted by clinical interview. If the 
evaluation is conducted on an inpatient basis, the clinician, prior to 
commencing the interview, reviews the physician's note and chief 
clinician's clinical evaluation report prepared during the defendant's 
hospitalization. At the beginning of the interview, the clinician 
notifies the defendant of the nature of the evaluation and of the limits 
of confidentiality. The "notification of rights form" and the 
00 information about return to jail form" are signed, or notification is 
made of the defendant's refusal to sign. 

The interview itself is quite similar to that conducted to assess 
competency except that: 

o the clinician's inquiry concerning the circumstances 
surrounding the alleged crime is emphasized; 

o the clinician's inquiry concerning the defendant's 
understanding of the workings of the criminal justice system 
is de-emphasized; and 

o the Minnesota Multiphasic Personality Inventory is 
administered. 
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Referrals for psychiatric or psychological consultation may be 
made as with competency evaluations. Psychological consultation is not 
discouraged in the course of an evaluation to assess criminal 
responsibility or diminished capacity. 

The policy with respect to the absence of a police report, 
described above with respect to competency evaluations, is equally 
applicable to the conduct of evaluations to assess criminal 
responsibility and diminished capacity. 

Adjudicated Not Guilty by Reason of Insanity. The following is a 
description of how the two physicians assigned to evaluate a person for 
civil committability conduct their evaluations. The general processing 
of persons referred after having been adjudicated not guilty by reason of 
insanity and the legal standard controlling the civil committability of 
such persons are described in previous sections. 

Each physician evaluates the person independently. Prior to 
commencing the evaluation, the physician reviews the admitting 
physician's notes from the physical examination and the chief clinician's 
clinical evaluation report prepared during the patient's hospital
ization. At the beginning of the evaluation, the physician introduces 
himself; he explains that his reason for conducting the evaluation is to 
collect information to assist the court in determining whether the person 
has a mental condition that requires treatment and whether such treatment 
should take place in a hospital or some other place; and he notifies the 
person that he (the physician) may be required to reveal to the court 
information obtained during the evaluation. The evaluation that follows 
takes the form of an interview and includes a mental status examination 
identical to that performed during evaluations to assess competency to 
stand trial and criminal responsibility. Additionally, the person's 
account of events leading to his present hospitalization is noted, as is 
his satisfaction with services offered by the hospital. Drug and alcohol 
dependencies also are areas of inquiry. In addition to interviewing the 
person, the physician studies his current hospitalization record and 
notes the extent to which he has adjusted to hospitalization. 

Guilty but Mentally Ill. The general processing of persons 
referred after having been found guilty but mentally ill and placed on 
probation (to the extent that the process is established) and the 
statutory authority for this disposition have already been described. 
The following is a description of how the evaluation to assess treatment 
needs is conducted. 

The evaluation may be conducted on an inpatient or an outpatient 
basis. Persons appearing for this evaluation ordinarily have been 
evaluated a,t the Center before (for assessments of competency to stand 
trial and/or criminal responsibility), and old records generally are 
reviewed. The interview is similar to interviews conducted to assess 
competency to stand trial, criminal responsibility, and civil 
committability. A mental status examination is performed, but less 
historical information is collected. The focus of the evaluation is on 
present treatment needs of the offender. 
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Provision of Mental Health Information 

Competency to Stand Trial 

Following an evaluation to assess competency to stand trial, the 
examining clinician dictates a "clinical note" containing 

o identifying data (name, address, etc.); 

o notice that informed consent was obtained; 

o special circumstances regarding referral of defendant; 

o review of alleged crime; 

o defendant's version of circumstances regarding alleged crime; 

o socio-cultural history; 

o mental status; 

o opinion regarding defendant's competency to stand trial (with 
reasons relating to the legal criteria); 

o recommendations regarding placement and treatment for 
defendants felt to be incompetent to stand trial; 

o prognosis, indicating whether it is felt the defendant can 
attain competency within the statutory period (necessary only 
for defendants felt to be incompetent to stand trial); and 

o) diagnosis (i.e.» schizophrenia, inadequate personality, 
anxiety» depression, etc.). 

'rhe clinical note is dictated within 24 hours if the defendant is felt to 
be incompetent to stand trial. Otherwise, the note is dictated within 
five days. The clinician prepares a report to the court based on the 
information in the clinical note. The report is prepared in letter form 
and represents a summary of the information contained in the clinical 
note. If the defendant is felt to be competent to stand trial but 
mentally ill» this is indicated. 

If the clinician recommends that the defendant meets the criteria 
required to be found incompetent to stand trial, he will so notify the 
executive assistant of the Center for Forensic Psychiatry and recommend 
whether treatment (to restore competency) should be at the Center or at 
an area hospital. The executive assistant, in turn, writes a separate 
letter to the court recommending appropriate placement for treatment. 

The court report is mailed to the court, and copies are sent to 
the prosecutor and defense attorney. The clinician may be subpoenaed to 
testify at the hearing to determine competency. After appearing, the 
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clinician completes a court appearance form (containing administrative 
information) and a "green note" (summarizing the court appearance and 
indicating the outcome of the hearing, if known). 

Criminal Responsibility and Diminished Capacity 

Following an evaluation to assess criminal responsibility or 
diminished capacity, the examining clinician dictates a clinical note 
containing 

o identifying data; 

0 

0 

0 

0 

0 

0 

notice that informed consent was obtained; 

special circumstances regarding referral of defendant; 

an indication that defendant was notified of his rights 
(non-confidentiality); 

review of alleged crime; 

defendant's version of circumstances regarding alleged crime; 

socio-cultural history; 

o mental status; 

0 

0 

opinion regarding defendant's criminal responsibility or 
diminished capacity (with reasons relating to the legal 
criteria); and 

diagnosis. 

The clinician prepares a report based on the clinical note. The 
report is prepared in letter form and represents a summary of the 
information contained in the clinical note. The report is !!2! sent to 
the court; the only recipients of the report are the prosecutor and the 
defense attorney. The clinician may be subpoenaed to appear at the trial 
and testify with respect to criminal responsibility or diminished 
capacity. After appearing, the clinician completes a court appearance 
form (containing administrative information) and a "green note" 
(summarizing the court appearance and indicating the verdict, if known). 

Adjudicated Not Guilty by Reason of Insanity 

Following an evaluation to assess the civil committability of a 
person adjudicated not guilty by reason of insanity, the examining 
physician completes a physician's certificate and a clinical note. 
Because two physicians (or three if necessary for majority opinion) 
independently evaluate the person, two (or three) physicians' 
certificates and two (or three) clinical notes are prepared. 
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The physician°s certificate is a Michigan Department of Mental 
Health form with spaces for a provisional diagnosis (choices are: mental 
illness, mental retardation, convulsive disorder, other drug dependence, 
no evidence of mental illness, developmental disability, alcoholism, 
mental processes weakened or impaired by reason of advanced years); facts 
serving as a basis for the diagnosis; clinical opinion regarding 
committability (responsive to each legal criterion for committability); 
and recommendations regarding placement for treatment. The clinical note 
contains a review of the offense, legal history, mental status 
assessment, indication of behavior since admission, review of present 
medications and treatment, opinion regarding present mental illness, 
diagnostic impression, and recommendations for future treatment. 

The clinical director reviews the physicians' certificates and 
clinical notes and prepares a summary report for the court. The summary 
report essentially integrates and summarizes the information contained in 
the clinical notes. The summary report and copies of the physicians' 
certificates are sent to the committing court judge three weeks prior to 
the expiration of the 60-day commitment-for-evaluation order. Copies are 
sent to the defense attorney. 

Guilty but Mentally Ill 

Following an evaluation to assess the treatment needs of a person 
adjudicated guilty but mentally ill and placed on probation, the 
examining clinician prepares a report specifying treatment needs that 
might be addressed by an appropriate probation plan. Since the process 
is quite new and so few evaluations have been conducted to date, no 
format for the evaluation report has been developed. The court receiving 
the evaluation report considers its contents in determining conditions of 
probation. 

Feedback, Monitoring, and Evaluation 

There is no formal, ongoing program evaluation mechanism operating 
in the Center for Forensic Psychiatry. However, the training and 
research functions of the Center to some extent serve to monitor the 
program 1 s operations and provide quality assurance. 

Initial training for professional staff consists of approximately 
240 hours, which is a requirement prior to becoming certified as a 
Forensic Examiner in Michigan. The training program includes the 
following: observation of expert testimony; observation of clinical 
interviews; reading of criminal statutes, mental health laws and 
administrative rules; reading of the Department of Mental Health and 
Center for Forensic Psychiatry policies; consulting with attorneys for 
the prosecution and defense; reading of legal and psychiatric, 
psychological and social work literature on forensic issues; designing 
treatment programs for those defendants found incompetent to stand trial; 
attending guest lectures; reviewing video tapes; and professional 
discussions of forensic programs and formal seminars on criminal 
responsibilityo During the training period, a new staff member conducts 
forensic evaluations under the close supervision of certified staff. 
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Recertification as a Forensic Examiner is required every year and 
ordinarily is based on participation in programs of continuing 
education. Seminars and guest lectures are presented at the Center on a 
regular basis and qualify as programs of continuing education for 
recertification purposes. 

Staff members of the Center for Forensic Psychiatry frequently 
engage in research that may or may not be sponsored by the Center. They 
are presently engaged in a study to determine what percentage of cases in 
which the criminal responsibility defense is raised result in acquittals 
by reason of insanity. The study will indicate the extent to which 
Center recommendations regarding criminal responsibility are followed. 
Forensic Services staff also are researching the impact ori insanity 
acquittals of a recent change in the legal standard for criminal 
responsibility in Michigan. 

A number of Center psychologists have conducted research studies 
relying to some extent on cases evaluated at the Center. Reports 
resulting from these studies include Outpatient Evaluations for the 
Criminal Courts: A qualitative and Interdisciplinary Study, by Norm 
Poythress, Jr., and Russ Petrella; The Quality of Forensic Examinations: 
An Interdisciplinary Study, also by Poythress and Petrella; and 
Psychologists' Opinions on Compe_tency and Sanity: How Reliable, by 
Poythress and Harley Stock. 

Another, informal feedback or monitoring .mechanism operating at 
the Center is represented by the reaction of judges who receive 
evaluation reports. While no evidence was located of cases in which 
judges either praised or criticized a particular mental health assessment 
or evaluation procedure, it is reasonable to suppose that, considering 
the strictness of the legal requirements attaching to cases of this sort 
(relating to timeliness, patients' rights, etc.) and the adversary 
system's tendency to search for error, judges will require carefully 
produced assessments and will not hesitate to object to even the 
appearance of impropriety in the mental health evaluation process. 

Statistics are kept tracking and recording the flow of cases 
through the Center. This information is used by management to maximize 
the efficiency of the operation and provide a basis for appeals to the 
Department of Mental Health and the legislature for adequate resources. 

Finally, the procedures recommended for conducting evaluations, 
preparing reports, etc., are documented in an orientation manual 
available to all employees of the Center. The manual is updated 
regularly and serves to assure a degree of consistency in work product. 
The input of the training and research staff is particularly effective in · 
enabling the manual to remain responsive to changes in the law. 
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l. Gary B. Melton, Institute for Law, Psychiatry, and Public Policy, 
University of Virginia. Personal Communication, February 26, 1981. 

2. Ohio, for example, has built two regional forensic inpatient units 
on the grounds of existing facilities. The Central Ohio Regional 
Forensic Unit in Dayton, designed to receive patients committed 
after being found incompetent to stand trial or found not guilty by 
reason of insanity, is expected to open in August 1981, according to 
Ronald J. Averbeck, Chief of Ohio's Community Forensic Centers. In 
Florida, the State Department of Rehabilitative Services is planning 
to construct a $17 million, 200 bed facility on the grounds of an 
existing hospital in Chatahoochee. The Department is also 
negotiating the construction of a $24 million facility in Dade 
County, near Miami, according to John J. Wright, the state's 
Forensic Program Supervisor. 
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of Representatives. Mental health care in Missouri's criminal 
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APPENDIX A 
.., RS • 100 (3-73) 
Ho• 

,_ 
ltc: ... -. It c:.o. ICou•t Cod• I t AdmiH•an/TrMsf•r Oat• I t Un1t1S.r~1co t Ward/Clinic t Status Teem Unit or Sec. 

Mo• Oay •Yr 

I.Ml 
,,,.,. M.I. I t Birtndal• t Ap t S.• I t Aac•• 1 Et1v11c Sac•grouno• 

I I .. 
Mo· Oay ·Yr 

, ••• No. 01r.ct10ft Slt'••t N-"• $1., Ad .. .tc. C:1ty Stat• Z•P C:o.i. 

I - I C.nsus Tract I c-ty l Phane l Socoal S.cvr.ty Na. B1ni.p1au IStato or Countryl Q. 

7 I 

J i Eouc:ahon L•• .. Maf'•tal Slatus I N4.tmtaer of I Maiden Nam• Usu.al Occwahon 
Cltlldr.n 

,,.;., I Admitted Fr"am Rot erred By I Accompanied By 

';'Yes ONo OUnknown i 

~1 ~- I Aodrns • Writ• • "Oec•1s.a .. •f not li1inn9 p-

l),,,.,,·s Name Maiden Name I ActdrHS 
Phane 

.... 
1 
Party 1$pouH. Guardian, efc.J 1Aola1.-1p A4QrHS p-

' 

es fformant Name IM•y ....... of IN •l>DV•I Rel1t1onsh1p I p-

st First M.I. ONo CAPS Desired 

r..l'I ri. Oir11Cttaft Slrfft N.me St .. Ad., •le. City I St.I• Zip Code 

, 
dmission t Previous Mental Health Service (Record Details on Reve,.se Side) t Type of Application y 

....,.- a . Prior 1 npatient care at any State or County hospital? OYes ONo OUn1tn2wn and/o,. Commitment 

b. Previous care 1any type) at a Community Mental Health Center-? OYes ONo OUnknown •tS•e COIHs °" revert• side) 

\I c. Prior Missouri DMH care (any type) ? OYes ONo OUnknowrt 

d. If so, was~ care at this facility? DY es ONo OUnknown 
CODE: 

. 
e. Type of previous mental liealth care : "1"- Inpatient car'e only 

-· "2" • Partial hospi~al i:zation and/or outpatient care only CODE ___ 

" 3" • Inpatient and outpatient care "8"· None ... 9 ... Unknown 
A~ng or p,.ov1s1onat 01agrtos11 Cooos 

-ij Admilling l'lly.i~ilft I PJ.ysoc;.., SSAN 

dfing o,. Worir: tttq 01.qna•1s Coan 

1111111 

---
-I I Pllys;c;..,·s Signature 

I 
Phys•c1.,. SSAN I T•H and ProcoaurH (lncti.td1n9 Phys1c11 01agnosest CQO.S 

I 

I 
"' 

I 
Type of Disposition I Referral 

Patient Released To I Rel ease Date 

I Referred to Halfway House? 

. ' ODMH ONon-DMH ONO CUnknown 

b. Referral Code•: I •see Codes on reverse side 

atf S19"1at"'r• ~"' 

"""'I .,d. or F 100 si.-1 
CMH "•UIS • 100 001 

,.,....,._ of l"°'"'~•i o,. 1nstlit1110' 

St,.••t Acz:rrHS 

C1tv 

Oat• I p,,,,,,c1•11• 1 S19fatu,.• 

- Fulton State Hospital 
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State 

I Mo. o • .,. •fr 

I 
,=le1111cn,r110 

z,P Coo• 

I 
~-

SS.0-N c ••• 

MISSOURI DIVISION OF MENTAL HEAL TH 



Oatn 

,,. ·'1oe Cl•t.c.r.o111••e 
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; 

! 
' 

I 
i 

I 

I 

r 

tionail Details 

s 
RACE 

"111 • Wl1t1tcni 

0 - 01 .... 

ETHNIC 
'ACK GROUND 

.. So.n•sft Am'(l>l"'IC,an 

• Amer•c:tm tna1min 
.. Oru1•ftt®I 

.... 01M>V" I 

! 

! 
: 
! 

' 

I 
I 
I 

i 
I 

I 

l 
i 

! 
! 

I 

I 
I 
I 
I 

I 
I 

'" P-e~ 

01 

02 

03 

GO 

OS 

:·.1'i'D\J>lX A (Ccinl i nuC>d) 
Details of Prev1ou1 Meiiti'iHealth Service 

~C.~·et•o ClftO hl'IO for otKP. •-s.er••• Mctt.0•ta•1ret100- °'-it··P1•·•"'' lr•itt....,.t o,. ce•• bY Ill•••••• A~..,1 
' i 

Check One I Name of Inpatient I Name of Outpatient 

I °"' · Pir1vm•• i Care Facility Care Facility 
l>al I A.99nc.1 I I 

! I i ; I 
i ! 

I I t 

I 
! 
! 
i 

I 
! 

I 
I I 

I I I 

I i I 

TYPE OF APPLICATION ANO/OR COMMITMENT 
VOh<nU!ry J2 va1um.,.., P•tutf'lt 08 

St.nn.clmrd Non-Juchc1ol Jl PP"oOate COUf"'t Commit,...,t 

EmcPr9M1cy with M4Jod1cml C(llP11hc.m1~ .)4 TP"ansfer from Tra1n11t9 Scnool 

Eme-r9ff!Cv 111:r1thout Mooical Ccrr11f1caiC1" JS Otrt~r 

Procehi' Cour1 A .Jvw>n•I• Cour1: Cornmitmom • tM 

06 or Cl Pr!l-T rrml Ob911.>l'"\ll!lh0f'I Cour1 l'\ev1n9 rel1"(11111shied 1tr. 

07 Ji,,vo-n•lll" On"'!llacn Jurisc11ct10ft 

Or' J1 Ccmmtlrnont b11 Juvfll'ftll<P Covr1. tf'to JS Juvenile Cour1 Commitmmt for 09 

Cour1. r1Ua1n1n9 .Jur1$chct1on 1Pvelu.ahon only 10 

TYPE OF DISPOSITION/REFERRAL 

JS Nun•~ homv 60 Prnrat• oract•c• ,. .. ..,.t.ol "••Ith pro• 

40 Mad101 toc1l1tv 'Non•l'P'Ofttol l'IG"mltnt f•ss1onal 

~· "'"'"" O'i'll'Cft1mir1c pfty11i1c 1.cn 

so Socrt.11 or tommuruty a9e-ncv lun!opeciful!'dl 70 Scnoot sv1.tf'ft"I lunso..c1ft•dl 

51 Oeomrtrnrpont ol Puc:ihc W~Haro 71 Sta1e Scr'IOOt lor ~•taroeo 

52 H<Hld Stair1 

SJ Oft •tP oi E c1>nonuc Cooo~wn•ty 80 Cour1. I.a• f'ftlOf'C•me-n• or corr.,.ct1on 

... Un•l~O C•rebr;nl PmhT D9""CY 

55 As1oc1ml•Ofl •o,. l=ICPtm,.oea Ch1.orC!'ft - !!O Ot,,.• Ct'IOWft f'flf•f'r".ti CSo•c1ivl 

C!"l.moter'5 or C l.01se<i 91 Cl•rgy 

Si ~ ..... ~ Wllon.srtco 92 A1conolics. "'"'°"'!'f'T'°"'" 
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I Private Agency 
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i 
I 

i 
I 

I 

C1rc\ut Court fCr1m111110 

or C2 l~tent to proc••d witft trial 

CJ Not gu11t,. a,, ruso" of '"4?nUif 

disease 

C• Crrnu,.ai •••"aJ psycnooatn 

cs M1u,ouri St•t• P•n•t•f\hary translf'r 

C6 Ottwr 1C1rc,11t Courtt 

0th•,. 

M•91str1t• Cour1 

NOT REFERRED nsEWHERE--
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trito1lm.,,t 

02 
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APPENDIX B 

.. 

PSYCHIATRIC HISTORY 

Name of Patient 
Case No. ---------------

I. CHIEF COMPLAINT (Patient's reason for this hospital admission) 

II. HISTORY OF PRESENT ILLNESS 

Name Age Race Sex Marital Status -------------- ---- ~ -- ----
Brought to hospital by-------------------------

Type of Admission Admitted from ---------- -------------
Police Charges/hold orders 

_..,-.. ______________________ __ 
Reason patient came to the hospital. Chronological histoTY with dates and 
precipitating cause of hospitalization: 

a. Previous Attacks of Mental Disorders 

Dates Hospitals Diagnoses Doctor's Name 

a) J!T. PAST HISTORY 

I 
I 
I 
I 
I 

A. Familial Diseases (note only positives) 

Mental Disorders Cancer 
Allergies -------- Thyroi~-------------

Alcoholism Cardiov as cul ar 
Diabetes ----------- Blood Disease----------
Tuberculosis ------------Epilepsy 
Others ------------

Genitourinary -----------Pulmonary ~-,...___,,__ _______ __ 
Gastrointestinal -----------
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APPLNDIX B· (Continu~d) 

IH. PAST HISTORY (CONTINUED) 

B. Medical History 

1. Previous Medical Dise:ises (note only positives) 
~~~~~~~~~~ 

2. Allergies 

3. Blood transfusions 

4. Surgeries 

S. Traumas 

6. Current Medications Prior to Admission 
~~~~~~~~~~~~~~ 

1. OB/Gyn (Gravida, pare, aborta, and menstrual histol')', i.e., intervals. 
duration 0 runount~ regular or irregular) 

C. Hobits (Alcohol» Drugs, Cigarettes - name specific amounts) 

D. Review of Systems 

Head 

Eyes 

Ears 

.Nose 

Mou-ch 

Neck 

Cardiorespiratory 

Gastrointestinal 

Genitourinary 

Neuromuscular 

Date Dictated: 

Medical Extern 
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APPENDIX C 

1. 

J 

MENTAL STATUS EXAMINATION 

<11ISSOURI IiEPARTIOT CF P'!HTAL HEALTH> 

REPORT DATE: 
l10HTH DAY YEAR 

PATIENT HAME: _______________ _ 

U.ST HAAE O"l.Y 

NSTRUCTIONS: t. 

11 

lF MlY "4AJOR SECTION IS HCRMAI. OR UHTESTABl.E, 
CIRCl.E "1" OR "2" AHO GO TO HEXT SECTION. 

2. lF NOT NORMAi. OR UNTESTABLE, RA,TE ALI. 
PERTINENT lTEHS BY CIRCLJN': 1 : MILD, 
2 • MODERATE, 3 : SEVERE. 

11

'EAAL AP?EAAAtlCE 
~NORMAi. 2-UHTESTA81.! 
AClAI. EXPR!SSlOH: 

l~RESStOHLESS • 
STIL.E • • 

. 'RRIED 
AVOIDS GAZE • 

CUL.OU$ • 
HIHG, 

1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 3 

1 2 J 

Gl!NE POOR 1 2 3 
ECCEHTRtC 1 2 J 
5£0UCTIVE. • • 2 2 J 
~ '"" . 

I R ACTIVITY 
NORl".AL. 2•VHT!STABL! 
R!ASED »'CIUHT 1 2 J 

ECR!AS!D »IOUHT J 2 J 
;?TATION • • • l 2 J 

1 2 J 
. •• • • • 1 2 J 
'~.V\.1"1 POSTUtlNG 1 2 J 
niiJSUAI. ;AJT 1 2 J 
l!PETJTlvt ACTS • 1 2 J 

.&Of 1
SQJUO.AL 2•VNT!STA!U: 

!XC!SSIVE AMOUNT. I 2 .J 
t!DUCED >.MOUHT I 2 J 'I OF SP!!C>t 1 2 J 
5 ED • • • • 1 2 J 
L. 1 2 ~ 

5 • • • • 1 ' ! 
..UT! 1 2 J 
SflED. • • • 1 2 J 
5, !ltt• 1 :I J 

' - - . -- . 

I 

I 
I. 
I 
I 

UlOl Rev. 10/79 

151 INTERVlE'lf BEHAVIOR 
l·HORMAL 2-VNT!STABL! 

152 ANGRY OUTBl.RSTS 
UJ JU1TA8L! I 

151t J>IPULS l VE 
155 HOSTILE 
156 511.LY 
157 SENSITIV! • 

. . 
151 APATHETIC o • 
159 W1TI1DU.'IM 
160 EVASIVE. • • • 
161 PASSI\'! 
162 AGGR!SSlV!. • • 
163 NAJV! • 
16- OVERLY O....,._.,TIC • 
165 MAHl,.Ut.l.TJV! 
166 DEP!ND!HT • o • 
167 UNCOOPU.ATIW 
161 D!il"NIDl'IG • 
169 N!GATlVISTlC 
170 CALLOUS. • 

\ 

222 FtOW OF TiiOOliHT 

1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 J 
1 2 , 
1 2 J 
1 2 J 
J 2 J 
1 2 J 
J 2 , 

1 2 ' J 2 , 
J 2 ' 1 2 , 
l 2 J 

l•l'!O•~.AL 2•1.NT!STABL! 
22J BLCCXI~ . • • 1 2 3 
22, ct•c~STAHTJ~ 1 2 J 
225 TAHGEHTIAL. • I 2 J 
226 l'!lS!V!altfJON 1 2 J 
227 'LJGKT O' IDEAi • 1 2 J 
121 LOOS! ASSOCl~TlON I f J 
JJt JHOECISIV!. I 2 S 

is o moD A 'ft) AFFECT 
J•llO"~L l•UNT!STAllLf 

2Jl NelUOUS. • • 1 2 J 
2J2 JHAP,.llO~ IA1'f 

MF!CT • • 2JJ FUT AFl'fCT 
2J- !L!VATIO MOOD. 
2S5 D!Pt!SSIO 1'IOOO 
2JI L.AalLI JllOCO • • 

l 2 J 
I 2 J 
I 2 J 
I 2 1 
1 2 J 

PATIENT HUl<IBER: _____ _ 
HOS,.ITAL HUMBER CASE HUMBER C,D, 

211 CONTENT OF THOUGHT 
1-HORHAL 2-UNTESTABI.! 

231 SUJCJOAL THOUGHTS 1 2 J 
239 SU!ClDAL. PLANS 1 2 3 
2'40 ASSAVLTIV! IDEAS l % J 
2'41 HOMICIDAi. THOUGHTS l 2 3 
2-Z HOHtCIOAI. PL~S • 1 2 3 
:ZltJ AHT.lSOC tAL 

ATT1TIJO!S • 1 2 J 
2-ft SVSPlCIOUSH!SS 1 2 J 
21t5 POVERTY 0' COHT!NT 1 2 J 
21t6 PHOBIAS • • 1 2 J 
2ff7 OSS!SSIONS •• 

COHPvt.SIONS. 1 2 J 
2'41 '!!l.IHGS Of' 

UNR!.ALJTY l 2 J 
2-9 f'E!LS P!RS!CUT!O 1 2 J 
:ZSO THOU,HTS OF RUNNING 

AVAY • • , • l 2 J 
251 SOKl.TIC COfl!Pl.AINTS 1 2 J 
252 IO!AS Of' GUILT • 1 2 J 
25' 10!.AS OF 

HOP!L!SSH!SS 1 2 3 
25" IOI.AS OF 

lt'ORTHL!SSH!SS • 2 J 
255 !XCl!SSIV! 

l!LIGIOSITY. 2 J 
U6 SOUM. 

,.REOCCUPATION • l 2 3 
257 8&.AICS OT~lS 1 2 J 

ILJ.U!J'?'': 
7'1 ~t.:O&T. 

.,_t,LUS: JHAT! 9?1$: 
25" ALJr'ITOH • 
zto VISUAL 
2f.1 Oftlf• 

prtv21r-.': 
262 0' P!l~tCVTll'IN • 
UJ Off r.a.vtOf\llt 
20 O' ltE,UC>IC! • 
'" ftl' IN,.LIWNCI 
JU 1nHATIC. 
zt.7 tlTHCI 
J~a ._, 'TST!~TIZ!D. 

1. J 

2 J 
2 1 
2 J 

1 2 J 
J 2 ! 
l 1 ' 
I 2 J 
1 2 1 
l 2 J 
1 2 J 

322 SEMSORIUM 
l-NOAHAL 2-UHT!STABL! 

ORtEHTATtOH THPA!R!p: 
l%3 TlME 1 2 J 
321t Pl.ACE 1 2 J 
325 PCRSON. 1 2 J 

HE,.ORY: 
325 CLOUDING OF 

CONSCIOUSNESS. 1 2 3 
327 INABILITY TO 

CONCENTRATE • l Z J 
328 Al"Jll!SJA 1 2 J 
329 POOR RECENT 

MEMORY • 1 2 J 
330 POOR ll!:MOTE 

HE~RY • 1 2 J 
Jll CONFABULATION • 1 2 3 

Jn I ~TELLE CT 
1-NORMAL 2-UHTESTA81.E 

333 ABOVE NORMAL 2 3 
]Jlo !EL.OW NORMAL 2 J 
335 PAUCITY OF 

lNOWL!:DGE. • 2 3 
]36 VOCA8Ul.ARY POOR 2 3 
J37 SERIAL SEVENS 

CON! POORLY. :Z 3 
331 POOR ASSTRACT10N 2 J 

''' f H~I~FT AND JUDGMENT 
1-HOR.IUL 2•UNT!STA8LE 

JloQ POOR INSIGHT • l 2 3 
Jlol POOR JUDGMENT l 2 l 
Jlo:Z UHREAL1ST1C 

REGARDING DEGRE! 
Off ILLNESS , 1 2 l 

J-~ OO!SN'T KHOW WHY 
H! IS H!R! , 1 2 J 

Jlolo ~TIVAT!D f'Olt 
Tt!ATM!NT • 1 2 J 

' JJtlLD 
.. s 
l'lnOUAT! 

6 
SEVERE 

L 1-l I H 
$0C I.Al. S£C\.ilt l T'T·-f<U.;.l"_!_!.;..R _ __. 
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Al'l'i:t..:nrx C (Continued) 

iRUCTiONS P.'SCOF.:: D lAG~OSES CODES o:~ REVERSE SIDE. 
lnc:hclle 111e pa11en1'$ d1a9nCH.1S by placing 111 heavy ma•h in lhe bO• nut 10 the appropriate di.1gnosis. 
n Cillie'.I of mu1t10I\' d•llCJn~. under1.c:ore the 1.onderly•"9 d1aignO$t$ ;i:id circle thr primary diagno!:is Iser OSM·Il. St>ctto" 1, i'~" 21 
o uR "Foll" 0•')11 Oual1ly1l'l'jl Phr•~" hee below). w111e the ChQ•t behind the diaqnosrs to be Qualified. 

ENTAL RETARDATION 
10. Soroerlone 
11. Mild 
12. Moder au<!! 
1J. S...ere 
UI. Profound 
15. Uniw:.ec:ilied 

e8Ch: 

8 .Cl 
a·i .2 

0.3 
0.4 
O.s 
0.6 
0.7 a.a 
Cl.9 

Following or acsocia1ed with 
lntecroon or inlo•ic:ation 
Trauma or physical agen1 
Oisor~rs of metabohsm, 
g•OW1h or nutrition 
Gross brain disease lpostnataO 
Unknown prenatal influence 
Chromosonal abnormality 
PrematuYiry 
Major psyc:hiauic: disorder 
l'sycho-so<:ial fenvironmentall 
d~rivation 
Other condition 

RGANllC BRAIN SYNDROMES IOBSl 
YCHOSES 

le and pre-senile dementia 
0.0 Senilt1 dementia 

90. l Pre·senlle dementia 
holic: PllVCl'IOsis 

Delirium trernem 
Korsakov's PS\'c:hosis 
Other alcoholic: hallucinosis 
Alcohol paranoid nate 
Acute alcohol intoxication~ 
Alcohohc deterioration• 
Pat holoaical 1ntox ication • 
Other alcoholic: psychosis · 

hosis associared with inrrac:rfinial infection 
2.0 General par.,lysis 

92. 1 Syphilis of c:enrra! ner'llous system 
2.2 Epidemic enr-eohalrtis 
2.3 Orh~r and unsoacified en~haliiis 

92.9 Other 1ntracraniat infection 
hos1s assoc:1a1ed with orner 
ral condition 

. J .O Cerebral arteriosclerosis 
~93. 1 C1thoir cereorovasculav 
'93.2 E1 .. u1epsy 
'93.3 lntracn;n1ai neoplasm 
'93.4 Degenera11ve disease of the CNS 
93.S Brain 11auma 
93.9 Otner c:ereorai cot1dirion 
~a.is associated wuh other 
lc:al condition 
94.0 Endocttne disorder 
94.1 Metabolic and nutritional disorder 
~.2 Systemic infection 
~4.3 Dru90• poison into~ic:ation 

101.,er 1nan alc:onoll 
34.4 
34.8 

Ch•lcibotth 
Other Jnd unsoec:ified physic:a4 
condition 

ON-PSYCHOTIC oas 
09.0 I ntracranial onfection 
09.13• Alcohol' simple orunkenne9 
:S. 14 • 0 thcr drug, poison or systemic 

,nto1111c2111ioir1 
09.2 Braon rrauma 
09.3 Circulatory disturb<>nce 
09 4 Eollepsy 
09.5 Dmurbance of metabOlism. 

growth, o• nurrition 
::J9 .6 Senile or ore-senile brain disease 
09.7 lnrracran1al neoplasm 
09.8 Oe-generat•Y" 01sease of the CNS 
09.9 Otner onv••cal condition 

"1}0<1es aod .. d 10 ICD-8 for use 1n thi!> US. Only 

811 PSYCHOSES NOT ATTRIBUTEU 
TO PHYSICAL CC..>NOITIONS 
LISTE.O PREVIOUSLY 

Schizophrenia 
0 295 0 Simple 
0 295.? Hebephrenic: 
0 295.2 Catatonic 
0 295.23° Catatonic: type, excited• 
0 295.24 • Catatonic: tvPe, withdrawn• 
0 :?9S.J• POlranoid 
G 295.4 Acut< ;c:l'nzophrenic episode 

8 295.5 Latent 
295.6 Resid:..<ol 

0 295.7 Scl)izo·affective 
0 295.73° Schizo-affective. excited" 

8 295. 74 • Schizo-affective, dei:>ressed" 
295.8" Childhood 

0 295.90• Chronic: undifferentiated• 
0 295.99" Other schizophrenia• 

Major affective disorders 
0 296.0 I nvolutional melancholia 
Cl 296.1 ManiC'-depressive· illness. manic 
0 296.2 Manic-depressive illness, depressed 
0 296.:l Manic-depressive illness, circular 
0 296.33° Manic-depressive, c:irt:ular, maniC::-
0 296.34" M3nic:-depressive, circular. depressed• 
0 296.8 Other major affective disorder 

Paranoid states 
0 297 .0 Paranoia 
0 297. t I nvolutional paranoid state 
0 297 ,9 Other paranoid nate 

Other ~c:hosi~ 
0 298.0 Psychotic: depressive reaction 

IV NEUROSES 
0300.0 Anxiety 
0 300. 1 Hysterical 
0300.13° Hysterical, conversion type• 
0300.14° Hysterical. dissociative typef 
0 300.2 Phobic 
0300.3 Obsessive compulsive 
0300.4 Depressive 
0300.S Neurasthenic 
0300.6 Depersonalization 
0300.7 Hypcchondria<:al 
0300.8 Orner neurosis 

V PERSONALITV OISOROERS ANO 
CERTAIN OTHER NON-PSYCHOTIC 
MENTAL DISORDERS 

Personaliry disorders 
0301.0 Paranoid 
0301. 1 Cvclothymic 
0301.2 Schizoid 
0301.3 Explosive 
0 301 .4 Obsessive compulsive 
0301.S Hysterical 
0301.6 Asthenic 
O 301. 7 Annsoc;bl 
Q301 .a1 • Passive-aggressive• 
O 301 .82 • I nadeQuate • 
Q30l.89" Otner specified types• 

Sexual deviation 
0302.0 Homosexuality 
0302.1 Fetishism 
0302.2 Pedophilia 
0302.3 Transvestitism 
0J02.4 Exib111onism 
0 302.5 • Voyeut1sm • 
0302.6• Sadism' 
0302.7° Masochism• 
0 302.8 Otner sexual de"iation 

Alcoholism 
0303.0 
0303.1 
03032 
0303.9 

Eo15Dd1c ""c..s:sive drinking 
Habitual e:..~ssive drinking 
Atcohot addiction 
Other alcohohyn 

Drug C1t'pend~ncc: 
::J 304.0 Opium, ovium alkaloick and 

0304.1 

030U 
0.304.3 

their dem;;11ives 
Svnthe1ic analgesia with 
rnnrphine·liki. ettecu 
Barbiturates 
Othl!f hypnottcs and 
s.eoa1ivn or 0 uanquiiizen•• 

0 304 4 Cocaine 
C 304.S ::annacis sativa (hashish, marihuana) 
S :?04.S Other psycho-stimulants 
0 304.7 Halluc1n09ens 
D 304.S 011'1er drug dependenc:e 

VI PSYCHOPHYSIOLOGIC OISOROERS 
0305.0 Skin 
0305.1 Mu~"JIOSll.eletal 
C305.2 Resc11atory 
Q 305.3 Caro1ovois.c:uler 
_,305.4 Hemic and lymphatic: 
0 305.S Gamo • inte"stinal 
0 30S.6 Genito • urir.ary 
0 305.7 Endocrine 
Q30S.8 Organ or snecial sanAo 
0305.9 Other type 

VII SPECIAL SYMPTOMS 
0 306.0 SPttch disturbance 
0306.1 Specific: learning disturbance 
0306.2 Tic 
0306.3 Othtr psycnomotor di-der 
0306.4 Oi::;irders of sleep 
0306.S F~ding disturbance 
0306.6 Enuresis 
8306.7 Enc:opresis 

306.8 Cephalalgia 
0 306.9 Other special syinptoms 

VIII TRAl\lSIENT SITUATIONAL. 
DISTU A SANCES 

0307,0• Adiustment reaction of infanei• 0 

0307 .1° Adjustment reaction of childh00d 0 

0307 .2" AdJustment reaction of adolescence• 
0307 .3° AdjuStment reaction of adult lite• 
0307 .4 • Adjustment reaction of latw life• 

IX BEHAVIOR DISORDERS OF CHILDHOOD 
AND ADOLESCENCE 

0 308.0° Hyper kinetic reaction• 
0308.1° Withdrawing reaction• 
0 308.2° Overanxious reaction• 
0308.3" Rut\away reaction• 
0308.4" Unsocialize1j aggressive reaction• 
0308.5" Group delinQuent reaction• 
0 308.9 • Other reaction 

X CONDITIONS WITHOUT MANIFEST 
PSYCHIATRIC DISORDER ANO 
NON-SPECIFIC CONDITIONS 

Social maladjustmeni without manifest 
psychiatric: disorder 
0316.0° Marital maladjustment• 
0316.1° Social maladjustment• 
0316.2" Occuoa1ional n1aladjustment• 
Q316.3" Oys.so.:ial behavior 
0316.9" Other social maladrustment• 

Non·soecific: conditions 
0:'17° Non-specific conditions• 

No Mental Disorders 
0318" No mental disorder• 

Xl NON-DIAGNOSTIC TERMS FOR 
ADMINISTRATIVE USE 

0319.0° Diagnosis deferred• 

DX Limited To Five Digits 

FiFTH DIGIT OUALJFYtNG PHRASES 
SECTION II 
1 Acu1e 
2 Chronic: 

SECTION Ill SECTIONS IV THROUGH IX 
6 Not ~diotic: 6 Mild 
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,, APPENDIX D 
FULTON .STATE HOSPITAL 

FULTON, MISSOURI 

I SOCIAL HISTORY QUESTIONAIRE 

IMPORTANT 

~I In order to give your patient the best treatment possible. we urgently need 
your help in filling out this questionaire. Only you or another person close 

I to the patient can give us this special help. The treatment for nervous or men
, tal illness is different from that of other kinds of illnesses. The doctor needs 

to know al 1 the ideas which go through the patients mind; how he felt about 11 these ideas and feelings that have developed. He mus: look for his clues to 
1iJ. these mental processes by learning something about ~he patients life history; 

the kind of person he has been. how he felt abou: people around him. toward 
.,. his family and friends. An understanding of what the patient did. what he talked 

about and how he talked is also necessary. The doctor measures improvement 
.· in the patient by knowing the kind of person he was before he became mentally ,ill. . 

Please read through the entire form before beg:ir..ning towrite your informa·1 tion. The headings are only suggestions; anything else that you know about the 
. patient may be added on extra. Perhaps ·some of the suggested points do not 
. relate tothis patient at all, but answer as many as possible. Perhaps you will 

I wish to ask another family member, friend, doctor, or minister. to help you 
with some especially difficult questions. if you do, be sura to let us know which . 
questions they have answered and give us their name and address. What you 

., write is of value to the doctor apd the patient, and will be considered confi-
dential by the hospital. · 

'Name of Patient: Soc. Sec. No. 
----------------~ --------1 Address~-------------------------~------~ 

1
sex Age . Birthdate ___ Marital Status Religion ____ _ 

1Highest School Grade completed Usual Occupation ------ ----------
,,Has patient a legal guardian? ___ Name ________________ _ 

Address of Guardian Telephone 
~o- should be notifie_d_u-·n_c_a_s_e_o_f_e_m_e_r_g_e_n_c_y_?____ --------

rame: ________________ Relationship __________ _ 

'!lctdress Telephone ------------
tho h.as completed this form? 

.. ame. ________________ Relationship __________ _ 

ladress Telephone 
~--------------~ -------------

Date 
·1s-2-2-------------~ 
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APPENDIX D (Continued) 

PRESENT MENTAL ILLNESS 

This section is devoted to your story of the patient's illness. Please tell 
us why it was necessary for the patient to come to this hospital. Tell us what 
changes occurred in the patient's personality and behavior. that were differ
ent than .normaL 

When did these changes first occur? 

Did the changes in behavior and personality occur gradually or suddenly? 

Do you think any event or person could have caused this illness? \Vhat? 

How did the patient feel about coming to this hospital? 

Tell us which of the following words describe the patient as he is now. 
Please check those which apply. · 

extremely happy easily upset withdrawn ------------------violent confused goes thru certain actions ---suspicious noisy paces floor --------------fearful forgetful refuses to eat ----------cries frequently untidy very worried 
-------------~ dangerous to others _unusually religious threatening to kill 

unable to sleep messy in personal himself ------------------habits very quiet -------------
Please explain very completely those wh1-ch you check. 
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APPENDIX D. (Continued) 

-3-

Tell us which of the following ideas are typical of the patient's thinking now. I Che ck those which apply. 

I 
I 

'T'hinks he is always right ------- Fee1s \~ror~hless --------------Thinks that people are 
talking about him _________ _ Hears imaginary voices ________ _ 
Thinks wife (or husband) 
unfaithful Sees imaginary things 

-------------~ -------------------Believes he has unusual 
powers Tastes imaginary things _______ _ 

I Thinks others plan to Believes he is someone · 
harm him other than himself -----------------

I: 
Please explain very completely those items which you have checked. 

I 
I 

Do you believe the patient has a problem with alcohol? If so, please answer: 

I What does he drink? ---

1 
'I 

How much does he drbk? 
When does he drink. (daily, weekends, periodically, etc. ) ? 
Does he drink alone or with f:-iends? 
Did he ever try to get help? From Whom? ------When did he fi!"st begin to drink? 
How does drinking affect his personality? 

I.Does the patient use drugs? ____ Is there a problem of addiction? 
. What kind of drugs does he take? 

How much does he take? 

I. \~hen and why did he start? 
Where did he get th.em? 

'

Do you believe the patient has any unusual sexual habits or tendencies? 
If so, please explain in detail: 

the patient ever been arrested:_· ___ Jailed? For how long? 

ls-22a 
When \\ch2 re 
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APPENDIX D (Continued) 

-4-

PAST ).lE~TAL ILL~ESS: 

We re there any other periods in the patient's life (other than the present illness) 
when he did not appear normal? Please describe his behavior at those times: 

Was he ever hospitalized for nervous or mental illness ? ___ If so. give names 
of doctors. hospitals» and dates. 

Did he ever visit any Out-Patient Clinic or other agency about his problem? ____ _ 
Give names, dates: 

Did he get better? 

Wer?. there times when the patient seemed normal and other times when he 
seemed sick again? Please explain: -
PERSONAL HISTORY: 

Here the doctor wants to know what kind of person the patient has been -- his 
interests and feelings toward people and toward himself. We will start at the 
beginning and continue through the patient's childhoo~ into adult life: 

Birth. Infancy. and Childhood: 

Did thn patient's mother have any sickness du::-ing pregnancy? 

Were there any complications during the patient's birth? If yes. tell us ---about !hem: 

Tell us about the patient1 s training: 
Age first walked? Age first talked? Age weaned? ----Age toilet trained? Any problems with weaning or toilet training?_ 

0 

\Vere there any com·-..ilsions? Temper tantrumes? ------------Thumb sucking" Bedwetting after age 3? ----------Stuttering-; ~ightmares? 
~-------------

How were these situations handled? 

Hciw did tht:: patient get along with other children? Did he play alone or with others? 

\V:1s the patient espedally attached to his par::nts oz- other members of the family? 

\V(:r::; parents gene::::;.lly eJ.sy-gcir:g'1 

\V(•T"': there ~n:: fa::-:iily difffr:1Hie.: such as r.e3.th, illness, or finacial ;::ircblems.., 
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APPENDIX D (Continued) 

-5- " 

Adolescence: 

How did the patient get along with other people during teen years? 
Did he mix easily with others or did he stay alone? 

At what age did the patient begin to show an interest in the opposite sex? 

Did he have dates? How often? 
---~ ~----

Did he show an excessive interest in girls (boys), or was it normal? 
Or do you think it. might have been less than normal? 

Education: 

Age patient entered school?-· Country or town? ______ _ 
Age patient stopped going to school? ------
Grade? Reason for stopping school? 

Repeat any grades? How did the patient like school? ----
How did patient get along with other students? 

What were his grades like? 

What sports, clubs, or other such activities did patient take part in? 

How did patient get along with teachers? 

Occupation: 

Age patient first,began full time work? What was patient's first work? 
'~ ~ 

What has been patient's principal occupation most of his life? 

When did he last work and at what? 

How many jobs has patient had in the last three {3) years? 

What reasons for change? 

What sort of worker is he? 

Has he had any special training for his work? 

Does he have any problems in connection with his work? 

Has he received public assistance? Does he now receive Social ..,,..---= Security? _Or any other pension? iiVhat? Amount? ___ _ 

Adulthood: 

How does the patient get along with other people? 
.As an adult, had he always made friends easily? 
Or has he preferred to remain alone more? 

SS-22 
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How has the patie!1t normally liked to spend his free time? 

Is this the same si.ice he became ill? If not, how is it different? ----
Vilhat lodges or ebbs does he belong to? 

Does he have any hobbies? What? ----Does he enjoy sports? Does he enjoy l'vlusic? 
How often does he participate anc. to what extent? 

Does the patient attend church? How does he feel about religion? ----
l\farital status: 

Date patient married? Age at marriage? 
~-~~ ~--~ 

Give full name of patient1 s wife (or husband) and age at marriage? 

Do you feel that this marriage has been a happy one? 

How do the patient and wife (or husband) feel about each other? 

What problems have there been in this marriage? 

What is wife (or husband) 1 s occupation? 

\Vnat is wife (or husband)' s highest grade completed in school? 

If patient is divorced or separated from his wife (or husband}, please 
give date of separation. and reason. How did this affect the patient?· 

If wife (or husband} is deceas.:d. please guve cause and date of death: 

How did this affect the patient? 

Has the patient remarried? Second wife (or husband}' s name: ---
Date of this marriage? Present age of wife (or husband}? -----

If there have been more than two marriages, please use this space to tell 
us about when they took place and to whom? 
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I APPENDIX D (Continued) 

-7-

tarenthood: 

I Please give us the names of the patient's children, i.i1 o!"der of birth. Tell 
us also about any miscarriages. stillborn babies or deaths: 

If dead 

I Name Present address Occupation cause and age 

I 
I 
I How does the patient get along with his ch:.ldren? If there are any problems, 

please explain in detail: 

I 
lamily History: 

Here, we are interested in knovv-i..ng something abcut :he people who make up the I patient1 s own family. If there is anyone else to whom the pat!ent has been close 
such as another relative or a very close friend, please tell us about them. also: 

l ather's name: Birthdate: Age _______ _ 
ddress Birthplace: 

Occupation · . · Highest school gr~a~a~e-c""'o __ m_p_l.,...e-t~e-a.,...:---------

1 dead, please give cause and age at death: __ ....--....----------------
ow old was the patient? Any affect on him? ----------------------------

(

other's name: Birthdate: ________ Age: 
ddress: Bi!'":hpla~e: 

---------------------------- ----=-------~--..,.----------'---------cc up at ion: Highest s::hool g:Aade completed: 
----------------------- ------------------

1 dead, please. give cause and age at death=-~--:-:--~------------------
ow old was the patient? Any affect or.. h!.m? -------------------------

Tell us about the patient's brothers and sisters. (Lis± in order of birth. ) 
If dead. 

O~cupation cause and age lame Present Address 

I 
I 
1-22c 
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id'l'J::NI1IX D (Cuntinul.·d) 

-.8-

Are there any other people to whom the patient was especially attached? Any 
grandparents, aunts. uncles. or cousins. or even friends. Tell us about them: 

Which relations live v.rith the patient at home? How does the patient get along 
with them? 

\:Vhat difficulty has the patient had with any members of the family? Please 
explain in detail. 

Wf~re the patient's parents ever sepa::-ated or divorced? Tell us about what 
happened: 

How old was the patient? 
ViTith whom did he live afterwards? 
Did he have a chance to see the other parent? 
Did either parent remarry? 
How old was the patient when remarriage took place? 
How did the patient get along with his step-parent? 

Tell us ~y more that you can about the effects on the patient: 

\Vere there any relatives on either side of the family who were mentally ill; 
mentally deficient. alcoholic. or had nervous trouble? If so, who were they 
and what was their illness? Were they hospitalized? Where? ----

Medical History: 

Childhood diseases: (Check which diseases patient had and please give age.) 

Measles \vnooping Cough Mumps Chicken Pox --- ----Dip the r i a __ Scarlet Fever Rheumatic Fever _________ _ 
Polio Meninggitis Sleeping Sickness (Encephalitis) ---High Fever Other -----

General Diseases: 

Typ!.oid Pneumonia Influenza Malaria --- ----- ----- ------Small Pox Di:l.betes T-...:.berculosis Cancer ----Rheumatism li"'1cers JaunJice Asthma -------Kidney Disease __ Veneral Disee::..=e ____ Eeart Dbease _______ _ 
Convulsions Others 

-----------------~----------
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I APPENDIX D (Continued) 

-9-

lny operations: 
at the time: 

(Please tell what kind of ope :ation and give the patient's age 

I 
I 'tNhat hospital? 

·vVho was the doctor? 

Jny serious injuries: 
it happened. ) 

(Please describe and tell us how old the patient was when 

I 
Did patient lose consciousness? 

J-::es patient complain of any pain or particular disease at this time? 

For female patients: At what age did she begin to menstruate? I Are her periods regular? ----------
Has she complained of pain or cramps while menstruating? 
Has she stopped menstruating? -
How did this affect her behaviour? I 
Has sh.e ever had any abortions? When? ------- --------

1
. Has she ever had any miscarriages? Vlhen? ------ --------

. as th!2 patient ever had any seizures or fits? 
~----------------How often did they occur? 
-----------~ How long did each seizure last? 

~-~-------VV11at was his behavior immediately before and after I 
a seizure? 

----~----....,.-....,.-----------~ What do you think caused them? --------When did the first one occur? I 
-------------. Describe the seizure: 

loes the patient take any medicine? What kind? 
How long has he been taking it? -------------------------

'II LIT ARY HISTORY: 

f·as the patient in the military service ? ______ Which branch? 
\Vhat was his job? ----------------

Date he entered service? DR te he left service? 

l ype of discharge? filghest rank? ----------
as he ever applied for a pension based on his military service? 

What i.s his identification number?. C:!.::i.irn Numbe_r_? ________ _ 

l oes he receive a pension?_·----------
- patient was rejected for service, please give date and reason: 

I SS-22d 

I 
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A1'!'£t~IJ1X D (Conlinul·c.l) 

-10-

Please use the rest of this space to tell us anything else you know about the 
patient. Remember. the doctor measures improvement in the patient by know
ing the ki."1.d of person he was before he became ill. So whatever you can tell us 
will be very important. It would be helpful if you could include your plans for 
the patient when he is ready to leave the hospital -- will he return to his home? 
What will he do? Will he work? - - be ca use answers to these questions are often 
needed by the doctor as he moves toward his eventual goal of discharging the 
patient. 

Thank you. 
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APPENDIX ;E 

The lawyer told Eill thac 

~ihen I go to ~ourt the lawyer will 

Jack felt that the jucige 

When ?hil vas accused of the crime, he 

When I prepare to go to court vith_ray lawyer 

If the jury finds me guilty, I 

The ~ay a court trial is decided 

When the evidence in George's case was presented to the jury 

When the la~er 1uestioned his cltent in court, t"he client said 

If Jack has to try his o•..rn c3se, he 

Each time the a.A. asked me a questior., I 

While listening to th~ witnesses t"~ .. ~ i: •• -=·> - J.. '-) 

ifuen the TJitness testif:J'ins;; a~ainst ::.:nr; ~c.ve incor!'~ct evidence, h::-
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APPENDIX f 

I CE~TIFY "i~Ai T:-:!S IS A ~~(ORT OF r:E ;:s·iC:~HAiR!C D.~\MINAT~O~·I 
?URS~ANT TO THE PROVISIONS OF CHAPTER 552 RsMO AS ORDERED 3Y 
-··.- -~·, ... - OF 'r1T .... "" c,.-, .. ·-v) ~·u~ ... ~·"' 1 r:?: i..L:l,,.., 1 i ... , 1 vK u .!n I , L.n ~ c. hv. 

HC~JRABLE PRE3[J!~G. IN THE CASE CF 
---- • • fJ.. '(10 •. t·i-0) (M-F), i:HO WAS ,il.G~·HTTED 
'f.:: THE MA;nc;';r-sECURITY UNIT CF F~LTON SiA-TE HOS~ITAL O~I 

! REASON FOR AD~ISSION: pqE-TRIAL EXAMINATION PURSUANT TO 
CHAPTER AS ORDERED BY ____ (COURT). 
THE ·PATIENT IS CHft.RGED '.VITH --

LEGAL STATUS 

PERTINENT SOCift.L HISTO~Y (PLE.A.SE TYPE IN) 

II PHYSICAL STATUS" 
PHYSICAL EXAM VITAL SIGNS, PHYSICAL STATS AND P..BriOR~'..ll.LITIES 

L.A.B DATA 

ff NOT .ii.LL RESULTS OF T~STS JRDERED Fl AT TIME OF 8ICTAT:C:; 
NOTE "IF AMY .4BNORM/t.Liiit:S />.RE FOUND ,:l~~ ADDENUM 1.:ILL SE 
MA~LED TO THE COURT" 

III MENTAL STATUS 

·~:As GIVE:~ A PS':CH!.l\.T;{lC ~r·:l'::Rlf!:·,; ON ------- --

orsc:.:ss ,i!;;y ~~ . .l.:TERS PERT;.THiiG TO THE ALLEGEu CRI:·'.E F ~~E 

SC· DES E~D. 

Di~-:-r;:~!T r:::L''LLY OR f"!'"' "O..,.. =i·;: ··~ cr,).~pn:::H .... ~·':"l(ED) ','H_.,..,.. '·J"<: r ,., , _., \ . • • ,__. i u 11 1 . 1_, ._ .i.. 1 i 1_.1 , r<. _ 1 C:. 1-...., • ' 1 r... I • ;.;. . ...,. 

SAID TO HI~ AND WAS (CC-CPERAT:VE OR NOT CO-QFERATIVE) 
THROUGHOLlT THE INTE~VIE~. POLiCE ?EFCRTS WERE ;~AILAELE 
AT THE TIM~ CF THIS CEF.TIFic . .:_1:: (OP. NOT AVAILABLE), P..S 
1 
.. !ELL AS R::POP.TS FRG'.·~ SOCI.~L SVCES M!8 PSYCHCLOGY ;.no ALSO 

~EPO~TS OF 11-iE ?P.TiENT'S 3E;;/.VIOR AS GIVEN SY EX0 ERIE}ICEJ 

PS'(CiI.~T:::: C Ai CS. 
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APPENDIX F (Continued) 

OF:lEIHA7I>J;!: P,T ,P #!O RE.:!SG:~ FGF. EXP.M 

APPE.~R.~NCE ,'!.iW GEHAVIOR: $7.~TCD AGE, DRESS, :!YGET:: 

UNUSU.-1.L C~ BIZARRE l·~~NNERiSiJ.S 

MEMORY: ( r1.LSO FOR ALLEGED CR~ :':E) 

SPE~CH ;.ND MENTA!.. ACTIViTY: 

TONE. Fi..0t~, RATE, MODULATIDrl 

ARE Ai!S'.IERS RELEVANT, LOGICAL A.MD COHERE;!T 

ILLUSIONS, DELUSIONS, A~lD HJl.ll!JCH:ATIONS 

CALCULAiIOns 

PROVERBS AND SIMILARITIES 

EVIDENCE FOR DISORDER OF THOUGHT, COtffENT OR PROCESS ING 

MOOD A~W • AF?ECT 

INSIGHT P..ND JUDGEMENT 

-IS PATIENT AWARE OF CHARGES ANO POSSIBLE CONSEQUENCES 

SHOULD HE BE FOUiW GUILTY 

-DOES PATI,ENT FEEL HE HAS P.. MeHAL DISEASE 

-DOES PATIENT UNOERSTA~:O 

COURTROOM PROCEDURES 

DUTIES OF JUDGE 

PROSECUTING ATTORNEY 
- DEFENSE ATTORNEY . 

JURY 

-WILL HE ,~!..P HIS .~TTCRNEY I~: PREP.ll.RAiI8f~ OF HIS DEFEi~:5E 

?S':'CHOLOGIC.U.L EST'it:G PLEASE FILL IN 

IV COURS~ !N HOSP1TAL 

SINCE HOSP!T.'\LI ZATION Ai rUL TON STP7E HOSP ITAL 

HAS (NOT) ~EEN · .U.. ~'J\ilAGEMENT DRC3LEM 

HE HAS (ilOT) REQUIRED THE USE OF MEDS (i:'SYC!-!CACTIV~) 

V CONDITION AT PRESE~T 

f..T THE PRESENT T1i~E THE FATIE:H IS I'~ T'iE ~-~ft.XI/.'.GM SECUR~TY 
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APPENDIX F (Continued) 

IS .~ Y/0 
s:::suRITY UNii OF FL:LT0~1 STAE 1-:0SPIT.A.L c~~ BY 

(COURT) FCR PUR?OSE CF --ORDER CF 
PRE-TRIAL PSYOIIAi'RIC EXAMIN~TiC~ ON THE CHA~GE OF ---

SINCE AC:·ass ION iiA.S BEEN C~'.3:RVED A~;;) 

STUDIED X~D THERE .~RE UW) r;;c!CATIG~;s i':-LA.7 THE ::lATIC::H •.;.~s 

SUFFERING FROM A MENTAL DlSE~SE JR DEFECT AT THE 7 :vs OF 
THE ALLEGED OFFENSE OR SINCE H::: HAS BEEN P..T FULTON 5H·TE 

HOSPITAL TO EXCLUDE HIM FROM ~ESPOr!SIBIL.ITY. ( !S THE PATI:.iiT 

SUFFERING FROM MENTAL ILLNESS.) HIS ACTIO~S ARE VOL!TION~L 

ANO NOT A PRODUCT OF mrnorr;G PSYCHIATRIC ILU;ESS. 

-PATICH HAS .A.DAQUAiE f~~WHLEDGE OF THE COURTROOM PROCEDC!i.E 

AND THE CAPACITY TO .A.SSIST rn PREP.A.RING HIS DEFENSE. 

-IT IS MY OP INION 

RESPONS I13LE. 

"II I I Flf'lDINGS 

~s (NOT 1 CO"~i:-r::-"T A1-io .I. I I j l'.i"'i... i...:·, 11 

1) THAT THE ACCUSED HAS (NO) ME:r;~.L DISEASE CF DEFECT 

',·JiiHIN THE t·~E.!.!IING OF SECTIO:: ---
2) THAT THE PATIENT HAS (2CcS~! 'T '-i1WE) ThE CA2ICITY TO 

U~·nE'"·c:;-~' 1 0 ""kC "'RQCt:'f:nT\IG"" AG'-~ .... - i-;r· 1 ~~1c -r.·1 ···o ... ' :1:_ :'.-:,.I~ i .• - r' ---'"'t -~ .. '•'"i.J.:.; . •i'; i".I 1
.,:-.:· \!'i I) 

;.ssrsT rn THE PREP.~2AT!Otl CF HIS C~fE!ISE .d.T iiiI-S Tii<E. 
"') -·'A'"".,.., ... •r-·1sED DTD ''·o-:-) ··""1' 1 O?. '? 0 '"',...,...~~ 'Tl:' TL! .• J In.'.~ 11::. r"l,,,,,,L.~ ! • .-'' 1 t,1·, 1_a·. , ,""'\ . hL:.\..i-t.i~ .. i.. ,,:. ... 
MATURE' QUALITY or. \1RO~:GFULL~:ESS CF HIS ALL 7 GE'.J ccr:JUCT 

c::NDUC! 70 7:-:E 
REQU I R£1.~ENTS Of' THE LP..\'J. 

4) THAT THE P..CCUSED DOES U'lOT) 2EGUI RE PS'f C!HATRI C HOSP II P..L-

1 Z~TION PENDING FURTHUR PROCEEDINGS. 

IX RECO~ME~DATIONS 

IT IS RECC11-i1·1ENDED TH.U BE co:·lMITED TO THE -- --
MISSOURI GI'/ISiOii OF MrnT;..L HE.~.LTH .!S H..:11/ING P. i·:EiH,;L 6$. 
HP..'.1IN.G .. .A M£NI~.L. DISEASE OF DEF~:CT E:<CL!JDI~IG R.E.3PO:iS :8 IL:T'f 

?!J~S u.:.::r TO cr..;PTER ( 552. f").+Q) 

514 



1· 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

APPENDIX F (Continued) 

IX RECGMD CGNT' 
IT IS R::cJ;,.;4EiiDEO iH.:::- ___ 
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1\PPENDIX G 

DEPARTMENT OF MENTAL HEALTH 
FORENSIC INFORMATION SYSTEM 

Facility Date Referral Notice Received 

Ic DEMOGRAPHIC INFORMATION 

L 
Pa ti en t Number 

2. 
Patient Name 
(Last, First~ M.I.) 

Patient A1ias(es) 

4. tLO.S. · 
~Mo~. n-t~h--

5. Sex 
M ·F 

6., Race 81 ack 

White --
JW. Ind. --

__ Hisp. 

Other --

Cay 

1. Patient Status Bond 

Jai1 --

Date First Staff Contact 

Date Report Sent to Court 

Patient Missed Appointments .,..,,.-- __ 
Yes No 

Year 

Patient Attorney 
~(~L-a_s_t-.~F~i-rs_t_; __ M.-I-.~)--~---------
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APPENDIX G (Continued) 
-2-

REFERRAL INFORMATION (From Court Order) 

9. County of Referring Court _________ _ 

10. Judge_~------.....,,..~-----------~ 
(Last, First, M.I.) 

I 11. Offense(s) Charged 

I 
I 
I 
I 
I 
I 
I 
I 
I 

II 

I 
I 
I 
I 
I 

(Note~ The 11 0ffenses Charged" wi 11 ·be taken from the court 
orders until natural groupings appear at which time 
they will be lumped into a few categories. Until 
that time, we need only reserve several spaces in the 
computer for this category.} 

12. Questions for Evaluation (check applicable items) 

competency to stand trial 

whether hospitalization rsquired pending determination 
of competency 

whether hospitalization· required if found competent 

whether client has mental disease or defect 

whether client responsible at time of offense 

whether "diminished responsibility 11 exists 

recorrmendations for sentencing 

HISTORIC INFOR.f.1ATION 

13. Grade Achieved ---
(Note: This wi11 be taken from the educational categories 

DMH already uses.} 
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APPENDIX G (Continued) 
.;=:' -3-

140 Psychiatric History 

in-patient 

out-patient 

alcdho1/drug 

J\LJt, facility 

none 

most recent year 

most recent year 

most recent year 

most recent year 

150 Most Recent Diagnosis Prior to Current Evaluation. 

160 Number of Previous Felony Convictions 

1 

z - 4 

more than 4 

none 

17 o Offense( s }_ for Which Convicted 

180 Cate of Most Recent Fe1ony Conviction -------------

190 Previous Misdemeanor Conviction yes 

no 

(Note: With reference to No. 17, see note after No. 11, above,) 
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IV. 

I 
I 
I 
I 
I 
I 
I 
I 
I 

EVALUATION INFORMATION 

ZO. Site of Evaluation 

APPENDIX G (Continued) 

In-patient 

Out-patient 

Jail 

21. Signatory of Report--...,..,..--..,,,....--~::--.----
(Last, First, M.I.} 

Profession (from DMH code) 

(Last, First, M.I.) 

Professions (from DMH code) 

22. Client Competent to Stand Trial? Yes 

No 

Oef erreu 

Not Asked 

I -· - 23. Client Sane at Time of Offense?· Yes 

I No 

Def erred 

I Not Asked 

124. Diminished Capacity Available? Yes 

No 

I Def erred 

I 
Not Asked 

I 
I 
I 
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APPENDIX G (Continued) 

250 Hospitalization Pending Trial? Necessary 

Unnecessary 

Not Asked 

260 Medical Disease or Defect? Yes 

No 

Def erred 

Net Asked 

27.. Diagnoses Primary 

Secondary 

280 Therapeutic Recorrmendations (check appropriate items) 

medication psychotherapy 

alcohol/drug rx in-patient rx 

out-patient rx other 

no recorrmendations 

29.. Sources of Information Avai1able for Evaluation 

psychiatric interview 

social worker· interview with client 

psychological testing 

written client statement 

police report 

autopsy 

confession 

interview(s) with family member(s) 

iaboratory tests 

other 
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APPENDIX G (Continued) 

Addendum 

I Does the report predict that the client will engage again in the behavior 
which forms the underlying basis for the charged offense(s)? 

I 
Yes No -- --

I 
1 

If such a prediction .is made, what language is used? 

1~--~~~~--~~-

I Does the report predict behavior other than that which forms the underly
ing basis for the charged offense(s)? 

I Yes No -- --
1 

If so, what is the prediction? 

I~~~~~~~----~~ 

I 
I 
I 
I 
I 
I 
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APPENDIX H 

FIVE DAY INITIAL TEMPORARY TREATMENT PIJUl 

C..:!\SE NO~ 

ADMISSION DATE: 

TYPE OF COM.'1IT?-'...ENT: 

PEYSICI.A~t 0 S SECTION: DATE 

Admission Note Completed_·~~~---~----~~~ 

Eistory & Physical Completed ___________ ~ 

Routine Laboratory Workup Ordered _________ _ 

Routine Chest X-ray Ordere....._ ____________ _ 

Routine Psychologicals Ordered __________ _ 

If Jl..pplicable, Medication Ordered _________ _ 
S?ecify Drug(s) & Dosage: 

Cther Than Routine Consultations: 

Examole: EEG, Neurological, Skull X-rays, EKG, etc. 

List Consult Tvoe 
l) 
2) 
3) 
4) 

~mRSING SECTION: 

Admission Nursing Notes Co~pleted (SF-207 & SF-37)_ 

SOCIAL WORK SECTION: 

Social History Process Started _______________ _ 
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. ... .. ··--- ....... . . .. . ........... : .. . 
. . --... ---·- .... --- ·- ------·----·· ---,---·-. APPENDIX t 

I "'FOURTEEN DAY TREA7:·1E~T PI.AN 

1·rE: 
CASE NC: 

·I~SION DATE: 

TYPE OF COMMITTMENT: 

I 
le IAL II! STORY COMPLETED ••••••••••••••••••••••••• , ••••••••••••••••••••• 

. 

iYCHOLvGICAL TESTI:·IC COMP L:::TED •••••••••••••••••••••••••••••••••••••••• 

lrTIAL CLINICAL STAFFING COMPLETED •••••••••••••••••••••••••••••••••••• 

IOGRAH REFERR.A..L MADE ••••••••••. • ••••••••••••••••••••••••••••••••••••••• 

TO WHOM 1 2 3 4 

lcGRAN REFERR..\L ACCEPTED ••••••••••••••••••••••••••••••••••••••••••••••. 

BY \,'HOH 1 2 3 4 

ITABLISHED ctrnIC:\L DIAGNosrs 

I 
I 

DlACNOS lS: 

1.) 
2.) 
3.) 

CO}f PL ET ED • ••••.•••••.•.•••••.• I ••••••••• 

I 
SPECIFY CURRENT MEDICATION :\ND DOSAGE, IF ANY: 

I 
1.) 
2.) 
3.) 
4.) 

DATE 

~·!·lC:ff n: 1:!:::{RALS C:JHPLE'Ti::D DATE 

WcREATI 0:·1 ••.••••••••••••••••••••••••••••••••••.••••••••••••••••••••••• 

I CL'P •TT("'" ''•qrl'Apv 
.,; I ..,'""\ ,L_ .).';:•.,;.,. .i.. ..... .L:.i.\,l\ Jr. • • • e • • • e • e • • • e • • • • •••• • • e • e • • • • .• e • I • • • • e I • • • I • e e S S • 

!·lUSIC ••....•..••.•..•••••••..•••.•••••••..••.••......•.•• I ••••••••••••• 

fcouor_:cs A~:l'·:·r:~:ous .................................................. . 
... ~·~>:·· I .1. •••• 

I 
523 



1.15! or r:::iI:: i:'·IS lDE;.JTff=1]i ----·-
Li 

3.) 

5.) 

6.) 

7.) 

LIST OF STRENG7HS IDf.NTIFIED. 

l ~) 

'.L) 

'.L) 

4.) 

5.) 

6.) 

7.) 

·-------·· 
APPENDIX .J (Continued) 

:t~"!E~~--------------- TITLE---------------------~~~ 
(SIGNATURE A.:.\D TITLE OF 7~JO MENTAL HEALTH PROFESSIONAL!:i WHO DEVELOPED THE PLA.'l') 

~: After the Program Ref~rral Process has b~en completed, the program to ~hich 
the refe="al ~as made assumes immediate resocnsi~ilitv for the develooment of the 
Goal Oriented Treat~ent Plan within 10 working days, as well as its m~ximum form~l 
revie~ of once every 90 dJys thereafter. This applies to the receiving program even 
if the pacic:nt te:nporarily re:nai:is on :he AC.r::ission t.:ard for 'W'hatever reason. 
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Cba_pter 8 

COMMUNITY CORRECTIONS 

This last chapte·r in Part II of this book describes forensic 
mental health screening and evaluation as it is conducted by 
collaboration between the mental health and criminal justice systems in 
community corrections programs. The chapter describes in detail the 
mental health screening and evaluation performed in two community 
corrections programs, the Larimer County Community Corrections in Fort 
Collins, Colorado, and the Island County District Court Probation 
Department in Oak Harbor, Washington. 

Incarceration in closed penal institutions has been rapidly losing 
popularity among criminologists and lawmakers alike (cf. President's 
Commission on Law Enforcement and Administration of Justice, 1967; 
Klapmuts, 1976; Prison Research Education Action Project, 1976; Warren, 
1972; see also Note 1). Although not without some criticism (see, for 
example, Comptroller General of the United States, 1980), community-based 
corrections programs have been extensively used since the 1960s as viable 
alternatives to institutionalization, perhaps influenced by the 
deinstitutionalization trend in mental health. Unfortunately, the phrase 
"comm.unity-based treatment" has come to describe a wide variety of 
programs in corrections, creating a confusion that has been described 
quite well by Shah ( 1972, p. iii): 

[L]argely as a function of overuse and also because it has become 
somewhat of a catchword, the phrase, "comm.unity-based treatment," 
has come to describe a rather wide assortment of correctional 
programs. Thus, almost any correctional program conducted outside 
the walls of traditional juvenile and adult correctional 
institutions has been lumped into this category. For example, 
probation,·parole, halfway houses, noninstitutionalized boarding 
arrangements (such as foster and group homes), and even small 
institutions or residential facilities located in the comm.unity, 
have been included under the description "community-based 
correctional programs." Indeed, the impression is often obtained 
that the very fact of labeling or designating a program as · 
"comm.unity-based" is supposed to connote that the effort is 
"innovative," "enlightened," and "progressive." The numerous 
conceptual and programmatic issues which need to be specified, and 
the process and outcome indexes required for ascertaining program 
effectiveness, have generally been neglected. 

Offenders eligible for comm.unity-based programs include those who 
(1) have been released after serving their sentences or released pretrial 
under some type of supervision, (2) are on probation or parole, or (3) 
are serving their sentences in the comm.unity as part of a special 
program. The support and growth of community corrections programs has 
been advanced by such reasons as the following: 
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o Treatment of offenders in a less restrictive environment in 
the community is more humane than incarceration in a 
traditional penal institution (Prison Research Education 
Action Project, 1976; Comptroller General of the United 
States, 1980). 

o Institutionalization itself has a derogatory effect upon a 
person committed to such a facility (Coffey, Eldefonso, and 
Hartinger, 1974, PP• 266-269; National Advisory Commission on 
Criminal Justice Standards and Goals, 1973). 

o Successful reintegration of the of fender into society can be 
most expeditiously accomplished in a community setting (Coffey 
et al., 1974; Comptroller General of the United States, 1980; 
Klapmuts, 1976). 

o Community corrections helps to maintain stability in the 
family of the offender (Coffey,!!: al., 1974). 

o Reintegration of the offender is less costly to society than 
incarceration (Coffey et al., 1974; Comptroller General of the 
United States, 1980; Klap~ts, 1976; Perry, Note 2). 

Ideally, aside from pretrial examinations of competency to stand 
trial and criminal responsibility, the goal of mental health screening 
and evaluation conducted in community corrections programs is the 
appropriate matching of offender needs (psychological, emotional, social, 
vocational, etc.) with individual programs to meet those needs. But in 
practice, the evaluation of risk to the community (Will the offender 
constitute a threat to the community?) and inadequate community resources 
balance the needs of the offender (Roth, 1980). 

This chapter was based on the premise that there is a lack of 
knowledge about the operation of community corrections facilities. When 
this lack of knowledge is coupled with heated debate in the area of 
mental health and the law, it may be best to first describe simply what 
is, rather than what might be. As Michael Perlin has stated, "[a]lthough 
thousands of words are written about the subtle points of a significant 
decision or statutory revision, usually limited analysis is given what 
can be termed the 'socialization of the law' (1980, p. 194). 11 

Together with other detailed descriptions of community-based 
corrections programs, such as the Des Moines (Iowa) program (see 
Boorkman, Fazio, Day, and Weinstein, 1976), it is hoped that this chapter 
provides the information base to stimulate improvement in community 
corrections. Also, it is hoped that it can be shown that the operational 
context and practical consequences of the application of mental health 
issues in community corrections are often of far greater importance and 
interest than the substance of the issues. Many of the salient aspects 
of the alliances among law enforcement, the courts, the mental health 
system, and corrections are revealed in the descriptions of the Larimer 
County Community Corrections and the Island County District Court 
Probation Department. 

526 



I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 
I 

I 

LARIMER COUNTY.COMMUNiTY CORRECTIONS 

Although Larimer County Co1DIIlUnity Corrections (LCCC) in Fort 
Collins, Colorado, has changed considerably in its five-year history, two 
basic goals have remained constant: to encourage diversion of criminal 
defendants from prison and to provide "transition" s'ervices to inmates 
upon leaving prison (Perry and Kammerzell, Note 3). These goals have 
been accomplished primarily through two programs, one residential and the 
other non-residential. 

In the nonresidential program, LCCC staff counsels defendants 
sentenced to community corrections and ex-inmates on parole. The 
residential program is a halfway house, which receives (a) defendants 
referred for community corrections instead of prison and (b) prison 
inmates released from state prison to spend the last months of their 
sentences· in the halfway house. At any one time the non-residential 
program has about 75 clients and the residential about 12. The purposes 
of mental health evaluations conducted by LCCC are generally to determine 
(a) whether prospective clients have mental problems too severe for LCCC 
to handle and (b) what types of services should be provided to clients 
accepted. 

The nonresidential program receives clients who are either 
sentenced directly to community corrections or who are required to use 
LCCC as a condition of probation. A "contract" establishes the clients' 
obligations and the services given them under the sentencing order. The 
services include general counseling by the non-residential staff, 
vocational and educational counseling by LCCC specialists, and group 
therapy under the guidance of consulting psychologists. Clients, in 
their part of the contract, often must attend counseling sessions 
regularly at LCCC, attend drug or alcohol therapy, maintain jobs, and pay 
restitution. 

The residential program--i.e., the halfway·house--has a capacity 
of 20 men and women, although that capacity is seldom reached (see Note 
4). Clients remain three to four months, while they are given a variety 
of individual and group treatments. Most halfway house residents work 
during the day and pay much of the cost of their lodging. 

The service area of the LCCC is limited to Larimer County, a ranch 
and farming district about 60.miles north of Denver. The county 
population is about 120,000. LCCC is located in the county seat, Fort 
Collins, a town of some 60,000, best known as the location of Colorado 
State University. There are two courts for criminal cases, the District 
and the County Courts; LCCC generally deals with the District Court, 
which has jurisdiction over felonies. 

LCCC was established by the Larimer County government in August 
1976, the first community correction program under new Colorado 
legislation encouraging such programs. The initial task of LCCC was to 
submit a funding proposa_l to the state planning agency, the Council on 
Criminal Justice, for a Law Enforcement Assistance Administration (LEAA) 
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block grant. The proposal was successful and LCCC received $93,854 for a 
one-year grant starting early in 1976. This grant marked the beginning 
of the counnunity corrections operations. Its major goals, as described 
in the grant, were: 

o to provide an alternative to jail sentencing--that is, 
sentencing to community corrections with a wide range of 
services to the convicted defendants, including psychological 
testing; 

o in-jail inmate counseling and education; and 

o counseling and other services for inmates released from prison. 

LCCC received two continuation grants of $96,600 and $60,000. With 
extensions, the grants continued until June 1979. The program, since 
then, has continued under state financing, although reduced from the 
initial level of funding. 

In 1978 the LCCC received another LEAA grant, $115,200, to 
establish a halfway house. This was the origin of the LCCC's second 
major function, the residential program. The grant lasted for less than 
a year and was not continued when it terminated in September 1979, but 
the state and county continued much of the funding. 

LCCC conducts several activities other than the residential and 
non-residential programs. It initiated a pretrial release program in 
January 1980; in this program, staff members evaluate inmates who are 
awaiting trial in jail because they cannot pay bond for possible pretrial 
release. LCCC also has a vocational counseling program and a project for 
educational diagnosis. These activities do not involve mental health 
screening, and will be discussed in this report only as they act upon 
clients referred for the residential or nonresidential programs. 

The LCCC has had its ups and downs. During the first six months 
of operations under the original grant, there was discontent among the 
LCCC staff and county and state officials. After several government 
investigations, the LCCC director resigned. His replacement was able to 
maintain and expand the organizati'on until he left at the beginning of a 
second troubled era, late in 1979. Federal grants terminated and were 
only partly replaced by state and local appropriations, requiring staff 
cutbacks. At this writing, however, LCCC has received sufficient money 
to build its staff to full strength, although a new director has not yet 
been appointed. 

A major change over the years has been the reduction of services 
to Larimer County Jail inmates, which was originally one of its major 
functions. LCCC has discontinued educational classes in jail, and it no 
longer maintains an exercise room there. Inmate counseling is now 
limited to prisoners who are being screened for possible sentence to 
community corrections. A 11workender" program (under which people 
sentenced for weekend jail are placed in work details rather than jail 
cells) was transferred from the LCCC to the sheriff's department. 
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The fortunes of LCCC are closely tied to overcrowding in the state 
prison and county jail. The more these institutions need relief, the 
more local and state governments seem willing to support LCCC community 
corrections programs that provide alternatives to imprisonment. Jail 
overcrowding has also deprived the LCCC staff of office space to counsel 
defendants in jail; this is a major reason given for cutbacks in LCCC 
counseling services to inmates. An important event, in November 1979, 
was a federal court consent decree ordering the Larimer County sheriff to 
limit jail population to the designed capacity of the jail, far below the 
traditional jail population. 

LCCC is a county agency, directly under the Larimer County Board 
of Commissioners. It also has an advisory board, with some 20 members 
appointed by the Commissioners. The board members represent all major 
segments of the local criminal justice system, as well as a sampling of 
community members. In May 1980 the county and the LCCC board reorganized 
the agency, creating a separate division for special programs, which 
includes an evaluation specialist to screen all clients referred to the 
residential or non-residential programs. 

The size of the LCCC staff fluctuates greatly. At the time of 
writing it numbered 17. LCCC also employs several student interns, and 
it has three consulting psychologists. Six of the staff are active in 
screening for the residential and non-residential programs. All are 
counselors, with college or master's level degrees in social work, 
counseling, or social sciences. One of the consulting psychologists 
participates in the screening decisions. 

The LCCC is located in an old sorority house. Parts are used for 
counselors' rooms and parts for bedrooms, kitchen, and a commonroom for 
halfway house residents. 

Process Fl ow 

Figure 57 summarizes the procedures used in most LCCC mental 
health evaluations and gives the reader a broad picture of LCCC screening 
operations. Figure 57 leaves out many details and infrequent deviations 
from normal procedures; these will be described in the following 
sections. The diagram does not include LCCC's operations, such as 
treatment programs, that do not involve mental health screening. 

LCCC receives three types of referrals for mental health 
screenings: defendants awaiting trial, inmates in the state 
penitentiary, and parolees. Figure 57 depicts the processing of the 
first, and most common, type. The other screenings, referrals from the 
penitentiary and from parole agents, will be summarized later, but these 
screenings are so uncomplicated that process flow diagrams would not be 
helpful. 

529 



Ln 
w 
0 

pcferrcd b~ 
rubllc Ocfcndan~ 

rrohation ) 
lcpt., Etc. 

Counselor 
Assigned 

to Case 

Interview PoHce t. 

8 
J~il Personne\_, . 

--{>~ather Records)--(> 
Give Vocational t. 
EdJ~.ti!llHLlJ.e's ts 

Initial 
,-t>I Interview 

and Tests 

Counselor ---1>1 Consults llith 
Prosecutor t. 

·Defense Attorney 

,- . I 
lnt~rvlew Defenda~t, 

Relatives, Re[err~a~l=-~~~~~~ 
I for Orug or 

Alcohol Screening 

0)-r> 
Staff Oecl~~ 

/ to Recommend 
Residential 04 
N' • 

Report 
Prepared -{> 

Report Sent 
to Court; 

Counselor 
Test if le 

on-Residential 

Projective 
Tests 

Administered 

No ,~ 

/'. 
Counselor 

Hakes 
Tentative 

Decision 

--{:> < Conununity Yes 8 
St'1f Decid~s Q 

Corrections 

Defendant 
Leaves 
Agency 

/""-. !Court Decides 
Co rt Oecide y Residentinl 
/connnunity ~or Non-ResJdent.ial 
tonections? I Program j t- . 

Defendant 
Leaves 
Agency 

Figure 57. Larimer County Community Corrections,Flow of Defendants Referred Before Sentencing. 



I 
I 
I 
I 
I 
I 

I 
I 
I 

I 
I 
I 
I 
I 
I 
I 
I 

Screening Defendants Awaiting Trial 

The most counnon referral agents for defendants awaiting trial are 
defense attorneys and the District Court probation department. The 
purpose of the referral is to have LCCC screen the defendant for possible 
counnunity corrections, which would be administered by LCCC. The first 
action at LCCC after the referral is assigning the case to a counselor. 
The case is assigned to a residential or non-residential counselor 
depending on which type of community treatment appears the most likely 
for the defendant. The referral agent sometimes indicates whether the 
defendant is a candidate for the residential or the non-residential 
program, and the counselor is assigned accordingly. More often, however, 
the assignment is made solely on the basis of an initial estimate by the 
LCCC staff as to which program is more likely. 

The assigned counselor both screens the defendant and provides 
counseling. The screening begins with an initial interview, where the 
counselor completes an intake form and administers a Minnesota 
Multiphasic Personality Inventory (MMPI). Other tests are given in later 
interviews. The Firo-B and the Incomplete Sentence Blank (ISB) are 
always given, but projective tests are optional. The defendant is given 
vocational and educational tests by other LCCC staff. The counselor also 
investigates the defendant by interviewing police and jail personnel, 
gathering crime records, and in some cases by interviewing defendant's 
relatives. Also, the counsel refers some defendants for drug or alcohol 
screenings. Meanwhile, for the three months or so between referral and 
the sentencing hearing, the counselor holds weekly meetings with the 
defendant; these meetings are counseling sessions as well as 
opportunities for staff to observe the defendant for screening purposes. 

The counselor, after consulting with the prosecutor and defense 
attorney, reaches a tentative decision about whether LCCC should 
recommend to the court that the defendant be given counnunity corrections, 
and if so, whether residential or non-residential corrections. The 
counselor's tentative decision is reviewed in a staff meeting, consisting 
of the counselor's colleagues in either the residential or 
non-residential staff. One of many factors entering the decision to 
accept the defendant or not is whether he or she may have severe mental 
problems that are beyond the resources of LCCC. 

After the staff decision the counselor prepares a formal report 
for the court giving reasons for the LCCC recommendation and suggesting 
specific treatment if the defendant is referred to LCCC. The defense, 
prosecutor, and court generally follow the recommendation. 

Screening Inmates and Parolees 

The second and third types of referral are less frequent and 
involve less screening activity. First, the Department of Corrections 
refers inmates in state institutions to spend the last few months of 
their sentences in the LCCC residential program. Here the LCCC 
residential staff must decide whether to accept the referrals with what 
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they consider to be scanty information from the Department of 
Corrections. The final type of referrals are parolees referred to the 
non-residential program; here the parole agents' referrals are accepted 
without any actual screening. 

Delineation of Mental Health Information Requirements 

Time and Source of Referrals 

Referrals to LCCC are made virtually at any stage of the criminal 
justice system after arrest. Most occur soon after arrest, others occur 
just before the trial date, between the time of trial and sentencing, 
after sentencing upon a petition for resentencing, and pending release 
from prison. 

There seems to be little correlation between the time of referral 
and whether the client is a candidate for the residential or 
non-residential program. That is, both programs receive defendants 
referred to LCCC for screening prior to conviction as well as prison 
inmates and parolees referred to facilitate transition from prison to 
normal life • 

The source of referral, however, does vary somewhat with the time 
and purpose of the referral. Referrals before the sentencing stage come 
from a great variety of referral agents. The most common are defense 
attorneys, especially public defenders, and the probation department of 
the District Court. A further, rapidly growing referral source is the 
staff psychologist in the Larimer County Jail, who was hired by the 
sheriff's department in late 1979 to screen and classify incoming 
inmates. Also, staff in the LCCC Pretrial Release Program may refer 
cases to LCCC residential and non-residential staff. Less frequent 
referral sources are judges, district attorneys, other jail staff, the 
community mental health center forensic psychologist who treats.inmates, 
police officers, friends and relatives of the client, and the clients 
themselves. 

'l'hese presentence referrals are made whenever it occurs to a 
potential referral agent to make the referral, usually fairly soon after 
arrest, but sometimes as late as a few days before sentencing (in which 
case, the LCCC obtains a continuance from the court so it will have 
sufficient time with the client). The local courts have substantial 
delays, so the LCCC staff usually has several months to make its 
screening decision when presentence referrals are made soon after 
arrest. The staff prefers to have at least 90 days; but a few decisions, 
especially those concerning the residential program, are made within a 
month. 

Postsentencing referrals, unlike the presentence referrals, come 
from a limited number of sources. Referrals upon sentencing review 
(which take place within 90 days of the first sentence) are generally 
made by defense counsel. Like the early referrals, these can be aimed at 
either the residential or non-residential programs. 
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The final stage in the criminal process at which referrals to LCCC 
are made is near the end of a prison term or after release from prison. 
The Department of Corrections refers inmates to the halfway house to 
complete their sentence. The local state parole agent (or occasionally a 
federal parole agent) refers some parolees to the non-residential program. 

Form of Referrals 

Most referrals are made verbally, usually by telephone, with a 
statement that the defendant should be considered for community 
corrections and, sometimes, with a recommendation that the focus be on 
residential or non-residential services. Two major referral agents, 
however, typically use a referral form. The probation department uses a 
form (see Appendix A), and the state parole officer in Larimer County 
uses a similar form. The probation department generally gives only two 
referral reasons on the form, the first two entries, "Diagnostic 
Information for Presentence Report," and "Personality Inventory." LCCC 
does these routinely in any case, however. The parole officer varies 
requests from case to case. LCCC complies with these requests and often 
provides parolees additional services not requested. The parole officer 
may also specify psychological tests, and the LCCC may perform additional 
tests. The indication "psychiatric evaluation" in the form remains from 
prior years when, in contrast to recent years, such evaluations were 
performed occasionally. The form is four years old, and the staff plans 
to revise it and other LCCC forms. 

Acquisition of Mental Health Information 

Defendants referred to LCCC go through a lengthy and thorough 
review that culminates in a presentence report. The only exceptions are 
that, on rare occasions, the screening is summarily terminated because 
the defendant decides not to participate, or because the defendant's 
lawyer informs LCCC that the defendant will surely be incarcerated, 
rather than sentenced to community corrections. By and large, however, 
defendants prefer LCCC as the only alternative to prison, and lawyers 
seldom refer defendants who face certain prison terms. In contrast to 
the presentence screening, LCCC screening referrals from prison or parole 
officers are limited in scope. Screening procedures 'for the residential 
and non-residential programs of LCCC are quite similar. 

Presentence Screening 

Time of Referral and Assignment. The LCCC prefers that defendants 
be referred as soon after arrest as possible to allow sufficient time to 
observe the defendant before the sentencing hearing, when the LCCC must 
give the court a report recommending for or against LCCC placement. Most 
referrals are made soon after arrest. Because there is considerable 
court delay, the LCCC staff has at least three months to screen the 
defendant and make an appropriate placement decision. Occasionally, 
however, referrals are not made until just before sentencing, whereupon 
the LCCC asks the court fqr an extension, which is routinely granted, 
giving at least a month for the evaluation. 
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After the referral, the case is assigned to a staff member. Each 
case is informally screened and assigned to one of the six counselors 
(there are three counselors in the non-residential and three in the 
residential program), mainly according to availability of time. (Until 
late 1979, one LCCC staff member conducted almost all initial screening 
and assigned cases to individual counselors. LCCC staff plan to return 
soon to this procedure.) Clients likely to enter the halfway house are 
assigned to residential counselors; those likely to enter the 
non-residential program are assigned to non-residential counselors. 
Often this choice is made because the public defender or other referral 
agent suggests that one program or another will be more suitable. If it 
appears later that a client of a non-residential counselor may be 
recommended for placement in the halfway house, a counselor from the 
residential staff may also be assigned to the case during the screening 
stage. 

Intake Form. The intake procedure is generally uniform from case 
to case. About a week to ten days after the referral, counselors in both 
the residential and non-residential programs first interview the client 
and complete a seven-page intake form (the "Client Information Form," see 
Appendix B). Like all LCCC interviews and counseling sessions, this 
interview is held in the jail unless the defendant is on bond or other 
pretrial release. The interview typically lasts about 90 minutes. The 
counselor reads the questions and items from the form and writes answers 
on it. The information requested in the form is wide ranging; most is 
biographical data, especially criminal, family, occupational, and 
educational history. Several questions directly address the defendant's 
mental health. One section (Section XI, Appendix B) asks about the 
defendant's emotional health and about whether the defendant is 
undergoing therapy or has been in a psychiatric hospital or mental health 
clinic. Another section (Section XII, Appendix B), listing symptoms of 
mental health problems, asks whether the defendant has experienced, among 
other things, suicidal ideas, delusions, paranoia, depression, or 
hallucinations. 

Psychological Tests. On the same day, if the defendant can read, 
the counselor administers the MMPI in its entirety. (In the near future, 
the jail psychologist will probably administer the MMPI in the new inmate 
classification program described later in this section. LCCC counselors 
believe that this will relieve them from having to wait at the jail while 
the inmate takes the test.) The MMPI is never the sole basis for a 
recommendation to the court. Its main purpose is to highlight concerns 
that need to be addressed in the interviews and to indicate whether 
further tests are needed. The MMPI results are also placed in the report 
advising the court about the disposition of the defendant. 

In a second visit about a week later, the counselor gives two 
personality tests» the Rotter Incomplete Sentence Blank and the 
Fundamental Interpersonal Relations Orientation--Behavior (FIRO-B). 
These are self-administered questionnaires, like the MMPI, and are also 
limited to literate defendants. A large minority of the clients are also 
given projective tests, the Thematic Apperception Test (TAT) and 
House-Tree-Person Drawing tests. The latter is used more often than the 
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TAT. Individual counselors determine whether these two additional tests 
will ·be given, and there are no uniform. criteria. Common situations when 
the tests are given occur when the results of the Rotter, MMPI, and 
FIRO-B are contradictory; when the consulting psychologist cannot "get a 
handle" on the defendant from these three tests; when the MMPI is not 
considered valid (for example, because the validity scores indicate that 
the defendant may be misrepresenting information); or when the intake 
interview or the earlier three tests indicate that the defendant may have 
severe mental problems that would make the defendant inappropriate for 
referral to LCCC at sentencing. Some counselors decide to give 
projective tests much more frequently than other counselors. Counselors 
use the TAT test less frequently than they did in the past, largely 
because it takes a relatively long time to administer. 

The Consulting Psychologist. Although administered by LCCC 
counselors, all these tests are interpreted primarily by a consulting 
psychologist, a Fh.D. in clinical psychology. He is employed by the 
Larimer County Mental Health Center and spends approximately five hours 
per week consulting with LCCC. The mental health center (at this 
writing) pays for most of his time at the LCCC, but has announced that it 
will soon require reimbursement. The psychologist uses the test scores 
mainly to suggest to LCCC staff the general type of personality revealed 
by the results. That is, his adv~ce is generally limited to 
interpretation of the tests, especially the various MMPI scores; it is 
usually based on direct contact with the defendant. 

The psychologist may use the test results to advise staff about 
intake decisions, what further information should be acquired, and 
possible treatment approaches that LCCC should use with the individual. 
On rare occasions, especially when LCCC staff suspects severe mental 
problems that are beyond LCCC treatment capability, the psychologist goes 
beyond test interpretation. He may study the defendant's social history, 
review other material in the file, observe the defendant's interview with 
a social worker, or conduct an independent interview. 

Other Information Gathered. The intake form and the results are 
only part of the information acquired about each client. A very 
important basis for recommendations to the court is the c·ounselor' s 
impression gained during weekly one-hour meetings with the defendant, 
usually for at least three months. Often another counselor sits in on 
one or more of these sessions. It should be noted that these sessions 
are used not only for screening but also for counseling. 

The counselor gathers any additional feasible information that may 
help in the decision process. Sometimes a limited amount of information 
arrives with the referral, but seldom is this more than a statement of 
the crime charged and the defendant's record received from the defense 
attorney. Often the counselor gets no case information from the referral 
agencies. The counselor ordinarily acquires the following information: 

o Copies of police reports of the crime and arrest. 

o The arresting officer's description of the defendant and the 
offense, obtained from interviews by the counselor. 

535 



o Information about how the client has been acting in jail, 
obtained in interviews with jail personnel, particularly the 
jail psychologist. 

o A copy of the defendant's criminal record. This is often 
obtained from the district attorney pursuant to an agreement 
between the district attorney and LCCC under which the 
district attorney has promised to supply defendants' records 
and the LCCC bas promised to keep the district attorney 
informed of the progress of each LCCC client. 

o Results of testing by the LCCC vocational counselor to 
determine the client's job history and vocational needs. 

o Results of testing obtained by LCCC staff to determine 
educational achievements and needs. 

Other information, obtained less frequently: 

o An intake interview form completed by the jail psychologist. 
(The jail psychologist has recently begun intake screening and 
classification of prisoners; the LCCC staff obtains a copy of 
the intake interview form if the defendant signs a waiver.) 

o Prison or mental hospital records. If there is any indication 
that the client has been in a prison or mental hospital, the 
counselor asks for a release and requests records. 
Institutions, however, frequently fail to send their records. 

o Information obtained in interviews with the client's relatives 
and friends. 

o An evaluation by a drug abuse counselor in the local community 
mental health center, the Larimer County Mental Health Center. 

o An evaluation by a local non-profit alcohol center. 

Finally, the counselor typically consults with the defense and 
prosecuting attorneys about possible disposition of the case. Here, the 
LCCC staff sometimes plays an active role in plea bargaining. 

Transition Screening 

The LCCC screens clients referred for 11 transition" services 
(transition between prison and outside life) much less thoroughly than 
defendants referred for possible sentence to community corrections. LCCC 
receives two types of transition clients, parolees referred by the 
federal or state parole agency for non-residential services, and inmates 
sent from the state prison to spend the last months of their term in the 
halfway house o 
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Counselors give the parolees far fewer interviews and tests than 
they give defendants who are being screened, as described in the past few 
pages. But the referring parole officer usually sends considerable 
information about the parolee, such as prison and arrest records. A 
counselor interviews the parolee, completes the intake form (see Appendix 
B), and administers an MMPI. Other psychological tests are given if the 
parole officer specifically requests them or if the counselor decides 
further testing is needed. The interview and tests are used to determine 
the parolee's treatment needs. In contrast to other referrals, parole 
referrals are routinely accepted by LCCC, although it has authority to 
reject them. (This practice might not continue. The state now refuses 
to pay for services not mandated by court order; and parole officers, not 
courts, send parolees to LCCC.) 

The second category of transition referrals consists of inmates 
referred by the Department of Corrections for placement in the halfway 
house during the last part of their prison terms. The Department sends a 
lengthy report, which the LCCC staff considers largely uninformative. A 
major part of the report, for example, is a summary report from the 
Colorado prison intake screening and classification unit; this report is 
often several years old-and typically gives only general conclusions. 
Psychological test results and interview notes for the prison intake 
screening are not available. Because LCCC cannot accommodate inmates 
with severe mental problems, it often refuses to accept referrals when 
the limited information available suggests the possibility of such 
problems. The Department of Corrections gives LCCC only seven days to 
decide whether to accept referrals; the staff believes this is not enough 
time to gather sufficient information for proper screening. Also, LCCC 
cannot afford trips by counselors to interview inmates at prison; the 
staff feels that these interviews are needed for decisions in many cases, 
and LCCC is seeking funds to pay for the trips. 

Provision and Use of Mental Health Information 

Mental health information obtained in the screening process is 
used by the LCCC staff to deterniine whether to re.commend community 
corrections to the court or (in the case of trans'ition clients) to accept 
or reject the clients. This section will emphasize the former, more 
common provision and use of mental health information, the 
recommendations to the court. The LCCC staff meets every Wednesday 
morning to make these determinations. There are usually three separate 
meetings: a meeting of residential program staff members, a meeting of 
non-residential program staff members, and a combined programs meeting. 
Some five to seven staff members attend the separate program meetings, 
and about twice as many attend the combined meetings. 

Most discussion at the meetings concerns treatment of clients, 
although considerable time is also devoted to questions about whether the 
LCCC should accept specific clients referred to it. Whenever client 
admission issues are discussed, the consulting psychologist joins the 
meeting and expresses his opinion, based mainly on the psychological 
tests results, about whether LCCC should accept the client. The staff 
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discusses each case for 15 to 60 minutes before reaching a decision. 
1'hey generally enter the meetings with considerable knowledge of the case 
gained from prior staff meeting discussions. The staff at the meetings 
decides by majority vote whether a client should be accepted into LCCC, 
and if so, for the residential or non-residential program. 

Criteria for Accepting Clients 

Criteria for accepting defendants in LCCC programs include the 
following: 

o Whether LCCC has the resources and facilities to deal with the 
defendant's problems. (This criterion will be discussed 
fort her be low.) 

o Whether the defendant sincerely wishes to improve. Staff 
members feel that many defendants not unjustifiably view 
community corrections as their only possible escape from a 
prison term~ so they often fear that defendants are not 
''leveling" with them when expressing a desire to enter the 
program and to improve their conduct. 

o Whether the defendant is likely to commit a violent crime 
while in the program. LCCC, whenever possible, avoids the 
risk of accepting a person who may commit a violent assault, 
rape, armed robbery, or similar crime while assigned to LCCC. 
On the other hand, LCCC will accept the risk that a client may 
well commit a non-violent crime.during treatment. 

o Whether the crime is such that community standards prohibit 
the use of community corrections. If the staff feels that the 
community's desire for retribution would demand prison, they 
will not recommend community corrections. 

o Whether the defendant would actually be sentenced to prison if 
not accepted by LCCC. At least some staff members are less 
likely to recommend community corrections if they think that 
the defendant will be placed on probation. They are 
particularly likely to recommend "two-time losers," who would 
automatically be given a lengthy prison sentence if not 
sentenced to community corrections. 

The first criterion constitutes the major facet of mental health 
screening by the LCCC. Among the several reasons why the staff may not 
consider a defendant a good candidate for community corrections is the 
presence of mental problems that LCCC is ill-equipped to handle. The 
staff believes that most defendants referred have mental problems that 
can be addressed by LCCC counseling and group therapy. However, LCCC 
does not have the expertise, resources, and facilities to deal with more 
severe mental problems. The staff members thus reject the few candidates 
they believe have such problems. The advice of the consulting 
psychologist is important in discerning which defendants may present 
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these risks of severe mental problems. The LCCC also rejects defendants 
with severe alcohol or drug problems for the same reasons of limited 
resources. Clients with "moderate" alcohol or drug problems are often 
accepted, and counseling in local drug or alcohol programs is combined 
with LCCC services. 

Report to the Court and Court Decision 

After the staff vote and decision, the counselor assigned to the 
case prepares a form.al report to the court, setting forth recommendations 
and supporting reasons. The length and thoroughness of reports vary 
considerably. The report is generally short if the prosecutor and 
defense attorney agree with the recommendation (the counselor discusses 
the recommendations with the two lawyers before LCCC makes a 
recommendation) and if the counselor believes from past experience with 
the judge that he will concur. If, on the other hand, an objection is 
expected, the report is typically longer and more thorough. Reports 
typically are very complete (even if the prosecutor agrees with the 
recommendation) when the defendant has had two prior felony convictions 
and LCCC staff is attempting to secure a sentence to community 
corrections instead of the otherwise mandatory prison term. 

The typical full report is about two pages, single-spaced and 
legal sized. It is submitted to the court as an adjunct to the probation 
department's presentence report; hence, LCCC does not include background 
information that would duplicate information routinely put in presentence 
reports. The LCCC report contains a brief description of the defendant's 
criminal history and the offense, the defendant's social history, results 
of the psychological tests, the defendant's participation and progress in 
counseling, and LCCC's recommendations. The major recommentions are 
whether the defendant should be sent to LCCC and, if so, to the 
residential or non-residential program. If the report reC'Ommends the 
LCCC, it lists the types and length of treatments the defendant should 
receive. LCCC attaches to the report a proposed contract to become part 
of the sentencing requirement should the court refer the defendant to 
LCCC. The contract specifies the defendant's obligations and the 
services to be provided. Finally, the defendant's counselor usually 
testifies at the sentencing hearing. 

Most services specified in the contract are not directly related 
to mental health problems. For example, it may stipulate that the 
defendant pay restitution or participate in a drug program. One common 
type of service contracted, however, is group therapy at the LCCC 
conducted by a consulting psychologist. Less often, defendants are 
referred to the community mental health center for individual 
psychological counseling. (These referrals have decreased because the 
Larimer County Mental Health Center now charges LCCC, for the services.) 

The court accepts LCCC's recommendation for community corrections 
in the great majority of cases; staff members estimate 10· to 80 percent 
of the cases, although this_ figure varies from judge to judge. The court 
seldom modifies the terms of the contract. The acceptance of the LCCC 

539 



recommendations, however, is largely because LCCC counselors typically 
discuss cases with the prosecutor and defense attorney before preparing 
reports and usually obtain prior agreement on the recommendations. The 
counselor, that is, often enters the plea bargaining process. The court 
can send a defendant to LCCC by two mechanisms: (a) by means of 
sentencing directly to LCCC residential or non-residential programs, or 
(b) by means of probation, with a stipulation that the defendant 
participate in the LCCC non-residential program. 

When LCCC informs the court that it will not accept a client, the 
court, of course, does not sentence the defendant to LCCC. The report 
may include a recommendation for referral to treatment and on a few 
occasions LCCC has recommended specific treatment programs for clients 
rejected on the basis of severe mental problems. LCCC, however, does not 
make recommendations with respect to competency to stand trial or sanity 
at the time of the offense. 

Transition Cases 

No report to the court is prepared in transition cases. The LCCC 
alone determines whether to accept a referral. The mental health 
information, often quite limited, generated in the screening process is 
used solely for in-house decisions. LCCC, as was said earlier, 
automatically accepts transition referrals from parole officers (for the 
non-residential treatment). It rejects a substantial proportion of the 
referrals (for residential treatment) from the Department of Corrections, 
frequently making such rejection decisions on the basis of less 
information than staff would like to have. There is a two-week 
initiation period for transition clients, during which they are examined 
to determine appropriate treatment services. This process involves much 
the same psychological testing, employment and educational screening, and 
referral for drug and alcohol problems as is provided to "diversion" 
clients in the screening stage before their acceptance by LCCC. 

Feedback, Monitoring, and Evaluation 

At the broadest level, LCCC has often studied its internal 
procedures and organization. For example, it was recently reorganized, 
and the staff is in the process of writing an organization manual. 

LCCC prepared periodic reports for its non-residential and the 
residential programs when they were funded by federal monies. For the 
non-residential program, the LCCC project reports from 1976 to 1979 
provide statistics for the following: 

l) the number of offenders placed in community corrections by 
court order; 

2) the number of prisoners referred by the parole officer (number 
of parolees given transition services); 

3) number of defendants in jail given counseling services; 
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4) the number of clients screened and found to have alcohol, 
drug, psychological, and family problems; 

5) the number of "positive terminations" (has job or is in 
·school, well adjusted, has made restitution), "marginal 
terminations" (difficulty in job, school, daily living 
patterns, or in making restitution; but no further criminal 
behavior), and "negative terminations" (arrested or 
institutionalized for any reason); and 

6) the number of felony charges in the local courts (for evidence 
that community corrections bas decreased repeat offenders). 

The first few project reports contained information that was not 
continued in later reports. This included the referral sources, personal 
data about clients, and. the offenses charged. The one project report of 
the residential program (which was federally funded for only one year, 
1979) contained essentially the same information as the earlier reports 
of the non-residential program. 

The LCCC files have a substantial amount of information about 
individual clients. Each file contains at least 

l) a complete intake form; 

2) MMPI results; 

3) the client's contract (if there is one); 

4) police rap sheet; 

5) vocational evaluation results; 

6) the court order sending the person to the project (if there is 
one); 

7) case notes from counseling sessions; 

8) notes of vocational progress (e.g., whether the client is 
working); . and 

9) progress notes from referral agencies. 

The LCCC files on the clients are, of course, confidential. Staff is 
permitted to review the files, but must place them under locked storage 
during the night. The files have been used for research purposes: a 
student volunteer working at LCCC was given permission, after signing a 
release, to study the files for a masters thesis. 
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~HE ISLAND COUNTY DISTRICT COURT PROBATION DEPARTMENT 

Washington state law requires that probation services be available 
for all felony and juvenile cases in the state. Felony cases are handled 
by the Department of Social Services, and juvenile cases by the probation 
departments in each county. The provision of probation services for 
misdemeanor cases, however, is optional by the county. The Island County 
District Court Probation Department (hereinafter referred to as the 
Probation Department or, simply, the Department) was established in 
September 1975, to provide probation services for persons charged with or 
convicted of misdemeanors in Island County. The establishment of the 
Department was made possible by a grant from the Law Enforcement 
Assistance Administration (LEAA); LEAA provided 90 percent of the 
Department 0s funding for the first two years of its operation and 75 
percent for the third year. The county provided the balance during those 
years and, with the exception of one part-time probation officer paid by 
means of a Comprehensive Employment Training Act (CETA) grant, funds the 
entire operation at this writing. Monies are generated by fines, fees, 
and forfeitures collected in the Island County District Court. The 
Department 0 s budget is determined annually by the Island County county 
commissioners. 

The primary user of Probation Department services is the Island 
County District Court. The District Court has limited civil jurisdiction 
and concurrent criminal jurisdiction with the Island County Superior 
Court over most misdemeanors. The District Court sits in three locations 
in Island County (Oak Harbor, Camano Island, and Langley) and is served 
by two judges, whom it shares with the Oak Harbor and Langley Municipal 
Courts. In 1978, the court disposed of 4,211 traffic cases and 580 
misdemeanor cases. In addition to the District Court, the Probation 
Department serves the Oak Harbor Municipal Court (which has jurisdiction 
over municipal ordinance violations, and disposed of 1,124 traffic and 19 
misdemeanor cases in 1978), and on rare occasions it proyides services 
for misdemeanor cases within the jurisdiction of the Island County 
Superior Court (which receives all felony cases and some misdemeanor 
cases)o Island County has a population of approximately 40,000, 
including 12,000 military personnel stationed at the Whidbey Naval Air 
Station in Oak Rarboro 

The Probation Department's general purpose is to assist the court 
in selecting and carrying out the disposition of misdemeanor cases. To 
this end, the Department may be called upon to provide any of the 
following services: 

o presentence investigations to assist the court in sentencing 
(entails mental health screening and referral for evaluation); 

o postsentence investigations to assist the court in 
reconsidering sentences already imposed (entails screening and 
referral for evaluation); 
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o supervision of offenders placed on probation (entails 
screening, referral for.evaluation, and arrangement and 
coordination of treatment); and 

o monitoring offenders' compliance with court-ordered comm.unity 
service, work release, restitution, or alcohol, drug, or 
mental health treatment. 

The final service noted above, offender monitoring, entails no screening 
and evaluation and will not be described directly in this section. 

The Probation Department's offices are located in the Island 
County District Court courthouse in Oak Harbor. The Department's staff 
consists of a director (who also serves as a probation officer) with a 
Master of Arts degree in public administration, one half-time Bachelor of 
Arts level probation officer funded by a Comprehensive Employment 
Training Act (CETA) grant, and one half-time secretary. Statistics 
compiled by the Department indicate that in 1979 the Department staff 
conducted 81 presentence and 5 postsentence investigations, supervised 
170 offenders placed on probation, and monitored 204 of fenders for 
compliance with court orders (concerning service or treatment) issued in 
1979. 

A Function Model 

Figures 58 and 59 illustrate the "flow" of cases, operations, and 
processes relating to the evaluation of criminal offenders by the Island 
County District Court Probation Department. Figure 58 depicts pre- and 
post-sentence investigations, and Figure 59 depicts supervised probation. 

Pre- and Post-sentence Investigations 

Figure 58 depicts the process by which the Probati~n Department 
receives referrals, collects information, and reports its findings 
concerning the background, behavior, and special needs of offenders 
awaiting sentence determination or reconsideration. 

Upon a finding of guilty, a court may order the Department to 
conduct a presentence investigation of an offender. Similarly, any time 
after sentencing, a post-sentence investigation may be ordered. The 
court order may be !!!.! sponte or at the request of the offender, his or 
her attorney, or the prosecutor. The order is sent by the court to the 
director of the Probation Department along with copies of the police 
citation and the bailiff's notes from the trial. The director reviews 
the referral, determines whether he or the part-time probation officer 
will handle the case, and sends the offender a letter requesting that 
contact be made with the Department for an interview appointment (or, if 
the offender is in jail, arrangements to visit there). Prior to the 
interview, the Department conducts a record search for previous criminal 
records. 
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'l'he probation officer conducts the interview and may administer 
the Minnesota Multiphasic Personality Inventory (MMPI) if he has some 
question concerning the offender's mental status. Following the 
interview, the probation officer may arrange to speak with relatives or 
friends of the offender mentioned during the interview. Additionally, he 
may conduct a follow-up interview with the offender at the offender's 
home. 

If the probation officer believes that a psychiatric or 
psychological evaluation is indicated, he may refer the offender (if 
released in community) for an outpatient examination at the Island County 
Mental Health Center, the Counseling and Assistance Center at the Naval 
Air Station (if the offender is stationed at the base), or the local 
office of a private psychologist or psychiatrist. If the probation 
officer believes that an offender requires evaluation in a hospital 
setting, he may prepare a preliminary probation report for the court 
recommending a 90-day commitment to the Western Washington State Hospital 
for evaluation. If the court believes the recommendation has merit, it 
will schedule a hearing to determine whether to comm.it the offender for 
an evaluation. 

The information contained in evaluation reports prepared by any of 
these mental health agencies is integrated into the pre- or post-sentence 
report prepared by the probation officer. However, the probation 
officer's report is submitted to the court along with copies of any 
mental health evaluation reports prepared. The court uses presentence 
reports to assist in determining sentencing. Post-sentence reports are 
used to determine whether an offender previously sentenced to jail should 
be reconsidered for probation. 

Supervised Probation 

Figure 59 shows the process by which the Probation Department 
receives and manages misdemeanants referred for supervision of 
probation. When an offender is sentenced to a period of probation, the 
court issues an order instructing the offender to report to the director 
of the Probation Department upon notification. A copy of the order is 
sent to the director, along with copies of the police citation and the 
bailiff's notes from the trial. The director reviews the referral and 
sends the offender a letter requesting him or her to contact the 
Probation Department for an interview apppointment. Upon the 
probationer's arrival, the interview is conducted; the MMPI may be 
administered; and a probation plan is formulated, written, and signed by 
the probationerc 

If the probation officer believes the offender may have mental or 
emotional difficulties, he may refer the offender for an outpatient 
evaluation at the Island County Mental Health Center, the Counseling and 
Assistance Center at the Naval Air Station (if the offender is stationed 
at the base), or the office of a private psychologist or psychiatrist. 
If the probation officer believes the offender requires evaluation in a 
hospital setting, he may recommend to the court that the offender be 
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committed to Western Washington State Hospital for evaluation for up to 
90 days. The court may schedule a hearing to determine .whether to so 
commit the offender. In addition to making mental health referrals, a 
probation officer may refer an offender to any of a number of social 
service programs for rehabilitation. · 

Each month, the probationer (or the director of any program with 
which the probationer is placed on a live-in basis) submits a progress 
report to the probation officer. The probation officer provides, the 
court with a monthly "activities report" indicating the status of current 
probationers. No other reports are submitted for the probationer in 
compliance with the terms of his probation. If the offender violates the 
terms of his probation, the probation officer reports that fact to the 
court; a hearing is held, and probation may ~e revoked or restricte?• 

Delineation of Mental Health Information Requirements 

As indicated earlier, the Probation Department receives referrals 
·from the Island County District Court, the Oak Harbor Municipal Court, 
and the Island County Superior Court. The director estimates that 75 
percent of the referrals are from the District Court, 25 percent from the 
~unicipal Court, and fewer than. l percent from the Superior Court. 
(Superior Court referrals are made only when an offender initially 
charged with a felony in the Superior Court is convicted of a misdemeanor 
and is placed on, or is being considered for, probation). Referrals for 
pre- or post-sentence investigations are made if the judge feels he or 
she needs more information on an offender before ordering (or denying) 
probation; referrals for supervision of.probation are made whenever an 
offender is placed on probation. 

The court rarely explicitly requests particular information 
concerning the mental health of offenders referred for probation 
services. Typically, a referral for a pre- or post-sentence 
investigation comes by written court order (Appendix C) indicating merely 
that an offender apparently meets the basic requirements for probation 
and ordering that a pre- or post-sentence investigation be conducted and 
that the results of such investigation be reported by a specified date 
(usually within 4 to 5 weeks). Accompanying the order are a copy of the 
police citation (indicating the charges) and a copy of the bailiff's 
trial notes (indicating essentially the evidence presented at trial). 
The director of the Probation Department considers it implied that pre
and post-sentence investigations include an assessment of the offender's 
mental health needs. 

Referrals·for probation supervision also come by court order 
(Appendix D) accompanied by copies of the police citation and the 
bailiff's trial notes. The order indicates the charge, the conviction, 
and the terms of probation~ Ordinarily, the terms consist of 
instructions to the offender to conduct himself "as a decent, upright, 
law-abiding citizen;" report to the director of the Probation Department 
as the director instructs; comply with all rules and regulations issued 
by the Probation Department; and pay any relevant court costs, fines, or 
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restitution. Occasionally, the order specifies special terms such as 
participation in a particular drug, alcohol, or mental health treatment 
program. 

Acquisition of Mental Health Information 

The director of the Probation Department reviews each referral 
within 24 hours of its receipt and determines whether he or the half-time 
probation officer will be responsible for handling the case. The 
director ordinarily assigns himself the more serious cases. Whether the 
referral is for a pre-sentence investigation, a post-sentence 
investigation, or supervised probation, an initial intervtew is 
arranged. Interviews ordinarily are scheduled for weekdays; however, the 
director is available on the first Saturday of each month to meet with 
offenders who wou·ld have difficulty visiting the Probation Department 
during the week. The interview is conducted in the Probation 
Department's offices unless the offender is incarcerated, in which case 
the offender is interviewed in the jail. 

The interview typically lasts 45 minutes to one hour. During the 
course of the interview, the probation officer inquires in the following 
area·s: 

o biographic data (name, ~ddress, age, previous addresses); 
o employment history and other sources of income; 
o military history; 
o medical history; 
o educational history; 
o marital history; 
o driving history (accidents, license suspensions, etc.); 
o criminal history; 
o drug and alcohol history; 
o mental health history; and 
o offender's account of the circumstances that resulted in 

arrest. 

In addition, if the probation officer has any question about the 
offender 0 s mental orientation, he may administer the MMPI; however, the 
test is not scored unless the offender subsequently is referred for a 
mental health evaluation, in which case the scoring is performed by the 
individual or agency conducting the evaluation. 

Pre- and post-sentence investigations often continue beyond the 
initial interview and may include interviews with family members or 
friends of the offender mentioned during the interview. Occasionally, 
the probation officer conducts a second interview with the offender in 
his home. According to the director of the Department, these interviews 
are designed to enable the probation officer to gain a better sense for 
the family and community support systems operating on behalf of the 
offender in his day-to-day existence; they bear heavily on 
recommendations concerning the offender's suitability for probation. 
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If after interviewing the of fender the probation officer suspects 
(in view of the offender's behavior during the interview or his mental 
health history) that the offender may be mentally or emotionally 
disordered, he may refer the offender for an outpatient mental health 
evaluation at the Island County Mental Health Center (provided as a 
service of the Center), the Counseling and Assistance Center at the Naval 
Air Station (provided at no cost for personnel stationed at the Air 
Station), or the office of a private psychologist or psychiatrist (paid 
for by the Probation Department). (According to the Department director, 
referrals to private mental health professionals are made primarily to 
obtain 11second opinions11 regarding the mental condition of offenders 
already evaluated by the County Mental Health Center or the Air Station's 
Counseling and Assistance Center.) Referrals for outpatient evaluations 
are made by letter from the probation officer to the mental health agency 
indicating the reasons for the referral, background information on the 
offender, a copy of the unscored MMPI, and the date by which the 
information sought is required. If the probation officer believes that 
the offender is grossly psychotic or otherwise seriously mentally 
disordered, he may recommend to the court that the offender be committed 
to Western Washington State Hospital for up to 90 days for evaluation. 
If the court believes the recommendation has merit, it will conduct a 
hearing to determine whether to so commit the offender. A sample 
commitment order is attached as Appendix E. The agency's or hospital's·: 
report back to the probation officer typically indicates the results of 
any psychological testing administered, mental status information, 
diagnosis, and treatment recommendations. 

The probation officer may refer persons whose probation he is 
supervising to local social service agencies or programs providing 
rehabilitation services in-specialized areas. Frequently used services 
include the Washington Department of Social and Health Services 
(vocational rehabilitation), the Tri-County Counsel Community Alcohol 
Center (alcohol rehabilitation), and the 11New Leaf11 program (counseling 
and treatment for the mentally retarded). 

During the course of an offender's period of probation, the 
offender (or the director of the program with which the offender has been 
placed on a live-in basis) is required to submit monthly reports to the 
probation officer indicating "what has happened in your/the offender's 
life since you last reported." If problems are noted in a monthly 
report, t~e probation officer may re-interview the offender to assess 
changes in his needs. 

Provision and Use of Mental Health Information 

The information collected during a pre- or post-sentence 
investigation is distilled into a report for the court. The report 
ordinarily is submitted within four or five weeks of the order directing 
its preparation. Copies are provided to the prosecutor and the offender 
(or his attorney). The report typically summarizes the biographic data 
collected, compares the offender's version of the circumstances leading 
to arrest with the official version, discusses the results of any mental 
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health evaluations conducted (and includes copies of any evaluation 
reports), and presents case recommendations that may take the form of a 
suggested probation plan for the offender. The court uses the 
information provided in a presentence report to determine an appropriate 
sentence to impose. Post-sentence reports are used to determine whether 
a jail sentence previously imposed should be changed to probation. The 
court usually rules in accordance with the Department's recommendations 
concerning probation. 

The only reports prepared by the Probation Department concerning 
offenders on probation are a monthly "activities report" and an 
11af fidavit of probation violation and motion for issuance of a bench 
warrant. 01 The activities report indicates the current status of al 1 
of fenders on supervised probation. The report identifies current 
probationers {and the dates on which their probation periods expire); 
persons placed on probation that month; persons successfully completing 
probation that month; probationers referred for probation revocation; 
those referred for mental health examination; and those currently 
assigned to comm.unity or military alcohol or drug rehabilitation 
programs. The court uses this information to track cases involving 
offenders placed on supervised probation. No independent report is sent 
to the court when a person completes his probation. Affidavits of 
probation violation and motion for bench warrants (Appendix F) are 
submitted when, in the opinion of the probation officer, a probationer 
has violated the terms of his probation. The document describes the 
alleged violation and requests the court to revoke or restrict 
probation. The court conducts a probation revocation hearing to 
determine the matter. 

Feedback, Monitoring, and Evaluation 

There is no formal, ongoing feedback, monitoring, or evaluation 
mechanism operating in the Island County District Court Probation 
Department. However, there are a number of mechanisms functioning 
informally to provide a measure of quality assurance. 

In 1975, the Northwest Regional Counsel of the Washington State 
Law and Judicial Planning Office conducted an evaluation of the Probation 
Department pursuant to LEAA requirements. The Probation Department 
director reported that the evaluation was comprehensive; however, copies 
of the evaluation report were not available at the Probation Department, 
and the nature and extent of the evaluation will not be assessed in this 
report. 

Two state organizations, the Washington Corrections Association 
and the Washington Misdemeanant Corrections Association, collect 
statistics, prepare annual reports, and conduct training sessions for 
Probation Departments and other corrections agencies throughout the 
state. Statistics collected by the Island County District Court 
Probation Department for the Misdemeanant Corrections Association 
include: number of cases handled, by type (presentence investigation, 
post-sentence investigation, probation supervision); crimes charged to 
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offenders referred; number of probationers referred to social service or 
mental health agencies or programs for treatment or evaluation; number of 
probation revocations; hours of staff training; and Department budget. 
In 1979, the Misdemeanant Corrections Association conducted a statewide 
survey of District Court judges to ascertain what information they found 
most helpful in presentence reports. The results of the survey were 
presented in a two-day training session for Probation Department 
personnel throughout the state. Although the survey results were not 
available for review at the Probation Department, the Department director 
noted that a major finding was that judges are not particularly 
interested in biographical information on offenders. To accommodate the 
judges, the director indicated, Department reports now are designed to 
emphasize the offender's current situation. 

The Probation Department must apply each year to the Island County 
county commissioners for funding. Case statistics similar to those 
submitted to the Misdemeanant Corrections Association are presented 
annually to the commissioners. Additionally, the recidivism rate of 
offenders served by the Probation Department is calculated and reported. 

Finally, the Probation Department receives feedback on an informal 
basis from the judges of the courts it serves. Because of the small size 
of the Department and of the judiciary, a close working relationship is 
maintained, and problems with Department procedures or particular cases 
are freely discussed. 
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APPENDIX A 

.. . . 

REFERRAi. PROCEDURES 

ADULT I'ROilATION COMMUNITY CORRECTIONS 

If the probation officer deterraines that his/her client should 
be referred to the Community Corrections Project for services out
lined on the preceeding pages~ he/she Yill complete a REFERRAL FORM 
and send it Yith-" the client·· to the Conununity Corrections"officeo . 

SAMPLE FORM: Date: ------ ' 
" 

(Name of Client) has been refer.red to the. Ccil1lI!lunity Corrections 
--'-------------~ 

Project by (Name of Probation Officer) for the purpose of: 

. __ Diagnostic information for present:ence report 

__ Personality inventory 

~-Psychiatric evaluation 

__ SexuaU.ty c.ounseling 

__ Individual counseling 

__ Group counseling 

__ Family ·counseling/assistance 

__ GED tutoring/testing 

-
Vocational training information 

__ Employment counseling 

OTHER: 

NOTES: 
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LARJM[R cnuNlY CO~MUN!TY cn~R[CTlONS F?OJlCT 

CL H N1 JrlF ORM/IT !Ort FORM 

Date ____ _ 

SECTION l - INTAKE 

I. Genera 1 l')a ta 

Client's Name ___________________ Soc. Sec. I --------

Home Address DOB 
------------------~ -----------~ 

Home Phone-------------------- Race (W, B, S, I. 0) ----

List any vehicles owned or driven: 

1. Make Model - ------- Year _____ Co 1 or __________ _ 

Lie. ~ and State 

2. Make Model ------- Year _____ Co 1 or __________ _ 

Lie. II and State -----------Owner's Name _____________ _ 

II. RP.ferral Data 

In-Jail --------------Divers ion ----------------

Referral 

Who r~ferred you to Com:nunity Corrections? ______________________ ___ 

Reason for referral 

H~ve you ever participated in this program before? ( ) Yes ) No If yes, 

JIJ. C~iminal Historv 

list all juvenile offenses: 

Date Oisoosition 

~lu:1\ber of juvenile felony convictions -----------------------

Ane at first offense _________ Charge - first offense-----------
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~PPENDIX B (Continued) 

III. Criminal History (continued) 

list all adult offenses: 

Date Di snos it ion 

Number of adult felony convictions Misdemeanor convictions ----- ----------~ 

Number of adult prison sentences Total number of times arrested "'"-------

H~ve you ever been on probation or parole? ( 

Are you currently on probation or parole? { 

Have you ever violated nroba.tion or parole? 

) Yes 

Yes 

) Yes 

( 

c 

) No 

No 

( ) No 

IV. Present Leqal Status 

V. 

Date incarcerated ___________ Date released----------------

Current char9e{s), -----------------------------------------
Disposition(s}/Sentence(s) 

Arrest i no a9ency ------------- Officer ----------------------

Jud9e --------------------- Attorney ----------------------
01' ----------------- Parole/Prob. Officer ------------

~sid~~~ 

Type of residence: 

With whom are you living? 

~'it"i friends 

) Institutional 
( 

( 

House 
Rented 

( 

{-

Apartment 
Owned 

Alone With spouse 

Room 
No cost 

) With. children With relatives 

) no stable arrangements 

Parents 

Hnw lonri '1ave you resided in Larimer County?-----------------------

~ow lon~ have you resided in Colorado? -------------------------

In 1-1'1at i::ounty and state were you born? --------------------

If foreiqn-born. date of arrival in USA-----------------------

Name and address of nearest relative or friend 
-----------------~ 

---------~--~---~~---~~~~---~-- Phone ~-~~~~----~-
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APPENDIX B (Continued) 

V. Residential Data (continued) 

list last five addresses (please 9ive dates): 

]. ------------------------------------
2. -----------------------------------~ 
3. ------------------------------------

4. ------------------------------------
5. 

VI. Marital Status 

Current marital status: ) Never Married 
) Col!ITlon law 

( 

( 

Married 
Divorced 

( 

( 

) Separated 
) Widowed 

Name of spouse ----------------- Occupation ----------

Address of spouse -------------------------------

Date and place of marriage---------------------------

Date and place of tennination of marriage --------------------

Previous marriages (qive name of soouse, dates and reasons for termination) -----

Children: 
Name Address Occupation 

~------------------------------------

'll. r'amilv History 

F.:1ther's name ---------------------------Aqe ___ _ 

Address ------------------------------------
rmployerl? } Yes ) No Occupation ---------------

Mother's r.ame ---------------------------Age----

Andress ------------------------------------
rmpl o_ved? ) Yes 

Parent's current marital status: 
) nivorced ) P.emarried 

s~others and sisters: 
'.!arne 

No 
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Occupation ---------------
) Livinq together 

( ) Deceased 

Address 

) Separated 
Unknown 

Occ:uoation 
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VI I. ramily flistory (continurd) 

Has an.v member of your famil.Y been on r>rohation, or in a correctional or mental insti-

tution? ) Yes ) No 

I Jame ~ Tvoe of Institution Location 

VJJI.. Military Service 

Rranch of service------------- From------ to-------

T_vpe of discharge-------------------------------

Do you receive any disability compensation? ) Yes 

Rank at discharge -------------- M.O.S. 

( 

JX. Occuoational Data 

Employment status: ( 

( 

Full Time 

Unemp 1 oyed. 

Part Time 

Unable to work 

) No . 

Present emp 1 oyer -------------------------------

Address 

Job title--------------------- Earnings--------

Date started ------------ Can you return to work? ( ) Yes ) No 

List previous occupations and give dates: 

How many jobs have you had in the last IZ months? ----------------

Li st an.v and a 11 job ski 11 s --------------------------

DPscrib~ your occupational aoals and list any further trainina/education that you desire: 
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AHPENDIX B "(Continued) 

IX. Occupational Data {continued) 

Does your present or last job satisfy you? 
dissatisfied? 

If not, in what ways are (were) y_ou 

---------------------------------

list a11 sources of income: 
Source Amount ---

Number of persons supported on "the above income -----------------

Is income sufficient to meet financial need? ---------------------
Can you pr:_ovide your own transp-ortation? ---------------------

Do you own a car? ( ) Yes ) No Driver's license? ( ) Yes ) No 

X. Educational Data 

Circle highest grade completed: l 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 

If higher, indicate------------------------------

Schools attended: 
NaMP. location Dates Deoree or Certificate 

Reason for quitting school (if applicable) 

Do you wish to return to school? ) Yes ) No 

If yes, what do you want to study?-----------------------

Do you wish to obtain a f.ED? ) Yes ) No 

XI. Clinic~l Data 

How woulrl you describe your health {excellent, good, fair, poor)? 

1. Physical ~----------------------------------
2. Emotional 

When was your last examination by a physician? 

For wha~ c:oncition? ------------------------------
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APPENnIX B (Continued) 

XI. Clinical Data (continued) 

XI!'. 

Name of your physician---------------------------

Address ---------------------------------------------
list any medications that you are currently taking ---------------------

) Yes ( ) No Are you currently seeing anyone for therapy or counseling? 

lf yes 1 give name and address ---------------------------------
Enter the number of months spent in any of the following institutions: 

( ) Jail ) Refonna tory ) Prison ( } Medical Hospital 

( ) Psychiatric Hospital ( ) Mental Health Clinic 
( ) Residential Drug Pro9ram ( ) Juvenile Correctional Facility 

( ) Other - Specify 

Do you .make Frien~s easily? ) Yes ) No 

Do you keeo them? Yes · ( ) No 

Are most of your friends of one ~ex? If so. which? -----------------

Can you confide in your friends? ) Yes ) No 

How is most of your free time occuoied? -------------------------

~ is,t your favorite hobbies -------------~---------------

List all organizations and clu'Js of which you are a member --------------

Problem Checklist Check any of th~ fo 11 owi n9 that apply to you: 

( ) Headaclies { ) Dizziness { ) Fainting spells 

( ) l'alpitations ( ) Stomach trouble ( . ) No appetite 
'( ) Bo•.,el t:listurbances ( ) Fatigue ( ) insomnia 

( ) 'H'1htmares ( ) Take sedatives ( ) Alcoholism 

( ) !'lrun Abuse ( ) Flashbacks ( ) Feel tense 

( ) f'et?l oanicky ( Tremors ( ) Deoressed 
( ) Suicidal ideas ( Always worried ( ) Unable to relax 

( ) 1Jn.:1ble to have a 11ood time ( ) Don't like weekends or vacations 

( ) f'lv!'r-ar.ibitious ( Sexual problP.ms ) Shy wj th peoo le 
( ) ca~·t make friencs ( Can't make decisions ) Can't keeo a job 

( ) :nferiority feelinos ( ) Home conditions bad ( ) Superiority feelings 
( ) rinancial oroblems ( ) Convulsions ( ) Epilepsy 
( lle.1 rt trouble ( ) Diabetes { ) Cancer 

Hernia ( ) Missinq limbs ( ) Hallucinations 
r1e1 us ions ( ) Cor.trollin9 self ( ) Phobias 

Clhsess ions ( ) Paranoia ( Other - sriecify ___ 
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APPENDIX B (Continued) 
J'• I 

XJJI. rroaram Inter~ And Objectives 

IJC.. Estimated Terlliiation D;ite ------------------------

'--
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APPENDIX C 

IN THE DISTRICT COURT OF THE STATE OF WASHINGTON FOR ISLAND COUNT 

STATE OF WASHINGTON, 

Plaintiff, 

vs. 

Defendant. 

) 
) 
) 
) 
) 
) 
) 
) 
) 
) 

NO. 

ORDER FOR PRESENTENCE INVESTIGATIO 

It appearing from the files and records and evidence 

presented in this case that there is a need for a presentence 

investigation and, 

It appearing that the defendant. ...;.....~~~~~-~~-~~~-! 

meets the basic intake requirements of the Island County District 

Court Probation Program. 

IT IS HEREBY ORDERED that a presentence investigation 

be carried out by the Island County District Court Probation 

Services and that the results of said investigation be reportec 

DONE in open court this ____ day of 

19 __ _ 

JUDGE 

ORDER .FOR PRESENTENCE INVESTIGATION 
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APPENDIX D 

IN THE DlSTRlCT CvLi•'\'j' A'; LAi'lGLD 
ISLAND COUNTY, STATE OF WASHINGTON 

STATE OF WASHINGTON, ) 
Plaintiff,) 

) 
vs. ) 

) 
) 

Defendant.) 

Case No. TRU 289 ORDER SUSPENDING SENTENCE AND 
PLACING DEFENDANT ON PROBATION 

This matter having come on for hearing in open Court on the 8th 

day of _ __:M;.;;.a;:;;.y..__ _____ • 19...J!Q_, the defendant, ___ _ 

the defendant having been heretofore served with a copy of the citation 

charging the defendant with! driving over the centerline and driving 

while intoxicated 

and the defendant having been arraigned and having entered a plea of guilty, 

or having been found guilty after trial, and the Court having inquired of the 

defendant if he or she has any reason why judgement and sentence should not be 

entered against him or her in this cause, and the defendant not having any 

such reason, and the Court having advised the defendant of his or her rights 

as required by law, pursuant to RCW 9.95.200 and 9.95.210, 

NOW THEREFORE, ORDERS, ADJUDGES and DECREES, 

That the defendant~ -~-------------~' is guilty of the crimes of 

driving while intoxicated 

as charged in the ___ c_i_t_a_t_i_o_n ____ , and, pursuant to .RCW 9. 95. 200 and 

9.95.210, is placed on probation and the execution of sentence is suspended, 

as follows: -.$50 fine suspended; 7 days in jail suspended on condition 

that ciefendant attend Alcohol Inforrr.ation School and relliain on probation 

for a period of one year 

O?J:IER SUS?EKDING SEKTENCE AXD PLACING DE?EXDAKT O~ PROBATION Page 1 of 3 
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APPENDIX D {Continued) 

Tne TER.~S and CONDITIONS of the SUSPENSION and PROBATION shall be 

as follows: 

l. The defendant shall conduct himself or herself as a decent, upright, 

law-abiding citizen at all times and comply with all laws. 

2. The defendant shall report to the Director' of the Island County 

District Court Probation Service, 

each month or as instructed by the Director and shall comply with all 

rules and regulations applicable to the defendant issued by the 

Director. 

3. · The defendant shall pay, ·through the office of the Deputy Clerk of 

the District Court at Langley, the sum of $ 36.25 

items below are paid in full: 

a. Court costs 
b. Restitution 
c. Reimbursement to Island County toward 

fee of court-appointed attorney 
d. Fine 

·, until the 

$ 4.00 ------$ ______ _ 

$--........--,....,.,--
$ 32.25 ------

4 •. Defendant's duty to make the payments pursuant to item 3 above shall 

exist only so long as defendan·t has the present financial abi~ity to 

pay without causing undue hardship to himself or herself or depen

dants. Revocation of this probation /·or non-payment shall occur 

only'if defendant wilfully fails to make payment having the financial 

ability to do so or for wilful f c.ilure to make a good faith reasor.able 

effort to acquire the means to make payment. Defendant may petition 

the Court to adjust the amount of any installment payment or the 

total amount due to fit his or her changing financial situation. 

UPON FULFILLHENT of the terms and conditions of this Probation, the 

defendant may apply to this Court, or the Probation Officer may request this 

Co~rt, to release the defendant from Probation. 

ORDER SUSPENDING SENTENCE A..~"D PLACING DEFEN'DAi~T ON PROBATION Page 2 of 3 
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APPENDIX B (Continued) 

UPON FAILURE of the defendant to comply with the terms of this Probation, 

defendant will be ordered to show cause why the suspended sentence should not 

be withdrawn and the full sentence imposed on the defendant. 

This ORDER placing defendant on Probation and Suspending the sentence 

in whole or in part, signed this 9th day of May , 19 80 
~~~ 

in the presence of defendant ~~~. 

C~urt Commissioner 

ORDER SUSPENDING SENTENCE Al\TD PLACING DEFEhTDA...~T ON PROBATION Page 3 of 3 
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APPENDIX E 

.· 
4 IN THE DISTPJ;CT COURT OF ISLAND COUNTY, STATE. OF WASHINGTON 

19 I 

20 ii 
21 I . I 

22 

23 

24 

.. 25 

26 
i 

27 I: 
28 :1 !, 

29 11 

30 
,, 
~ : ., 
:, 

21 •' 
'I 
;I 

22 :1 
I ,, 

'1 
!1 

S'!'ATE OF WASHINGTQl, ) 
) 

vs. 

· Plaintiff; ·) 

.· ... - '·· 

) 
.) 
) 
) 
} 

Defendant. ) 

~~~~~~~~~~~~~-> 

No. 7238 

0 RD ER 

I 

This matter having come on regularly for hearing before 

the undersigned Judc;i:e for consideration and for sentencinc;i: and 

the Court having received the reports of Oak Harbor Police 

Department, the Island County Sheriff's Office, and 
I 

: , Assistant Probation Officer, and the Court having considerec' 

the matter fully, hereby 

O!<DER 

FINpS: 

1. That is quil ty of violation of 
his probation in the above-entitled case and is 
awaiting sentencing. 

2. That it appears likely he has severe emotional 
problems reouiring treatment. 

. . : . 
3. That the Court has probable cause to believe 

needs treatment and further evalua
tion of his mental proble~s. 

4. ~hat the Court needs such information as will 
be generated by an evaluation in order to properly . 
sentence the defendant. 

5. That since being ?lacec on probation, defendant 
has attempted to take his own life on two different 
occasions. 

P.::ige 1 of 2 
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APPENDIX E ·(Continued) 

Based on these Findings and· Conclusions, it is hereby 

ORDERED: 

l. That be committed to Western 
Washington State Hospital for treatment and evalu
ation for a period no~ to exceed ninety days, and 
that there he is to be.held in custody until com
pletion of said.evaluation and treatment. 

2. ·That Western Washington State Hospital shall 
furnish to the Court an evaluation of the mental 
and emotional condition of and a 
prognosis for·his treatment. 

• 
3. That t;POn completion of the evaluation and 
treatment by Western· Washi:igton State Hospital 

shall be returned to the custody of 
the Island County.Jail and then to be brought as 
soon as possible before this Court for sentencing . 

DONE 'IN OPEN COURT this -1 l· day of October·, 1977. 
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STATE OF WASHINGTON, ) 
Plaintiff•· ) 

.) 
vs. ) 

ISLAND $e~1iftsTKicT C:OURT 

.. ' •: ., 

NO. · ) 
) 
) 

. : Defenciant. ) 

AFFIDAVIT OF PROBATION VIOLATION AND 
MOTION FOR 'ISSUANCE OF BENCH 'WARRANT 

:·' . : 
. ' 

,f 

STATE OF WASHINGTON ) '·.-:· 

COUNT'! OF ISl.AND ) aa. 

being first duly sworn. deposes and aaya: 

That he ia and was at all.times mentioned herein a duly appointed. qualified 

and acting Probation Officer of the Island County District Court; 

That defendant was convicted in the above-entitled court'., on the ---- day 

of 19 ____ , of the crime of --------------~ 

----------------- and on the ___ . _. day of ---------

19~• was admitted to probation by order of the above-entitled court for a · 

period of ----------• on certain terms and conditions as contained in 

the Order Granting Probation filed herein; 

That the said defendant has· violated the.terms of h ___ probation herein 

imposed upon h ___ in- that: 

WHEREFORE, Affiant hereby prays and respectfully moves this Court to revoke 

the probation hereinbeiore granted and co issue a Bench Warrant for the arrest of 

said defendant. 

Executed at----------~' Washington, on -----------

; I declare under penalty of perjury that the foregoing is crue. 

• .... 
)iiSTR.IC~ COURT ?~OBAT.IO~- .'?FFICER 

i):i'S-21 
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PART III 

ISSUES IN DESIGNING AND EVALUATING A MODEL PROCESS 
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Craig Haney has stated that academic psychologists, among other 
social scientists, "who are trained to value the creative aspect of their 
science and who expect courts to be impressed with especially innovative 
approaches to problem solving, for example, are likely to be 
disappointed" (1980, P• 171). He suggests that the conservative nature 
of legalism rejects criteria imported from "outside the law." 

Our experiences in collecting the descriptive data in Part II of 
this book did nothing to dispel Haney's notion of realism. We make the 
propositions and recommendation for change in Part III as realists, 
recognizing that our major audience is not the chapters of legal 
reformers, but administrators, program managers, planners, and evaluators 
who are more apt to accommodate changes in forensic mental health 
services to the law as it exists. The model forensic examination process 
and propositions presented should not be conceived as tested hypotheses. 
They are not. Rather they are hypotheses that we "discovered" in the 
conduct of our evaluability assessment of the forensic examination 
process (cf. Glaser and Strauss, 1967, for a discussion of the 
distinction between hypothesis discovery and hypothesis testing)• Our 
hope is that the propositions, together with the model process of 
forensic screening and evaluation, contributes to a more testable and 
"evaluable" process. 

References 

. Glaser, B.G., and Strauss, A.L. The discovery of grounded theory: 
Strategies for qualitative research. Chicago: Aldine, 1967. 

Haney, C. Psychology and legal change: On the limits of factual 
jurisprudence. Law and Human Behavior, 1980, i(3), 147-199. 

573 



process signalling that the individual has now become a client, as well 
as being a defendant or convicto Formal acknowledgement of receipt of 
the referral request should be made by mental health personnel. The 
court of record, defense counsel, prosecuting attorney, and those law 
enforcement officials likely to be called upon to transport the 
client-offender to the place of examination, should be informed of the 
date of receipt of the referral and the date, time, and place of the 
examination. The defense and prosecuting attorneys should not only be 
reasonably well informed about the circumstances surrounding the referral 
request, but should be given the opportunity to avail themselves of 
information relating to the details of the screening and evaluation 
processo Notice of the receipt of the referral request should serve this 
purpose. Similarly, notice should be sent to the court to allow for 
accomodation of any hearing or trial schedules to timing the screening 
and evaluation process. The importance of this step in the delineation 
of the referral question (Figure 60, Point 3) lies in the need for 
coordination of the criminal justice system and the mental health system, 
at the earliest possible moment, to serve the best interests of the 
client-offender, the court, and others affected by the examination 
process. 

Following the receipt of the referral request and acknowledgement 
thereof, the forensic mental health facility receiving the request begins 
the accumulation of documentary materials relevant to the case and the 
psycholegal question asked (Point 4). The appropriate delineation of the 
screening and evaluation process to this point, should greatly facilitate 
the selective accumulation of information relevant to the acquisition 
phase of the process. For example, police records of the alleged offense 
are of questionable value in the evaluation of present and future fitness 
to stand trial. Also, the accumulation and review of such records may 
entail unnecessary costs as well as the threat of prejudicial evaluation 
of client-offenders on such circumscribed psycholegal questions. The 
model process suggests (at Point 4) the informed and selective 
accumulation of documentary materials specifically relevant to the case 
and the presenting psycholegal question. 

Acquisition 

Ethical guidelines for the practice of psychology (American 
Psychological Association, 1981), psychiatry (American Psychiatric 
Associationp 1973), and social work (National Association of Social 
Workersp 1967), as well as emerging case law that broadens defendants' 
pretrial rights (cf. Estelle v. Smith, 1981), suggest that 
client-offenders be informed of the likely consequences of their 
participation in the forensic screening and evaluation process. While 
the use of deception, coercion, and the administration of drugs to obtain 
a confessionp without the client-offender's consent, is considered 
clearly unethical conduct for mental health professionals (cf. Curran, 
1980), neither law (cf. Bonnie and Slobogin 1980, 496-503) ~practice 
specifies the necessary preliminary communications explaining how the 
information obtained will be used. 
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Our experiences in collecting the descriptive data in Part II of 
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hope is that the propositions, together with the model process of 
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Chapter 9 

A MODEL PROCESS OF FORENSIC MENTAL HEALTH SCREENING AND EVALUATION 

The definitions, framework of inquiry, and descriptive research 
reflected in the first two parts of this book are the basis for the model 
process of forensic mental health screening and evaluation presented in 
this chapter. The model is consistent with the definition of the process 
of forensic mental health screening and evaluation in Chapter 2 insofar 
as it is in generalized form applicable to all types of forensic 
screening and evaluation (e.g., competency examinations as well as 
determinations of amenability to treatment). Recommendations implied by 
the steps of the model center on those changes involving little in the 
way of legal reform, and very little in the way of legalistic reasoning. 
As we discussed in Chapter 1, and in the foregoing introduction to Part 
III, our concern is not with what should be--as expressed by the 
substance of the law--but with the reordering of what is--the procedures 
of forensic mental health screening and evaluation. 

The chapter is divided into three parts, consistent with the 
conceptualization of the forensic mental health screening and evaluation 
process used throughout this book: delineation, acquisition, and 
provision. The model process incorporates 14 steps. Figure 60 presents 
the model process in schematic form. 

Delineation 

While it is axiomatic that the form of a question determines in 
large part the answer, a major deficiency in the operations of forensic 
screening and evaluation is in the formation and communication of the 
psycholegal question to be addressed. Our analysis of the typical 
requests and orders for screening and evaluation indicated that they are 
largely reflexive and routine (often citing no more than a state's law by 
code number), and almost totally devoid of specific information relevant 
to the screening and evaluation process • 

The four steps (Figure 60, Points 1 through 4) in the delineation 
component of the model address this deficiency. We propose that the 
screening and evaluation process be initiated by means of the thoughtful 
creation of a referral request (Point 1). A written statement including 
the following.information should document the request: (a) specific 
behaviors observed (or documented in records of past mental health 
interventions) that have led the initiating referral agent to consider 
forensic mental health screening and evaluation of the client-offender; 
and, (b) how these behaviors are linked to the psycholegal concept 
(competency to stand trial, insanity, or amenability of treatment, and so 
forth) statutorily applicable to the case. This should be done 
regardless of whether the request is made before, during, or after trial, 
and what the legal considerations may be (i.e., competency to stand 
trial, sentencing alternatives, and so forth). The written statement 
should be executed by the individual initiating the request for 
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Delineation 

1 2 3 4 

~ Creation of Transmission Receipt of 
Referral of Referral Referral 
Request Request Request 

Acquisition 

8 Psychological 
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~ 
5 6 7 11 
Consent Review of Personal Synthesis and 
Procedures Case File Interview Formation of 

Psycholegal 
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10 Other 
Inquiries 

Provision 

~ 
12 13 14 

Figure 60. A Model Forensic Mental Health Examination Process. 
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examination; presumably, the individual with the information about the 
client-offender's behavior and the justification for invoking action by 
the forensic mental health system. 

The degree of judicial review and relevance of the adversarial 
process, following the creation of the referral request, on arguable from 
legal and practical bases. The judicial rejection of a requst, or the 
denial of a motion for mental health examination, for example, may cause 
a case to be overturned on appeal. Or, a formal adversarial hearing 
after conviction (but before sentencing) to consider the mental health of 
the client-offender may have significant consequences for the sentence. 
Also, the demand that all referrals be in the form of written motions may 
in itself reduce frivolous and unnecessary requests for forensic mental 
health examinations (cf. Roesch and Golding, 1980; also, Chapter 10 in 
this volume). Although we deal briefly with the question of judicial 
review of motions in the next chapter, we leave the issue of the judicial 
and adversarial scrutiny of referral requests largely unresolved. 

Our proposition discussed in Chapter 10 that requests for 
screening and evaluation be in the form of written motions is practical 
in intent. The wishes of the actors in the legal.setting are customarily 
conveyed by motions and court orders. As we have seen in Part II, the 
court order in most jurisdictions does not lend itself well to the full 
communication of the psycholegal question in the request for forensic 
examinations: it is an order to initiate a process, not an instrument 
for delineating the examination process itself. The formal motion, on 
the other hand, assumes judicial review or scrutiny by opposing parties 
of the facts and circumstances prompting the referral. Importantly, all 
other things being equal, the criminal justice system also seems more 
receptive to the accomodation to existing legal procedures for 
communicating its wishes than it is to adoption of unfamiliar (albeit 
eminently reasonable to non-lawyers) extra-legal procedures such as 
teiephone or face-to-face contacts between referral agents and mental 
health professionals, or the submission of nonlegal referral 
instruments. While the written motion may not have been executed 
primarily with the forensic mental health professional's need-to-know in 
mind (see Chapter 10), it has the effect of providing the examiner with 
the necessary information to answer the specific psycholegal question 
before the court. We, thus, propose that the transmission of the 
referral request to the forensic examiner be in the form of a formal 
motion, containing the facts and circumstances defining the specific 
psycholegal question (see Figure 60, Point 2). The formal court order, 
if accompanying the motion, simply authorizes the initiation of the 
process of screening and evaluation. 

Once the referral request has been created by the criminal justice 
system and transmitted to a forensic mental health facility by means of a 
motion, court order, or some other more informal means, the jurisdiction 
of the forensic mental health system is invoked. The mental health 
personnel's responsibilities begin. The receipt of the referral request 
by mental health personnel (Point 3) is a critical feature of the model 
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process signalling that the individual has now become a client, as well 
as being a defendant or convict. Formal acknowledgement of receipt of 
the referral request should be made by mental health personnel. The 
court of record, defense counsel, prosecuting attorney, and those law 
enforcement officials likely to be called upon to transport the 
client-offender to the place of examination, should be informed of the 
date of receipt of the referral and the date, time, and place of the 
examination. The defense and prosecuting attorneys should not only be 
reasonably well informed about the circumstances surrounding the referral 
request, but should be given the opportunity to avail themselves of 
information relating to the details of the screening and evaluation 
process. Notice of the receipt of the referral request should serve this 
purpose. Similarly, notice should be sent to the court to allow for 
accomodation of any hearing or trial schedules to timing the screening 
and evaluation process. The importance of this step in the delineation 
of the referral question (Figure 60, Point 3) lies in the need for 
coordination of the criminal justice system and the mental health system, 
at the earliest possible moment, to serve the best interests of the 
client-offender, the court, and others affected by the examination 
process. 

Following the receipt of the referral request and acknowledgement 
thereof, the forensic mental health facility receiving the request begins 
the accumulation of documentary materials relevant to the case and the 
psycholegal question asked (Point 4). The appropriate delineation of the 
screening and evaluation process to this point, should greatly facilitate 
the selective accumulation of information relevant to the acquisition 
phase of the process. For example, police records of the alleged offense 
are of questionable value in the evaluation of present and future fitness 
to stand trial. Also 9 the accumulation and review of such records may 
entail unnecessary costs as well as the threat of prejudicial evaluation 
of client-offenders on such circumscribed psycholegal questions. The 
model process suggests (at Point 4) the informed and selective 
accumulation of documentary materials specifically relevant to the case 
and the presenting psycholegal question. 

Acquisition 

Ethical guidelines for the practice of psychology (American 
Psychological Association, 1981), psychiatry (American Psychiatric 
Association, 1973), and social work (National Association of Social 
Workers, 1967), as well as emerging case law that broadens defendants' 
pretrial rights (cf. Estelle v. Smith, 1981), suggest that 
client-offenders be informed of the likely consequences of their 
participation in the forensic screening and evaluation process. While 
the use of deception, coercion, and the administration of drugs to obtain 
a confession, without the client-offender's consent, is considered 
clearly unethical conduct for mental health professionals (cf. Curran, 
1980), neither law (cf. Bonnie and Slobogin 1980, 496-503) or practice 
specifies the necessary preliminary communications explaining how the 
information obtained will be used. 
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A common-sense of fairness dictates that a client-off ender be 
given the opportunity to be cautious about the information he or she 
reveals, i.e., to inhibit full disclosure and thereby limit the state's 
access to information. Even in cases of legally compelled examinations 
(where the state is entitled to an independent evaluation after the 
client-off ender has given notice of the intent to assert a defense based 
on mental aberration), a forewarning that leads to cautious participation 
by the client-off ender does not necessarily constitute a complete refusal 
to cooperate with the state examiner (such refusal may block any mental 
testimony on the client-offenders behalf [cf. Bonnie and Slobogin, 1980, 
Note 215]). If the state is entitled to compel an examination, argue 
Bonnie and Slobogin (1980, p. 501-502), such warnings may be 
"superfluous" serving "only to complicate the data collection process." 
We disagree. Theirs may be the correct legal analysis of unresolved 
legal questions, but it does not take into account the professional 
ethics of the examiner, who must choose between an honest explanation of 
the process to the client-offender, or a course of omission close to 
deceit. 

We propose (Figure 60, Point 5) that the acquisition component of 
the screening and evaluation process begin with a clear and honest 
explanation of the likely consequences of participation in the process. 
Jonas Rappeport, a psychiatrist and Medical Director of the Baltimore 
Court Clinic (see Chapter 4 in this volume), has proposed to the American 
Academy of Psychiatry and the Law that the following information be 
provided to a client-offender before a forensic mental'health evaluation 
by a psychiatrist (Rappeport, 1981): 

(a) the goal of the examination is not treatment; 

(b) the examiner, although a psychiatrist, should not be 
considered the client-offender's physician, i.e., the 
patient-doctor shield does not apply; 

(c) for whom the examination is conducted (i.e., who the client 
is); 

(d) what is to become of the information acquired; and, 

(e) what might result from full disclosure of the information. 

An additional consideration at this point in the model process is 
the client-offender's authorization to release or transfer of 
confidential information. As cumbersome as it may be to the screening 
and evaluation process from an administrative point of view, such 
authorization only makes sense if it occurs after the client-offender has 
been informed that full cooperation and honest disclosure might not be in 
his or her best interest. 

Assuming that the accumulation of documentary materials (Point 4) 
relevant to the case has gone well, the next critical feature of the 
acquisition component of the model process is the thorough review of the 
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client-offender's case file (Point 6). Our observations of practice 
suggested that the review of case files typically was cursory, often 
completed only moments before (or even during) the clinical interview of 
the client-offendero At the minimum, we suggest that the accumulation of 
collateral information from sources other than the client-offender (at 
Point 4 of the model process) be balanced against a forensic facility's 
resources to review (Point 6) and use such information in the formation 
of the psycholegal opinion (Point 11). Background information 
accumulated in the client-offender's file, but unused may prove 
prejudicial to the client-offender at some future time. Information 
gathered for one purpose may be used inappropriately for another purpose 
(for example, records accumulated to support a pretrial examination of 
competency may provide investigatory leads during the trial and at the 
time of sentencing). It does not seem unreasonable to propose that the 
mental health professional who is to conduct the personal clinical 
interview with the client-of fender spend at least one hour reviewing the 
case file. Further, in many cases, especially those involving questions 
about the client-offenders competency to assist his defense attorney, 
review of the case file would include· contact with the attorney or 
referral agent. 

The centerpiece of the acquisition component of the screening and 
evaluation process is the personal interview of the client-of fender by a 
mental health professional (Figure 60, Point 7). The interview should 
not precede the delineation of the forensic mental health examination 
(Points 1-4), should only be initiated after the consent procedures 
(Point 5) have been disposed of appropriately, and, finally, should only 
occur after the examiner has had adequate time to review the case file 
(Point 6). While there was great variability among the twenty forensic 
facilities described in Part II of this volume, and between individual 
examiners in the use of psychological tests, social assessments, and 
other inquiries (e.g., competency screening instruments, interviews of 
individuals other than the client-offender, neurological examination, and 
other more exotic investigative devices such as the administration of 
sodium amytal [truth serum], hypnosis, or a polygraph), all the 
facilities studied and examiners we queried used the personal clinical 
interview to reach a psychological opinion in !!!cases. 

Of course, the specific content, format, style, and length of the 
personal interview will be dictated by the overt and latent reasons for 
the referral for examination, the nature and specificity of the 
psycholegal question posed, the policies and resources of the forensic 
facility, the nature of the case, the behavior of the client-offender at 
the time of the examination, and importantly, the background, 
experiences, and preferences of the examiner. But generally, a personal 
interview begins with preliminary questions and statements by the 
examiner designed to build rapport and allay any anxieties that the 
client-offender may harbor; this may include discussion ensuring that the 
consent procedures (Point 5) have been dealt with adequately. The 
interview may then proceed to a "mental status examination," a generic 
phrase generally referring to the evaluation of the client-offenders 
general appearance, speech, mood or affect, thought content, 
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intelligence, insight, judgment and any abnormal mental trends (cf. 
Gerard, 1974; Lawrence, 1980). Questions are then asked which address 
the specific psycholegal question such as competency, insanity at the 
time of the alleged offense, or sentencing alternatives. One Ohio social 
worker typically asks a client-offender, "Tell me about the offense," 
during presentence evaluations. Personal interviews may include the use 
of questions adapted from standard instruments such as the MMPI and the 
Competency Screening Test (McGarry et. al., 1973), although such tests 
are rarely administered in full during an interview. 

Only when and if the examiner is unable to reach an opinion 
regarding the psycholegal question at the conclusion of the personal 
interview are other inquiries initiated. Of course, the examiner may be 
able to reach an opinion, but it may not necessarily be conclusive. For 
example, an examiner may be unable to determine conclusively that a 
client-of fender was legally insane or sane at the time of the alleged 
offense, but yet be of the firm opinion that a conclusive determination 
of sanity is not forthcoming, even after additional evaluation procedures 
are brought to bear on the question. Following the model process would 
thus preclude psychological testing, social assessments, and other types 
of inquiries (Figure 60, Point 8 through 10) in all but controversial or 
very complex cases, and in extraordinary settings (e.g., facilities such 
as the Forensic Psychiatry Clinic, at the University of Virginia, which 
fulfills an educational as well as a service function). 

We estimate that all but a small percentage of competency 
evaluations and presentence evaluations that are performed in the twenty 
forensic mental health facilities described in Part II would require 
further data collection directly from the client-offender or "third 
party" sources following the personal interview with the model process in 
place; similarly, more than one-half of the insanity evaluations would 
likely lead to psycholegal opinions without further psychological 
testing, additional interviews, social assessments, and other inquiries. 
Indeed, in some of the forensic facilities we visited, data acquisition 
beyond the personal interview was largely routine and pro forma and only 
rarely actually used to reach an opinion, except when the need for 
further inquiry arose during the personal interview and was specifically 
requested by the examiner. A conservative estimate of 30 percent of the 
cases handled by the Medical Service of the Supreme Bench of Baltimore 
City (see Chapter 4, PP• 69-71) are concluded after only the clinical 
interview, yet the routine administration of a standard battery of tests 
and interviews with the client-offender's family may still be performed 
prior to, simultaneous with, or after the interview. 

Restricting the use of inquiry beyond the personal interview with 
the offender to after the personal interview has occurred, and only upon 
the urging of the examiner, has a number of advantages. The model 
process comports with the judgments of examiners, if not practice, on 
this point. Most of the psychiatrists, psychologists, and social workers 
we interviewed expressed confidence in their ability to reach a 
psycholegal opinion based solely on the review of the case file (Figure 
60, Point 6), containing accumulated documentary materials (Point 4), and 
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the personal interview of the client-offender in most cases. The need 
for further data collection, they said, arose from uncertainty or 
unanswered questions during the interview. Suspecting mental retardation 
from the responses of a client-offender during a personal interview, for 
example, the examiner may request the administration of an intelligence 
test to support the hunch. Or, suspecting malingering by the 
client-offender, the examiner may administer portions of MMPI or conduct 
another interview. But the routine administration of psychological tests 
and other inquiries in the absence of questions or uncertainty arising in 
the interview seems unjustified. An exception to this restriction in the 
model process of the use of inquiries beyond the interview might be when 
the case is extremely controversial, complex, or publicized, or involves 
a particularly bizarre alleged crime. But even in such cases where a 
neurological examination, and the administration of an intelligence test, 
the MMPI, and the Rorschach, for example, may have been prompted by a 
fear of adverse publicity (and not uncertainty about the psycholegal 
referral question) the data acquisition does comport with the model 
process. That is, the use of psychologicar-testing (Point 8), interviews 
with family members of the client-offender and others (Point 9), and 
other inquiries including such procedures as neurological examination 
(Point 10) is purposive and not pro f orma. 

It is interesting to note what seemed a universal assumption among 
the psychiatrists, psychologists, and social workers we interviewed, 
namely that examinations of sanity at the time of the alleged offense 
were far more complex and almost always demanded more data collection and 
analysis, as well as being more controversial, than examinations of 
competency or presentence examinations. Without fail, the examiners we 
queried stated that competency examinations required shorter personal 
interviews and fewer additional inquiries than insanity examinations. 
While this discrepancy in practice is understandable, and even 
justifiable, on the basis of the greater public attention afforded the 
insanity examination, it is questionable whether the determination of 
insanity at the time of the offense necessarily demands more data 
acquisition and analyses than competency determinations. Psychiatrist 
Walter Bromberg, for example, contends that the competency examination 
"involves many more psychiatric combinations and permutations than appear 
to confront the examiner in estimating the presence of insanity and the 
capacity to appreciate the criminality of the accused's conduct" (1979, 
pp. 89-90). We contend that much of the data collection in the 
acquisition component of the forensic mental health evaluation process 
beyond the personal interview is pro forma, often unnecessary, and based 
upon unexamined assumptions. The model process would preclude such pro 
forma allocation of more data acquisition to insanity determinations, for 
example. At the least, compliance with the model might force examiners 
to question the basis of such differential allocation of resources. And, 
importantly, purposive and sequential data acquisition according to the 
model process may have the advantage of providing an opportunity for 
research of the differential bases for and use of data acquisition to the 
various psycholegal questions. (See Chapter 13 for a further discussion 
of this last point.) 
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The synthesis of the information gathered and the formation of the 
psycholegal opinion is the last, yet crucial, step in the acquisition 
component of the model process (Figure 60, Point 11). The examiner may 
have reached a psycholegal opinion ("client-offender is competent") 
before this step, but yet have not anchored the determination in the 
specific legal context of the case. Addressing themselves specifically 
to determinations of competency, Roesch and Golding (1980) concluded that 
"(p]sychiatrists and psychologists, while competent to judge some aspects 
of behavioral and psychological processes, are ••• not sufficiently 
conversant with legal matters to be able to judges, within the Dusky 
criteria, whether or not ~defendant, facing these charges, in light 
of existing evidence, will be able to assist his attorney in a rational 
matter" (pp. 18-19, emphasis in original). Our own observations comport, 
generally, with those of Roesch and Golding. A deliberate effort by the 
examiner to link the psycholegal opinion to the investigation conducted, 
the facts of the case, and, especially, the general framework of 
applicable statutes and case law, would go far in making subsequent 
reports provided to the criminal justice system more useful. 

Provision 

As operationally defined in Chapter 2, the provision component of 
the evaluation process includes all the procedures involved in the 
creation, transmittal, receipt of the message containing information that 
is acquired by the examiner. In our view, it is an· important component 
of the evaluation process that has not received the attention that it 
deserves. The model process envisions three important steps in the 
provision of information acquired: the actual preparation of the 
communication between the examiner and the referral agent, the 
communication process itself, and the exchange of information about the 
consequences of that communication. A contention underlying the 
recommended steps for the provision of mental health information is that 
the written reports and other communications to the criminal justice 
system should accomodate, as much as possible, the practical needs of 
that system. 

Because the communication in response to the referral question as 
delineated (Figure 60, Points 1-4), is the sine qua ~of the entire 
examination process, the provision component should begin with a 
thoughtful preparation of the communication to the criminal justice 
system (Point 12). Although standard forms have procedural advantages, 
stereotyped forms of communications should be avoided. Considerations of 
the following should be given to preparation of each individual 
communication: 

(1) Medium of the communication. Should the psycholegal opinion 
and supporting reasons and evidence be conveyed in a written 
report, informal messages, expert testimony, or some 
combination thereof? 

(2) Description of facts, delineation and data acquisition 
components of examination performed, and reasoning underlying 
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the opinion of the examiner. Are these adequately 
communicated in a legally non-conclusory manner in language 
understandable and useful to the particular referral agent? 

(3) Format and length of communication. Are they in accord with 
the desires of the recipients of the communication? 

(4) Confidentiality. Has consideration been given to the 
confidentiality rights of the client-offender, and is the 
communication consistent with the explanation of the 
evaluation process and its likely consequences given to the 
client offender at the beginning of the data acquisition 
process? 

(5) Identity and authority of examiner(s). Does the communication 
describe the identity and qualifications of the examiner? 

(6) Timing and recipients of communication. Do they comply with 
applicable statutes and caselaw governing the transmission of 
the mental health communication, and a common-sense 
appreciation of the context-dependent nature of the 
communication? 

We propose that the actual transmission and receipt of the 
communication (Figure 60, Point 13) be accorded more attention by the 
mental health professionals actually conducting the delineation and 
acquisition of the screening and evaluation process. Who receives the 
information and psycholegal opinion, when, and how are questions that 
should not be left to be answered totally by clerical staff, although 
this is often the case especially in situations where examiners are 
employed as part-time consultants to forensic mental health facilities. 
Ideally, such questions should be considered generally in discussions 
between criminal justice personnel making the referrals for mental health 
evaluation, and the mental health personnel conducting the process; in 
specific instances, questions about who, when, and how, should be 
answered by the primary examiner. 

The final step recommended in the model process is follow-up and 
feedback (Point 14), i.e., procedures employed to ensure that the 
consequences of the communications to the criminal justice system have an 
effect on the improvement of the delineation, acquisition, and provision 
of forensic mental health screening and evaluation. That the 
consequences of the evaluation process, as reflected in the communication 
provided criminal justice referral agents, should govern the conduct of 
the process evaluation in a deliberate, planned, and continuous manner 
seems to make eminent sense. However, with only a few exceptions (e.g., 
the case disposition follow-up routinely conducted by the Pima County 
Court Clinic; see pp. 150-151), follow-up and feedback procedures in 
evidence in the forensic facilities we studied were largely informal, 
"hit-and-miss," and seemingly ineffectual in promoting improvements in 
the evaluation process. Special research studies or program evaluation 
efforts, in the judgments of the psychologists, psychiatrists, and social 
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workers we interviewed, made little or no impact on the conduct of the 
evaluation process (see the concluding subsections describing quality 
control, feedback, monitoring, and program evaluation in each of the 
twenty forensic facilities in Chapters 4 through 8 in Part II of this 
volume). 

Conclusion 

The model process presented in this chapter is a synthesis of our 
perceptions of good practices in the twenty forensic mental health 
facilities described in Part II of this book, the judgments of many of 
the criminal justice and mental health personnel we interviewed, as well 
as an integration of the observations of others described in relevant 
literature. The model describes what we consider the major components of 
the evaluation process--delineation, acquisition, and provision--in a 
manner that we hope places the process in the functional context of the 
legal system. Fourteen major sequential steps are proposed. 

A major aim of the model process is to balance the importance of 
the acquisition component, what we referred to in Chapter 1 as the 
mystique-producing "black box" of the forensic examination process, with 
that of the delineation and the provision components in which the 
criminal justice system and mental health system are most likely to 
interact. The steps and the components of the model process are broadly 
conceived and are described in a degree of detail that we hope is helpful 
to those who design and plan the resources for forensic mental health 
screening and evaluation primarily at a systems level. The model does 
not include a detailed set of recommendation of specific psychological 
and psychiatric assessments to follow the personal interview, for 
example, although some recommendations will be presented later in Chapter 
11. Nor does the model, for example, prescribe the form of the 
communication (see Figure 60, Point 12) to be provided to the referral 
agent. 

The next four chapters will expand the presentation of the model 
forensic mental health screening and evaluation process in this chapter. 
Chapters 10, 11, and 12 will describe the delineation, acquisition, and 

·provision components, respectively, in greater detail. These chapters 
will also present a number of specific propositions relevant to the 
performance of specific steps in the model process. The final chapter 
will attempt to place the forensic examination process in the context of 
public policy. It will also propose specific strategies for the program 
evaluation of the forensic mental health examination process. 
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Chapter 10 

DELINEATION: DEFINING THE PSYCHOLEGAL QUESTION 

The scene is a courtroom. Before the court is a client-off ender 
who exhibits, or has in the past exhibited, aberrant psychological 
functioning which has come to the attention of the court. In preparation 
for a possible defense based upon mental dysfunction, pursuant to a delay 
in the criminal proceedings to determine his or her client's fitness to 
stand trial, or as a legal strategy unconnected to any legitimate concern 
for the mental health of the client-offender, the defense attorney makes 
a motion to the court for a mental health examination of his or her 
client. Thus starts a chain of communications suggestive of the party 
game in which a short message is whispered to one individual, who in turn 
whispers the message to another, and so on, until the last person has 
received a whispered message. Predictably, the outcome of the game, 
announced aloud by the last person in line, is a garbled message bearing 
little relationship to the original message. 

A Hypothetical Example 

Consider a hypothetical, yet typical series of communications that 
serve to shape the psycholegal referral question that sets into action 
the data acquisition component of the forensic examination process. A 
defendant's possible mental dysfunction first comes to the attention of 
the defense attorney, who after some consideration conveys the request 
for a mental health examination to the court in the form of a petition or 
motion, which may be a formal written notice or, more typically, a simple 
statement in open court. A judge reviews the motion, and if he or she 
believes that there are reasonable grounds to believe that the accused 
has some mental dysfunction to warrant mental health examination, conveys 
his request for a forensic examination of the client-offender to an agent 
of the court in the form of a court order. It is this agent, typically a 
secretary to the judge, clerk, or bailiff, who transmits the intents and 
desires of the court to the mental health system. Note that in this 
hypothetical, yet not atypical example, the creation of the psycholegal 
question has involved at least three representatives of the criminal 
justice system (attorney, judge, and a secretary, clerk, or bailiff). 
Yet, the court's request for assistance in resolving a psycholegal 
question has not yet been constructed into a message, nor has it been 
transmitted to the mental health system. (See the model process in the 
previous chapter, especially Figure 60.) 

At this stage, the court clerk prepares a formal court order for 
mental health examination. The standard form used for this purpose has 
spaces for the defendant's name, case number or numbers, names of two 
psychiatrists to be drawn from a list of court-appointed experts, the 
date of the order, and the judge's signature. The standard order, 
written in formal language similar to that of the state's statutes, 
specifies the sections of the statute authorizing the raising of the 
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competency issue, appointments of psychiatric experts, and provisions for 
conducting the examination. The order also contains a short checklist of 
items relating to the perceived reasons for referral, headed by a 
sentence requesting that an official of the referring court check the 
appropriate items. The checklist includes such items as the nature of 
the offense, unusual or dangerous behavior seen in court, and disposition 
recommendations. Since this last portion of the order was added at the 
request of researchers at the local university a few years ago, and has 
rarely been used by the judges except for a short time immediately 
following the researchers' request, the clerk completes all but this 
portion of the court order and passes it to the judge for signature. 
Once signed by the judge, the clerk mails the court order to the forensic 
mental health unit of the county hospital with which the court-appointed 
psychiatrists are affiliated and where most of the court-ordered mental 
health examinations take place. Copies of the order are also sent to the 
county attorney and sheriff. 

The agent of the mental health system who first receives the 
formal order is unlikely to be the individual who actually conducts the 
examination. In his hypothetical example, the secretary of the 
hospital's forensic unit, upon receipt of the court order, telephones the 
clerk of the court for further information about the client-offender such 
as date of birth, age, race, marital status, charge, whether the 
individual is in custody, and if so, where, and the name and telephone 
number of the defense attorney. A second call is made to the county 
attorney's office to request the client-offender's file containing police 
reports and other information (e.g., Medical and psychiatric reports). 
Finally, a third call is made to the defense attorney to request 
information that may be helpful in the examination of the defendant. The 
actual procedures followed by the Pima County Court Clinic in Tucson, 
Arizona (see Chapter 4), in response to requests for examinations of 
competency to proceed to trial or criminal responsibility, includes a 
telephone call to the client-offender's attorney made by a secretary to 
obtain the following information, recorded on a standard form by the 
secretary: the client-offender's prior offenses, prior mental health 
treatment, history of substance abuse, history of behavior, family, or 
marital problems, educational background, and any "bizarre" behavior 
noted by the attorney or judge that might have prompted the request for a 
forensic mental health examination. 

At this stage of the hypothetical example, the secretary of the 
forensic unit (1) schedules an appointment time when the psychiatrist is 
available to conduct a personal interview with the client-offender, (2) 
makes arrangements with the sheriff for transportation (if the 
client-offender is in custody by law enforcement authorities) to the 
forensic unit and, (3) prepares a case file, containing all information 
acquired by the secretary, for review by the examining psychiatrist 
immediately prior to the scheduled time for the personal interview. Thus 
ends the typical process of delineation that serves to define the 
psycholegal questiono 
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Beginning with the client-offender, this chain of communication 
between the criminal· justice system and the mental health system has 
linked the defense attorney who petitioned the court for a halt in the 
proceedings to consider the defendant's mental condition, the judge, the 
judge's agent who executed the request of the court, the mental health 
worker who received the request and compiled the necessary documentary 
materials, and finally, the mental health professional conducting the 
examination. Of course, once a psycholegal opinion is reached by the 
examiner, the links in this chain of communication are retraced in order 
to provide the court with the information requested (see Chapter 12). 

Inattention to Delineation of the Examination Process 

Proposition 1: Far more attention should be paid, and professional 
resources allocated to the delineation component of the 
forensic screening and evaluation process. 

Our aim in presenting the above hypothetical example is to 
emphasize the importance of the delineation component of the process of 
forensic mental health screening and evaluation. While its importance 
has been acknowledged by some observers (e.g., Lawrence, 1980; McGarry, 
1980; Roesch and Golding, 1980, pp. 191-200), the operational aspects of 
the delineation component tend to be largely overlooked in the writings 
of forensic psychiatry and psychology. 

In a recent review, for example, Richard Bonnie and Christopher 
Slobogin (1980), law professors at the University of Virginia, make a 
thoughtful and well balanced presentation of general principles for 
improving the quality of forensic evaluations. They begin their 
discussion, however, with the data acquisition component process (see 
Figure 60, Chapter 9) largely skipping any mention of the operational 
aspects of delineation of the psycholegal question. Though they 
acknowledge that an "ideal" forensic evaluation "should afford the 
evaluator maximum access to relevant, reliable information about the 
subject and his alleged behavior" (p. 496), their focus is on "clinical 
methodology" and the law, and they thus shed little light on the manner 
in which the forensic evaluation is delineated operationally to become an 
effective instrument of the legal system. A. Louis McGarry, a professor 
of psychiatry who has written extensively in-the area of forensic 
psychiatry, gives more attention to the delineation of the elements that 
should be covered in a forensic examination and in the preparation of 
reports to the court (McGarry, 1980). He cites practical examples of 
reports addressing the question of competency, and describes very clearly 
the circumstances and purposes of the evaluation as he sees them. But 
the operations whereby a "clear understanding on the part of the 
examiners of what legal questions are being asked" (McGarry, 1980, p. 
739) is obtained are left unexplored. Finally, in an article discussing 
psychological testing in legal settings, George Parker, a practicing 
psychologist, barely acknowledges the role of such testing as an 
instrument of the criminal justice system, and makes nd mention of the 
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delineation of the psycholegal question to which that instrument might be 
addressed (Parker, 1980). 

Few professional resources seem to be allocated to the delineation 
component in practice. Delineation of the psycholegal question seems 
particularly problematic in jail-mental health relationship. The Mental 
Health Diagnostic Services for Jail Inmates in the Nashville Sheriff's 
Office, for example, receives very little information or form.al 
instructions from the Metropolitan Jail when a client-offender is 
referred. The only referral information available to mental health 
personnel is contained in a "bound-over docket" list, which gives only 
the client-offender's jail identification number, the court docket 
number, and the pretrial release status of the client-offender (see 
Chapter 5). 

This inattention to the delineation component of the forensic 
evaluation process in the writings of lawyers, psychiatrists, and 
psychologists in the area of mental health and law. is understandable when 
one considers what might be the functional role of these individuals in 
the hypothetical delineation process described above. The lawyers might 
be preoccupied with trial tactics and the language of the legal tests, 
together with locally relevant law, applicable to the case at hand. The 
psychiatrist might concern himself or herself primarily with the case 
file presented to him by the secretary of the forensic unit and his 
preparation for the client-offender scheduled for a personal interview 
less than an hour away. For the psychologist, the smooth administration 
of the instruments of his or her trade to difficult subjects, and the 
accurate and reliable interpretation of the client-offenders' test 
responses, in support of the opinion-formation process, would most likely 
be the central concern. Indeed, given the traditional roles of the 
lawyer, psychiatrist, and psychologist in forensic mental health 
evaluation, it is unlikely that they would be much involved in the 
delineation process depicted in the hypothetical example. The operations 
of delineation would most likely fall to administrative or other support 
personnel in the mental health and criminal justice systems. Such is the 
case in the Pima County Court Clinic in Tucson, for example, where 
administrative personnel of the clinic have recently created detailed 
operational guidelines for the delineation process specifically for each 
of its referral sources (see Chapter 7). 

To what extent, then, is the fidelity of the defense attorney's 
and the judge 1 s initial concern for the client-offender's mental 
condition maintained and transmitted to the examiner? (We are reminded 
of the party game of successive whispered messages.) Considering that 
the procedures involved in the delineation component, including the 
accumulation of documentary and research material, are largely 
accomplished by criminal justice and mental health personnel other than 
attorneys, judges, psychiatrists, psychologists, and social workers, 
without formal licensure or certification, to what extent should their 
role in the opinion-formation process of certified examiners be 
acknowledged? Should individual examiners, or the administrators of 
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forensic evaluation programs, be made aware of factors other than 
psycholegal considerations (e~g., pretrial detention of a troublesome 
defendant) prompting the mental health evaluation referral, factors 
probably better known to the persons engaged in the steps of the 
delineation component? And, if so, how should this knowledge affect the 
process of forensic mental health screening and evaluation? These 
questions address concerns central to the delineation component and will 
be discussed later in this chapter. They address not the issues raised 
by the written rules of substance and procedure in mental health law, but 
in the "socialization of the law" (cf. Perlin, 1980) reflected in 
operations that abound in the interactions of the mental health and 
criminal justice systems. 

In the remainder of this chapter, we turn to a discussion of 
procedures and issues in the delineation of the forensic evaluation 
process, including the construction of the presenting problem, as 
informal motions for forensic examination, and the creation of the 
referral request; the source and transmission of the referral request; 
the receipt and translation of the referral request for mental health 
examination; and the potential for misuse of the examination process. 
Interspersed in the remaining text of this chapter (as well as the 
following three chapters) will be tersely stated propositions relevant to 
the discussion at hand. We hope that the propositions and the discussion 
will serve to better articulate the model process presented in the 
previous chapter and contribute to a better understanding of the various 
screening and evaluation processes described in Part II of the book • 

We first turn our attention to a legal mechanism for delineation 
that was conspicuous by its absence in the twenty jurisdictions we 
studied. 

Motions for Mental Health Evaluation 

An attorney or judge, alerted to the possibility of mental 
dysfunction in a defendant by some observed event or fact (e.g., strange 
behavior on the part of the client-offender), must link this observed 
fact with one or more of the legal constructs that make up the fabric of 
mental health law. Typically, referred to as the "reasons for referral" 
in court orders for mental health examination, these constructs include 
competency to stand trial (broadly conceived to include competency to 
participate in the entire criminal proceedings, including the entering of 
a plea and to waive the right to counsel), insanity, criminal 
responsibility, dangerousness, and amenability to treatment, to name the 
most frequent. It is the articulation of these psycholegal constructs, 
termed "open concepts" or "concept with open texture" whose meaning "can 
never be fully reduced to a set of concrete operations and observational 
terms" (cf. Roesch and Golding, 1980, p. 12, writing specifically about 
competency to stand trial), that has drawn the attention of the legal and 
forensic mental health literature. Raising the issue of mental health in 
the legal contexts by a formal motion or petition for examination 
necessitates the use of these constructs, even though their meaning or 
connection to the observed events may be poorly understood, and even 
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though they may be misused by defense attorneys for reasons other than a 
legitimate concern for their client's mental health. 

Given the costs of a mental health examination and the concomitant 
delay in the judicial proceedings, it does not seem unreasonable to 
recommend the drafting of written motions or petitions by attorneys for 
the defense or prosecution, specifically detailing the connections 
between observed fact and psycholegal constructs, for pretrial evaluation 
of present competency and mental state at the time of the offense, as 
well as presentence and postsentence evaluations. Of course, as noted by 
Roesch and Golding (1980, P• 202), for such detailed motions to be 
worthwhile and effective, the court must exercise its authority by 
denying motions that are unsubstantiated. 

Is the question of whether or not to evaluate a defendant's mental 
condition exclusively a judicial concern, a mental health concern, or is 
this threshhold question one to be addressed by the interaction of the 
criminal justice system and the mental health system? Courts in the 
jurisdictions we visited seemed reluctant to exercise their judicial 
authority in screening legitimate requests for mental health examination 
from those that may be unsubstantiated, preferring instead: (1) to defer 
completely to mental health professions in this first screening; (2) to 
acquire an assessment by mental health professionals of the viability of 
the written motion for mental health examination, i.e., assist the court 
in determining whether a sufficient doubt exists to grant the examination 
request; or (3) most typically, to require only formal oral motions for 
mental health examinations by prosecution and defense attorneys. 

In Wyandotte County, Kansas, for example, all defendants detained 
in the county jail are interviewed in the jail by staff of the Pretrial 
Services Project (see Chapter 5, pp. 228-236). The initial interview may 
be followed by another interview and psychological testing by a clinical 
psychologist. These procedures are usually not initiated by the judge, 
or by prosecution or defense attorneyso In another example, the response 
to a continued high rate for findings of competency and sanity in 
defendants evaluated by private psychiatrists (at great expense to the 
court), the Pima County Superior Court in Tucson recently directed their 
Court Clinic. to conduct mental health screenings to assist the court in 
assessing the grounds of motions for "full scale" pretrial examinations 
by court-appointed psychiatrist in the private sector. Prior to the 
institution of this screening procedure (prompted by economy measures), 
upon which the court grants or rejects motions for "full scale" 
evaluations, the Pima County Court Clinic restricted its work to 
postconviction, presentence evaluations. The court, in essence, conducts 
a mental health examination in order to determine whether such an 
examination would be warranted in the first instance. Interestingly, 
although this specific procedure has yet to be put to a test, one judge 
in Pima County informed us of his intentions for granting motions for 
further mental health examination even after the court clinic found a 
defendant competent and criminally responsible, but in such a situation 
the court would refuse to shoulder the cost of such an evaluation (see 
Chapter 4, PP• 151-153). 
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Judges' deference to mental health experts. in answering the 
threshhold question of whether to grant motions for mental health 
evaluation is understandable on several grounds: (1) complex case law 
which gives trial judges very little latitude in denying all but the most 
frivolous motions for mental health evaluation, e.g., Pate v. Robinson 
(1966), People v. Pennington (1967), People v. Laudermilk (1967), Moore 
v. United States (1972), Drope v. Missouri (1975), and deKaplany v. 
Enomoto (1977), addressing the issue of competency (see also Roesch and 
Golding, 1980, pp. 24-33); (2) judges' fear of reversal on appeals based 
on denial of due process, or denial of sixth amendment rights entitling a 
defendant to a mental health examination allowing the full exploration of 
the possibilities of a defense based on mental aberration (see Bonnie and 
Slobogin, 1980, pp. 497-503); (3) judges' general uncomfortableness with 
psycholegal constructs and their unfamiliarity with the specialized and 
technical aspects of psychology and psychiatry; and (4) the court's 
general reliance on "mental health experts." Yet, it seems unlikely that 
the courts will move to the extreme of granting all defendants 
court-ordered evaluations, or even granting such-evaluations in all cases 
where motions have been made to such effect (although Pate v. Rohirison 
[1966] has been so misinterpreted with reference to the issue of 
competency [Roesch and Golding, 1980, P• 29]). Nor would they move to 
the opposite, almost absurd extreme characterized. by Judge David 
Bazelon's comments in Mitchell v. United States (1963, p. 360) where 
insanity or incompetency must be demonstrated before the motion for 
examination is approved: "It cannot reasonably be supposed that Congress 
intended to require the accused to produce, in order to get a mental 
examination, enough evidence to prove that he is incompetent or 
irresponsible. That is what the examination itself may, or may not, 
produce. If the accused already had such evidence, there would be little 
need for the examination" (cited in Roesch and Golding, 1980, p. 28). 

From a practical standpoint, the socialization of the unsettled 
law seems to have devalued the attorney's and judge's role in delineating 
the presenting problem for mental health examination of client-offenders 
and communicating the basis of the request to the mental health 
examiner. In the few courts we studied where the motion for an 
examination even reached the attention of the mental health examiner (in 
most of the courts, they did not) the language of the motion merely 
parroted statutory language. As noted above, the Pima County Superior 
Court in Tucson is a peculiar exception to this. It requires the 
submission of written motions for "mental condition examination and stay 
of proceedings" which detail the facts upon which the examination is 
first sought, but then directs its Court Clinic to conduct such an 
examination in all such cases. The factual basis of the request for 
mental health examination in most jurisdictions typically remains a 
mystery to the mental health professional conducting the examination, 
unless he or she directly questions the referring attorney or judge 
following the formal court order. Formal petitions, if they existed at 
all, rarely became part of the documentary base for mental health 
evaluation in the jurisdictions we studied. 
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Proposition 2: Formal written motions or petitions to the court 
should initiate all requests for mental health examination. 
In cases in which the court, sua sponte, request a forensic 
mental health examination, judges should draft and submit the 
equivalent of a written motion. 

We concur with the recommendation made by Roesch and Golding 
(1980) that motions be written in a manner that makes the perceived 
connection between the facts observed or known by the attorney, and the 
psycholegal construct explicit. (It should be noted that Eizenstat's 
proposed model statute for competency to stand trial [quoted in Brooks, 
1974, PP• 385-388] recommends that no special motion be necessary in 
raising the issue of competency.) Roesch and Golding propose that the 
following information be detailed in motions of competency so that the 
court could curtail inappropriate uses of mental health examination and 
deny motions which are not supported by relevant observed events (pp. 
201-202): 

(a) The behaviors actually observed (including verbal behavior) by 
the defense or prosecuting attorney that led to the motion for 
mental health. 

(b) The specific events, linked to this behavior, that have 
occurred~ or are likely to occur, that might hinder the 
preparation of a defense. 

Similar documentation of the presenting problem can reasonably be 
proposed for pretrial questions of criminal responsibility, as well as 
presentence and postsentence questions.· A motion detailing the 
psychologically aberrant behaviors that the client-of fender is alleged to 
have exhibited, and explaining how those behaviors might relate to a 
relevant psycholegal construct would have several advantages 
(notwithstanding the sticky legal issues concerning the appropriate 
standards or evidence required to initiate mental health evaluation). 
The mere notice to attorneys that a proper motion must do more than 
parrot statutory language might decrease motions made frivolously or 
without reasonable grounds. Also, such motions would provide the 
documentary support upon which to base the decision to grant or deny the 
motion (and to appeal such a decision). But more central to the 
operational concern of this chapter, such detailed motions would provide 
the mental health examiner (assuming the motion was granted) with a clear 
statement of the presenting problem as viewed by the criminal justice 
system. Written motions may reduce the need for menta.1 health 
professionals to query attorneys by telephone once they have received a 
court order to examine a client-offender--a procedure that may prejudice 
the examination. In most jurisdictions, the mental health examiner or 
agent must reconstruct the presenting problem in the absence of such a 
clear statement of the presenting problem. As one Virginia psychiatrist 
lamented 9 "I often don't know whether to look first in the attic or the 
basement when I get an order for mental health evaluation." 
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But, should mental health personnel contribute to the threshhold 
decision to grant or deny motions for court ordered mental health 
evaluation? Our contention is that unless such contribution is based on 
observation and examination of possible mental aberration of the 
client-offender, the decisional strategies are highly suspect. (Of 
course, if such contribution is based on actual examination then we have 
moved close to the absurd extreme requirement, rejected by Judge Bazelon 
in Mitchell v. United States (1963), where an evaluation is conducted to 
determine if an evaluation is warranted). 

Considering the construct of competency to stand trial, for 
example, the mental health professional assisting the court decides 
whether or not to grant an evaluation, must consider if a "bona fide 
doubt" of the client-offender's competency has been established by the 
court's own evidence or that presented by the prosecution or defense. 
This legal standard was set by the Supreme Court in Pate v. Robinson 
(1966). Whether the evidence before the court is "substantial" enough to 
raise a "bona fide doubt" is arguably a judicial consideration--not a 
mental health consideration. It is a matter of weighing all the~idence 
before the court. The court in deKaplany v. Enomoto (1977, P• 982, cited 
by Roesch and Golding, 1980, p. 31) characterized the necessary doubt 
that forces an evaluation in this way: "Genuine doubt, not a synthetic 
doubt or constructive doubt, is the measuring rod. The emergence of 
genuine doubt in the mind of a trial judge necessarily is the consequence 
of his total experience and his evaluation of the testimony and events of 
the trial." Few mental health professionals have the opportunity to 
evaluate the "testimony and events of the trial" from the perspective of 
the "total experience" of the trial judge. Moreover, leading authors in 
forensic psychiatry and psychology assume that any testimony by a 
clinician about the mental condition of a client-offender must always be 
based on a face-to-face interview with the client-offender (see, e.g., 
Sadoff, 1975; MacDonald, 1975; Pollack, 1973). Bonnie and Slobogin 
(1980, P• 496) conclude that "[n]either the factual predicates of 
hypothetical questions, nor observation of courtroom behavior or 
testimony, nor review of the interview records of other clinicians can 
provide an adequate clinical base for formulation of an expert opinion 
about a person's mental condition." 

The threshhold decision to grant or deny a mental health 
examination seems to fall even more squarely to the role of a judge when 
one considers that many motions for examinations are prompted by defense 
or prosecution motives at best indirectly related to the psycholegal 
constructs invoked in the motion (e.g., assistance in plea bargaining, 
delay in the proceedings until negative publicity dissipates, testing the 
court's receptivity to an insanity, preventive detention, and exploration 
of mental aberrations at the pretrial phase which become relevant only at 
the sentencing stage). Mental health professionals generally have not 
the knowledge of statutory law, case law, nor a working familiarity with 
attorneys making the motion, and the peculiarities of the case in 
question to be able to distinguish frivolous motions, unsubstantiated 
motions, motions that appear to have multiple purposes including delay, 
from motions that clearly present sufficient legal grounds for a mental 
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health examination. We know of no advocate for the position that mental 
health professionals should have a legitimate role to play in this 
decisionmaking. 

The Law and the Creation of the Referral Request 

What are the important and essential elements of a mental health 
referral that must be communicated (should be communicated) to the mental 
health system by the criminal justice referral agent or agency? Whatever 
the message that reaches the mental health examiner, it is borne by the 
initial psycholegal question posed by the court. Communication between 
the judge, the attorney, or probation department official and the mental 
health personnel should be lucid and complete, but is often incomplete 
and flawed. The precision with which the court poses the psycholegal 
question for the mental health personnel, noting specifically what 
information is needed and for what purpose, is crucial to the success of 
the screening and evaluation process. But, too little information may 
render the screening and evaluation process to be imprecise, irrelevant, 
and useless. Too much information, however, may lead mental health 
personnel to inappropriate predictions, or perhaps, unduly prejudice the 
examination. 

Proposition 3: More because of its ambiguity, incompleteness, and 
potential for confusion than its prescriptive or descriptive 
informativeness, statutory language should be scrutinized 
carefully by mental health personnel. 

Given the fact that the process of forensic mental health 
evaluation and screening is an instrument of the legal system, one might 
think that the law would delineate its use by mental health 
professionals. But state statutes are written in language that has broad 
and flexible applicability at the cost of ambiguity and considerable 
confusion. 

Consider, for example, the legal standards defining competency to 
stand trial in the statutes of several states in which we studied the 
forensic examination process. In Colorado, "'[iJncompetent to proceed' 
means the defendant is suffering from a mental disease or defect which 
renders him incapable of understanding the nature and course of the 
proceedings against him or of participating or assisting in his defense" 
(Coloo Rev. Stat. § 16-8-102(3)). The Colorado statute, as the statutes 
in most states, adopted the "rationally consult, assist, and comprehend" 
standard for competency set by the Supreme Court of the United States in 
Dusky v. United States (1960). As part of the forensic examination, the 
Colorado statute permits the use of "confessions and admissions of the 
defendant and any other evidence of the circumstances surrounding the 
commission of the offense" and the medical and social history of the 
defendant. It also permits administration of "sodium am.ytal, sodium 
pentathol, metrazol and like drugs" and the use of polygraph examinations 
(Colo. Rev. Stat. § 16-8-106(3)). In Kansas, a client-offender is 
incompetent to stand trial if "because of mental illness or defect is 
unable: to understand the nature and purpose of the proceedings against 
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him; or to make or assist in making his defense" (Kan. Crim. Code & Code 
of Crim. Proc. § 22-330l(a) ). The Kansas statute does not describe the 
particulars of the examination process. In Michigan, a defendant is 
incompetent to stand trial "only if he is incapable because of his mental 
condition of understanding the nature and object of the proceedings 
against him or of assisting in his defense in a rational manner" (Mich. 
Comp. Laws § 330.020(1)). The fact that a client-offender may be using 
psychotropic drugs or other medication does not render him or her 
incompetent in Michigan, even if he would be considered incompetent if he 
was not using the medication (Mich. Comp. Laws § 330.2020(2)). A mental 
health professional, specifically, a "certified or licensed examiner of 
the· Center for Forensic Psychiatry or other facility officially certified 
by the Department of Mental Health" (Mich. Gen. Ct. R. 786.3(a)), is to 
"examine the defendant and consult with defense counsel" and may consult 
with the prosecutor or any other person "for the purpose of gathering 
psychiatric and other information pertinent to the issue of" incompetency 
(Mich. Comp. Laws § 330.2028(1)). Most states have statutes with similar 
language defining the standards for competency to stand trial, and 
include similarly brief statements, if any at all, delineating the 
examination process. 

A little more definition of the scope and conduct of the 
evaluation process can, however, be inferred from statutory specification 
of the content of the written reports which are to be provided to the 
court following an examination. The Missouri statute is typical, 
specifying that a written report to the court must contain 

an opinion as to whether the accused, as a result of a mental 
disease or defect, lacks capacity to understand the proceedings 
against him or to assist in his own defense; a recommendation as 
to whether the accused should be held in custody in a suitable 
hospital facility for treatment pending determination by the court 
of the issue of mental fitness to proceed; and a recommendation as 
to whether the accused, if found by the court mentally fit to 
proceed, should be detained in such hospital facility pending 
further proceedings" (Mo. Rev. Stat. § 552.020.3). 

Among the states we studied, only California, Kansas, Tennessee, and the 
District of Columbia had no such statutory language describing the 
content of the written reports to the court, following an examination of 
competency to stand trial. 

State statutes are generally much less clear and informative 
concerning the evaluation of criminal responsibility. The responsibility 
standard in most states is derived from the case of Daniel M'Naghten, 
decided in England in 1843. The M'Naghten rule, or "right and wrong 
test," as it came to be dubbed, held 

that to establish a defense on the ground of insanity, it must be 
clearly proved that at the time of the committing of the act, the 
party accused was labouring under such defect of reason, from 
disease of the mind, as not to know the nature and quality of the 
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act he was doing, or if he did know it, that he did not know he 
was doing what was wrong (cited in Bromberg, 1979, p. 44). 

Modern state statutes reflect broadened applications of the M'Naghten 
test including emotional or volitional components ("irresistable 
impulse") and elements of causation (the "product test" of the Durham v. 
United States [1954] decision). The American Law Institute's Model Penal 
Code "substantial capacity" test (see Brooks, 1974, pp. 165-171) has been 
enacted into the statutes of Connecticut, Illinois, Kentucky, Maryland, 
Michigan, Missouri, and New York, among the states in which we studied 
the forensic evaluation process. The New York statute reads: "A person 
is not criminally responsible for conduct if at the time of such conduct, 
as a result of mental disease or defect, he lacks substantial capacity to 
know or appreciate either: the nature and consequence of such conduct; 
or that such conduct was wrong" (N.Y. Penal Law § 30.05). In sum, state 
statutes are brief and ambiguous in describing the operations that may be 
performed by examiners in evaluating criminal responsibility. The 
Massachusetts statute is illustrative: "Examiners may give physiological 
and psychological examinations as they deem necessary" (Mass. R. Crim. P. 
§ 14(b)(2)(B)). 

Forensic mental health evaluations, conducted after a defendant 
has been convicted, but not yet sentenced, in order to assist a trial 
judge in fashioning an appropriate sentence (including, e.g., 
rehabilitative options), receive even less attention in state statutes 
than do the examinations for competency and criminal responsibility. A 
mental health professional looking for guidance in delineating the scope 
and conduct of such evaluation would find little. In California, for 
example, the court may order a presentence mental examination or 
treatment in any criminal case punishable by imprisonment in the state 
penitentiary (Penal Code § 1203.03); the examination is required if the 
defendant is convicted of an offense involving child abuse or neglect 
(Cal. Penal Code§ 1203h). The statute specifies only that the 
examination entail "such diagnosis and treatment services as can be 
provided at a diagnostic facility of the Department of Corrections • 

The examination must be completed within 90 days of the referral 
(Cal. Penal Code § 1203.03). A mandatory examination in child abuse and 
neglect cases requires "a psychological evaluation to determine the 
extent of counseling necessary for successful rehabilitation and which 
may be mandated by the court during the term of probation" (Cal. Penal 
Code § 1203h). As uninformative as the California statute may be about 
the scope and conduct of presentence mental health examination, it is 
atypical only in its breadth of coverage of the subject. 

To make matters worse for the examiners looking to state law for a 
delineation of the forensic examination process, the statutes of many 
states reflect and contribute to a confusion between competency, criminal 
responsibility, and mental illness (Rosenberg, 1970; Roesch and Golding, 
1980). For example, the Florida Rules of Criminal Procedure, in effect 
in 1977, did not define competency to stand trial in terms of the 
defendant's ability to understand the nature of the charges or capability 
to assist counsel, following the general framework of the decision in 
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Dusky v. United States (1960), but instead used the terms "sanity" and 
"insanity." Another peculiarity of this 1977 Florida law, sure to have 
bewildered mental health personnel, was the requirement of a NGRI (not 
guilty by reason of insanity) adjudication following the finding that 
there is no substantial probability that a defendant will become fit to 
stand trial in the foreseeable future (cf. Williams and Miller, in 
press). The United States Supreme Cour-r-in its landmark decision in 
Jackson v. Indiana (1972) noted a similar confusion in the Indiana 
statutes at the time of the decision. "The (statute] section refers at 
several points to the defendant's 'sanity.' This term is nowhere 
defined. In context, and in the absence of a contrary statutory 
construction by the state courts, it appears that the term is intended to 
be synonymous with competence to stand trial" (Note 2). Although it is 
certainly arguable whether much would be accomplished by more operational 
specificity in states' laws pertaining to the forensic evaluation 
process, the point of the foregoing is that statutes are presently 
uninformative, are often imprecise, and may even cause confusion in both 
the criminal justice system and the mental health system. 

The Referral Source and the Potential Misuse of the Process 

••• [V]arious incentives (fiscal or otherwise) that are 
purposely or often intentionally built into the criminal 
commitment system, and the consequences that flow from those 
incentive patterns, are generally of far more interest and 
importance than are the tests for determining whether one is 
incompetent to stand trial, not guilty by reason of insanity, and 
so forth (Wexler, 1981, p. 118). 

What is the significance .of the source of the referral for 
forensic mental health screening and evaluation? Requests for mental 
health examination may come from a variety of referral sources. First, 
the client-offender may possess the resources to request and finance the 
examination himself or herself. Second, the defense attorney may make 
the referral. This may occur, for example, in federal criminal 
prosecutions where counsel for an indigent defendant is provided the sum 
of $300 for such purposes (18 u.s.c. § 3006A [1976]). Third, the 
prosecution may request the evaluation in the first instance or in 
response to a defense motion of incompetency to stand trial or mental 
health related defenses. Finally, the court may order the evaluation on 
its own initiative. Each of these referral sources presents differing 
legal implications and potential problems for the examiner and the 
examination process. 

When the client-offender has made the request, a statutory 
therapist-patient privilege may pertain that protects the confidentiality 
of the process. This privilege, however, does not exist in every 
jurisdiction (see Pratt v. State, 1978, for one court's struggle with 
privilege in this context). If the client-offender's counsel initiates 
the evaluation as a part of his defense preparation, the disclosures made 
to the therapist are also protected, this time by the attorney-client 
privilege. 
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This protection is acknowledged in the ethical guidelines for 
confidentiality proposed by the American Academy of Psychiatry and the 
Law (AAPL) which states, in part, that a psychiatrist "has an absolute 
obligation of confidentiality with the hiring attorney and may not 
discuss the case with anyone of the adverse party without proper 
permission" (Rappeport, 1981). Further, according to another guideline 
termed "institutional treatment role" the AAPL proposed that 

it is the psychiatrist's responsibility to clarify in writing with 
his employers, exactly what his role is with reference to 
confidentiality, and other responsibilities, and to see that 
anyone who confides in him is aware of any limitations to the 
relationship (Rappeport, 1981). 

Unlike the therapist-patient privilege, the attorney-client 
privilege is in the common law and, thus, exists in every jurisdiction in 
the nation unless expressly repealed. Privileges, however, are afforded 
to the client-offender and not to the attorney or therapist. Should the 
client-offender waive the privilege, the therapist could not rely on the 
privilege to refuse to testify. 

When the examination is ordered by an arm of the state or federal 
government, such as the prosecution attorney, probation department, or 
the court, a constitutional privilege against compelled 
self-incrimination may be raised (U.S. Const., Ams. 5 & 14). In this 
situation, the therapist, as an agent of the state, may be required to 
give the client-offender a Miranda-type warning. Fifth and fourteenth 
amendment rights, like privileges, are subject to waiver by the 
client-offender. The different sources of referral for forensic mental 
health examination also have different practical consequences for the 
acquisition of information from the client-offender directly, as well as 
from "third party" sources, and for the distribution and provision of the 
acquired information. Some of these consequences are discussed further 
in the next chapter. 

Proposition 4: The conduct of the forensic mental health screening 
and evaluation process should be geared to both the explicit 
and latent purposes of the evaluation referral. 

The examination process may be used by defense and prosecution 
attorneys for reasons other than a legitimate concern about a 
client-offender's mental condition (cf. Brooks,. 1974, P• 332; Roesch and 
Golding, PP• 191-200). Legal criteria may be distorted to achieve a 
preferred disposition of a client-offender (Roth, 1980; Steadman and 
Braff, 1975). Pretrial commitment for screening and evaluation, for 
example, may be prompted by considerations of legal strategy, preventive 
detention, financial factors, or a lack of other clear alternatives and 
not necessarily a legitimate concern for possible mental aberration. The 
hospitalization of criminal defendants before trial, for another example, 
may be formally invoked to evaluate competency to stand trial, yet in 
practice hospitalization for the purpose of assessing competency may be 
used as an expedient temporary diversion of a troublesome defendant. The 
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violent but not mentally ill inmate may be labelled "mentally ill" to rid 
the jail or prison of him. Perhaps less ominous is the motion for a 
competency-to-stand-trial evaluation used as the 'only available legal 
device whereby a court can obtain mental health care for some 
defendants. Finally, the request for testing for mental retardation may 
be prompted by a probation officer seeking to reduce his or her caseload 
by a commitment to a department for mental retardation. 

The precision with which the referral agents pose the psycholegal 
question to be addressed by forensic mental health personnel, making note 
in the motion of the types of information needed and for what purposes, 
is crucial to the success of the examination process. We contend in this 
chapter that the nature and purpose of a forensic mental health 
evaluation requested by a court, for example, may not be clearly 
delineated when a legitimate concern about a client-offender's mental 
health actually exists. But what of the situation, for example, where a 
defense attorney's sole, but latent, purpose in requesting a competency 
examination is to delay the proceedings and explore the possibility of an 
insanity defense in the future? Assuming that the evidence in a formal 
motion for competency examination has met the Pate standard and the 
motion is granted, how should the examiner who has.knowledge of the 
"real" reason for the referral proceed? 

On the one hand, probing the psycholegal questions of insanity and 
criminal responsibility within the context of a competency examination, 
and thus responding to the explicit and latent purposes of the referral, 
has both serious legal ·implications (as we will discus's in the next 
chapter) and practical implications for the conduct of the examination. 
What is said to the client-offender prior to the examination, how it is 
said, and when (see the previous chapter, Figure 60, Point 5; also 
Chapter 11}? Should he or she be told that there is a good likelihood 
that the information gained might be used to establish guilt or 
innocence, given the examiners' knowledge of the latent goals of the 
examination? How much time and effort should the examiner expend on 
addressing an issue (i.e., criminal responsibility in our example) not 
formally and explicitly raised by the court? On the other hand, 
restricting the process to the exploration of the competency issue, 
without acknowledgement and consideration of the hidden agendas of the 
referral agents may constitute a complete denial by the examiner of the 
philosophy and socialization of the law, and a denia~ that the 
examination process is an instrument of the legal system. Consider Judge 
Henry Friendly: "Under our adversary system the role of counsel is not 
to make sure the truth is ascertained but to advance his client's cause 
by any ethical means. Within the limits of propriety, causing delay and 
sowing confusion not only are his right but may be his duty" (quoted in 
Haney, 1981, p. 162). 

With Proposition 4, above, we suggest a "necessary but cautious 
alliance" (cf. Haney, 1981) between the examiner and referral agent which 
acknowledge$7within the bounds of legal and professional propriety, both 
the explicit and latent purposes of the evaluation referral. To do 
otherwise, in our minds, would be to encourage hypocrisy in the 
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interaction of the criminal justice and mental health system. In the 
next chapter, we discuss the related issues of warnings, consents, and 
confidentiality before and during the data acquisition component of the 
examination process. 

Notification and Communication Requirements 

Proposition 5: Written court orders for mental health examination, 
following successful motions or petitions, should be prepared 
in all cases. 

Proposition 6: Copies of court orders and motions for mental 
health examination should be transmitted to defense, 
prosecution attorneys, and other criminal justice agents, as 
appropriate, at the same time as their transmittal to forensic 
mental health authorities. 

Proposition 7: Only the receipt of a formal court order for 
forensic mental health examination should initiate the 
acquisition of information from the client-offender and third 
party sources. 

As has already been discussed in the previous chapter, and early 
in this one, the form.al court order invokes the authority of the law and 
initiates the examination process. It is not an instrument for 
delineating the process, it merely sets it into action in a general 
direction only vaguely charted in statutes. The written motion, as we 
have recommended its execution, however, serves to delineate the concerns 
and wishes of criminal justice referral agents. With the three 
propositions stated above we recommend the minimum notification and 
communication requirements for the delineation component of the 
evaluation process. The defense and prosecuting attorneys should thus be 
adequately informed of the fact that a forensic examination has been 
legally authorized and when it can be initiated, by whom the referral was 
made, and the basis of the referral. We have already argued strongly for 
the necessity of an adequate delineation of the examination for the 
purposes of the mental health system responsible for data acquisition; 
such delineation is typically not present in practice. With the 
foregoing three propositions we emphasize the need for notification and 
communication to the actors in the adversarial process as well. The last 
proposition presented in this chapter concerns itself with the important 
matter of timing. 

Proposition 8: Defense attorneys should be notified by mental 
health personnel in advance of a scheduled forensic mental 
health examination to allow ample time for counselling with 
and preparation of their clients. 

Conclusion 

In practice, how can the delineation of the forensic screening and 
evaluation process be improved? The hypothesis that mental health 
personnel will have difficulty in working with criminal justice 
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authorities in direct proportion to the distance they perceive between 
the criminal justice system and the mental health system, has led to the 
proposal for training programs that stress knowledge of both systems by 
all personnel (cf. Beige!, 1976, p. 148). Professional jargon, the lack 
of common language, unclear role definition, and the fear of abrogation 
of traditional disciplines impede the development of such training 
programs. We have made in this chapter a number of propositions that may 
facilitate the design and subsequent evaluation (that is, program 
evaluation) of the forensic mental health examination process, in 
general, and the delineation component in particular. There are, of 
course, a number of much more mundane recommendations for procedures to 
improve the process, procedures that may entail little accomodation to 
new ways of doing things. The delineation of screening and evaluation 
can be facilitated, if not significantly improved, by an exchange of 
memoranda or by a face-to-face meeting between referral agents (judges, 
probation officers and attorneys) and mental health examiners. These 
meetings could serve to specify, for example: (1) factors (type of 
offense, psychological history, age, race, history of substance abuse, 
current behavior, etc.) most salient in the decision to request mental 
health services; (2) aspects of written evaluation reports (personal and 
family history of defendant, general description of intellectual 
functioning, psychological test scores, recommendations for treatment, 
conclusory statements regarding specific legal questions, etc.) most 
helpful in addressing various legal-psychological questions; (3) standard 
mechanisms for conveying the request for evaluation (court order, 
referral form, telephone conversation, etc.); (4) identification of 
referral agents (court clerks, bailiffs, etc.) and recipients of those 
referrals; (5) time frames for completion of the screening and evaluation 
process; and, finally, (6) the general communication processes between 
referral agents and mental health examiners. This list of suggestions 
for improving the delineation process is certainly not exhaustive. It 
is, however, illustrative of the simple efforts for which the net gain 
seems to greatly exceed the cost. 
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Chapter 11 

THE DATA ACQUISITION COMPONENT OF THE EXAMINATION PROCESS 

Our discussion in this chapter follows the earlier description of 
the steps in the data acquisition component of the model process of 
forensic mental health examination which was presented in Chapter 9 (see, 
especially, Figure 60, Points 5 through 11). Briefly, the recommended 
seven steps in acquiring information directly from the client-offender, 
and from other sources, are: 

(1) the administration of warnings or informed consent 
procedures that initiate (or terminate) the forensic 
examination process; 

(2) a thorough review of the client-offender's case file which 
was selectively compiled to provide back.ground information 
addressing a specific psycholegal question; 

(3) the personal interview of the client-offender by a mental 
health professional; 

(4) psychological testing, if warranted by knowledge gaps 
remaining after the personal interview; 

(5) social assessments; 

(6) other inquiries, including additional interviews with the 
client-offender, physical and neurological examinations, 
and electroencephalograph recordings, to name just a few; 
and finally, 

(7) the formation of the opinion regarding the specific 
psycholegal question. 

This chapter will describe these steps in greater detail than that 
provided in Chapter 9, highlight practical and legal problems that might 
arise when taking these steps , and present a number of propositions 
specific to the acquisition componen~ of the forensic examination 
process. As we pointed out earlier, and emphasize here, the propositions 
presented in the last three chapters of Part III of this book are not 
conclusions based on empirically tested hypotheses, but instead are yet 
to be verified hypotheses, "discovered" and developed on the basis of the 
descriptive research reflected in Part II. We hope these propositions 
will be demonstrated in practice, and thoroughly evaluated in the future. 

Hospitalization versus Outpatient Examination 

Is it necessary to hospitalize a client-off ender for the purpose 
of a forensic mental health examination? 
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Proposition 9: The forensic mental health screening and 
evaluation process does not require the hospitalization of a 
client offender. 

Although some states (e.g., Virginia) may still adhere to a model 
wherein client-offenders are hospitalized solely for the purpose of 
forensic mental health examination (see Chapter 7 in this volume), and 
notwithstanding Eizenstadt's recommendations for such hospitalization for 
pretrial examination (proposed model statute cited in Brooks, 1974, pp. 
385-388), there are strong national trends toward community-based 
outpatient examinations in court clinics, mental health units in jails, 
community and regional mental health centers, and community corrections 
programs (Chapters 4, 5, 6, and 8 in this volume). The decentralization 
of the forensic mental health evaluation process is an accomplished fact 
in most of the states we studied. Connecticut, for example, 
decentralized the process in 1975, the year the Courts Diagnostic Clinic 
in Hartford was established (see Chapter 4, p. 99). 

The traditional approach requiring client-offenders to be 
transported many miles to the place where the mental health personnel are 
located is reversed in the Cambridge Court Clinic, where mental health 
personnel are on "court call". When questions of competency to stand 
trial or criminally responsibility arise at arraignment, this court 
clinic in Massachusetts immediately dispatches a psychologist or 
psychiatrist to the courtroom where they typically speak with the defense 
attorney and other court officials, and then interview the 
client-offender in an interview room adjacent to the courtroom. The 
resulting optnion and recommendation is presented verbally to the court. 
The court either finds the client-offender competent and proceeds with 
arraignment or orders further mental health evaluation (see Chapter 4). 
The Mental Health Diagnostic Services for Jail Inmates in the Nashville 
Sheriff's Office (see Chapter 5) have very recently instituted similar 
rearrangements whereby mental health personnel go to where the 
client-offenders are located in the jail, rather than transporting them 
to a forensic mental facility for examination. This rearrangement was 
prompted by several reasons: 

'(a) the security problems and logistic difficulties of 
transferring client-offenders; 

(b) lack of feedback about the client-offender after mental health 
examination; and 

(c) the related problem of the inability to monitor improvements 
or deterioration of client-offender's condition (see Chapter 
5). 

Thus, Proposition 9 is supported in practice, i.e., the mere fact 
that outpatient forensic examination is the preferred procedure in many 
jurisdictions demonstrates that the examination process does not 
necessarily require hospitalization of a client-offender. Conceivably, 
Proposition 9 also receives constitutional support from the principle of 
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due process requiring that any state action bear a reasonable 
relationship to some legitimate state purpose (the United States Supreme 
Court applied this principle to involuntary civil commitment proceedings 
in Jackson V• Indiana [1972]). Unless an initial forensic examination, 
performed on an outpatient (see Proposition 17 later in this chapter), 
establishes the need for subsequent examinations including, perhaps, 
prolonged observations of a client-offender in a hospital setting, the 
need for hospitalization cannot be simply presumed. Although there 
seemed to be no consensus on the specific minimum criteria for an 
adequate forensic mental health examination among the mental health 
workers we interviewed, hospitalization was never mentioned as a 
necessary requirement for an initial examination. Even in very 
controversial cases such as that of John Hinckley (see Chapter 1), who 
underwent several months of forensic mental health examinations while 
confined in a federal mental health correctional institution in Butner, 
North Carolina (Kiernan, 1981), hospitalization seemed prompted by 
security concerns and not demanded by requirements of the examination 
process itself. 

Given the trend toward outpatient forensic mental health 
examination, who bears the responsibility for bringing the examiner and 
the client-offender together at a designated time and place? 

Proposition 10: The criminal justice system should have the 
responsibility for assuring that the client-offender is 
present at the time and place of scheduled forensic mental 
health screenings and evaluation. 

A client-offender subject to forensic mental health examination is 
either in the custody of law enforcement agencies (e.g., in jail) or has 
been released in the community under some legal restrictions (e.g., the 
posting of bail or release on his or her recognizance). Forensic mental 
health facilities do not have the initial opportunity, personnel, and 
resources to: 

(a) determine whether a client-offender in custody, all things 
considered, should not be removed from incarceration to be 
transported to the site of the examination because of a threat 
to the safety of the client-offender or others; 

(b) determine and make the most secure and safe arrangements, if 
the examination is to take place in a jail, prison, or other 
secure facility; 

(c) arrange transportation and safety precautions for 
client-offenders in custody in the case of examinations in 
sites distant from the place of custody; 

(d) arrange and enforce compliance with appointments for 
examinations scheduled for client-offenders released in the 
community; and, finally, 
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(e) make the initial determination of the client-offenders' 
capabilities for arranging transportation and meeting 
scheduled appointments for examination. 

Although the admission procedures for inpatient mental health 
examination in centralized facilities specifically acknowledge safety and 
security concerns (see, for example, the delineation procedures at the 
Fulton State Hospital, Biggs Unit, described in Chapter 7), similar 
formal a~knowledgement is conspicuously absent in community-based 
outpatient examinations. An exception may be the procedures used by the 
Riverside Hospital Community Mental Health Center in Virginia (see 
Chapter 6). lbe Riverside Center is not responsible for ensuring that a 
client-offender is present for examination. At the time an examination 
is ordered by the court, the judge determines the client-offender's 
responsibility for presenting himself or herself for examination. 

Warnings, Consents, and Confidentiality 

What are the legal and ethical implications of acquiring 
information from a client-offender during forensic mental examinations? 
As we discussed earlier in Chapter 9, ethical guidelines for mental 
health workers conducting forensic mental health examinations, a growing 
(albeit confusing) body of case law, and a number of commentators (see, 
generally, Bonnie and Slobogin, 1980; also, "Fifth Amendment Protections 
in Criminal Psychiatric Evaluations," 1981) suggest that the acquisition 
component of the screening and evaluation process begin with a clear 
explanation to the client-offender of the likely consequences of 
participation in the process. Considering the potential importance to a 
client-offender of the clinical opinion rendered following examination, 
the therapeutic power that is wielded by the examiner in the criminal 
process, and the absence of an appeal from a bad, inappropriate, or 
improper mental health examination, a sense of fairness suggests 
informing the client-offender (or his or her counsel) what he or she has 
to gain or lose from participation in the examination process. One 
psychiatrist, suggesting a thought-provoking metaphor for the 
court-ordered examination, concluded that psychiatry, like sex, is best 
conducted between two consenting adults (Note 1). 

Proposition 11: An examiner shall inform the client-offender, 
before initiating the examination process, orally and in 
writing, of the.likely consequences of the examination process 
and the right to refuse to cooperate in any portion thereof. 

Under the heading of "consent," ethical guidelines for forensic 
psychiatry proposed by the American Academy of Psychiatry and the Law 
state that the following information be provided to a client-offender 
before an examination: 

(a) that the goal of the examination is not treatment; 

(b) that the examiner is indeed a psychiatrist, but should not be 
considered as the client-offender's "doctor"; 
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(c) for whom the evaluation is conducted (who is the client?); 

(d) what is to be done with the information gained; and 

(e) what could result from disclosure from the information. 

Further, according to the guideline of confidentiality, "it is the 
psychiatrist's responsibility to see that none of the information he 
receives falls into the hands of unauthorized persons" (Rappeport, 1981). 

The American Psychological Association's Task Force on the Role of 
Psychology in the Criminal Justice System (1980) similarly addresses the 
ethical dilemna presented by the question of an examiners loyalties in 
criminal justice settings: 

Psychologists in criminal justice settings, as elsewhere, 
should inform all parties to a given service of the level of 
confidentiality that applies and should specify any 
circumstances that would constitute an exception to 
confidentiality. This should be done in advance of service, 
preferably in writing. 

The ideal level of confidentiality of therapeutic services in 
criminal justice settings should be the same as the level of 
confidentiality that exists in voluntary noninstitutional 
settings. 

Thus, the likely consequences of the examination process that are 
communicated to the client-offender should not be restricted to those 
formally delineated in law but should include those suggested by ethical 
practice. If, for example, the results of a preliminary mental health 
screening conducted before trial are likely to find their way into plea 
bargaining agreements or sentencing hearings (as they are in Bartow, 
Florida; see Chapter 6), this should be clearly explained to the 
client-offender.Indeed, it seems antithetical to the purposes of the 
criminal justice system in enlisting the aid of mental heath 
professionals and requiring certification of their professional status 
(e.g., only licensed psychiatrists can perform certain duties in some 
states), for the system not to support their professional integrity and 
ethics in the matter of warnings before examinations. 

Practically speaking, the question reduces to: Who tells the 
client-offender what, how, and when? What is actually said to the 
client-offender has claimed most of the limited attention to this 
question. And, it is doubtful that the issue of proper content of an 
informed consent statement, including the familiar warnings required by 
Miranda v. Arizona (1966) before a forensic examination is initiated, 
will be resolved without considerable debate. Still, the issues of how 
the message is conveyed, by whom, and when are far from trival. 

In the Pima County Clinic in Tucson, Arizona, upon arrival for 
examination a client-offender is greeted by an administrative aide or 
secretary who briefly and informally explains the reasons for the 
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referral (see Chapter 4 in this volume). Quite apart from possible 
deficiencies in the coritent of the message conveyed to the 
client-offenders in the Pima County Court Clinic, questions can be raised 
about the appropriateness of the person(s) giving the message, as well as 
how and when it is conveyed • 

At the Dayton (Ohio) Area Forensic Psychiatry Center, 
client-offenders are asked to read and sign a form (see Appendix, Chapter 
6) indicating informed consent. The form contains information on the 
purpose of the examination, the referral agent, the lack of 
confidentiality, and the public nature of the report of the interview. 
The form is administered prior to the initiation of the clinical 
interview. At the Psychiatric Services of the Cook County Correctional 
Complex, all detainees are interviewed using an Intake Screening and 
Evaluation Form. The examinee is asked to sign a statement indicating 
his or her acquiescence in the examination for diagnostic and treatment 
purposes. Both the examiner and the psychiatric caseworker sign the 
form. The authorization for release of information used at the Cook 
County complex is unique in that the client-offender is given the right 
to inspect and copy any information disclosed (see Appendix, Chapter 5). 
The consent-for-disclosure form used by Pierce County Jail in Tacoma, 
Washington (see Appendix, Chapter 5) is also un~que in several respects. 
The release is only operative for 90 days or until the final disposition 
of criminal charges, and is revocable in writing at any time. The 
federal confidentiality regulations are cited on the prohibition on 
redisclosure. Another form used by the same facility contains check-off 
boxes for both the types of information to be released and the purposes 
for which the information is to be released. 

Notification-of-rights forms are used in some forensic 
facilities. The Center for Forensic Psychiatry at Ann Arbor, for 
example, uses such a form (see Appendix, Chapter 7) for client-offenders 
undergoing evaluations of their competency to stand trial and criminal 
responsibility. The form reveals the purpose of the evaluation and the 
clinical report to the court, the possibility of court testimony, and the 
nonconf identiality of any psychological testing. Space is provided for 
the client's response to the question: "Do you understand what I have 
told you and is it alright to proceed with the interview?" The form is 
signed by the client and a witness. 

The Sixth Amendment to the federal Constitution guarantees a 
criminal defendant the right "to have the Assistance of Counsel for his 
defense." The landmark decision of Gideon v. Wainwright (1963) 
interpreted this guarantee as requiring publicly provided counsel for 
indigent defendants. Today, it is generally conceded that the Sixth 
Amendment also guarantees an indigent defendant the right to thorough 
mental health examination to investigate competency to stand trial and 
explore defenses based on mental abberration (Louisiana v. Bennett, 
1977); and that "extraordinary" safeguards may be necessary in cases of 
incompetency (United States V• Masthers, 1976). In some states this 
right is guaranteed by statute as well (see Bonnie and Slobogin, 1980, 
pp. 497-98). The utility of this Sixth Amendment right for an indigent 
client-offender is vitiated severely by the the tremendous uncertainty 
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surrounding his or her ability to keep disclosures to the examiner from 
the court and prosecution. Bonnie and Slobogin state that "the most 
powerful legal disincentive to full disclosure is the defendant's fear 
that what he says during the forensic evaluation will be used against him 
in court." (1980, P• 487) 

There is great difference between the mere recognition of a 
constitutionally grounded right and the realization of such rights in 
practice. And that is the rub here. Despite the clear relevance of the 
defendant's Fifth Amendment freedom from self-incrimination, the courts 
and commentators are in hopeless disagreement over the proper application 
of Fifth Amendment jurisprudence in forensic mental health screening and 
evaluation. Four possible uses (or misuses) of the defendant's 
statements could implicate the Fifth Amendment: 

(1) defendant's statements and admissions may implicate him in 
the crime charged; 

(2) they may implicate him in other crimes; 

(3) evidence of his mental condition may assist the 
prosecution in building its prima facie case by 
establishing the mens rea element (whether or not the 
defendant raises an insanity defense); 

(4) if the defendant does raise an insanity defense, the 
examination has forced him to provide the prosecution with 
evidence that might defeat it• (Meister, 1975, P• 419) 

A fifth candidate for this list is the use of defendant's statements in a 
subsequent hearing to determine whether the death penalty should be 
imposed in a capital murder case. In Estelle v. Smith (1981) a case 
where this last scenario occurred, the United States Supreme Court made 
its first ruling on any of these uses. The suit was brought by a Texas 
death row inmate, Ernest Benjamin Smith, who challenged a court-ordered 
examination of competency, performed by the infamous Psychiatrist James 
Grigson ("They call him Dr. Death," 1981), because the true purpose of 
the examinations were not disclosed to him. The Supreme Court ruled that 
defendants subject to the death penalty, when undergoing forensic mental 
health examination, need protections similar to those granted during 
police interrogations established in the court's 1966 Miranda decision. 
The court found that the Fifth Amendment applied because although Dr. 
Grigson's evaluation had been conducted for the limited purpose of 
determining Smith's competency to stand trial, "the results of that 
inquiry were used by the State for a much broader objective that was 
plainly adverse to the respondent." Under the present state of the law, 
an indigent defendant seemingly is in a situation where he or she 

must choose between his fifth and sixth amendment rights. If 
he remains silent, or is cautious about the information he 
reveals, he may forfeit the adequate evaluation necessary to 
determine whether he can successfully raise a clinically based 
defense (Bonnie and Slobogin, 1980, p. 499). 
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Although the law precludes the use of mental health information 
obtained in pretrial court-ordered examinations to establish guilt or set 
the death penalty (cf. Estelle v. Smith 1981), it seems to be 
conventional practice for attorneys to use information gained in such 
pretrial examinations in plea bargain discussion and in sentencing 
hearings. The Forensic Unit of the Peace River Center for Personal 
Development in Bartow, Florida (see Chapter 6), for example, conducts 
"preliminary mental screening" for two purposes: 

(a) to determine whether more extensive, "full mental examination 
of incompetency to stand trial or criminal responsibility at 
the time of the alleged crime might be warranted; or, 

(b) to detect mental health problems and recommend treatment. 

The public def enders in Bartow of ten use the latter to acquire 
information for use in plea bargaining or sentence hearing, even though 
the information was acquired at pretrial proceedings. Even when a "full" 
examination of the client-offender's competency or sanity is ordered by 
the court before trial, the court virtually always follows the 
recommendation of the examiner (which with few exception is that the 
client-offender is competent to proceed with trial and was sane at the 
time of the alleged offense), but uses the information in the extensive 
written reports only if the client-offender is convicted in the 
sentencing stage (see Chapter 6). 

The possibility of Fifth Amendment implications in court ordered 
pretrial mental health examinations raises serious and presently 
unresolved issues for the examiner. As an employer or agent of the 
court, does the practitioner have to give the defendant the familiar 
Miranda warnings? And, if so, how is this warning to be given to 
individuals likely to be unreceptive to a communication due to mental 
problems? Does ·the defendant have the right to counsel present during 
the examination? At least one court, in Gibson v. Zahradnick (1978), has 
implied that the warnings required by Miranda before police 
interrogations might also be required before forensic mental health 
examination (see Bonnie and Slobogin, 1980, Note 210). 

Some courts have attempted to avoid these issues by employing a 
"constructive waiver" or estoppel theory, i.e., that the defendant has 
waived any Fifth Amendment rights through his act of requesting the 
examination (see Meister, 1975, 431-38; also, Judge David Bazelon's 
dissent in United States V• Byers [quoted in Mental Disability Law 
Reporter, 1981, 5(4), 267]), although at least one recent decision has 
held that a defendant may not easily waive the privilege against 
self-incrimination (People V• Parker, 1975). The Supreme Court has set a 
high standard for any waiver, repeatedly admonishing that the defendant 
make such waiver knowingly and intelligently. Furthermore, in a Miranda 
setting, the defendant has the continuing right to revoke his waiver at 
any time (Miranda v. Arizona, 1966), a point seldom acknowledged in the 
practice of mental health examination. 
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This raises several intriguing questions. How does a defendant 
who may be later found to be incompetent to stand trial make a knowing 
and intelligent waiver? Similarly, how does any defendant who is 
ignorant of forensic mental health examination procedures, and thus 
unaware of the import of his responses, make such a waiver? Finally, how 
can a defendant under medication or hypnosis revoke his waiver? 

Not surprisingly, protection of the defendant's rights vary 
according to the economics involved. An affluent defendant's statements 
to a private psychologist retained by counsel are protected by the 
attorney-client privilege until such time as counsel chooses to submit 
clinical evidence (see Bonnie and Slobogin, 1980, pp. 497-503; Saltzburg, 
1980). Indigent defendants, evaluated by mental health professionals in 
state forensic units, are offered fewer protections against the 
prosecution's use of incriminating disclosures of information acquired 
during the evaluation. This state of the law may very well violate the 
Constitution's equal protection mandates. Although distinctions based 
solely on wealth have failed to elicit strict scrutiny by the Supreme 
Court, when fundamental interests like the Fifth and Sixth amendments are 
implicated, the state must meet an extremely high burden of persuasion to 
justify such a legal rule. 

As a postscript to the foregoing, one might ask whether there is 
much of a strawman in the discussion of this issue. Writing, presumably, 
about all of the Massachusetts clinics established since 1956, Devlin and 
Russell (Note 2) claimed that "[d]uring the 16 years of court clinics 
operation there have been no instances of legal issues being raised about 
the examinations or the reports." 

From a broader perspective, one might ask how much the "rule of 
law" can intrude into the domain of psychiatry, psychology, and sociology 
in the conduct of the forensic examination process without diluting its 
effectiveness for the intended purposes. In his widely-read critique of 
the decision in Tarasoff (Tarasoff V• Regents of the University of 
California, 1976), Stone (1976), a psychiatrist, warns that "a duty to 
warn threatened third parties, will imperil the therapeutic alliance and 
destroy the patient's expectations of confidentiality, thereby thwarting 
effective treatment and ultimately reducing public safety." Rather than 
sharing Stone's fear of the destructive nature of the Tarasoff decision, 
Wexler (1981) strongly hails Tarasoff's "victimologial virtues" that may 
force therapists from an "individual pathology model" to one that focuses 
on relationships, including that between patient and potential victim. 

In the Structure of Scientific Revolutions,199 Thomas Kuhn 
teaches that the toppling of old scientific paradigms, and 
their replacement by new ones, is often far from a tidy 
process.200 If a Tarasoff-type obligation is widely 
recognized201 and adhered to seriously, we may experience a 
particularly unusual process where a rule of law prompts a 
paradigmatic (or at least a pragmatic ) shift in the treatment 
of interpersonal violence from an intrapsychic model to a 
model more interactionist in perspective. Perhaps more 
precisely, Tarasoff may lead mental health professionals to 

615 



1. 
I. " 

I 
I 
.I' 
I 

I 
I 
I -
I 

I 
I 
I 

practice the paradigm currently resisted but already accepted 
and preached by the bulk of the scientific and clinical 
literature. In terms of its overall impact, then, Tarasoff 
may help rather than hinder therapy, and may well constitute a 
major victimological victory.202 (Wexler, 1981, p. 176.) 

Review and Control of the Case File 

Effective mental health diagnoses and the formation of clinical 
opinions in criminal justice settings depend on the ability of the 
examiner to acquire information from sources other than the 
client-offender himself or herself. Bonnie and Slobogin (1980, P• 508) 
maintain that 

[i]t is impossible to base a reliable reconstructive or 
predictive opinion solely on an interview with the 
subject.240 The thorough forensic clinician seeks out 
additional information on the alleged offense and data on the 
subject's previous antisocial behavior, together with general 
"historical" information on the defendant, relevant medical 
and psychiatric history, and pertinent.information in the 
clinical and criminological literature. To verify what the 
defendant tells him about these subjects and to obtain 
information unknown to the defendant, the clinician must 
consult, and rely upon, sources other than the defendant. 

Statutes or court rules may require the transmission of certain documents 
(i.e., police reports) to the mental health evaluator prior to initiating 
the examination. Alternatively, legal pronouncements may merely 
authorize the exchange of documents without mandating receipt prior to an 
examination. Although disclosure of information gathered pursuant to a 
court-ordered forensic mental health examination is generally permitted 
without the consent of the client-offender (see "Model Law on 
Confidentiality Proposed by APA," 1979), the accumulation of documentary 
materials unnecessary for addressing the psycholegal question may prove 
embarrassing or damaging to both examiner and client-offender. 

In most states, the use of a client-offender's utterances made 
during pretrial forensic mental health examinations are generally 
restricted by the psycholegal question (e.g., competency) at issue , and 
to the pretrial stages of the proceedings (see the preceding section of 
this chapter; also, Bonnie and Slobogin, 1980, 497-503). However, 
similar restrictions are not placed on an examiners access and use of 
available information about the client-offender and his or her alleged 
anti-social behavior. Nor are such restrictions, typically, imposed by 
the examiner himself or herself before the initiation of the examination 
process. For example, psychiatrist James Grigson, who had evaluated 
Ernest Smith for the limited purpose of determining his competency in the 
recent celebrated Estelle V• Smith (1981) case, apparently had no 
misgivings about applying the knowledge gained for a much broader 
objective adverse to Smith (i.e., whether Smith met the "dangerous" 
criteria for a mandatory death sentence). 
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As we mentioned in the previous chapter and suggested in the model 
examination process in Chapter 9, too little information available to the 
examiner before the examination may render the entire process to be 
imprecise, irrelevant, and useless. But may not too much information 
lead mental health personnel to inappropriate psycholegal opinions or 
predictions, or perhaps, unduly prejudice the examination process? 

Proposition 12: Upon receipt of a 
health examination, and before 

court order for forensic mental 
the personal interview with the 

client-offender, mental health ersonnel should com ile a case 
ile. 

Proposition 13: The accumulation of documentary materials and 
information about the client-offender and his or her alleged 
criminal behavior should be controlled by the specific 
pnlcholegal question. Gathering of unnecessary or irrelevant 
i ormation (regardless of its reliability and validity) 
should be prohibited. 

Materials compiled in a client-offender's case file may be of 
various types from various sources. The following listing is 
illustrative, not exhaustiveo 

( 1) 

( 2) 

( 3) 

( 4) 

( S) 

( 6) 

( 7) 

( 8) 

( 9) 

(10) 

(11) 

(12) 

(13) 

(14) 

Police reports of precipitating incident. 

Arresting officer's description of incident. 

Witnesses' statements. 

Autopsy reports. 

Past arrest records. 

Arraignment sheets. 

Information forms completed by counselors, intake or 
admissions officers. 

Previous medical, psychiatric, psychological, and social 
reports. 

Reports of penal institutions where client-of fender was 
previously incarcerated. 

Booking sheets. 

Notes of discussions with referral agents. 

Report of emergency room examination. 

Previous records held by examining agency. 

Financial statements. 
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(15) 

(16) 

(17) 

(18) 

(19) 

(20) 

(21) 

(22) 

Employment records. 

School records. 

Report of probation officer. 

Background information sheet completed by moving attorney. 

Notes of discussions with defense attorney. 

Reports py other staff members who have previously 
examined the client-offender. 

Notes of consultation with other mental health personnel. 

Newspaper accounts of incidents and circumstances 
involving the client-offender. 

It is highly unlikely that all but the most controversial and 
complex cases would involve the accumulation of all the listed types of 
information. The typical psycholegal questions do not require access, 
accumulation, and review of such an extensive file of information. 
Moreover, the limited resources of most forensic mental health 
facilitiess do not permit it. Our study of the forensic facilities 
highlighted in Part III of this book indicated that selective attention 
to various documentary materials was more likely to be dictated by past 
practices and convenience than a specific psycholegal question about the 
client-offender. 

Proposition 14: Before the review of the case file by the primary 
examiner, a mental health professional other than the examiner 
should inspect and screen all file materials for relevance to 
the specific psycholegal question, threats to reaching a 
non-prejudicial opinion on the question, possible 
embarrassment to the client-offender and examiner, breaches of 
actual or expected confidentiality, and a betrayal of trust 
that may need to be established in the~ personal interview. 

At the Forensic Psychiatry Clinic in Charlottesville, 

[o]n the day of the interview, a staff conference is held in 
order to consult the material compiled by the social worker, 
the psychologist, and other staff members. The participants 
identify and explore the range of working hypotheses abOut the 
case, and decide what data should be obtained during the 
interview to exclude or refine these hypotheses. An 
additional function of this pre-interview conference is the 
selection of interviewers,261 based on the issues involved 
in the case and on the social worker's impressions of the 
client's probable reactions to different types of individuals. 
(Bonnie and Slobogin, 1980, pp. 515-516) 
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While it may be difficult, if not impossible, to set general rules 
for implementing Propositions 12, 13, and 14, it may not be so difficult 
to make a purposive selection of information to be contained in a case 
file on a case-by-case basis. Past arrest records, witnesses' 
statements, and police reports, for example, may have only limited 
relevance to the question of the client-offender's competency to 
voluntarily and intelligently enter a plea of guilty. Conversely, school 
records may be extremely valuable in supportng a psycholegal opinion in 
response to that question. 

The Dayton Center (see Chapter 6) comes close to compliance with 
Propositions 13 and 14 by requesting via memoranda that referral agents 
include specific documentary materials according to the type of 
examination (i.e., competency, advisability of treatment for probation, 
and so forth) authorized by Ohio statutes. While the accumulation and 
review of documentary materials is not controlled by the specific 
psycholegal question(s), the gathering of supplementary information 
according to evaluation type minimizes grossly irrelevant and unnecessary 
data in the case file, data that may be used later for other objectives 
plainly adverse to the client-offender. 

Thus far, we have considered only the restriction of access to and 
accumulation of information in a client-offender's case file before a 
review of that file by the examiner. Objections were raised earlier to 
the general practice of unrestricted, often ritualistic and pointless 
accumulation of information about the client-offender. If nothing else 
such work seems wasteful, and potentially frustrating to the staff. Of 
course, on the other side of the coin, the inability of the examiner to 
acquire relevant information about the examiner from third party sources 
on balance may be equally frustrating to the forensic mental health 
examination process. 

Proposition 15: Failure in the access to and accumulation of 
necessary, relevant documentary materials from "third" party 
sources, before the scheduled personal interview with the 
client-offender, should be known to the referral agents 
initiating the request for f orerisic mental health examination. 

It is in the best interests of both the examiner and the criminal 
justice referral agent to communicate difficulties in acquiring important 
information about the client offender. Notifications of failure in 
access to information can initiate assistance from the court and its 
allied agency, under direct authority of court. Such notification may 
also allow the court to make appropriate allowances for a continuance of 
a court date in order to get the needed information. In New York City's 
Forensic Psychiatry Clinic, collatoral information not already in the 
files of the clinic or the referring court (e.g., hospitalization or 
employment records) must be obtained by subpeona. This is a 
time-consuming process that typically requires a continuance of the court 
date in order to allow mental health personnel to receive the subpoenead 
information (see Chapter 4). 
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Some forensic mental health facilities have instituted procedures 
that cause the examination process to come to halt when documentary 
materials relevant and necessary to the case have not. been received. New 
York City's Forensic Psychiatry Clinic will not initiate presentence 
(probation) evaluations without receipt of a preliminary probation 
report. The Pima County Court Clinic in Tucson, Arizona will not proceed 
with an assignment of an examiner to a case, and proceed with the 
personal interview of the client-offender, until pertinent supporting 
documents have been submitted by the referral agent. Apparently this 
procedure is successful in prompting requested documentary materials to 
be submitted at least one day prior to the scheduled personal interview 
in over nine out of ten cases (see Chapter 4). The Center for Forensic 
Psychiatry in Ann Arbor, Michigan will proceed without a police record of 
the alleged crime, but will !12!_ send a report of the results of the 
examination until such time as the police report is received and reviewed 
for consistency with the Center's competency report (see Chapter 7). 

The Personal Interview 

Although it is the least standardized method (cf. Meister, 1975) 
used in the data acquisition component of the examination process, the 
personal interview of the client-offender is the mainstay of the 
process. And, even though the psychiatrists, psychologists, and social 
workers we interviewed disagreed about the use of psychological tests, 
social assessments, and other inquiries (see the next section in this 
chapter), all the examiners we queried indicated that the personal 
interview is a necessary minimum in all forensic mental health 
examinations• Most commentators and--ailthors of leading texts on forensic 
psychiatry and psychology assume that examiners have interviewed a 
client-offender before testifying about the case (see generally, Bonnie 
and Slobogin, 1980, Note 204). However, in practice the courts are often 
willing to accept expert testimony about a client-offender who has never 
been personally interviewed (see, for example, People v. Bassett, 1968, 
cited in Bonnie and Slobogin, 1980, Note 204; also, Estelle v. Smith, 
1981; "Fifth Amendment Protections in Criminal Psychiatric Evaluations," 
1981). Consistent with the model presented in Chapter 9 and with general 
practice in the twenty forensic facilities described in Part II of this 
book, the interview should not precede the proper delineation of the 
psycholegal question, should only be begun after the proper warnings and 
consents, and should only occur after the examiner has had adequate time 
to review the case file (see Figure 60, Chapter 9). 

Proposition 16: A single one-hour interview with the client
offender, supplemented by a review of the case file, is a 
sufficient base for reaching a psycholegal opinion in the 
majority of cases. 

Proposition 17: The use of psychological testing, social 
assessments, and other inquiries beyond the personal interview 
should be restricted to those cases where a psycholegal 
opinion cannot be rendered following a personal interview with 
the client-offender, and onl when the examiner has a clear 
rationale or their chosen focus in that specific case. 
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The forensic mental health interview differs from the typical 
"therapeutic" interview in intent and scope, if not in form (see 
generally, Bonnie and Slobogin, 1980, Notes 220 and 230; Matarazzo and 
Wiens, 1972; Kahn and Cannell, 1957; Fear, 1973). That is, the forensic 
interview is an instrument of the criminal justice system; the scope of 
the forensic interview is also narrowly defined by the legal criteria in 
the psycholegal question; finally, while the "therapeutic" interview 
typically results from a voluntary arrangement between the interviewer 
and patient, the client-offenders who are interviewed are usually not 
voluntary interviewees in the strictest sense (see Bonnie and Slobogin, 
1980, pp 502-508). 

As already noted in the previous chapter and in the commentary on 
the meanings of the terms "process" and "acquiring" in the operational 
definition in Chapter 2, the specific content, format, style, and length 
of the personal interview will be dictated by the overt and latent 
reasons for the referral for examination, the nature and specificity of 
the psycholegal question posed, the policies and resources of the 
forensic facility, the nature of the case, the behavior of the 
client-offender at the time of the examination, and importantly, the 
background, experiences, and preferences of the examiner. Interviews may 
vary from highly structured (representing little more than the oral 
administration of portions of a standardized questionnaire) to 
nondirective interviews in which the examiner merely encourages the 
client-offender to talk as freely as possible. As is true, generally, of 
all clinical interviews, the forensic interview affords the examiner an 
opportunity for direct observation of behavior manifested during the 
interview, as well as eliciting the client-offender's rendition of 
life-history information and the circumstances of important events. The 
forensic examiner is required to focus his inquiry into one or more of 
the following areas of the client-offenders mental health: (1) mental 
functioning and capacity at the time of the examination (primarily 
relevant to the determination of competency to stand trial); (2) mental 
state at the time of the alleged offense, including the developmental, 
psychological, and social history; and (3) potential for engaging in 
antisocial behavior in the future under various conditions of treatment 
and confinement (relevant to presentence examinations in the context of 
disposition decisions). 

The typical forensic interview may begin with a few questions and 
informal discussion designed to build rapport and to allay any noticeable 
anxieties that the client-offender may harbor. This initial period of 
the interview may include Miranda-type warnings and consent procedures 
initiated by the examiner. The interview proper may then continue with a 
mental status examination, including behavioral observations of the 
client-observers general appearance, stream of talk, affect, thought 
content, "sensorium" (orientation, memory, intelligence), insight, and 
judgement (cf. Gerard, 1974; Lawrence, 1980). The mental status 
examination""T"s considered a standard part of the psychiatric examination 
of all mental health patients (American Psychiatric Association, 1980), 
although its implementation may differ widely across examiners. In 
addition to the time for building rapport and the mental status 
examination, the typical interview then proceeds with a series of 
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questions addressing specific psycholegal questions such as fitness to 
proceed with trial, criminal responsibility, and sentencing options. The 
questions may be a part of, one and the same, or interspersed with 
questions focused on aspects of the mental status examination. The 
questions set the stage for and encourages the client-offender to tell 
his or her own account of the alleged cri~e, for example, in examinations 
of sanity at the time of the offense. Again, depending on the 
psycholegal question posed, the examiner's attention may be focused on 
the client-offenderts understanding of the alleged crime and the events 
surrounding it, present ability to assist an attorney in preparing a 
defense, or on the potential threats of harm posed by client-offender 
with or without treatment. The interview may include a number of pointed 
questions (Why are you here? What happened in the past? When? Are you 
on medication?) that prompt responses, discussion, and more questions, 
such as the following posed in one presentence psychiatric evaluation 
observed by one of the authors in the Pima County Court Clinic (see 

· Chapter 4). 

o You know, of course, that you will be sent to prison or placed 
on probation? What will you do while on probation? 

0 

0 

0 

Are you having problems in jail? Sleeping? Are you hearing 
voices? 

How is your health? 

Did you have trouble in court? 

o Do you know todayts date? Time? 

0 What does "No use crying over spilled milk" mean? 

0 Where are your folks now? 

0 How far did you go in school? 

o Have you been able to work? What do you like to do? 

Although the formal administration of psychological tests is 
generally shunned by most psychiatrists, and many other mental health 
personnel, critical questions from the Minnesota Multiphasic Personality 
Inventory (MMPI) (i.e., those framing problem areas such as depression, 
suicide, persecution, family discord, and alcohol problems) are sometimes 
used in the interview. When the referral question concerns competency to 
stand trial, the clinical interview may include the administration of 
checklists, tests, or sections of instruments designed to assess 
competency to stand trial (e.g., the Competency Screening Test). The 
examiner is also sensitive to special problems that may bear directly on 
the psycholegal question raised. For example, in determinations of 
insanity at the time of the alleged crime, the examiner may be 
particularly alert to voluntary (person was "dead drunk" at the time) or 
involuntary (punch was spiked with LSD) intoxication with may rule out 
specific intent to commit the act (~ ~). Delirium tremens, an acute 
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brain disorder caused by withdrawal from excessive alcohol intake; the 
Wernicke-Korsakof f syndrome, another alcohol psychosis associated with 
brain damage and poisoning from alcohol; amnesia; and malingering, the 
deliberate simulation or exaggeration of mental illness by the 
client-offender, are other _examples of problems the examiner is alert to 
during the determinations of insanity. 

A forensic interview should utilize the amount of time required to 
formulate a conpetent psycholegal opinion (Rappeport, 1981). However, 
when asked about the minimum time required for a competent interview the 
psychiatrists, psychologists, and social workers we queried responded 
within a range of 10 minutes to two hours, with the modal response being 
60 minutes. One prominent forensic psychiatrist indicated that 30 
minutes is a sufficient minimum for reaching a psycholegal opinion in 80 
percent of pretrial and presentence examinations. 

Generally speaking, the time, examiner's effort, and supplementary 
resources devoted to personal interviews seemed to vary according to the 
complexity or controversy surrounding the case, the professional 
discipline of the examiner, and the various professional and academic 
persuasions of the examiner. Not surprisingly, psychiatrists, 
psychologists, and social workers, alike, spent more time, effort, and 
resources in controversial cases. More than one interview with the 
client-offender, psychological testing, social assessments, and other 
inquiries (see further in this chapter) were not uncommon in such cases. 
Resource allocation seemed to vary directly according to the likelihood 
that the examiner would be required to provide oral testimony in open 
court, rather than simply submit a written report. As a practical 
matter, most psychiatrists tended to shun psychological testing, social 
assessments, and other inquiries to support their conclusions, based on 
the personal interview with the client-offender and corroborating 
evidence accumulated in the case file. Understandably, psychologist 
relied more heavily on psychological testing to support the personal 
interview. Finally, social workers depended on social history interviews 
and evaluation of family members, witnesses, and friends of the 
client-offender to conform inferences drawn from the interveiw (see, 
generally, Bonnie and Slobogin, 1980, pp. 496-520, and further in this 
chapter for a discussion of assessments and inquiries supporting the 
interview.) 

Again, generally speaking, examinations of sanity of the 
client-offender at the time of the alleged crime consistently commanded 
more time, effort, and resources than examinations focused on other 
psycholegal questions such as competency to stand trial. The Dayton 
Center, for example, often required two clinical interviews of a 
client-offender to evaluate sanity, whereas the issue of competency to 
stand trial and presentence evaluations rarely required more than a 
single interview (see Chapter 6). But the differences in the perceived 
demands posed by the questions of competency and insanity seem to stem 
less from methodological concerns logically raised by the question, than 
historical precedence and the varying professional persuasions of the 
examiners. As we noted briefly in Chapter 9, it may be that greater 
resource demands are made by the question of insanity because of (1) the 
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relatively rich history of the insanity defense, (2) the great public 
interest in exculpation based on mental abberation, and (3) the 
comfortable fit between the insanity question's focus on past events and 
the backward-looking approach that may be taken by examiners trained in 
depth psychology and dynamic psychiatry. On the last point, Bonnie and 
Slobogin (1980, P• 512-415) state that a "person trained in 
psychoanalytic theory, for example, may be attuned to different symptoms 
and may interpret the same symptoms differently than a behaviorist." At 
least one commentator has questioned the differential professional 
attention paid to the competency and insanity issues. 

The question of competency to stand trial has grown out of the 
common law. The three-pronged test encompasses the accused's 
capacity (1) to understand the nature and purpose of the 
proceedings against him, (2) to comprehend his condition in 
reference to such proceedings, and (3) to assist counsel in 
preparing his defense.4 This determination involves many 
more psychiatric combinations and permutations than appear to 
confront the examiner in estimating the presence of insanity 
and -the capacity to appreciate the criminality of the 
accused's conduct. In the competency determinations, for 
example, a gradation of emotional reactions occurs, ranging 
from a minor depression to catatonic regression. In insanity 
examinations, one may find a continued mental illness, 
paranoid schizophrenia, a paranoid state, organic brain 
syndrome, or mental deficiency. On the other hand, the 
conditions that bring about incompetency to stand trial 
usually are briefer episodes, thus illustrating the ego 
stresses attending the prospect of imminent conviction and 
eventual punishment. Since such ego pressures are often 
related to guilt feelings of which the accused is not aware, 
these emotional states may cover the whole scale of human 
reactions. (Bamberg, 1979, PP• 89-90) 

Psychological Testing, Social Assessments, and Other Inquiries 

The model forensic examination proposed earlier in Chapter 9, as 
well as Proposition 17 in the preceding section of this chapter, 
restricts the use of psychological testing, social assessment, and other 
supplementary inquiries to after an initial personal interview has been 
completed, and to circumstances where the examiner is unable to reach a 
psycholegal opinion without such inquiries. We contend that the examiner 
should be able to present rationale justifying such additional inquiries 
that clearly links the chosen inquiry method to the unresolved 
psycholegal issues impeding the formulation of a psycholegal opinion. 
This proposition is consistent with Recommendation 3 and the supporting 
reasoning of the Task Force on the Role of Psychology in the Criminal 
Justice System (1980): 

Other than for legitimate research purposes, psychological 
assessments of off enders should be performed only when the 
psychologist has a reasonable expectation that such assessment 
will serve a useful therapeutic or dispositional function ••• 
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Such assessment-without-disposition-function, when not done 
for legitimate research purposes ••• constitute an unethical 
intrusion into the lives of offenders and an unprofessional 
squandering of limited psychological resources and limited 
public funds. Perhaps most objectionably, they give the 
illusion that psychological services are being provided to 
offenders and thus serve to legitimate aspects of the criminal 
justice system that are in serious need of reform.(pp. 7-8, 
emphasis deleted) 

In the same document in which the above recommendation appeared, 
Brodsky (1980) put the matter more colorfully: 

When they exist for their own sake, such psychological 
assessments can be ritualistic and pointless. In (prison) 
reception and diagnostic centers, these assessments have been 
described as boring, repetitive and frustrating to the staff, 
an Edsel-like flop for the system and a disservice and waste 
of resources for all involved. (p. 65) 

In the forensic mental health facilities we studied, psychological 
testing, social assessments, and other inquiries, when they were used at 
all, were always used to confirm inferences made on the basis of a 
personal interview. We never actually observed, nor were we informed of, 
the use of such inquiries to reach a psycholegal opinion in the absence 
of a personal interview. Given this primary support function for these 
inquiry methods, their highly questionable validity for making legal 
determinations (see further in this section), and the use of the 
interview as the centerpiece in general pracatice, it seems wasteful (at 
the least) to use these methods before and in the absence of 
justifications bases on the personal interview with the client-of fender. 

This may seem obvious, but it was not so in our observation of 
practice. In several of the facilities we studied the timing and 
rationale of use of inquiries other than the interview suggested by 
Proposition 17 were not followed. For example, upon arrival at the place 
for examination in the Nashville, Tennessee Sheriff's Office (see Chapter 
5), a psychometrician (masters-level psychologist) first administers the 
Minnesota Multiphasic Personality Inventory (MMPI), the Wechsler Adult 
Intelligence Scale (WAIS), and, frequently, other instruments such as the 
Rotter Incomplete Sentence Blank and the House- Tree-Person Drawing 
Technique. A personal interview conducted by a consulting psychologist 
followed the administration of the psychological tests; and, this 
interview may have prompted another interview (in about 15 to 20 percent 
of the cases) with a consulting psychiatrist. For another example, 
shortly after arrival at the Pima County Court Clinic (see Chapter 4), 
and before a scheduled personal interview, client- offenders scheduled 
for forensic mental health examination are routinely given several 
psychological tests and are asked to complete a 40-question form 
eliciting biographical information. In both of these cases, there seemed 
to be little evidence of a systematic reliance on, and a clear rationale 
for, psychological test results in the formation of the psycholegal 
opinions. (See Chapter 9 for further discussion of this point.) 
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Psychological tests are used primarily for determination and 
analysis of individual differences in general intelligence, specific 
aptitudes, vocational fitness or preference, and personality traits (see, 
generally, Anastasi, 1976; Freeman, 1962). The value of psychological 
testing in legal settings has long been recognized by mental health 
workers and criminal justice practitioners alike (cf. Parker, 1980). 
Generally speaking, a battery of psychological testS may be administered 
to assess intelligence, cognitive, and perceptual functioning, as well as 
to confirm judgments based on the information in the case file and the 
personal interview. Frequently used tests in legal settings include the 
Wechsler Adult Intelligence Scale (WAIS), the Bender-Visual Motor Gestalt 
Test, the Rorschach Test and projective drawing techniques, the 
Color-Form Sort, and the Thematic Apperception Test (TAT); also used may 
be. the Minnesota Multiphasic Personality Inventory (MMPI), the Rotter 
Sentence Completion Test, the Quick Test of Verbal Ability, the Object 
Relations Technique, the House-Tree-Person Test, the Draw-a-Person Test, 
the Lawrence Mental Competency Test, the Legal Dangerousness Scale, and 
the Competency Assessment Instrument. Vocational tests may also be 
administered. Finally, staff conferences may be held to integrate the 
information obtained. The forensic examinations in court clinics, jail 
mental health services, and most other forensic facilities typically 
includes the use of psychological in testing in terms of policy; our 
impressions are, however, that the policy was far from being implemented 
in practice in the forensic facilities we studied. 

Table 10 lists the psychological tests that were noted by mental 
health personnel to be in use in their facilities. Unfortunately, we 
were unable to observe the actual administration of these instruments 
except in a few instances, much less make a reliable assessment of 
frequency of use. However, on the basis of interviews with the mental 
health personnel in the forensic facilities, and a review of available 
documentary materials, we came to-the impression that psychological 
testing was much more a matter of policy than practice. When it did 
occur, it was often ritualistic and pointless (to use Brodsky's words, 
see above), serving no legitimate psycholegal determination. 

The tests in Table 10 are listed roughly according to the 
frequency with which they were represented in policy statements, 
mentioned by mental health personnel during interviews, or seen by us 
during our study of the twenty forensic mental health facilities 
described in detail in Part II of this book. The MMPI was by far the 
most popular test, represented in fourteen of the twenty facilities, 
reflecting a general popularity enjoyed by the MMPI in classifying 
criminal offenders for some time (see Megargee and Bohn, 1979). The 
Bender, the WAIS, and inkblot tests were represented in half of the 
facilities studied. Figure drawing techniques, the TAT, and incomplete 
sentences techniques were in evidence in a quarter to one half of the 
facilities. The remainder of instruments listed in Table 10 were noted 
in no more than two of the facilities we studied. 

Some forensic mental health facilities rarely administered 
psychological tests as part of their forensic examination procedures, 
relying totally on the clinical interview, notwithstanding those 
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Table 10 

Psychological Tests Used in Forensic Mental Health Facilities 

Minnesota Multiphasic Personality Inventory (:MM.PI) 
Bender Visual-Motor Gestalt Test 
Figure Drawing Testsa 
Thematic Apperception Test (TAT) 
Inkblot Techniquesb 
Incomplete Sentences Techniquesc 
Wechsler Adult Intelligence Scale (WAIS)d 
Wechsler Intelligence Scale for Children (WICS) 
General Aptitude Test Battery (GATB) 
Revised Beta Examination 
Stanford-Binet Test 
Raven Progressive Matrices Test 
Slossen Intelligence Test 
Wide Range Achievement Test 
Quick Test of Verbal Ability 
Peabody Picture Vocabulary Test 
Memory-for-Designs Test 
Goldman Memory Test 
Benton Visual Retention Test 
Halstead-Reitan Neuropsychological Battery 
Luria-Nebraska Neuropsychological Assessment 
Mooney Problem Check List 
Sixteen Personality Factor Questionnaire (16PF) 
Fundamental Interpersonal Relations Orientation-Behavior 

a Includes a variety of projective tests in which client-offenders' 
produce drawings on blank sheets of paper (see Parker, 1980; Anastasi, 
1976); e.g., Draw-A-Person, Draw-A-Family, House Tree, and Goodenough 
Draw-A-Person. 

b Includes the Rorschach and the Holtzman Inkblot techniques. 
c Includes both projective methods (e.g., the Rotter Incomplete 

Sentences Blank) and the Competency Screening Test (Lipsitt, Lelos, and 
McGarry, 1971). 

d Includes use of abbreviated scales (see Anastasi, 1976, p. 249). 
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psychiatrists and legal scholars that argue that it is extremely 
difficult, if not impossible, to base a reconstructive or predictive 
clinical opinion solely on an interview with the client-offender (see, 
for example, Sadoff, 1975; Pollack, 1975; and Bonnie and Slobogin, 
1980). The policy of the Center for Forensic Psychiatry is that 
psychological testing is rarely essential to formulating an opinion about 
a client-offenders competency to stand trial. Although such 
psychological consultation is not discouraged in the course of 
evaluations to assess criminal responsibility or diminished capacity (see 
Chapter 7). Other facilities either routinely administered a battery of 
tests, or did not discourage extensive psychological testing in their 
policies. The Pretrial Branch of St. Elizabeths' Division of Forensic 
Program (see Chapter 7) may include any of fourteen tests in their 
forensic examinations~ Similarly, the Dayton Center (Chapter 6) and the 
Pima County Court Clinic (Chapter 4) each use ten or more of the tests .. 
listed in Table 10, according to their policy statements and statements 
by their staff. 

However, as we indicated in Chapter 9, most of the mental health 
personnel we interviewed expressed confidence in their ability to reach a 
psycholegal opinion based solely on the review of the case file, 
containing accumulated documentary materials, and their personal 
interview of the client-offender in most cases. The need for further 
data collection, they said, arose from uncertainty or unanswered 
questions during the interview. Suspecting mental retardation from the 
responses of a client-offender during a personal interview, for example, 
the examiner may request the administration of an intelligence test to 
support the hunch. Or, suspecting malingering by the client-offender, 
the examiner may administer the validity scales of the MMPI which assess 
malingering or faking (see Anastasi, 1975, p. 498), or the examiner may 
ask a colleague to do another interview. But, in sum, the routine 
administration of psychological tests and other inquries in the absence 
of questions or uncertainty arising in the personal interview seems to be 
an unjustified misuse and waste of resources. Even if the testing 
results are actually used, efficiency that may be gained by routine 
psychological testing hardly seems to outweigh the intrusion into the 
lives of those client-offenders whose test results are not used, and the 
squandering of professional resources (see Task Force on the Role of 
Psychology in the Criminal Justice System, 1980, Recommendation 3, pp. 
7-8). 

In addition to the personal interview and psychological testing, 
assessments of the social history of the client-off ender are frequently 
part of the forensic mental health examination. Such assessments are 
typically initiated in the delineation component of the examination 
process, as historical information about the client-offender is 
accumulated (see Figure 60, P9int 4, p. 576); they are continued as the 
examiner reviews the case fil~ (Figure 60, Point 6) in the acquisition 
component. Also, but only when conducted before sentencing for the 
purpose of assisting the sentencing and disposition process (and not 
pretrial examinations), interviews of the client-offender typically 
conducted by a social worker become central to the examination process; 
i.e., they take the place of the personal interview of the 
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client-offender by a psychiatrist or psychologist. Perhaps, the 
restriction of presentence evaluation to where a personal interview with 
a client-offender by a social worker is the centerpiece of the 
examination process, is due to statutory limitations on social workers' 
expert testimony in adversary proceedings and a tradition of social 
worker involvement in probation departments (see Roth, 1980). In cases 
in which it is the centerpiece, the earlier discussions about the 
personal interview apply, we believe. In the case where social 
assessments are only supportive of the inferences based on the personal 
interview, and not necessarily based on evidence already in the 
client-offender's case file, they should probably be restricted in the 
same manner as that proposed for psychological testing. 

Social assessments in the criminal setting are fairly standard, 
and similar to the social histories compiled in other mental health and 
social services settings. The major difference between forensic mental 
social assessments and·those assessments conducted in other settings are 
the inquiries into the following areas: 

(1) alleged offense; 
(2) legal history; 
(3) criminal record; and 
(4) childhood anomalies (e.g., cruelty to animals, enuresis, and 

arson) 

Typically conducted by a social worker, a social assessment compiles a 
variety of psychosocial data on the client-offender. A personal 
interview conducted by a social worker is usually one to two hours in 
length· During the interview, the client-offender is often asked to name 
one or two persons who the social worker could contact to corroborate the 
social history told by the client-offender. ("They are not," stated one 
New York psychiatrist, "the world's greatest historians.") The contacts 
are usually family members, but may also be a family, doctor, minister, 
or friend. This verification is usually done by telephone, but the 
social worker may elect to meet with the persons in his or her office or 
the person's home. 

While the personal interview, psychological testing and social 
assessments are the most common elements of the acquisition component of 
the examination process, other inquiries are sometimes un'dertaken. Such 
additional data collection raises the following questions: To what 
extent are these additional inquiries necessary to answer the psycholegal 
questions delineated by the court? Do the added resources justify the 
additional cost? How long do these additional procedures take? Will 
they delay the criminal proceedings? Is it necessary to place the 
client-offender in an inpatient facility to complete all the testing? 

Validity, Reliability, and Ethics 

In practice, what are the assurances of validity, reliability, and 
ethics of data acquisition and the formation of the psycholegal opinion 
in the forensic examination process? The mental health workers we 
interviewed seemed to be in general agreement (implicitly, if not 
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expressly) with the following proposition which relies greatly on the 
theoretical and empirical analysis of competency to stand trial by Roesch 
and Golding (1980, see especially, P• 11-12). 

Proposition 18: To inf er competency, sanity, amenability to 
treatment, or any other psycholegal condition is to engage in 
complex judgements that are dependent upon the facts and 
context of the particular case, but are not completely 
reducible to a set of rules about those facts and context. 

Jurisdictions differ with regard to the specific legal tests for 
insanity, incompetency, diminished capacity, bail risk, ·and so forth. 
These tests are designed to specify what type (and in some sense, 
severity) of mental condition that needs to be shown to render the person 
insane, incompetent, diminished, or constituting risk. The most 
important purpose of psychological tests, personal interviews, and the 
other evaluation procedures is to show the presence of the mental 
aberration in sufficient degree, to meet the legal tests. The elasticity 
·of the terms used in defining the legal tests and the laws interpreting 
the legal concepts involved, make it difficult for mental health workers 
to achieve a goodness of fit between legal and psychological tests. In a 
footnote to their analysis of competency to stand trial, Roesch and 
Golding (1980) equate the examination of competency to stand trial with 
construct validation in testing (see Anastasi, 1976). Their analysis, we 
think, applies equally well to the determination of other psycholegal 
questions. 

[T]he very assessment techniques employed by the courts and 
their agents must mirror steps involved in the establishment 
of "construct validity." Briefly, this means that multiple 
sources of consistent and converging evidence must be sought 
to assert a defendant's incompetency. Thus incompetency could 
not be equated with amnesia~~' or a particular conclusory 
statement, or a low score on a particular test. Furthermore, 
given the functional nature of the construct of competency, 
the "facts to be sought" will be highly dependent upon the 
particular case. (1980, p. 43, Note 4; emphasis in original) 

Typically, examiners can cite an extensive catalog of historical 
facts, scores, and impressions they deem important in whatever assessment 
and instruments they use, but they are consistently unable to give clear 
rationales for their chosen focus. One might argue that not only should 
the acquisition component be scrutinized in terms of its technical 
measurement characteristics but also in terms of its potential social 
consequences (see Messick, 1980). 

No doubt, in the day-to-day practice of forensic mental health the 
technical and ethical questions interact. Robert Michaels, Barlie McKee 
Henry Professor and Chairman of the Department of Psychiatry at the 
Cornell University Medical Center, spoke to this issue in characterizing 
how psychiatrists and lawyers are trained (see Note 3). He claimed that 
psychiatrists (and lawyers, one can assume, although he did restrict this 
portion of his commentary to psychiatry) operate on the principle of 
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"professional consensual validation"; that is, they operate not from the 
question "what is the truth here" but from "how does this follow the 
profession's rules for practice?" Professions make the moral and ethical 
decisions--the professionals only make the decisions regarding whether 
the thing examined can be placed in the category bounded by the 
profession. That is, the issue for the professional is one of 
reliability within the profession, not validity. 

The issue turns on the answers to two simple questions: First, is 
the test, procedure, or technique any good as a measure of the 
characteristics (competency, culpability, and so forth) it is interpreted 
to assess? Second, should it be used for the proposed reasons in the 
proposed way? The first question is a technical one, the second an 
ethical one. 

We discovered very little evidence of any attention to the first 
question in the twenty forensic facilities we studied. Our impression is 
that those responsible for administering psychological tests, for 
example, seemed to make the tacit assumption that, while few of the tests 
were validated for legal determinations, they may be helpful in 
corroborating the determinations made during the personal interview. The 
reliability, validity, and ethics of determinations based on the personal 
interview seemed beyond questioning, except as discussed earlier in this 
chapter under "Warnings, Consents, and Confidentiality." The attitude of 
those psychologists, psychiatrists, social workers, and other mental 
health workers we interviewed toward the concern addressed by the second 
question--the importance of taking into account the ethics and value 
implications of the assessment techniques used--maybe (albeit, somewhat 
harshly) reflected in the cynicism of one psychologist's proposal for a 
model forensic examination process: "If he knows his Zip code he's 
competent. And, depending on the place corresponding to the Zip code, 
he's sane." 

The Qualifications of Forensic Mental Health Personnel 

Which of the traditional forensic mental health 
disciplines--psychology, psychiatry, and social work--and which 
combination of training experiences best equips a forensic mental health 
worker to conduct the forensic examination process? This chapter 
concludes with a brief discussion addressing this question of staff 
qualification. (For the working definition of "mental personnel" see 
Chapter 2.) 

Although there has been and continues to be much debate on the 
issue, there appears to be no clear script for the roles of mental health 
professionals in the criminal process (see, generally, Perlin, 1980; 
Saltzburg, 1980; Halleck, 1980). In concluding their article on the role 
of mental professionals in the criminal process, Bonnie and Slobogin 
share the concern of critics of the forensic mental health specialist 
(e.g •• Morse, 1978a, b). 

[W]e are troubled by the poor quality of much clinical 
testimony which seems to rely more heavily on the assertion of 
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Aesculapian authority than on proven expertise. If clinical 
testimony, in the aggregate, is to enlighten rather than 
confuse or obstruct the administration of criminal justice, 
the courts will need to pay greater attention to the 
qualification of expert witnesses than is now ordinarily the 
case. In doing so, they can be much benefited by the 
developing efforts of the mental health professions to clarify 
the requirements of forensic specialization and to formulate 
specific methodological and ethical requirements for the 
forensic discipline (Bonnie and Slobogin, 1980, p. 494). 

The task force of the American Bar Association's Standing 
Committee on Association Standards for Criminal Justice has taken up the 
issue in a provisional outline containing the following components: the 
proper role of mental health professionals, the assessment of adequacy of 
interdisciplinary intercommunication, and interaction, the assessment of 
responsibilities of mental health institutions, the professional 
responsibility in performance standards, interdisciplinary 
training/problem solving, and finally, joint ventures to promote 
understanding, achieve fiscal support and legislative reform (see Note 4). 

Proposition 19: Although compliance with statutory regulation is 
obviously necessary, the most important consideration in the 
assignment of mental health personnel to steps and components 
of the process of forensic mental health examination is the 
fit between staff expertise and specific task requirements. 

As was reported in Chapter 3 (p. 40), psychiatrists, 
psychologists, and social workers are the professional groups 
predominantly involved in the forensic examination process • 
Traditionally, the law has welcomed participation first and foremost by 
psychiatrists, second and more recently by clinical psychologists, and 
third, by social workers but only on a limited basis usually in 
determining sentencing alternatives. 

The laws of most states have traditionally, however, bestowed 
their invitation largely with regard to expert testimony in open court 
and not participation in the examination process short of testimony. The 
thrust of the foregoing proposition is to encourage those responsible for 
hiring decisions and allocation of staff resources to be less thwarted by 
legal requirements and more creative in their interpretation of those 
legal requirements, and the subsequent assignment of staff. Would the 
courts balk, for example, at the receipt of a competent evaluation report 
signed by two examiners, only one of whom was legally qualified to 
perform the evaluation, assuming close and conscientious supervision by 
the formally qualified examiner of the other who did most, if not all, of 
the work? We think not, given a high quality in the reporting process 
and the availability of qualified examiner for testimony, if he or she 
were called. It may be that the legal system is less receptive to such a 
procedure when instituted by "outsiders" (see Haney, 1981). However, the 
precedents for such a distinction between those relatively invisible 
individuals who do· much of the work, and those visible individuals 
accountable for its application, clearly exist in the preparation of 
cases in law firms and in the drafting of judicial opinions in the courts. 
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Notes 

1. Comment made by William Tucker during a panel discussion entitled 
"Ethics of the Court-Ordered Psychiatric Examination." Summarized in the 
Newsletter (1981, Vol. 6, No. 1, P• 7) of the American Academy of 
Psychiatry and the Law (AAPL). 

2. Devlin, J.M. and Russell, D.H. All About the Massachusetts Courts 
Clinic Program. The Commonwealth of Massachusetts Department of Mental 
Health. Division of Legal Medicine (190 Portland Street, Boston, 
Massachusetts, 02114), 1972. 

3. Michaels, R. Professional Education and the Resolution of Ethical 
Conflicts--How We Train Psychiatrists and Lawyers to Avoid Good and 
Evil. Presentation at a Conference of the American Academy of Psychiatry 
~the Law (Tri-State Chapter), New York City, January 17, 1981. 

4. Criminal Justice Mental Health Standards Projects. Provisional 
outline of task force: Substantive issues. American Bar Association 
Standing Committee on Association Standard for Criminal Justice, February 
1981. The Criminal Justice Mental Health Standards Project is an 
American Bar Association Criminal Justice Improvement Project begun in 
January 1981 and funded by the John D. and Catherine P. MacArthur 
Foundation. 
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Chapter 12 

PROVISION OF INFORMATION 

For every fifteen minutes psychiatrists, psychologists, and social 
workers testify as expert witnesses in open court, they may spend an hour 
or more in preparation and review of a written report that documents the 
content, conduct, and consequences of a forensic examination of a 
client-offender. The courtroom testimony is only the visible tip of the 
iceberg that constitutes the provision to criminal justice authorities of 
information gained by mental health personnel as a result of the forensic 
mental health examination process. No doubt, it is the courtroom 
presentation that attracts newspaper headlines, especially when the 
outcome of a controversial case--for example, that of Dan White who was 
exculpated for the execution-style slaying of San Francisco Mayor George 
Moscone and Supervisor Harvey Milk--turns on the dramatic testimony of 
several mental health experts. But in most cases, testimony is, or 
should be (cf. McGarry and Curran, 1980), based on a written report. In 
fact, most Tiivolvement of mental health personnel in legal proceedings 
ends with the provision of a written report to one of the adversaries in 
the dispute, the court, a law enforcement or corrections agency (cf. 
McGarry, 1980). This chapter will expand on the definition of ~ 
"provision" in Chapter 2 and the representation of the steps of the 
provision component in the model forensic examination in Chapter 9. 
Additionally, a number of propositions specific to the provision of 
information to criminal justice referral agents will be presented. 

The Medium and Timing of Communications 

Information acquired about a client-offender by mental health 
personnel can be communicated to criminal justice authorities in a formal 
written report, by informal messages conveyed in writing or by telephone, 
by courtroom testimony, or some combination of these. The timing of 
testimony is typically controlled by legal proceedings, i.e., mental 
health workers appear in court when asked. Our focus in this section 
will be on the timing of the provision of written reports and informal 
messages about client-offenders. 

Proposition 20: The provision of psycholegal information to the 
criminal justice system should accommodate legal proceedings, 
not impede them. 

Having received a request for the forensic mental health examination 
of a client-offender, the facilities we studied usually accomplished the 
steps required for examination, including the provision of information 
back to the referral agent or agency, within a timeframe controlled by 
policy or practice. Of course, whatever timeframes were used, they could 
be altered to suit the peculiarities of a particular case, e.g., an 
unanticipated hearing scheduled at the last minute or a delay in receipt 
of results of laboratory tests. Nonetheless, the general timeframes for 
the accomplishment of the steps of the examination process from receipt 
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of the referral request (see Figure 60, Point 4) to the provision of 
information (Point 13) varied considerably across forensic facilities, 
even among similar types of facilities. The Pima County Court Clinic in 
Tucson, for example, accommodates the examination process within a 
five-day timeframe; the Medical Servi~e of the Supreme Bench of Baltimore 
City, on the other hand, allows 30 days for completion of the process 
(see Chapter 4). Our impressions are that neither the differences in the 
steps of the examination process, nor the rigour with which the steps are 
taken (we did not evaluate the latter) in these court clinics, justify 
the different tiiii'eframes. Given that most forensic examinations, at 
least that portion encompassed by the acquisition component as we 
conceive it, rarely takes more than an hour or two, excluding 
preparation, dictation, and review of a report (cf. McGarry, 1980, p. 
740), one might question whether differences in the timeframes are not 
more a matter of administrative convenience than concerns for 
completeness and quality. One New York judge we interviewed who was 
concerned with just this issue contended that the psychiatrists to whom 
he made referrals for mental health examination raised havoc with his 
case calendar because they had a "fetish for quality." 

The timing of informal communications between the examiner and 
criminal justice authorities bears brief discussion. In the preceding 
chapter we touched upon the necessary attention that must be paid to the 
content of communications bearing on issues of privacy, confidentiality, 
and the rights of the client-offender. These issues arise in the timing 
of informal communications as well. In most of the facilities we 
studied, mental health personnel frequently communicated informally with 
criminal justice referral agents long before a formal report was 
submitted. This may occur, especially, during the accumulation of 
documentary materials in the delineation of the psycholegal question (see 
Chapter 10) and during the review of the case file (see the previous 
chapter), but may occur as readily as someone picking up a telephone at 
any point in the examination process. 

How much access should criminal justice agents have to psycholegal 
information about client-offenders before the completion of the 
examination process and before the submission of a written report? To 
what extent do such communications preempt the written report? To what 
extent do such communications accommodate the latent purposes of a 
referral, e.g., acquistion of information for plea bargaining (see 
Chapter 10, p. 599)? 

These are not easy questions. There is no substitute for 
intelligence, clinical competence, and knowledge of the law and legal 
proceedings on the part of the e:Xaminer. Obviously, inappropriate 
questions raised by a prosecution attorney long before the examination is 
completed (e.g., "Is he crazy, Doc?" "They're not going to be able to 
raise the insanity defense, a re they?") a re easy to ward off. More 
difficult, are legitimate questions raised by attorneys, judges, 
probation officers, and other criminal justice referral agents during the 
course of the examination process; for example, subtle questions about 
the viability of an insanity defense that may be rais.ed by the 
client-offender's defense attorney during a telephone conversation which 
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was initiated by an examiner in preparation for an examination of 
competence to stand trial. 

Either extreme, i.e., the prohibition or total allowance of all 
informal communications between mental health personnel and criminal 
justice authorities, seems indefensible on logical and practical 
grounds. Unfortunately, we cannot offer viable alternatives between 
those extremes except to urge an awareness of the importance of such 
informal communication among those involved with the examination process. 

Accommodation to the Legal System 

Proposition 21: Written reports and other communicatins to the court 
should accommodate the practical needs of the criminal justice 
system in content and form. 

Ten to twenty years ago, many commentators were less than charitable 
in their appraisal of mental health professionals' participation in the 
legal process (Hess and Thomas, 1963; Vann and Morganroth, 1965; McGarry, 
1965; Wexler and Scoville, 1971; Rosenberg and McGarry, 1972). Much of 
their criticism was based on a negative assessment of the testimony and 
the written reports of psychiatrists and other mental health personnel. 
They found that mental health personnel were very of ten ignorant of or 
inattentive to legal criteria or tests; they confused mental health and 
legal terms; they failed to address the psycholegal questions raised by 
the referral agents; and, they explained behavior and motives in 
psychodynamic language largely irrelevant to criminal justice. Years 
later, our impressions are that such criticism, leveled at the written 
reports produced by the facilities we studied, would be less justified. 
In our interviews with hundreds of forensic mental health personnel, we 
were positively impressed with the overall knowledge among psychiatrists, 
psychologists, and social workers. No one we spoke with, who was closely 
involved in the examination process, for example, confused competency and 
insanity--something that could not be said of the legislators who drafted 
some of the states' mental health laws (see Chapter 10). 

In general, the many reports we were able to review in twenty 
forensic facilities conformed fairly well to the guidelines for preparing 
formal reports that have been outlined for mental health personnel in 
recent commercial publications (e.g., Bromberg, 1979, pp. 33-37; 
Lawrence, 1980; McGarry, 1980), unpublished manuals (e.g., the "Report 
Writing guide" distributed to Ohio's Community forensic mental health 
centers by the Association of Ohio Forensic Psychiatric Centers Directors 
[see Chapter 6, pp. 269-277]), and in regional and national conferences. 
Reports typically contained the required elements of identifying 
information, circumstances of the referral and psycholegal question as 
understood by the examiner, the client-offender's family and personal 
history up to and including the time of the offense, psychiatric and 
psychological data, findings, and psychological conclusions or 
recommendationso 

The following common "errors" were found in many reports but not to 
the degree and frequency we had expected to find them: irrelevant, 
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extraneous information; conflicting information; unsupported conclusions; 
equation of psychosis and insanity; seeking a "just outcome" rather than 
applying specific legal tests; and, use of jargon. In sum, major 
shortcomings in the provision component's accommodation to the legal 
system were generally not in the content of written reports. One would 
like to think that the rivers of ink, mountains of printer's lead, and 
forests of paper that Morris and Hawkins (1970) complained of being used 
in writings on mental health and the law recently have had a positive 
effect on this. 

In our view, difficulties in the provision component of the 
examination process were not in the content of the messages but in the 
format, length, language, style, mode of transmission of the messages,. 
and in the seemingly legitimate differences in interpretations of such 
issues as what constitutes conclusory language. We will touch upon these 
difficulties briefly. 

Should evaluation reports be written in conclusory legal terms or be 
limited to the terms and language of the mental health professions? Some 
critics of clinical methodology in the criminal process take the extreme 
position that mental health personnel should not be permitted to offer 
clinical opinions as expert witnesses at all. Although they do not 
believe that the participation of mental health professionals in the 
criminal process should be curtailed--in fact, they believe that the 
well-trained clinician has much to offer, Bonnie and Slobogin (1980, p. 
429) characterize the position critical of the mental health professional 
as an expert witness as follows: 

The essence of the claim f's that reconstructive and predictive 
issues can be decided by laymen on the basis of common 
experience, and that the "expert" has so little "knowledge" 
reaching beyond every day experience that his participation in 
the adjudication is highly misleading and should be 
circumscribed severely. 

Morse (1978) has proposed the exclusion of clinical opinion 
altoghether, leaving the clinical expert only a descriptive role. Morse 
would exclude any testimony by diagnoses, contending that the diagnostic 
concepts are not reliable or accurate. 

In response to Thomas Szasz's comments about psychiatry's intrusions 
into criminal process (see September 1980 Newsletter of the American 
Academy of Psychiatry and the Law), Seymour Halleck agreed with Szasz 
that psychiatrists should not give opinions in conclusory terms during 
testimony in court. 

By this I mean that the standards for determining most of the 
issues psychiatrists testify about are legal ones. A 
psychiatrist cannot determine scientifically if anyone knows 
right from wrong, if anyone is capable of maturely and 
meaningfully reflecting on his acts or if anyone knows his 
obligations to society, other people, and the law. These, as 
well as issues of competency, and issues of dangerousness under 
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commitment statutes are issues of law, and the psychiatrist's 
only function in the courtroom should be to provide information 
which the judge and jury might wish to use or not use in making 
a legal decision. 

Conclusory allegations by nonjudicial personnel have long been 
legally taboo {Aguilar v. Texas, 1964; Spinelli v. United States, 1969). 
An expert witness is prohibited from giving his or her opinion on 
applicable law because the definition and interpretation of the law is 
the exclusive responsibility of a trial judge. A mental health examiner 
can offer his or her opinion on the mental condition of the 
client-offender» and thus embrace the ultimate legal issue (i.e., 
criminal responsibility, competency, and diminished capacity), but is 
prohibited from explaining the meeting of legal standards. The Michigan 
Court of Appeals held in People v. Drossart (1979) that " ••• a witness' 
legal opinion on the issue of insanity is both incompetent and 
irrelevant. It is incompetent because the opinion of a medical expert on 
the correct legal standards of criminal responsibility is outside the 
range of the witnessu expertise in the field of mental diseases. It is 
irrelevant because it is not 'otherwise admissable' under our rules of 
evidence." Further, in the words of the Court in the same opinion, 

A witness may not give his opinion as to what law is applicable 
in a given case but may, of course, testify to the facts 
relevant to the applicable legal principles. Also, where the 
legal criteria are adequately defined by the questioner or the 
trial court ••• so as to be correctly understood by the jury, 
the witness may properly phrase his opinion in terms of some 
familiar legal standard. McCormick, Evidence § 12, pp. 28-29. 
Generally, the witness should state his opinion of the 
defendant's mental condition in his own language and by such 
ordinary and professional forms of expression as will best 
convey his own ideas of the matter. Still, if, in expressing 
his ideas and opinion on the matter, the witness refers to legal 
standards properly explained by the trial court or examining 
attorney, there can be no danger of usurping the role of the 
trial judge to deal with questions of law. 

In Washington v. United States (1967), Judge David Bazelon prohibited 
psychiatrists from testifying in conclusory terms about whether an 
alleged act or acts were a "product" of mental illness in the 
Durham-McDonald test for insanity. Such conclusory testimony would usurp 
the juryvs function. 

While the letter of the law does not seem crystal clear on this 
matter, the advice to mental health workers providing expert testimony 
seems to be clear, if not easily heeded in practice: Phrase opinions in 
such a way that the jump to legal conclusion is a short one, without 
making the jump yourself. The Forensic Psychiatric Clinic in Virginia 
seems to heed such advice when they recommend in their "Guidelines for 
Written Report" (unpublished) that a conclusion such as, "The defendant 
is presently competent," is a judicial determination of fact and should 
not be made in a report. But, if the same phrase is preceded by "In our 
professional opinion" it becomes non-conclusory and permissable. 
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Although the complexities of the interactions between the mental 
health and criminal justice systems often seem overwhelming, significant 
improvements in forensic mental health screening and evaluation need not 
await major reforms in mental health law. Nor do attempts at improvement 
necessarily need to confront head-on the idealogical or theoretical 
differences between the legal profession and the helping professions. 

Proposition 22: A quality assurance review board consisting of 
mental health and criminal justice personnel should make 
periodic evaluations of forensic mental health reports, as well 
as other matters pertaining to communication between the two 
systems. 

The provision component of the forensic examination process can be 
improved in similar fashion as that described earlier in Chapter 10 with 
reference to delineation of the process. In many jurisdictions it is 
only by chance that mental health examiners successfuly respond to the 
referring agents' specific needs. Mental health personnel can easily 
convey to judges, attorneys, and probationofficers the nature, 
capabilities, and limitations of the screening and evaluation process, 
thereby developing a common set of expectations for the production of the 
written report. Format, length, language, style, and mode of 
transmission of the report all become negotiable once the expectations 
are set. A simple reorganization of the paragraphs in a typical report 
such that the examiner's pithy conclusions and recommendations are 
presented first, rather that at the end of lengthy report, for example, 
may make the difference between a report judged to be thorough, and one 
judged to be verbose and one providing information overkill. 

To what extent, and under what circumstances, could and should 
written mental health evaluation reports supplant courtroom testimony by 
evaluators? Mental health personel, researchers and practitioners alike, 
are relatively uninformed about how criminal justice authorities utilize 
evaluation reports in practice. It seems that the two groups of 
professionals rarely communicate about the services they exchange, except 
for perhaps an occasional, informal telephone call from a judge seeking 
clarification of a written report. The more thorough and understandable 
the written evaluation report provided to the court is, the less likely 
it may be that the evaluator is subpoenaed to testify. In fact, a 
measure of the effectiveness of forensic mental health evaluation may be 
the ratio of written reports acceptable to the court to the number of 
requests for courtroom testimony by psychologists and psychiatrists. 
Laban, Kashgarian, Nessa, and Spencer (1977) discuss such a measure in 
their assessment of mental health evaluations of competency to stand 
trial. 

Feedback and Quality Control of the Provision of Information 

As we will discuss in the final chapter, the most effective 
regulation of the flow of itif ormation and feedback regarding quality of 
the provision component, in our judgement, is that initiated internally 
by the forensic mental health facilities--first on an individual.basis 
and then, perhaps, on an agency-wide basis. Regulation, program 
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monitoring, and program evaluation from the top down and from external 
sources seems less likely to offer substantive and practical guidance. 
The results of the telephone survey described in Chapter 3 (see 
especially pp. 44-48), confirmed in on-site interviews, indicate that 
most mental health personnel are totally unaware of program evaluation 
efforts that may have been conducted by individuals outside of the core 
of forensic health personnel who are directly involved with examinations 
of the client offenders on a regular basis, despite the existence of a 
considerable number of relevant program evaluation efforts, albeit in the 
"fugitive" literature (see Chapter 3, p. 45). When the existence of 
program evaluations was known, the results were typically not accessible 
or, if accessible, not used. (See, also, the last section of each of the 
twenty descriptions of forensic mental health facilities in Part II.) 
The type of program quality review by committee, suggested in Proposition 
21, that is initiated internally and involves immediate, direct feedback 
to both criminal justice authorities and mental health personnel, was as 
conspicuously absent in the facilities we studied as its intent (i.e., to 
bring the involved individuals together to talk about improvement) seems 
simple and obvious. One New York social worker, responsible for the 
administration of the forensic exaination process in a court clinic, who 
accompanied one of the authors to an interview with two judges who make 
frequent referrals to the clinic, remarked that the interview had been 
the first time that she had met with the judges to discuss quality of 
services. 

Procedural manuals or policy statements, when available, reflect 
administrative philosophy and approach. The absence of such guidelines 
often foretell potential management inadequacies (cf. Clements, 1979). 
We conclude this chapter by touching briefly on the-need for a practical 
procedures manual specific to each forensic mental health facility, 
covering the components of delineation, acquisition, and provision. This 
issue overlaps the topics of feedback and quality control of this section 
and the discussion of the general topic of program evaluation in Chapter 
13 which follows. 

Proposition 22: The process of forensic mental health examination 
(including the components of delineation, acquisition, and 
delineation) conducted in each forensic mental health facility 
should be fully described and documented in a procedures and 
policy manual available to all staff. 

While the majority of the forensic facilities we studied had some 
documentation available to staff that was useful in day-to-day operations 
(the Baltimore Court Clinic; Psychiatric Services in Chicago, the St. 
Elizabeths Hospital Pretrial (Forensic) Branch, and the Center for 
Forensic Psychiatry have developed relatively comprehensive procedures 
manuals), written procedure and policy manuals to guide operations did 
not seem to be in widespread use. Alhough there are some disadvantages 
to model written reports for various types of examinations to the court, 
for example, (e.g., the relaxation of attentions to unique 
characteristics and the homogonization of communications to the criminal 
justice system)~ the inclusion of such models in a procedures manual 
seems beneficial for guiding appropriate content (or exclusion of 
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inappropriate material), format, language, and length. The psychiatric 
staff of the Biggs Unit of Fulton State (Missouri) Hospital has developed 
such a model report (a copy of which is included in Chapter 6, Appendix 
F.). One clear benefit of such model report is that it can be subjected 
to periodic review without threat or embarassment to the referral agent, 
recipient, and author of an actual report. 

644 



References 

Aguilar V• Texas. 378 U.S. 108 (1964). 

Bromberg, w. The uses of psychiatry in the law: 
forensic psychiatry. Westport, Connecticut: 

A clinical view of 
Quorom Books, 1979. 

Clements, C.B. Crowded Prisons: A Review of Psychological and 
Environmental Effects. Law and Human Behavior, 1979, 1_(3), 217-225. 

Hess, J., and Thomas, H. Incompetency to stand trial: Procedures, results 
and problems. American Journal of Psychiatry, 1963, 119, 713-720. 

Laben, J.K., Kashgarian, M., Nessa, D.B., and Spencer, L.D. Reform from 
the inside: Mental health center evaluations of competency to stand 
trial. Journal of Community Psychology, 1977, .2.,. 52-62. 

Lawrence, S.B. Manual for the Lawrence Psychological-Forensic Examination 
(Law-Psi) for use within the criminal and juvenile justice systems. 
San Bernardino. California: Author, 1980. 

McGarry, A.L. Competency for trial and due process via the state hospital. 
American Journal of Psychiatry, 1965, 122, 623-631. 

McGa.rry, A.L. Psycholegal examinations and reports. In W.J. Curran, 
A.L. McGarry, and c.s. Petty (eds.), Modern legal medicinet 
psychiatry, and forensic science. Philadelphia: F.A. Davis, 1980. 

McGarry, A.L., and Curran, W.J. Courtroom presentation of psychiatric and 
psychological evidence. In W.J. Curran, A.L. McGarry, and c.s. Petty 
(eds.), Modern legal medicine, psychiatry? and forensic science. 
Philadelphia: F.A. Davis, 1980. 

Morris, N., and Hawkins, G. The honest politician's guide to crime 
control. Chicago: University of Chicago Press, 1970. 

Morse, s. Crazy behavior, morality, and science: An analysis of mental 
health law. Southern California Law Review, 1978, lh., 527-654. 

People v. Drossart. Crim. L. Rptr. 28 Crl 2320 (Mich.Ct. App., July 23, 
1979). 

Rosenberg, A., and McGarry, A. Competency for trial: The making of an 
expert. American Journal of Psychiatry, 1972, 128, 1092-1096. 

Spinelli V• United States. 393 U.S. 410 (1969). 

Vann, C.F., and Morganroth, F. The psychiatrist as judge: A second look 
at the competence to stand trial. University of Detroit Law Journal, 
1965, 43, 1-12. 

Washington v. United States. 390 F 2d. 444 (D.C. Cir. 1967). 

645 



I 
I· 
I 
I 
1· 

I 
I 
1· 
I 

I 
I 

I 
I 
I 
I 
I. 
I 

Wexler, D., and Scoville, S.E. The administration of psychiatric justice: 
Theory and practice in Arizona. Arizona Law Review, 1971, 13, 1-260. 

646 



Chapter 13 

HUMAN SERVICE PROGRAM EVALUATION AND SOCIAL POLICY 

[O]ur criminal justice system is predicated upon tensions and 
conflicts between the goals of the system and the values 
underlying it. Evaluation depends on the clear, empirical 
specification of the process or outcome goals of the program 
under investigation. The clear, empirical specification of 
goals necessary for good evaluation is particularly difficult 
in a system that is committed to conflicting goals and 
values, some of which, such as fairness or justice, are 
probably impossible to quantify in a.sensible fashion. 
(Morse, 1980, p. 331) 

The extent to which any human service is amenable to program 
evaluation, indeed to improvement, is compromised by a host of 
operational, legal, ethical, political, and organizational factors. In 
the first twelve chapters of this book, we discussed the operational, 
ethical, and legal aspects of the delineation, acquisition, and provision 
components of the forensic mental health examination without regard to 
the contexts of the political and organizational realities. In this 
final chapter, we address the issue of the evaluability of forensic 
mental health examinations, as we have defined and described them within 
the contexts of criminal justice, organizations, and social policy. 

As we discussed in Chapter 3, the basic purpose of the present 
evaluability assessment is expressed in three questions: What is the 
nature and scope of the mental health examination process? How does it 
operate in practice? How should it be evaluated as a program of human 
service, if at all? The first two parts of this book have addressed the 
first two questions. The preceding four chapters in Part III constitute 
the prologue to this concluding chapter, which attempts to answer the 
third question. 

Enhancing Program Evaluability 

A successful program evaluation requires at least two major 
requirements: a workable evaluation design and a definable, 
comprehensible, and measurable program. In this section, we will discuss 
the latter requirement. 

Proposition 23: The program evaluability of the forensic mental 
health examination process will be enhanced to the degree that 
the process is referenced to a general model of human service 
delivery. 

It would be most difficult to make judgements of worth or value of 
a program without a good understanding of that program. The generalized 
model of the forensic mental health examination process in 
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Chapter 9 provides a standard for description and understanding, not 
necessarily a standard of quality worthy of imitation. We do not claim 
that a program of service delivery implemented to the specification of 
the model examination process in Chapter 9, and following the 
propositions in Chapters 10, 11 and 12, will necessarily be judged 
superior to any of t.he forensic mental health examinations described in 
Part II of this book. That is not the point, even if it were generally 
shown to be so after large-scale program evaluation (an approach we do 
not reconnnend; see discussion later in this chapter). However, we do 
propose that the forensic examination process will become more 
understandable, and hence more evaluable, with reference to the 
generalized model. 

Consider, for example, any of the forensic examination processes 
operating in the twenty facilities described in Part II, with particular 
reference to Step 7 and Step 8 (the personal interview and psychological 
testing) of the model process (see Figure 60, p. 576), and the 
propositions relevant to the data acquisition component of the process in 
Chapter 11. In brief, the model and supporting propositions set the 
following standards for this portion of the process: 

a) A single one-hour personal interview with the client-offender 
(Proposition 16), 

b) conducted on an out-patient basis (Proposition 9), by a 

c) a competent examiner (Proposition 19), 

d) preceded by a thorough review of the case file (Propositions 
12, 13, and 14), and 

e) appropriate warnings given to the client-offender (Proposition 
11); 

f) no administration of psychological tests (Proposition 17), 
unless the examiner expresses, 

g) a clearly articulated need and rationale for their application 
in the specific case following the interview (Proposition 17). 

Given these standards, a unique forensic examination process could 
be described in a manner to make it understandable and comparable to 
other programs. Descriptive measures would be derived from answers to 
questions based on the standards. Is the interview longer or shorter 
than one hour? Are there more than one? Is the client-offender 
hospitalized? Are warnings given? And so forth. Further, given the 
discrepancy from the model as a general variable, a rudimentary 
measurement approach including inferential measures could be developed. 
For example, a process that includes the routine administration of a 
complete battery of tests might be judged high on efficiency but low on 
equity for the client-offender. 
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The breadth of the model and the propositions in the previous 
chapters precludes the full explication of such a descriptive and 
inferential measurement approach here. Suffice it to say, in sum, that 
the description of a forensic examination process with reference to the 
model will enhance its evaluability. As suggested with Proposition 22, 
in the previous chapter, such a description could also serve purposes 
other than program evaluation (e.g., staff training) when developed into 
a procedures manual. For a more detailed discussion of the advantages of 
program models derived from evaluability assessments see, generally, 
Schmidt, Scanlon, and Bell (1979), Wholey (1979), and Rutman (1980). 

Developing Internal Evaluation Capabilities 

Proposition 24: As a first step, determinations of the ultimate 
worth or value of programs of forensic mental health 
examinations are best served by development of the internal 
program evaluation capabilities of those programs. 

Proposition 25: Until such time as a viable program of forensic 
mental health examination has been successfully and reliably 
demonstrated and implemented, large-sclae outcome evaluations 
of such programs will not be worth their costs. 

For the program evaluator and decision-maker who may be planning 
program evaluation efforts, Proposition 24 and Proposition 25 are most 
relevant. The central point of this section is this: not until a 
program of forensic examinations has been sufficiently developed, 
demonstrated, and implemented will determinations of worth or value be of 
practical and policy relevance; until such time, program evaluation 
efforts aimed at program improvement are most beneficial. 

One rationale for the above proposition is based in the 
observation of two related trends: the general difficulty faced by this 
nation's mental health policies in general, and the developing nature of 
forensic mental health programs under those general mental health 
policies. Together, these trends suggest program evaluation which 
stresses program development rather than program verification or 
assessment, formative (developmental, process) evaluation rather than 
impact (summative, outcome, effectiveness) evaluation. 

According to a recent study by the Institute for Social Research 
of this nation 1 s mental health policies, the expectations of the 1963 
Community Mental Health Act--a dramatic reduction of the numbers of 
persons in mental institutions--have not been met. 

Mental health programs are in deep trouble at both the 
state and national level. While they have successfully 
gotten away from the custodial approach to treatment, 
they are still lacking in the policies and programs that 
would make a community based approach to mental health 
really feasible. ("Mental Health Programs in Trouble," 
1980) 
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The study revealed several recurrent problems that dominated 
current mental health policies. Definitional problems still plague 
policy, having an impact on funding and development of programs. Whether 
those who receive services are called "mentally ill," "patients," 
"clients," "consumers," or "mentally disabled," is still a matter of 
debate. The fragmentation of efforts and short term goals of mental 
health is another problem. Mental health programs vary widely from state 
to state and city to city, depending to a large degree on the size and 
type of funding available to them. A related problem is the 
over-emphasis on cost-effectiveness and efficiency which has tended to 
overshadow innovation and initiative. Finally, mental health programs 
are plagued with some complex economic consequences of 
deinstitutionalization. For example, the emptying of mental hospitals 
has threatened the job stability of a large number of employed mental 
health workers who are skeptical about the worth of 
deinstitutionalization. 

As a growing component of the mental health system, forensic 
mental health programs do not only share the problems of mental health 
programs in general, but also show the growing pains of their own 
relatively new development. This development is not made easier by its 
necessary relationship with the criminal justice system. · 

Some categories of program evaluation are better associated with 
some program contexts and settings than others. Some evaluation 
activities are more appropriate prior to the installation of a program to 
confirm, ascertain, or estimate needs, adequacy of conception, 
operational feasibility and sources of financial support. A major 
purpose of such activities might include the testing or appraising of a 
particular process or processes of an ongoing program in order to make 
immediate modifications and improvements. Other types of program 
evaluations are more appropriate after the installation of a program, 
after some time of program implementation or even program 
institutionalization. Given the developmental nature and contexts of the 
programs of forensic mental health examination, it seems that the former 
type of program evaluation--that aimed at program modification and 
improvement--is most appropriately applied to forensic mental health 
programs at this time. An internal evaluation approach) in which the 
evaluator is likely to work quite closely with program designers or 
administrators and participate directly in decisions to make program 
modifications, is a program evaluation model falling in this category. 

A second rationale for our preference (for now) of building the 
internal evaluation capabilities of forensic mental health programs, 
instead of planning large scale outcome evaluations, lies in the very 
difficult nature of the beast to be evaluated, i.e., a program involving 
the interaction of two very different systems, mental health and criminal 
justice, each with their own conflicting goals and values. Consider the 
example of the evaluation of a newly instituted program of determinations 
of insanity at the time of the alleged offense. Assume, further, the 
description of the program along the lines 
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suggested in Proposition 23 in the previous section. How should outcome 
be measured? It could be broadly conceived in terms of effectiveness, 
efficiency, equity (justice?), or satisfaction, or all of these based on 
the relevant questions posed by an outcome evaluation. If we are 
interested primarily in measures of effectiveness and equity, for 
example, we might determine the agreement among mental health 
recommendations for insanity determinations, judicial determinations, and 
disposition (i.e.• release versus involuntary civil commitment). But, '' 
how would high agreement be interpreted? Would the program be equitable 
and effective? Would it be any more equitable and effective than a 
comparable program with low agreement? Putting aside for the moment the 
problem of different criteria burdens of proof and fora operating in the 
criminal and civil systems, might one not argue that low agreement among 
mental health judgement of the degree of criminal responsibility, 
judicial determination, and disposition, indicates a vigorous, vigilant 
adversary system? From such a perspective, is a program of forensic 
examinations that demonstrates a high frequency of "reversals" at the 
judicial level (i.e.• low agreement), necessarily a "poor" program in 
terms of equity and effectiveness? We know of no compelling answers to 
such questions that would not be countered by equally compelling, 
opposing interpretations. 

We must empahsize that we are not suggesting the abandonment of 
all program evaluation efforts addressing the examination process, just 
the postponment of large-scale program impact evaluation until some time 
in the future. We are proposing that relatively modest internal 
evaluation efforts aimed at program improvement, initiated and conducted 
by program personnel and, perhaps, reviewed by a quality assurance 
committee (see Proposition 22, p. 642), be considered on a first priority 
basis. The model process and propositions in Part III of this volume 
might provide adequate bases for program description, program analysis, 
and evaluation for program improvement. 

Program Evaluation and the Adversary Model 

But is the initial building of an internal evaluation capability, 
followed later by outcome evaluation of the process of forensic 
examination really necessary at all? One might argue that the outcome of 
forensic mental health screening and evaluation--written reports and 
expert testimonies, in particular--hardly need to be evaluated by program 
evaluation efforts since the adversary process already involves methods 
of scrutinizing the evidence and arriving at truth. Does not the 
scrutiny of evaluation reports, and the testing of experts by means of 
skillful cross-examination and by the presentation of opposing testimony 
constitute a form of program evaluation? 

A few program evaluators have not only acknowledged the 
possibility that the adversary process may reach the truth or determine 
the value of a program, but have suggested an adversary model of program 
evaluation applied outside of the legal arena (cf. Anderson, Ball, 
Murphy, and Associates, 1975, pp. 21-22; Levine-,-1974, House, 1980, pp. 
37-39). Challenging the framework of the scientific method as the 
exclusive approach to the truth, they have suggested that we try out the 
legal system's appraoch, i.e., presentation 
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of evidence by two opposing groups to a decision maker (judge), or 
decision makers (jury), according to a complex set of investigative and 
evidence rules. 

Rather than pitting the scientific method of the mental health 
system against the adversary model of the legal system in the search for 
the truth, it may be that both can be accounnodated and developed in 
program evaluation efforts. In Ballew v. Georgia (1978), the United 
States Supreme Court apparently made such an accounnodation to form a part 
of its opinion in that case. In ruling that the trial of Claude Ballew, 
the manager of the Paris Adult Theater in Atlanta convicted of violating 
Georgia's obscentiy law, by a five-person jury was unconstitutional, the 
Supreme Court made extensive use of behavioral science data obtained by 
scientific experimentation. Justice Powell, concurring in the opinion of 
the Court written by Justice Blackmun, may have been making the point of 
the following proposition for us, when he suggested that behavioral 
science data may become more useful if it were "subjected to the 

·traditional testing mechanisms of the adversary process." 

Proposition 26: The designs of program evaluations of the forensic 
mental health process should include and encourage the 
naturally occurring inquiry methods of the legal system where 
possible. 

The incorporation of legal checks, reviews, and other inquiry 
methods into program evaluation designs is not restricted to the last 
step in the provision component of the forensic examination process, 
i.e., feedback and follow-up focused on adversarial scrutiny of written 
reports and courtroom presentation. Indeed, Proposition 2 (p. 494) 
advocates the drafting of formal motions to the court requesting mental 
health examinations, and judicial review of the legitimacy of those 
motions, as part of the proper delineation of the forensic examination 
process. 

Interagency Arrangements and the Social Context 

The organizational and social contexts in which a human service 
delivery program of forensic mental health examination occurs, has a 
profound influence on its goals, characteristics, operations, service 
improvement (existence?), and its accountability to administrative 
agencies and the public. What is the best interagency (intersystem) 
arrangement, under what situation, between the criminal justice system 
and the mental health system for the accomplishment of forensic mental 
health screening and evaluation? 

One Ohio judge responded to this question by asserting that an 
adequate answer will most likely have to await resolution of the 
fundamental issues in the way society views crime, punishment, and 
rehabilitation. Unfortunately (or fortunately), the practice of forensic 
mental examinations proceeds even in the absence of adequate answers. In 
fact, it is quite conceivable that the examination of practice in this 
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area may force the clarifying and reformulating of theory (see Chapter 
1). The complex relationships and alliances formed by the mental health 
system, law enforcement, and the judicial system are shaped by a number 
of factors related both directly to the client-offender and his or her 
entanglements with the law, and other factors only indirectly related to 
the individual, the crime (or alleged offense), and his or her mental 
health. Among these factors are: 

(a) The nature and severity of the offense or alleged offense; 

(b) the nature and severity of the suspected or diagnosed mental 
problem; 

(c) the stage in the criminal proceedings (e.g., pretrial or after 
conviction); 

(d) the type of defense contemplated by the client-offender, or 
his counsel; 

(e) the financial means of the client-offender; 

(f) the mental health law issues involved (e.g., competency to 
stand trial, criminal responsibility, and mitigating 
circumstances affecting the sentence); 

(g) the availability of viable options (e.g., jail-mental health 
program, court clinic, or community mental health center); 

(h) the cooperative and competitive strategies in most 
interorganizational relationships (see Steadman and Morrissey, 
Note 1); 

(i) the movement toward community mental health programs and away 
from institutionalization (cf. Monahan, 1976); 

(j) budget arrangements and the various fiscal incentives 
operating between agencies; 

(k) the tensions between applications of the medical model and the 
legal model to client-offenders (see generally, Wexler, 1981; 
Miller, 1980); and, finally, 

(1) the political climate, especially in an austere economy (cf. 
"Summary and Analysis," pp. 299-300, and Breslin, 1980, pp. 
345-355) 

(See also the general descriptions of court clinics, jails, community and 
regional mental health programs, centralized forensic mental health 
facilities, and community corrections programs at the beginnings of the 
chapters in Part II of this volume). 
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Two issues were the interactive effect of social policy and 
practice seem clear are the decentralization of mental health care anp 
the proper role of the adversary process in mental health issues. 
Forensic mental health screening and evaluation services can be 
distinguished according to the degree of centralization or 
decentralization of those services. Many states (Ohio, Tennessee, and 
Missouri, to name three) are moving away from a system in which one or 
two centrally located, maximum security facilities provide all forensic 
services (Petrila, 1981). Instead, states are adopting a system in which 
forensic mental health screening and evaluation will occur, at least 
initially, in the community. Ohio began developing community forensic 
mental health centers in 1972 to reduce in-patient evaluation referrals 
to its maximum security facility, Lima State Hospital. Today, there are 
18 out-patient connnunity forensic mental health centers in Ohio,. 
including four basic types of community facilities: (1) a branch of a 
community mental health center; (2) a freestanding entity with its own 
Board of Directors; (3) a division of a general out-patient mental health 
facility of a university; and (4) an agency of a court or probation 
department (see Beran and Toomey, 1979). 

But decentralizing of forensic mental health services can be seen 
as running counter to the proponents of unified service systems. At 
least one observer (Wexler, 1981, p. 118) has witnessed the situation, 
feared by these proponents, of "jurisdictional jockeying generated by 
fiscal considerations that are irrelevant to the patient's needs" (Note 
2). 

To what extent mental health services are to be included within 
the adversary process varies according to geography? 'In Maryland, staff 
of the Medical Service of the Supreme Bench of Baltimore routinely 
conduct pretrial evaluations involving questions of insanity and 
incompetency. Across the country in Tucson, Arizona, the Pima County 
Court Clinic, which is under the jurisdiction of the Superior Court of 
Pima County, performs primarily presentence and post-conviction 
evaluations. The Clinic seldom performs evaluations to determine 
competency to stand trial or sanity at the time of the offense. These 
pretrial evaluations requested by the Pima C,ounty Superior Court are 
referred to psychiatrists and clinical psychologists in the private 
sector on a fee basis. Allen Beigel (1976), a professor of psychiatry at 
the nearby University of Arizona, College of Medicine, contends that 

• • • [T]he mental health system should restrict its role 
to being a friend of the court in keeping with the 
treatment relationship outside the adversary process 
• [W]e believe [competency] examinations are an 
appropriate function of the mental health system because 
they are directly a part of the adversary process (pp • 
146-14 7). 

Miller (1980) goes a step further in arguing that mental health services 
should not be organizationally affiliated with the courts at all, and 
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when mental health professionals are involved in court procedures it 
should be totally within the adversary process. The major court 
functions of the mental health system should be totally eliminated, 
especially determinations of competency to stand trial, criminal 
responsibility, and future dangerousness. Clearly, the side on which the 
issue is decided will dictate the alliances formed between the mental 
health criminal justice system. 

A series of fundamental questions, related to the alliance of the 
mental health and judicial system, concerns the function of government in 
this alliance. Should the administration of forensic screening and 
evaluation at the state, regional and community levels be a part of the 
executive or judicial branch of government? What are the implications of 
the differing administrative struct·ures on the day-to-day operations of 
forensic mental health units? 

Forensic mental health facilities have one foot in the mental 
health camp, the other in the criminal justice camp. But whose side are 
they really on? The perception, regardless of official stances, of a 
forensic center 0 s affiliation may have some practical consequences for 
the services that are provided. A court clinic providing screening and 
evaluation services in competency and criminal responsibility issues, 
under the jurisdiction and funding of the courts, for example, may be 
viewed not as neutral "friends of the court" but as biased 
pro-prosecution arms of the state. Such a view may be seen in a clearer 
light when the forensic center provides pre-sentence mental health 
examinations as part of a probation department, the examination results 
being routinely incorporated into a probation officer's·post-conviction, 
pre-sentence report to the court. On the other hand, forensic centers 
funded by state and/or community mental health centers may be perceived 
as havens of soft-headed liberals that coddle criminals under the guise 
of constitutionally guaranteed rights involving mental health examination 
and treatment. 

The real or imagined affiliation of a forensic center may foster a 
view of forensic units as pro-defense, pro-prosecution, pro-competency, 
anti-responsibility, anti-incarceration, etc. While a forensic unit may 
be able to survive such a view when it is focused on an individual mental 
health worker, for an entire forensic unit, or system, to be viewed as 
siding with particular criminal justice dispositions may have dire 
consequences for the referrals for services and quality control. 
Informed neutrality, perceived or actual, seems essential to quality 
service provided by forensic centers. At the least, partial autonomy 
from both systems seems part of the answer to "informed neutrality." 

Finally, in an austere economy, it is inevitable that courts will 
become more mindful of their partnership with mental health 
professionals. For example, an executive committee of the Los Angeles 
County Superior Court recently balked at raising the fee paid to 
court-appointed examiners for a psychiatric or psychological report from 
$135 to the $250 requested by a group of psychiatrists on the 
court-approved list of experts (Granelli, 1981). 
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Conclusion 

The operations and organizational arrangements constituting 
programs of forensic mental health examination are presently not 
sufficiently develop~d, demonstrated, or implemented to justify a 
full-scale program impact evaluation. Ironically, even if it were 
otherwise, the virtual demise of the National Institute of Justice's 
National Evaluation ifrogram (NEP) within the last year would have 
precluded adequate funding of such an effort. As outlined in Chapter 2, 
the first phase of NEP studies--the equivalent of evaluability 
assessments--involved the collection, synthesis, and determination of 
what is already known about a program, followed by recommendations for 
further, more intensive program evaluation to be conducted in a 
second-phase NEP study. The lowered expectations and dictates of an 
austerity economy seem to be, in this case, consistent with .the 
recommendations resulting from the evaluability assessment of forensic 
mental health screening. 

An enhancement of the evaluability of forensic mental health 
examination is proposed by developing the internal program evaluation 
capabilities of programs of such forensic examinations. This may begin 
with the description and the analysis of the program with reference to 
the model process and the 26 propositions in Part III of this book. It 
may be aimed at the primary purposes of program modification and 
improvement but produce program evaluability enhancement as an important 
side-product. 
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Notes 

l. N.J. Steadman and J.P. Morrissey, Interfacing Local Jails with the 
Mental Health System. Grant application submitted to the National 
Institute for Mental Health, Public Health Services by the Research 
Foundation for Mental Hygiene, Inc. (44 Holland Avenue, Albany, New York, 
12229). 1980. 

2. Testimony entitled, "The Need for Unified Services Amendments," 
presented on behalf 0£ June Jackson Christmas, M.D., Connnissioner, New 
York City Department of Mental Health and Mental Retardation Services, to 
the Select Committee on Mental and Physical Handicap, Albany, New York 
(December 3, 1974, p. 1), cited in Wexler (1981, p. 131, Note 1). 
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