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LETTER OF TRANSMITTAL

April 28, 1974

Mr. Guy C. Nicholson, Acting Commissioner

Division of Forensic Psychiatry !

Ohio Department of Mental Health and -
Mental Retardation

431 E. Broad Street

Columbus, Ohio 43215

Dear Mr. Nicholson:

In accordance with our contract to provide evaluation services
for the Federal Grant Number 2896-00-F4~72, "Expansion of Court
Diagnostic and Treatment Center, Toledo, Ohio," we are pleased to
submit this Final Report.

Our report, entitled "An Evaluation of the Toledo Court
Diagnostic and Treatment Center: An Experiment in Community-Based
Forensic Psychiatric Services," details the history, organization
and operations of the Toledo unit; the clients served; their follow=-
up statuses; and the cost-effectiveness of services rendered.

A brief supplemental report will be submitted under separate
cover, and will contain the more detailed cost analyses figures

requested.

Thank you for allowing us to help in serving the citizens of

Ohio.
You very'Frq%y,
o

Harry EJ Allen, Ph.D.
Directoj

HEA: fms

i

Program for the Study of Crimeand Delinguency . Division of Public Administration - 1314 Kinnear Road Columbus, Ohia 43212 Phone(614)422.9350
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AN EVALUATION OF THE
TOLEDO COURT DIAGNOSTIC AND TREATMENT CENTER:
AN EXPERIMENT IN COMMUNITY BASED
FORENSIC PSYCHIATRIC SERVICES

Introduction

Recent years have witnessed an accelerated in-
terest in the mental health and criminal justice
fields, respectively, and especially in their com-
mon ground which is known most widely as "forensic
psychiatry". Particularly noticeable have been
the following developments:

1. A growth in research and tHeoretical de-
bate surrounding the definition and management of
criminal insanity, incompetency, and sexual psy-
chopathy. While insanity statutes have been in
existence in the United States since the introduc-
tion of the M'Naghten Rule in 1843 (and indeed
were preshadowed by an irresistible impulse clause
introduced into Nhio law in 1834), it was not un-
til the mid-20th century that dissatisfaction with
the variants of M'Naghten-Irresistible Impulse
rules resulted in the development of new tests of
criminal responsibility. In 1954, Judge David
Bazelon announced the Durham Rule in the United
States Court of Appeals fev the District of Colum-
bila, which was closely followed by the American
Law Institute Model Penal Code test in 1%62. But
perhaps the best indicator of the intensity of the
dilemma is the fact that the Durham Rule survived
only 18 years, being struck down in June, 1972.
(See Appendix A.? for bibliographical listings re:
criminal insanity.)

While rules for criminal incompetency origi-
nated in common law and have come down through the
years almost wholly unchanged, critical analysis
of their definition and use has recently emerged.
A good deal of criticism has been directed toward
many issues ranging from the misuse of criminal
incompetency proceedings for avoidance of trial or
for finding an "easy way in" to institutions, to
the development of checklists for determining in-
competency. (See Appendix A.2 for bibliographi-
cal listings re: criminal incompetency.)

The sexual psychopath laws are relatively re-
cent on the national scene, gaining general sup-
port in America during the middle and late 1930s.
Like the Durham Rule, however, sexual psychopath
statutes were not in exlstence very long before
they came under serious criticism. Debates have
often focused on the definition of psychopathy,
the relationship between psychopathy and sexual
deviance, and the indeterminate commitument to in-
stitutions for the criminally-insane incumbent
upor: conviction under sexual. psychopath laws.
(See Appendix A.3 for bibliographical listings re:
sexual psychopathy.)

2. The emergence in the 1960s of a strong in-
terdisciplinary emphasis in the social and behav-~

1orm1‘sciences. Psychologists, sociologists, so-~

- clal workers, and others have since been stressing

the importance of crossing over intc one another's
field in both "pure" theorizing and "applied" re-
search and fieldwork. Especially visible in the
literature is the conceptualization of both crimi-
nality and mental illness under the rubric of de-
vimnce", Students of deviance have been devoting
a great deal of attention to identifying common~
alities and differences among the various '"devi-~
ance definition and management systems'", especially
the mental health and criminal justice systems.
These latter two systems interface in the arena of
forensic psychiatry, and thus it is not too sur-
prising that emerging studies in deviance have of-
ten focused on this arena. A recurrent theme
coming out of this work is that the philosophies
and practlices of the mental health and criminal
Justice sytems are frequently contradictory. (See
Appendix A.4 for bibliographical listings re: de~—
viance.) . .

3. The progressive movetient of the criminal
justice system away from a punitive appreach and
toward a rehabilitative orientation. A two-sided
coin is now evident: on the one hand, efforts have
been directed toward "decriminalizing" and “'medi-
calizing" various forms of deviant behavior (in~
cluding drug and alcohol abuse, prostitution, and
homosexuality). On the other hand, clinical per-—
sonnel are finding increasing representation in
the process of administering criminal justice. The
most extreme variant of this theme is the pucposal
for a two-part '"trial" system in which guilt orx
innocence is determined by a jury of peers, but
disposition of the convicted by a panel of experts
(mainly clinical).

4, The increasingly frequent suggestion that
Ydangerousness' and "probability of repeating'
should be the state's main barometers in defining
and managing deviants. Disenchantment with the re-
sults of previous corrective and curative efforts,
plus growing social-legal concern with constitu-
tional rights led in the 1960s to a focus on the de-
viant's "threat to the community". This turning of
attention from intrapsychic to behavioral variables
in Zarge . part gained momentum with recent court de-
cisions guaranteeing the '"right to treatment".

(Gee Appendix A.5 for bibliographical listings re:
dangerousness.)

5, The crystallization in the 1960s of a deep
disenchantment with institutionalization as a devi-
ance management technique, and the subsequent es-
pousal of community-based services as a viable al-
ternacive. The community wmental health movement has
been the vanguard of short=~term intensive care hos-
pltalization and only as a last resort to treatment
in the community. Similarly, community-based cor-
rections has advocated the replacement of incarcera~
tion, whenever feasible, by halfway houses, fur-=
lough programs, and, of course, probation and
parole.

In line with these developments (indeed to many




professgionals the most sgignificant development of
all) ds the recent emergence of court clinics or
forensic psychlatric centers. In various sectors
of the nation, clinical services have been designed
to meet the mental health evaluative and treatment
needs of the criminal justdice sgystem, from pretrial
through presentence to probation and parole. While
such programs germinated ae early as 1909~, they

have only become widespread in the last few decades.

The latest (and perhaps the only) national survey
of court psychiatric clinics that could be located
by the Program for the Study of Crime and Delin-
quency was conducted ty the eminent forensic psy-
chilatrist, Dr., Manfred Guttmacher. .Guttmacher pub-
lished his findings in 1966, and at that time iden-
tified approximately 30 court clinics in the United
States. (See Appendix B for more detailed informa-
tion on the organization and activities of the cli-
nics studied by Guttmacher, and Appendix A.6 for
bibliographical listings re: court clinics.) An
[ndicator of developments between 1966 and the pre-
gent .s the fact that, by 1974, the State of Massg-
chusetts alone had 30 cour: clinics in operation.

The Ohio Experilence-

In line with national trends, the Ohio Depart-—
ment of Mental Health and Retardation, division of
Forensic Psychiatry, has recently inaugurated a
program of forensic psychiatric centers. In Febru-
ary, of 1974, centers have heen opened in Akron,
Cincinnati, Columbus, Dayton, Hamilton, Springfileld,
and Toledo. TLike their counterparts across the na-
tion, Ohio's forensilc psychlatric centers have been
degigned to ease many of the problems in the articu-
lation of mental health and criminal justice sys-
tems discussed above. More specifically, 1t is
anticipated that the forensic psychiatric centers
will:

1. supplement the evaluative and treatment
services of Lima State Hospital (LSH);

2. dimprove the quality of evaluations and
treatment conducted at LSH by virtue of
- lightening its caseload;

3. provide evaluations to the court in a
shorter period of time than required by
LSH;

4. provide nore thorough and comprehensive
evaluation reports than can be provided
by LSI by virtue of greater accessibi-
lity to offenders' families, friends,
employers, and other social agencies;

- 5. . prevent the negative impact upon the
offender and his family of institution-
alization at LSH;

6. prevent the need to rxeintegrate offenders
released from institutional care;

7. negate the costs incumbent upon institu-
tionalization at LSH;

8. prevent the social, psychological, and eco-
nomic disruption to the offender, his fam-
ily, and the community incumbent upon up-
rooting him from his home and job;

9. ease the time and monetary problems incum-
bent upon expert testimony in court;

10. provide evaluations, recommendations, and
outpatient treament for probation and pa-
role departments;

11. provide emergency intervention and consulta-
tion services for local detention facili-
ties;

12. educate and train local social agents in
the identification and management of men-
tally disordered offenders;

13. ddentify dangerous or potentially danger-
ous offenders for the criminal justice sys-
tem; and

14. reduce recidivism via accurate evaluations
and appropriate recommendations and treat-
ment .

These are ambitious demands, but ones that the
forensic psychiatric centers were designed to meet
in Ohio's continuing efforts to improve the manage-
ment of the mentally discrdered offender.

The Evaluation of Ohio's
Forensic Psychiatric Centers

The Ohio Division of Forensic Psychiatry has
contracted with the Ohio State University Program
for the Study of Crime and Delinquency to evaluate
the Toledo, Dayton (and thus also the Springfield)
Forensic Psychiatric Centers. The Program for the
Study of Crime and Delinquency has agreed to:

1. develop a computer-based record keeping
system allowing direct transfer to data
cards and statistical anilysis and manipu-
lation. After an initial shake~down, this
system will be recommended as a "standard"
for use at all centers, and center person-
nel will be trained in the use of the sys-
tem.

2. gather data at key periods and conduct sta-
tistical analyses to determine cost effec—
tiveness, patient profiles, and disposi-
tional information. These analyses will be
provided for the center Director's use and
for evaluation of the project for the Law
Enforcement Assistance Administration.

3. correlate the data from LSH and from other
community-based centers in order to deter-—
mine relative effettiveness of these pro-
grams.

4. prepare an annual repori on the systems
analysis, indicating recommendations for
improvement and modification to intake,
treatment, and disposition procedures.

5. provide liason to the Ohio Siate University
Federation of Faculty in order to assist
development of the community-based center
concept.

6. provide general advice and assistance as
required to meet the goals of the center.

This document is the annual report on the Pro-
gram for the Study of Crime and Delinquency's evalu-
ation of the Toledo forensic center, known as the
Toledo Court Diagnostic and Treatment Center (CDTC).
While the contract period for the fulfillment of the
responsibilities outlined above with regard to Toledo
dated from March 1, 1973 to February 28, 1974, the
Program for the Study of Crime and Delinquency was
involved in activities prior to that time that have
direct relevance to the Toledo evaluation. In the
Autumn of 1972, the Program for the Study of Crime
and Delinquency staff and the staff of the Dayton
Forensic Psychiatric Center duveloped a computer-
based data collection instrument for use at the Cen-
ter. The Program for the Study of Crime and Delin-
quency originally intended to use a slightly modi-~
fied version of this instrument in its evaluation
of the Toledo Center, but shortly after the com~
mencement of that contract period in March of 1973,
the Department of Mental Health and Mental Retarda-—
tion requested that a uniform instrument be developed
that could be of use in all divisions of the Depart-
ment. In response to this request, a series of
meetings were held in which staff members of the
Program for the Study of Crime and Delinquency co-
participated with representatives of the State Bu-
reau of Statistics, the Division of Forensic Psy-
chiatry, the Dayton Forensic Psychiatric Center,
and the Columbus Southwest Mental Health Center.
These meetinygs were designed to take the best of
both the Program for the Study of Crime and Delin~
quency~Dayton Center instrument and the comparable
instrument then employed in the Division of Mental
Health in arriving at a uniformly applicable instru-
ment.

Five such meetings were held in the Spring and
early Summer of 1973. While much valuable inter-
change occurred, the instrument was still on the
drawing board as Summer was coming to an end. At
this point, the Program for the Study of Crime and
Delinquency had contributed its basic input and
withdrew from the larger -effort to proceed with
what appeared te be the version of the instrument
best adapted to the evaluation of the Toledo CDTC,
for a full six months of that contract period had
elapsed. Indeed, the Program for the Study of
Crime and Delinquency contributed to that effort as
long as it did in the belief shared with other mem~

bers of the group than an inordinate amount of sub-
jective confusion can be prevented and extremely
valuable data generated by an objective instrument
painstakingly constructed with a judicious eye to-
ward all relevant input, and which is also valid
and reliable statistically.

The instxument finally employed in data collec-
tion at Toledo is reproduced in its entirety in
Appendix C. Its purpose was to gather basic Infar-
mation on clients serviced at the Center along the
following dimensions: demographic; status within
the criminal justice system (current charge, court
status, prior juvenile and adult record); history
of involvement in the mental health system; refer-
ral source and reason for referral (Ascherman,
sanity, competency, etc.); processing within the
Center (types of evaluations, e.g. psychometric
testing, psychiatric interviews, social case his-
tories); evaluations and recommendations of the

Center; and court disposition. Jhese data were
gathered from the files' of the CDITC and from munici-

pal, and county police and court records for every
criminal justice system client referred to the Cen~
ter since its opening in July of 1971 who had at
least two contacts with the Center and whose case
had been terminated by December of 1973 (N = 433).
In addition and for comparative purposes, a similaxr
instrument was developed for gathering data from
the files of LSH. (See Appendix D). These data
were gathered on a 50% sample of first admission
referrals from the same area served by the CDTC
(Lucas and Wood Counties) to LSH from 1968 through
1973 (N = 95).

Objective and attitudinal data were also gath-
ered through interviews and questionnaires. Three
separate schedules were developed for tapping Cen-—
ter staff, judges, and probation offlcers, respec-
tively (see Appendices E, F, and G). The CDTC staft
schedule gathered information on length of employ-
ment at the Center; distribution of times devoted
to administration, evaluations and recoumendatiouns,
and treatment; and perceptions of the goals and per-
formance of the Center, of working relations with
referral agents, of typical referrals, of the rela=-
tion of the Center to LSH, of the strengths and
weaknesses of the Center, and so on. The schedules
used with judges and probation officers focused
largely on perceptions of the goals and performance
of the Center. These schedules were used in perso-
nal interviews with eight of the 14 Center staff
members, three judges, and four probation officers
(the latter two groups represecting Toledo Munici-
pal and Lucas County Courts and Probation Offices).
The questionnaire version of the schedule was mailed
te all but two of the remaining Center staff mem-
bers and to every other Municipal and Common Pleas

“judge and probation officer inm Lucas County (N of

mailed questionnaire = 35). In addition, question-
naires were mailed to every member of the Center's
Board of Directors (N = 17). The latter schedule
solicited information regarding why the individual
~nose or consented to being a Board membexr, and per-
ceptions of the Center's goals and performance (sea
Appendix H).



The balance of the hard data collected includes
various reports compiled by the Center and monthly
budgetary statements from the opening in July 1971
through November 1973.

Costs

It should go without saying that the gathering,
coding, computerizing, and analyzing of all this
data involved large expenditures of time, money,
and manpower. The Project Director and a staff
of from one to three graduate research as-
sistants made a total of nine trips to Toledo, six
of which were overnight trips for one or two con-
secutive nights, plus four trips to LSH, for a to-
tal of 59 £ull 10-12 hour working days in the field.
Besides hard-data collection, the trips to Toledo
included numerous conferences with the Director of
the Center and his staff. A staff psychologist at
the Center worked especlally closely with the Pro-
gram for the Study of Crime and Delinquency team,
for an estimated 100 hours. In addition, two stu-
dents from Toledo University were hired for a total
of 40 hours to assist in drawing data from police
and court records. The Program for the Study of
Crime and Delinquency also hired a computer consul-
tant for 53.8 hours at $8 per hour.

The graduate research assistants with the Pro-
gram for the Study of Crime and Delinquency who
worked on the project included: one MPA student
at half-time since the start of the project, one
MSW student at three-quarter-time since Autumn 1973,
one Ph.D. public administration student at half-
time for all but two months since Autumn 1973, and
one undergraduate SW student at half-time since mid-
January 1974. The Project Director for the first
four months of the study is a Ph.D. candidate re-
search associate with the Program for the Study of
Crime and Delinquency who devoted 23% of his time
to the study; the Project Director for the dura-
tion is a Ph.D. research associate with the Pro-
gram for the Study of Crime and Delinquency who
was technically responsible for the project on a
half-time basis. In actual fact, the latter Pro-
ject Director increased time devoted to the study
to three-quarter time in October 1973 and to 95%
time in December 1973 through this writing. And
finally, the Director of the Program for the Study
of Crime and Delinquency has been involved in a
total of 13 meetings or trips related to the Di-
vision of Forensic Psychiatry since the beginning
of the current fiscal year, and all of these re-
lated either directly or indirectly to the Foren-
sic Psychiatric Centers project. The total cost
of this project is at least $29,569.

The History, Organization and Operation of the
Toledo Court Diagnostic and Treatment Center

The Toledo Court Diagnostic and Treatment Cen-
ter was established in April of 1971 through the
combined efforts of the Ohio Law Enforcement Plan-
ning Agency, the Lucas County Mental Health and

Retardation Board, the Adult Courts of Lucas and
Wood Counties, and their respective Probation De-~
partment heads. The local 648 Board, which admin-
istered the creation of the Center, was firmly com-
mitted to the development of an autonomous organi~-
zation. As a result, a 20 member Board of Directors
was formed to rule on all major policy and funding
decisions, and the agency was incorporated in Sep-
tember of 1972.

Funding for the first fiscal year of operation
(1971~72) was distributed on a 607 -~ 40% basis be-
tween OLEPA (AJD) and the Lucas County 648 Board,
and totaled $82,500. The Ohio Division of Forensic
Psychiatry began funding the Center in 1973, contri-
buting three percent of the total $169,500 for the
fiscal year 1972-73. The balance was distributed
on a 71% - 26% basis between AJD and the 648 Board.
Funding for fiscal year 1973-74 totals $225,400, of
which 517% 1s from AJD, 237 from the 648 Board, and
the remaining 27% from the Division of Forensic Psy-
chiatry.

The CDTC's November 1973 Long Range Planning Re-
port states that the goal of the agency is "to re-
duce the incidence of reoccurring anti-social be-
havior through proper evaluation and treatment of
the adult offendcr; as well as to assist the courts
in identifying those offenders who are of increas-
ing or continuing danger to the community" (p. 1).
Correlatively, the function of the agency is "to
provide, or make available through referral to
other agencies;, the full range of mental health ser-
vices that are designed to meet the specialized
needs of the adult offender" (p. 1). These services
are offered not only to all adult criminal courts
of Lucas and Wood Counties, but also to local de~-
tention facilities. (Toledo is located in Lucas
County; Wood County is the adjacent county to the
south.,)

Table I (see p.6 ) presents statistics on the
Center's caseload from July 1971, when clients were
first received, through December 1973. A rapid and
steady expansion is indicated, from 77 cases pro-
cessed in the last six months of 1971 to a total of
491 in 1973. 1In all, the Center has managed 869
cases in its two-and-one-~half years of operation.
The November 1973 Long Range Planning Report states
that approximately 50 cases per month (or 600 per
year) appears to be the maximum caseload feasible
if standards of performance are to be maintained
with current staff.

It is important to note that the Center, since
its inception, has served not only the criminal jus-
tice system but also the Lucas County civil Probate
Court. While 10% of operting time was originally
allocated to conducting mental status evaluations
for the Probate Court, the figures in Table I sug-
gest that greater percentages of time have in fact
been devoted to these cases. A total of 152 pro-

bate referrals, or 17% of the total caseload of 869,

have been seen at the Center since its opening.
Furthermore, the number has steadily incresed, from
six (8%) in 1971 to 113 (23%) in 1973. While' the
Center staff report that a probate referral takes

-
fo. - J

less evaluation time on the average than a criminal
justice system referral, they nevertheless concur
that probate cases are occupying an excess of 10%
of their time. Indeed, the question of how many
probate referrals should be accepted was found by
the Program for the Study of Crime and Delinquency
team to be a topic of discussion among some of
those involved with the CDTC.

In any event, the number of criminal justice
system cases handled at the Center has also risen
sharply over time, from 71 in 1971, to 268 in 1972
and 378 in 1973, for a total of 717. The Director
estimates that, on the average, approximately 50%
of these referrals have come from Toledo Municipal
Court, 45% from Lucas County Common Pleas Court,
and 5% from outlying areas in Lucas County and from

Wood County, the latter reportedly representing very

few cases.

The CDIC staff has grown from the Executive
Director, one psychiatric consultant, one psycho~
logist, one psychological consultant, one social
worker, omne accounting clerk (half-time) and one
clerk typist in 1971 to the Director, an adminis-
trative assistant, two psychiatric consultants,
four psychologists (one half-time), three social
workers, one social work consultant, a vocational
rehabilitation counselor, and an outreach worker,
plus an accounting clerk and three clerk typists
at the time of this writing. The psychologists on
the staff currently include two Ph.D.s, one ABD,
and one MA (with a year's graduate work in psycho-
logy and the MA in rehabilitative counseling). The
social workers (excluding the Director who is an
MSW) include one MSW (with further education), two
MSWs, and one BA. The rehabilitation counselor is
an M.Ed. and the outreach worker has three years
toward a college degree.

The Program for the Study of Crime and Delin-
quency team personally interviewed eight of the 14
Center staff members (the Director, the administra-
tive assistant, one psychiatric consultant, two
psychologists, two social workers, and one rehahi-
litation counselor) and obtained mailed question-
naires from three others (the other psychiatric
consultant, one of the other two psychologists,
and the other full-time social worker), for a
total of eleven. The remaining psychologist was
not querried since he had only been on the staff
since September of 1973; the social work consul-
tant's questionnnaire was misaddressed by the Pro-
gram for the Study of Crime and Delinquency team
and the error was not discovered in sufficient
time to obtain his input; and the outreach worker
(who was terminating his affiliation with the CDTC
the week of the interviewing) missed two interview
appointments with the Program for the Study of
Crime and Delinquency team. The 11 from whom the
Program for the Study of Crime and Delinquency
obtained information ranged from five months to
two and one-half years (the maximum possible)} of
inservice time at the CDTC, for a mean of 18.4
months. Those who were not full-time employees
ranged from 5-20 hours/week of time devoted to the
Center. The ten staff members for whom demographic

data are available are predominantly male, between
21-40 years of age, with post-graduate work or de~
grees, and with prior experience in the mental .
health and/or criminal justice systems.

The 11 staff members questioned were asked how
much time they spend in an average week on adminis-
tration, evaluationm, treatment, staff training, and
research (see Table II, p.6 ). Nine reported at
least some time devoted to evaluations, eight to ad-
ministration and to treatment, three to staff
training, and one to research. Based on these fi-
gures, total-house time investments range from
evaluation (52.7%), to administration (26.5%), to
treatment (11.8%), to staff training (7.7%), and
finally to research (1.2%). If, however, the pre-
dominately administrative duties of the Director
and the administrative assistant are deleted from
these figures, the time investments for the remain-
der of the professional staff are 64.4% time in
evaluation, 13.9% in treatment, 10.8% in adminis-
tration, 9.4% in staff training, and 1.4% in re-
search. Staff training is quite logically =ngaged
in by those with higher professional qualifications
and/or greater experience and is directed ta.ard
those with lower professional qualifications and/or
lesser experience. Research is being conducted by
a staff psychologist who is evaluating the Center
as her dissertation topic at Toledo University.

The Director of the CDTC has developed a client
flow chart which depicts procedural movement
through the Center (see Figure 1, p. 7 . The Cen-
ter accepts referrals from Municipal, Common Pleas,
and Federal Courts, and defines probation, parole,
and detention cases as coming officially under the
aegis of the courts. Criminal justice system re-—
ferrals thus include pretrial, presentence, and
post-sentence cases. Reasons for referral cover
the gamut, though they can be roughly categorized
into two groups: evaluation and treatment. Re—
ferrals for evaluation include evaluation of compe~
tency to stand trial; of sanity at the time of
alleged commission of the act; of Ascherman candi-
dacy as mentally ill, mentally retarded, or psycho-
pathic; of dangerousness; of probability of re-
peating} of amenability to treatment; of probation
risk; plus many others. Referrals for treatment
are court orders or requests to enroll the indivi-
dual in a CDTC treatment program.

In a written statement in the Spring of 1973,
the Director of the CDTC stated the following pri-
orities of the Center:

"L. To evaluate all offenders, e.g. Ascher—
man Act cases, whose crimes are bla-
tantly anti-social, since these repre-
sent the greatest and most immediate
threat to the community.

2. To encourage referral by adult court
personnel of the more routine offender
who exhibits a strong poteptial for
increasingly assaultive or anti-social
behavior. Identifjcation of this type °*
of client is currently accomplished by




(n z't yoxe9sSey

AR

(n

wn —3 Gl =
t ] o < =3
#» [0 (e =
H 8 0 e
th o - =
= =l e
3 4] @ ot t
= = = (33
= o+ oo H
i 0 3 o
= o (23
j s j=X [=h
= (=} [o}
o 3 =]
7]
—3
- = w 28] =]
~ Lol N =3 53 8
~3 co (93] =
o
~ ~ —~ —~ =
(&3] [o2) =] [} = 1]
L e p— ~ o
>
= o L o
w (92 +~ (=] 4 E
By 0w S =
>
n
[ 4]
e
~ ~— ~ ~~ n
(%3] ~3 w0 (o) = ot
s ~— ~— ~— )
=]
ot

PUB I0302XT( 3INOYITA

FFe1s OLad

.
.

II 219V

SSTITATIOY SNOTIBA 031 PSIOAS([ SUL] FO IUSDIS.

SL/2T-1L/L

(z81) (698)

LT

(L12)

£3

~
Ny
D
W v
~N N
G N
~
~
Ll (o
o
o
)
- *
o] o]
~ ot e
B~ w e
Neow N | =2~ o
Ll ol | =
Q tn
=] ct
. [N
O
»
0 &
S -
— [l =
=t~ © o
=0~ Z o]
LN WO o I3 3
(R s 5 [
= I} o]
Q =1 !
= ot =
. a —
o
=
[nd
5 3
&
N b S g
W= o e 2]
1] c
e
? »
(a4
=] e
. [e]
=
Z
a
~
W~ 2} (’;
o~ = ©
o0 00 e v] -
s o
e
[
o
v
~ @ O N
~ W o]
o
gl

COURT REFERRAL

COURT DIAGNOSTIC AND

FIGURE 1

CLIENT FLOW CHART

STATE AND LOCAL
REHABILITATIVE SERVICES

SOURCES TREATMENT CENTER
Municipal AL
MCourts Director Egmily Tree
(1,2,3,4 & 6 rug or Alcohol dult Probation Drug Unit :
buse Agencies BUDA
] Halfway House
. iCommon %ucas'County Welfare Department
Adult Pleas iReceptionist{—{Team Written |} IReturn to Mental Health ourt Diagnostic & Treatment Center
Offendéiﬂ Court Leader -1 Evaluation| [Court for or Mental Hygiene Clinic
1,2,3,4,5 & 6) Disposition Social Services [foledo Mental Health Center
I Eggilv Services Agency
Intake L
ederal Worker
ourts H
(3,4 & 6) | | _[Vocational ureau of Vocational Rehabilitation
[Services ODhic Employment Services .
Junior | {  [Final
IPsychologist Staffing
|
ima State Hospital
Senior L Incarceration : Lucas County Jail
IPsychologist Bl or City Workhouse

SERVICES PROVIDED BY CDTC

i. Pre-trial saﬁity evaluation

2. Post conviction complete psycho-social

[

iConsultant

medical evaluation & treatment recommendations
3. Post probation differential evaluation & treat-

ment recommendations
4. Treatment planning consultation

5. Non-criminal sanity evaluations for Probate Court

6. Short term individual, marital, family, or group therapy

[Psychiatric |_

Control Services

Dhio State Penitentiary
Ohio Men's Reformatory

rysville State Reformatory for Women

Private Therapists
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broad circulation to all Court per-
gonnel of the following criteria -

'Special attention will be given

thoge clients whose offenges re-

flect any or all of the fonllowing:

(a) Crimes against people, where
actual or threatened bodily
injury occurs.

{b) Offenses which manifest an
increasing progression of
severlty, e.g. from shop~
lifting to burglary to as-
sault. .

(¢) A routine appearing offense
which contains an incongru-~
ent or totally irrational
element, i.e., the client
compounds the initial mi-
nor offense by becoming as-
saultive or by exhibiting
some form of bizarre behav-
ior. T

Services provided at the Center can be roughly
grouped into "evaluation" and "treatment', Evalua-
tive techniques include medical and/or neurological
examinations, individual clinical interviews, so-
cial case hilstory compilations, and psychometric
testing. The latter includes assessments of intel-
lectual functioning (WAIS), personality tests (Ror-
schach, MMPI/CPI°, TAT, DAP, Rotter), measures of
neurological dysfunctioning (Bender~Gestalt,
Graham-Kendall, Halstead, Wescher Memory), and vo-
cational tests (Edwards). Treatment provided at
the Center includes individual psychotherapy, mar-
ital counseling, and various group therapies, in-
cluding a couples/sex offender group, a group for
geverely anti-social individuals, a group for
mildly anti-social individuals, a general reso-
cialization group for drug/alcohol. abusers, a
slow learners group, and a group conducted at
the local workhouse. The Center states as one of
its ohjectives: '"To complete all evaluations
wlthin 30 days and, if probated, their enrollment
in an appropriate treatment program (if needed)
within two weeks following the court hearing."

The staff members who conduct evaluations
and treatment (largely psychologists and social
workers) are divided into two teams. While a
gilven client is primarily the responsibility of
one team member, every case has both an initdial
and final "staffing", at which time all team mem—
bers discuss the case and arrive at a group deci-
glon re: evaluation, treatment and recommendation.
One of the Center's objectives reads, in part:
™'o Increase the active participation and infor-
mational input of probation officers in the eval-
uatilon and treatment process by . . inviting and
encauraging thelr regular attendance at final staff
meetings involving their respective clients."

Based on the conclusions of the final staffing,
a final report is compiled and forwarded to the re-
ferral agent. This report summarizes the CDTC's
evaluation and includes any recommendations

requested or offered. Recommendations range from
incarceration to enrollment in a community treat-
ment program.

The Program for the Study of Crime and Delin-
quency team interviewed three Toledo Municipal and
Lucas County probation officers, and mailed ques~
tionnaires to every other Toledo Municipal and Lucas
County probation officer (N = 19). Nine (47%) of
the latter returned the questionnaire, for a total
of 12 successfully contacted. Interviews were also
conducted with three, and questionnaires mailed to
every other Toledo Municipal and Lucas County judge.
Three of fourteen (21%) returned the questionnaire,
for a total of six successfully contacted. The
probation officers questioned averaged 4.1 years as
probation officers in he area, and the judges av-
eraged 10 years (N = 3) on the Common Pleas bench
and 4.3 years (N = 3) on the Municipal bench.

For comparative purposes, variations of the
same questions were asked of all three samples (CDTC
staff, probation officers, and judges). While the
judges and probation officers indicated to the Pro-
gram for the Study of Crime and Delinquéncy team
an accurate understanding of the goals and purposes
of the Center, CDIC staff indicated some disen-
chantment in this regard. When asked to rank how
well the various referral agents understand the
purposes of the Center on a scale from 1 (Very well)
to 5 (Not well at all) the ten Center staff ‘re- . -
sponding gave an average rank of 2.7. The Program
for the Study of Crime and Delinquency sees four
possible explanations for the discrepancy:

(1) three CDTC staff members discriminated between
Common Pleas and Municipal probation officers,
ranking the former well and the latter not well,
and therefore averaging out in the middle;

(2) three CDIC staff members ranked non-criminal
justice system social agencies poorly, pulling the
overall mean in that direction; (3) some references
were made to improvements over time, suggesting a
mean rank may have pulled down current status; and
(4) the probation officers and judges responding
may represent those more positively oriented toward
2nd most well-informed about the Center.

All three samples were then asked to rank their
working relations with one another on a scale from
1 (Very good) to 5 (Very bad). The judges and pro-
bation officers ranked their relations with the
Center 1.3 and 1.8 respectively. The Center staff
again ranked their relations with the various re-
ferral agents lower, at 2.3. The same possible ex-~
planations for the discrepancies cited in the pre-
vious paragraph are applicable here. In both in-
stances, of course, the suggestion remains that
CDTC staff are less satisfied with the current
state of affairs than are the judges and probation
officers.

The Clients and Their Movement
Through the System:
Comparisons of the CDTC and LSH

Caseloads

As mentioned above, the Program for the Study
of Crime and Delinquency (PSCD) team gathered ex~
tensive data from the files of the CDTC and from
municipal and county police and court records on
every CJS client referred to the Center since its
opening in July of 1971 who had at least two con-—
tacts with the Center and whose case had been ter-
minated by December of 1973 (N = 433).% As Table
III (see p.10 ) indicates, the PSCD-CDIC sample
of 433 represents 857 of the 1971 CJS cases, 827
of 1972, and 41% of 1973.5 The missing cases in
1971 and 1972 are clients who had only one contact
with the CDIC (one visit, one telephone call, etc.)}
and were therefore not evaluated or treated. The
missing cases in 1973 are one-contact clients and/
or those whose cases had not been terminated by
December of 1973 (evaluation or treatment proce-
dures still underway at that time).

Data were also gathered on a 507 sample of
first admission referrals from Lucas and Wood Coun~-
ties to LSH from January 1, 1968 through December
31, 1973 (N = 95). The sample was restricted to
first admissions in an attempt to screen out inde-~
finite commitments who could not be meaningfully
compared with the CDTC sample. The total number
of new referrals received at LSH from the two
counties within this time frame was 190. Since
81 of the sample of 95 (85%) were admitted to LSH
prior to July 1, 1971, it is a fair estimate that
162 total cases were received from Lucas and Wood
Counties the three-and-one-half years prior to the
opening of the CDIC. Likewise, approximately 28
were admitted to LSH during the first two-and-one-
half years of the Center's operation. The sample
of 95 contained 26 cases admitted in 1968; it is
therefore 1likely that 52 total cases were received
in 1968, 1If these 52 are deleted from the total
162 likely seen at LSH between 1968 and July 1971,
it is possible to compare the first 2 1/2 years
immediately prior to its opening. The comparison
reveals that LSH was receiving an average of 44
new cases a year from Lucas and Wood Counties the

2 1/2 years before the CDTC opened, compared to 11

new cases a year during the first 2 1/2 years the
Center has been in operation.

Attention should also be directed to the fact
that the CDIC served 3.9 times as many new cases
from Lucas and Wood Counties in its first 2 1/2
years of operation than LSH did in the 2 1/2 years
immediately prior to the Center's opening. Thus
the CDIC is apparently providing services not only

for most of the clients who would previously have
gone to LSH but also for a large number of iadivi-
duals who would previously have received no foren—

referred from Wood County. By the same token, Wood
County referrals constituted only 3% (11 of 428) of
the CDIC sample. Five of the nine Wood County-LSH
cases were referred in the 2 1/2 years prior to the
opening of the CDTC and thize in the 2 1/2 yearx
period after. Thus it is clwear that Wood County re-
duced its first admission reforrals to LSH by 40%
since the CDIC opened, and has referred mere new
cases to the Center in 2 1/2 years than 1t did to
LSH in six years. While this is a finding of im-
port, denoting greater confidence in the CDIC than
in LSH on the part of Wood County courts, of greatex
significance is the fact that Wood County courts
make very few referrals to either agency.

Demographic Characteristics

Table IV (see p.11 ) summarizes the demographic
characteristics of the CDTC and LSH clients. Males
far outnumber females in both samples, though even
more so in the LSH group, 93% of whom are male, com-
pared to 84% of the CDTC sample. Both groups are
relatively young; each has thelr greatest represen-
tation in the age bracket 21-30 (CDIC = 46%, LSH =
41%), their second gredtest .in the category under 21
(CDTC = 31%, LSH = 23%), and their third greatest
between 31-40 (CDTC = 11%, LSH = 22%). Whites out-
number blacks three-to-one in both samples (CDIC =
75%, LSH = 74%). Similarity is equally evident
wi.™ regard to marital status. The modal category
in both groups is occupied by those never married,
who constitute 48% of the CDTC sample and 447% of
the LSH sample. If the divorced and separated are
added to those never married, 65% of each sample
fall into the category of "deviant' marital sta-—
tuses. Thirty-two percent of the CDTC sample and
31% of the LSH sample are married or remarried.

Occupationally, the modal group in both samples
is composed of laborers. While the CDTC's 58% is
considerably lower than LSH's 86%, the number of
people for whom occupational information was avail-
able in the Toledo sample was relatively low. With
regard to education, 52% of the CDIC sample has not
completed high school, compared to 77% of the LSH
group. Correlatively, 29% of the CDIC sample and
only 20% of the LSH sample have a high school edu-
cation, but no additional degree. Twelve percent
of the CDTC clients has some post-high school edu-
cational achievement, compared to only 3% of the
LSH sample.

In summary, the average client of soth the CDIC
and LSH is a young, white, unmarried male, who has
not completed high school and who is employed as a
laborer. The CDTC client, however, is more likely
than his LSH counterpart to have received, at the
least, a high school diploma, and to be employed
in a nonlabor capacity.

History in the Criminal Justice

sic psychiatric services at ail.

It is interesting to note further that only
nine cases or 9% of the LSH sample of 95 were

and Mental Health Systems

Table V (see p. 12) indicates the status of
both samples with regard to juvenile record. Only




LSH Lucas-
Wood Cty
Projected
Pop. N
(52)
(110
{162)
(28)

50% Sample
N
26)
(55
(81)
(14)

PSCD-LSH

85
82
41
60

PSCD-CDTC
Sample

1T
N
(60)
(219)
(154)
(433)

TABL
CDTC
CJSs
Pop. %
92

89

77

83

CDTC
CJS
Pop. N
(71)
(268)
(378)

CDTC and LSH Populations and PSCD Samples
(717)

Probate
8
11
23
17

CDTC
Pop. %

CDTC
Probate
Pop. N

(6)

(33)
(113)
(152)

n

CDTC
Total
Pop. N
(301)
(491)
(869)

1968
1972
1973

1/69-6/71
1/68-6/71
7/71-12/71
7/71-12/73

[swrammanan

Demographic Characteristics of CDTC and LSH Samples

N

TABLE IV

CDTC _Total
% N % N % N
Sex  Male 84 (364) 93 (88) 85  (452)
Female 15 (67) 7 ) 14 (74)
(431) (95) (526)
Under 21 31 (135) 23 (22) 30 7 (157)
Age  21-30 46  (260) 41 (39) 45 (239)
31-40 11 (49) 22 (21) 13 (70)
(384) (82) (466)
White 74 (322) 75 (71) 74 (393)
Race
Black 23 (101) 25 (24) 24 (125)
(423) (95) (518)
Mar./Remar, 32 (141) 31 (29) 32 (170)
e N. Mar. 48 (207) 44 (42) 47 (249)
o NM, Div, Sep. 65  (282) 65 (65) 66 (347)
(423) (94) (517)
Labor 58  (253) 86 (82) 63 (335)
Occ.
T Pr./Semi-Pr. 5 (20) 4 (4) 5 (24)
(273) (86) (359)
0-11 52 (227) 77 (73) 57 (300)
Ed.  HS/GED 29 (124) 20 (19) 27 (143)
Post HS 12 (52) 3 (3) 10 (55)
(403) (95) (498)
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TABLE V

Juvenile Record for CDTC and LSH Samples

Yes No
% - N % N
CDTC 25 (109) 75 (325)
LSH 56 (53) 44 (42)
Total (162) (367)
TABLE VI
Prior Arrests For CDTC and LSH Samples
Total Collapsed
_CDTC LSH Total CDTC LSH Total
% N % N % N % N % N % N
Sexual 13 (45) 14 (15) 13  (60) 20 (43) 23 (15) 2Q  (58)
Nonsexual Pers. 13  (45) 12 (12) 12 (57) 16 (36) 17 (11) 17 (47)
Property 29 (101) 40  (43) 31 (144) 32 (71) 47 (30) 36 (101)
Drug 17 (61) 3 (3)y 14 (64) 9 (20) 2 7 (2
Public Order 17 (61) 15 (16) 17 (77) 14 (31) 5 (3) 12 (34)
Other 12 (41) 17 (18) 13 (59) 9  (19) 6 (4) 8 (23)
Total (354) (107) (461) (220) (64) (284)
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25% of the CDTC sample has a juvenile record com-
pared to 56% of the LSH sample. Furthermore, 67%
of the LSH group and only 51% of the CDTC group
has at least one prior arrest as an adult;® Table
VI (see p. 11) depicts prior arrests for both sam-
ples by crime category. A total of 220 clients
within the CDTC sample have been arrested for a
total of 354 offenses, or a mean of 1.6 prior
offenses per offender. This compares with 64 in
the LSH sample who have been arrested for 107 to-
tal offenses, or a mean of 1.7 prior offenses per
offender.

It will be noted that Table VI contains not
only an offense category breakdown for all prior
arrests, but also a "collapsed" breakdown in which
each offender with a prier arrest record (single
or multiple arrests) appears in only one offense
category. The data were collapsed to enhance their
interpretive value by placing offenders with mul-
tiple prior arrests into the category which in-
cludes the most serious offense for which they have
been arrested in the past. The PSCD team is fully

‘cognizant of the fact that definitions of relative
¢ geriousness are at best value judgements and at
But it is necessary nevertheless sSs

worst arbitrary.
to develop some hierarchy of seriousness if analy~
sis of the client's progression or regression over
time is to move beyond a mere simplistic statement
of whether or not he recidivated. Measures of re-
lative adjustment, while sometimes far from sophis-
ticated, at least identify some gradations between
categorical success and categorical failure, and
thus enable some assessment of the relative impact
of amelicrative programs.

With the aim of at least attempting to measure
relative adjustment of clients and relative effec—
tiveness of forensic psychiatric centers, offense
categories were ranked from most serious to least
serious as follows:

1. sexual

2. nonsexual personal
3. property

4. drug

5. public order

6. other

The PSCD team is not without reservations regarding
this rank-order. Voyeurism is ranked higher than
murder, and assault and battery higher than bur-
glary or grand larceny. But the consensus of opi-
nion was that, generally speaking, prevailing pub-
lic attitudes rank the body as a sexual object
higher than the body as a non-sexual object, which
in turn is ranked higher than material possessions
or claims. While the drug problem is of heightened
concern on the contemporary scene, much of this be-
havior falls within the '"victimless or willing vic-
tim' category. Public order offenses, such as va-
grancy and loitering, are perceived to have minimal

threat value, and indeed are often visible only to the

the arresting officer. '"Other is a miscellaneous
category for all offenses not clearly under one of
the preceding rubrics.

Returning to the discussion of prior avrests
within the CDTC and LSH samples, Table VI reveals
that when offenses are collapsed, 87% of the LSH
clients with prior arrests fall into the three most
serious offense categories, compared to 68% of the
CDIC's prior offenders. Correlatively, the latter
group is more highly represented in the drug, pub-
lic order, and "other" categories. The modal cate-
gory of prior arrests im both groups is property
offenses, followed by nonsexual personal and sexual
offenses, respectively.

Comparing the collapsed data with the total
data reveals that the LSH sample still has a higher
percentage in the top three categories than does
the GDTIC sample (66% to 55%), but while the LSH pex-
cent representation declines 21%, Toledo's declines
only 13%. While the modal category for both groups
remains property offenkes, second and third place
shift to less serious offengeés. And finally, the
CDTC sample moves ahead of LSH in nonsexual perso-
nal offenses, comes within one percent of LSH in
sexual offernses, and takes an even gieater lead
than before in drug offenses. In summaxry, the LSH
sample consistently exhibits a more serious prior
arrest record overall, though the total data exer-
cises an equalizing effect over the collapsed data.

Data were also gathered on prior incarcerations
in the CJS. Twenty-two percent of the CDIC sample
has at least one prior incarceration compared to
36% of the LSH sample. Table VII (see p. 14) dis-
plays the breakdown of prior incarcerations, and in~
dicates that the modal category in both samples is
misdemeanor incarcerations. The LSH sample, how-
ever, has a larger percentage of prior felony Incar-
cerations than does the CDTC sample (38% to 23%).

Table VIII (see p.l4 ) summarizes the data on
histories of involvement in the mental health sys-
tem for both samples. A rank ordering of serious-
ness was again imposed on the data to facilitate
further analysis, and proceeds from most serious o
least serious as follows:

1. inpatient, institution for mentally dis-
oxdered offenders

2. dnpatient, civil mental instditution

3. outpatient

4, unclassifiable treatment

There were no multiple histories to collapse in the
LSH sample, so Table VIII presents collapsed data
only for the CDTC sample, but uses these figures as
the basis Ffor comparison since they correspond to
the "one prior per person' characteristic of the
LSH uncollapsed data.

Thirty-four percent of the CDIC sample (N = 148)
has a mental health history of at least one series
of treatments, compared to only 25% of the LSH sam-
ple (N = 24). But 96% (all but one) of the latter
group fall into the inpatient category and none fall
into the outpatient category. Toledo, on the other
hand, has 34% of its clients with mental health




TABLE VIT

Prior Incarcerations for CDTC and LSH Samples

CnIC L Total
% N % N %, N
Folony 23‘ (22) 38 (13) 27 (35)
Misdemcanoy 53 (51) 44 (15) 51 (66)
Fel. § Misd, 7 (7) 15 (5) 9 (12)
Unclass. prior 17 (16) 3 (1) 13 (17)
Tetal (96) (34) (130)
TABLE VIII
Prior Tnearcerations for CDTC and LSH Samples
cute Lsil Total
Uncollapsed Collapsed® Uncollapsedb agh
% N % N % N % N
Inpt. MD ctf. 10 (16) 11 (16) - - 9 (16)
Inpt. Civil 41 (69) 43 (63) 96 (23) 50 (86)
Outpt, 38 (63) 34 (51) - - 30 (51)
Unclass. Treat. 12 (20) 12 (18) 4 (1) 11 (19)
Total (168) (148) (24) (172)
14
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histories in the outpatient category (and only 437
in inpatient). What this suggests is that LSH of-
ficials may restrict their compilation of mental
health histories to prior inpatient treatments,

If this were the case, then a more accurate com-
parison would be obtained by deleting the CDTC
clients with prior outpatient treatments. This
brings the total of those with mental health his-
tories in the CDTC sample down to 227, and boosts
the prior inpatient up to 65%. The LSH sample,
coincidentally, by definition has no priors in the
mentally disordered offender category since the
sample drew only from first admissions to LSH.

(0f course a client could have had a history of
institutionalization as a mentally disordered of-
fender in ancther jurisdiction, but this did not
occur.) The uncollapsed data for the CDIC

sample indicates that the 148 clients with mental
health histciies accounted for a total of 168 prior
treatment episodes.

Data on juvenile record, prior arrests, prior
incarcerations, and history of involvement in the
mental health system for both samples are summa-
rized in Table IX (see p.1l6 ). The LSH sample
clearly exceeds the Toledo sample in percentages
with juvenile records, prior arrests, and prior
incarcerations. Only in mental health treatment
history does the CDTC sample exceed the LSH sample,
and these figures are subject to serious qualifi-
cations just digcussed. In essence, the data
strongly suggest that LSH receives a more chronic
mentally disordered offender than does the CDIC,
and one whose mental disorder and whose offense are
both more serious than those of his Toledo countexr-—

part.

This is a difficult finding to interpret given
the sharp decline in referrals to LSH from Lucas
and Wood Counties when the CDTC opened and the sub-
sequent probabildity that the Center has been re~
ceiving the clients who would previously have been
LSH candidates. There is the distinect possibility
that LSH's records are more thorough with regard
to prior involvement in the criminal justice sys-
tem and that the difference between the samples
are thus more apparent than real. But the most
obvious hypothesis is that the differences are
very real yet attributable to the fact that LSH's
referrals are exclusively Ascherman and competency/
sanity evaluations while the CDIC receives many
more less serious cases along with its Ascherman
and competency/sanity evaluations. The earlier
observation that the CDTC served 3.9 times as many
cases from Lucas and Wood Counties in its first
2 1/2 years of operation than LSH did in the 2 1/2
years immediately prior to the Center's opening
certainly suggests that the CDTC is actepting cli-
ents who previously would have received no referral
anywhere. These are likely the less serious cases,
and they would serve to load the sample statistics
toward less serious prior records.

Table X (see p. 16) depicts the relationship of
Toledo's Ascherman and competency/sanity referrals
to both the LSH sample and the total CDTC sample
with regard to prior record. The CDIC's Ascherman
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and competency/sanicy population has a lower per—
centage of both juvenile records and prilor arrests,
an identisal percentage of prior incarcerations,
and a greater percentage of mental health histories
than the LSH sample. The 15 who have mental health
histories total 19 previous series of treatments,
and 74% of these were inpatient treatments. On the
other hand, the CDTC's Ascherman and competency/
sanity population has a greater pexrcentage of priox
arrests, prior incarcerations, &nd prior mental
health treatments than the total CDIC group, and
an identical perxcentage of juvenile records. Thus
in the final analysis, Toledo's Ascherman and com-
petericy/sanity referrals are more serious cases
than the GDTC group as a whole, bub: slightly less
serxious than the LSH sample.

Current Status

Data on current offense for both samples arve
presented in Table XI (see p. 17). "Current of-
fense" is defined as the most rvecent offense; in
some cases the individual has only been charged
with the offense, in others he has beed convicted
of the offense. As with prior arrests, current of-
fenses have been collapsed by placing each offender
in the offense category which includes the most se-
rious offense dn his current incident on a rank-
order scale from sexual through "other" offenses.

An examination of data in Table XI reveals that
947 of the LSH clients fall into the three mosk se-
rious offense categoires (sexual, nonsexual perso-
nal, and property), compared to 69% of the CDIC
sample. The modal category for the LSH sample is
property offenses (397), followed by nonsexual per-
sonal (32%) and sexual (23%). The Toledo sample,
on the other hand, has a tie for first position be-
tween sexual and property {26% each), with drug of-
fenses occupying the second position (19%) and non-
sexual personal third (17%). While LSH's percen-
tages exceed the CDTC sample in both property and
nonsexual perscnal categories, Toledo is ahead of
LSH in sex offenses, and far ahead in drug offenses.
(indeed, the LSH sample does not include a single
drug case).

When the dats are uncollapsed, the LSH sample
adds only one offense (a nonsexual personal). This
suggests that LSH officials do not record meltiple
of fenses, particularly in light of the fact that
the C\IC data increases by 35 offenses, or a total
of 440 for the 405 clients for whom information on
current offense was available. The relative per-
centages change very iittle, however. So in sum-
mary, current offenses display a mixed picture,
with property and nonsexual personal offenses
highest among the LSH sample, and property, sexual,
and drug offenses highest among the CDIC sample.

With regard to the specific reason for referral
to the CDTC or to LSH, Table XIL (see p. 18) iLudi-
cates that 70%Z of the LSH sample was referred for
Ascherman 60-day presentence evaluatilons, agd that
18 of these 707% were then returned as post—sentince
indefinite commitments. Eight percent were




TABLE IX

Overview of Prior Records for CDTC and LSH Samples

cote LS Total
Yes No Yes No Yes No
% N % N % N % N % N % N
Juv. Rec. 25 (109) 75 (325) 56 © (33). 44 (42) 31 (162) 69 (367)
Arrests 51 (220) 49 (214) 67 (64) 33 ~ (31) 54 (284) 46 (245)
_ Incar 22 (96) 78 (338) 36 (34) 64 (61) 25 (130) 75 (399)
MH Treat. 34 (148) 66 (286) 25 (24) 75 (71) 33 (172) 67 (357)
TABLE X
Prior Records of CDTC Ascherman and Competency Referrals
Compared With Prior Records of Total CDTC and LSH Samples
CDTC Aschs.
Total CDTC And Comp,/Sans. LSH
Yes . | No Yes Nd Yes -No
% N % N % N % N % N % N
Juv. Rec. 25 (109) 75 (325) 25 9 75 (@27) 56  (33) 44 (42)
Arrests 51 (220) 49 (214) 56  (20) 44 (16) 67 (64) 33 (31)
Incars; 22 (96) 78  (338) 36 (13) 64  (23) 36 (34) 64 (61)
MH Treat. 34 (148) 66 (286) 42 (15) 58 (21) 25 (24) 75 (71)
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TABLE XI

Current Offense for CDTC and LSH Samples

Total Collapsed
% N % N % N % N % N % N
Sexual 24 (106) 23 (22) 24 (128) 26 (l06) 23 (22) 26 (129)
Nonsex. Pers. 17 (73) 32 (31) 19 (104) 17 (68) 32 (30) 20 (98)
Property 26 (113) 39 (37) 28 (150) 26 (105) 39 (37) 28 (140)
Drug 18 (81) - - 15  (81) 19 (7D . 16 (78)
Public Oxder 4 (18) - - 3 (18) 3 (12) - - 2 Q12)
Other 11 (49) 6 (6) 10 (55) 9 (37 6 (6) 9 (43)
Total (440) (96) (531) (405) (95) (500)
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Reason fnr Referral for CDTC and LSH Samples

J

,J

N N % N
kzo) (49) 13 (69)
Asch, Pre-Post - (17) 3 (17
- (8) 2 (8)
(74) (94)
(16) (16) 6 (32)
= - 4 1 4)
- (1 -1 (1)
(21) (37)
General Eval. (244) - 46 (244)
Treatment Eval. (104) - 20 (104)
Treatment Admin. (46) . 9 (46)
(430) (95) (525)
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indefinite commitments when they first entered the
sample of first admissions drawn by the PSCD team.
These eight cases were either (1) incorrectly re~
corded by LSH as first admissions, or (2) evaluated
elsewhere than at LSH in the presentence phase of
their processing. In any event, a total of 787 of
the 1.SH sample were referred under the Ascherman
Act., Another 21%Z were referred for 30-day compe-
tency/sanity evaluations, and 4 of these 21% were
returned as incompetent/insane. (One of the com-
petency/sanity cases was later returned for an
Ascherman evaluation.) As with the Ascherman re-
ferrals, one competency/sanity case was a first-
admission indeterminate commitment, bringing the
total percentage of competency/sanity referrals _to
22%.

In sharp contrast to LSH, though in part due
to selective sampling procedures and to the fact
that Ascherman and competency/sanity referrals
were not formally accepted prior to funding by
the Division of Forensic Psychiatry in early 1973,
only 57 of the CDTC referrals were for Ascherman
evaluations and only 4% for competerncy/sanity
evaluation. The modal category of referrals (57%)
were for "general evaluations' which typically re-
presents an evaluation for probation candidacy . A
total of 89% of the CDIC's referrals were for eval-
uvation and 11% for treatment administration. If
the treatment evaluation referrals (in essence
evaluations for CDTC treatment candidacy) are added
to the 117, a total of 35% of the CDTC's cases are
treatment related. By the same token, 90% of LSH's
referrals were for evaluation, 227% of which were
later returned for treatment administration. If
the 9% first admission indefinite commitments are
added to the 22%, a total of 31% of LSH's cases
are treatment related. It must be again remem-
bered, however, that the LSH sample was restricted
to first admissions and is thus biased toward eval-
uation as opposed to treatment (indefinite commit-
ment) .

LSH received 12 competency/sanity evaluation
referrals from Lucas and Wood Counties in the 2 1/2
years iumediately preceding the opening of the CDUC;
it has since received only five. The CDTC has re-
ceived 16 such referrals in the first 2 1/2 years
of operation. These figures reveal not only that
the CDTC is apparently reducing referrals to LSH
but also that total competency/sanity evaluation
referrals rose from 12 in the first period to 21
in the second. It seems reasonable to entertain
the possibility that referral agents are more will~
ing to raise the question now that the evaluation
can be performed at the CDIC rather than LSH.

The Evaluation Procedure

Psychometric testing was administered to 80%
of the CDTC sample and to 98% of the LSH sample.
Table XIII (see p. 20) demonstrates the percen-
tages of each sample that received the most fre-
quently employed batteries of tests. Fifty-eight
percent of the CDTC sample receiving testing was
administered one of the seven most standard bat-

teries, compared to 40% of the LSH sample receiving
one of the five most standard batteries. (All
other batteries were administered to only 2.1% or
fewer of each tested population.)

The 346 CDTC clients who received testing were
given a total of 917 tests, or a mean of 2.7. The
93 LSH clients whowere tested took a total of 312
tests, or a mean of 3.4. Data in Table XIII indi-
cate the percentage of each tested population that
were administered the most frequently employed in-
dividual instruments. FEach test is labelled as a
personality measurement (P), a test of intellectual
functioning (IF), or a measure of neurological dys-
functioning (ND). Both facilities clearly use all
three types of tests.

In summary, LSH's psychometric testing is more
extensive than the CDIC's in three senses: (1) 98%
of the LSH clients reteived testing, compared to
only 80% at the CDTC; (2) the mean number of tests
administered is 3.4 at LSH compared to 2.7 at
Toledo; and (3) the most frequently employed batterwy
consists of four tests at LSH, compared to oniy one
at the CDTC. On the other hand, all testing at the
CDTC is either directly administered oxr analyzed
and interpreted by a Ph.D. psychologist or an ABD
psychologist. In contrast, the 10 psychologists
who performed psychometric evaluations for the 95
LSH clients ine¢luded six BAs and four MAs. Thus,
LSH's psychometric testing is found to be more ex-—

tensive than the CDTC's, but the latter's testing
is performed by psychologists with higher profes-
sional degree attainment.

Psychiatric evaluations via clinical interviews
were conducted for 21% of the 344 CDIC clients for
whom the PSCD team was able to obtain information.
While every LSH client in the sample of 95 was eval-
uated by a physician, only two of the 11 physicians
who saw the 95 were board certified or board eldigi~
ble psychiatrists, and only two others were licensed
medical doctors. Again, fewer psychiatric inter-
views are performed at the CDTC than at LSH, but the
latter's interviews are performed by more profes-
sionally qualified physicians.

Social histories were compiled for every case
in the CDTC sample and for 93% of the LSH sample.
The three social workers who compiled case histo-
ries for the 95 LSH clients included two MSWs and
one BA. At the CDTC, these histories are compiled
by an MSW, an MA+, an M.Ed., a BA, an ABD psycho-
logist, and a Ph.D. psychologist. Toledo has de-
veloped a system wherein for every three case his-
tories conducted by a social worker, a junior psy-
chologist does two, and a senilor psychologist one.
The net effect is that more social histories are
compiled by individuals with higher professional de-
gree attainments at the CDTC than at LSH.

The PSCD team attempted to compile an estimate
of average "exposure time" per client to the total
gamut of evaluation procedures. All medical/neuro~
logical examinations, individual clinical inter-
views (psychiatric and nonpsychiatric), psychomet-
ri¢ testing sessions, and ‘social work consultations
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TABLE XIII

Psychometric Testing for CDTC and LSH Samples

CDTC LSH
N % Battery N % Battery
(89) 26 MMPI/CPI (12) 13 Rorschach, Beta,
Bender-Gestalt,
DAP
(24) 7 MMPI/CPI, Rorschach,
WAIS, Bender-Gestalt (10) 11  Rorschach, Beta,
Bender-Gestalt
(23) 7 MMPI/CPI, WAIS, Bender- )
Gestalt (5) 5 Rorschach, Corsinie
(21) 6 MMPI/CPI, WAIS. 4) 4  Rorschach, Corsinie,
Bender-Gestalt
(14) 4 MMPI/CPI, Rorschach (3) 3 Rorschach, Beta,
Bender~-Gestalt,
Rotter, Lykken,
(14) 4 WAIS GPPT
(14) 4 MMPI/CPI, WAIS, Bender- (3) 3 Rorschach, Bender-
Gestalt, Graham-Kendall Gestalt, DAP
(199) 58 Total (37) 39 Total
Total Tests*
N % Test N % Test
(288) 31 MMPI/CPI (P) (71) 23 Rorschach (P)
(184) 20 WAIS (IF) (65) 21 Bender-Gestalt (ND)
(118) 13 Rorschach (P) (47) 15  Beta (IF)
(153) 17 Bender-Gestalt (ND) (45) 14 DAP (P)
(62) 7 Graham-Kendall (ND) (18) 6 Corsinie (IF)
(48) 5 TAT (P) (19) 6 Rotter (P)
(853) 93 Total (14) 4  Lykken (P)
(279) 89 Total

*Excludes all other tests as infrequently administered to less than
2.1% of the populations.
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were added together for each client to arrive at a
total number of "interview sessions'. Ninety-five
percent of the total CDTC sample received at least
one interview session for a mean of 2.7 sessions.
From the estimates by current staff members who
perform these evaluations of the length of time
each procedure takes, the PSCD team computed an
average length of time for a medical/neurclogical
examination to be 80 minutes, an individual clini-
cal interview at 78 minutes, a psychometric test
at 75 minutes, and a social case history compila-
tion at 143 minutes. These averages yield a to-
,tal mean time of 86.7 minutes ox 1.4 hours per
interview session. Thus the average CDTC client
receives 2.7 interview sessions at 1.4 hours per
session or a total of 3.8 hours per evaluation.

Evaluation Results, Recommendations,
and Dispositions

Table XIV (see p. 22) depicts the results of
both LSH's and the CDTC's evaluations of their re-
spective clients. TFifty-three percent of the CDIC's
Ascherman referrals were found by the Center to be
Ascherman commitable compared to 47% of LSH's
Ascherman referrals. The weight of negative find-
ings shifts to LSH with regard to competency/
sanity evaluations; the latter facility found 20%
of its competency/sanity referrals to be incompe-
tent/insane compared the the CDIC's 12%, though
the Ns are quite low in both cases. Two points
are evident: (1) there is no substantial differ-
ence between the two facilities with regard to find-
ings in Ascherman and competency/sanity evaluations,
and (2) an Ascherman referral runs a 50% chance of
being found mentally 111, mentally retarded, or psy-
chopathic, while a comgetency/sanity referral runs
at least a four to one chance of being found compe-
tent/sane.

It is also interesting to note that, of the
nine CDTC Ascherman candidates evaluated as commi-
table for whom a specific designation was obtain-—
able, 677 were found psychopathic (as opposed to
mentally i1l or mentally retarded). By the same
token, 97% of the 30 LSH Ascherman candidates for
whom information was available were found psycho-
pathic.

A statement to the effect that the client is
dangerous, "a menace to the public,'or likely to
repeat was made regarding 6% of the CDIC referrals
and 43% of the LSH referrals. Furthermore, 9% of
the CDTC sample was reported by the Center to have
a drug or alcohol problem compared to 18% of the
LSH sample. These discrepancies could
reflect the differences in seriousness of cases
discussed above, though they could just as readily
reflect differential orientations of evaluators at
the two facilities.

The CDIC dees not record diagnoses in terms of
the American Psychiatric Association's Diagnostic
and Statistical Manual as does LSH. Diagnoses were
obtained for 97% of the latter sample. Eighty-two
of the the clients were accorded single diagnoses,
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and the remaining ten were accorded multiple diag-
noses. Of the single dlagnoses, 55% were for per-
sonality disorders (especially "antisocial person-
ality™, 127 for drug or alcohol disorders, 10% for
sexual deviations, and 4% for mental retardation.
Nine of the 10 multiple diagnoses werz various com-
binations of personality disorders, drug or alcohol
disorders, and mental retardation.

The data regarding the recommendations for dis-—
position that the two facilities forwarded to the
courts are contained in Table XV (see p. 23). It
should first be noted that the CDITC made a total
of 500 recommendations for 353 clients out of the
total 434 (81%Z) or a mean of 1.4 recommendations
per client receiving a recommendation. By compari-~
son, LSH forwarded only singular recommendations,
and for only 41 (43%) of the 95 cases. The PSCD
team learnmed that there is considerable debate con~
cerning whether or not: Ascherman and competency/
sanity evaluations should be accompanied by recom-
mendations; some courts and clinicians define the
purpose of evaluators to simply report whether or
not the client is Ascherman commitable .or incompe-
tent/insane, others believe the clinicians should
additionally forward their professional opinions
regarding appropriate court disposition.

In any event, of the recommendations that were
made to the courts for the clients under considera-
tion, 10% of the CDTC recommendations were for in-
carceration in a correctional facility, compared to
34% of LSH's recommendations. A close examination
of Table XV reveals that a categorization of recom~
mendations beyond this first step proved difficult.
LSH records contained such statements as ''needs
treatment', "needs institutionalization', and
"doesn't need LSH". Similarly, CDIC records con—
tained such statements as '"meeds assistance of BVR',
and "needs further evaluation'. While these are
rather vague dispositional suggestions, it still
appears feasible to group most under either "insti-
tutionalization'" or "return to the community".

Table XVI (see p. 725) indicates the resulting com-
parative recommendations for the CDTC and LSH.

If "probation', "mental health outpatient",
"drug or alcohol treatment', and "social life in-
tervention" recommendations are added together, then
a total of 324, or 65% of the CDTC recommendations
are for the client to be returned to the community.
If "probation", "mental health outpatient", and "not
LSH", are added together, then a total of seven, or
17% of the LSH recommendations are for the client to
be returned to the community. On the other hand, if
"incarceration" and "mental hospitalizatioun" are
added together, then a total of 94, or 19% of the
CDTC recommendations are for the client to be insti-
tutionalized. If "incarceration', '"mental hospital-
ization'", "unclassifiable institutionalization”, and
unclassifiable treatment' are added together, then
a total of 31, or 76% of the LSH recommendations are
for the client to be institutionalized. To the degree
this categorization is legitimate, LSH recommends
institutionalization (as opposed to a return' to the

community) in 76% of its recommendations, compared

to only 197% of the CDTC recommendations.




TABLE X1V

Evaluation Results for CDTC and LSH Samples

cote LsH Total

% N % N % N

Ascherman 53 ‘ 9) 47 (31) 48 (40)

Not Asch. 47 (8) 53 (35) 52 (43)

a7 (66) (83)

Incomp/Insane  12.2 (2) 20 (4) 17 6)

Comp/Sane 87.5 a4 80 (16) 83 (30)

(16) (20) (36)

Dangerous 6 (27) 43 (41) 13 (68)

Not Dang. 3 (13) 3 (3 3 (1i6)
(40 of 434) (44 of 95) (84 of 529)

Dr/Al. Prob. 9 (41) 18 (17) 11 (58)

No Dxr/Al. Prob. 1 (3) 0 (0) 1 (3)
(44 of 434) (17 of 95) (61 of 529)
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TABLE XV

Recommendations for CDTC and LSH Samples

% N % N % N
Incarceration 10 (52) 34 (14) 12 (66)
Mental Hosp. 8 (42) 5 (2) 8 (44
Unclass. Inst. - Co- 5 (2) -1 (2)
Unclass. Treatment - - 32 (13) 2 (19)
"Not LSH" - - 5 (2) -1 (@)
MH Outpt. . 39 (193) 10 (4) 36 (197)
Probation 12 (60) 2 (1) 11 (61)
Dr/Al. Treatment 5 (23) - - 4 (23)
Social Life Intexv. 10 (48) - - 9 (48)
Further Eval, 5 (25) - - 5 (25)
Other 11 (57) 7 (3) 11 (60)
(500 for 353 (41 for 41 (541)

of 434) of 95)
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If "unclasslfiable treatment” recommendations are
shifred from the "institutionalization'" category
to the "return to community" category, the ratio
of instdtutionalization/noninstitutionalization
recommendations for LSH is still 49/44. And if
the "drug or aleohol treatment' recommendations
are ghifted from the "return to the community"
category to the "fnstitutionalization" category,
the ratilo of ifunstitutionalization/noninstitu-
tionaldzation for the CDIC is still 62/22.

The PSCD team was able to obtain court dis-—
positions on only 477 (N = 202) of the CDTC sample
and 697% of the LSH sample (the latter percentage
excludes the nine first admission indefinite com-
mitments). Not surprisingly, dispositions were
much less varied than recommendations, as data in
Table XVIL (see p. 25) indicates. The only col~
lapsing was of elght "mental health outpatient",
"drug o alcohol treatment", and "soclal life in-
tervention" dispositions into "probation" and of
one "further evaluation" into "other" in the CDTC
data. TForty-one percent of the LSH dispositions
were for incarceration, another 41% for mental
hospitalization, and only 19% for probation. This
contrasts with 57% of the CDIC dispositions for
probation, 28% for incarceration, and 2% for men-
tal hospltalization. The data in Table XVIIIL
(see p. 26) reveal that BLZ of the court disposi-
tions for the LSH sample were for instiltutional-
dzation compared to only 30% of the CDTC's court

dispogiltions.

O0f significance with regard to Ascherman and
competency/sanity evaluations is mot just the court
disposition but also the court decision of whether
or not the client is Ascherman commitable or incom-
petent/insane. Unfortunately, police and court re-
cords only teported on disposition. If it is as-
sumed that a court order to return the client to
LS8H congtitutes a legal finding of Ascherman com-
mitable, then 417 (20 of the 49 Aschermans for whom
a_disposition was available) of LSH's Ascherman
evaluation referrals were declared Ascherman com—
mltable by the courts. If it is further assumed
that a sentence to a correctional facility con-
stitutes a finding of not Ascherman commitable,
then 39% (19 of the 49) of LSH's Ascherman evalua-
tlon referrals were declared not Ascherman com~
miteble by the courts. Twenty percent (10 of the
49) of LSH's Ascherman referrals were placed on
probation, which is a statutorily-endorsed dis-—
posdtion (an alterpative to commitment to LSH) for
those found mentally ill, mentally retarded, or
psychopathic (i.e. Ascherman), and it is therefore
impossible to categorize these 10 as either "Ascher~
man' or "not Ascherman''.

Torty percent (four of the 10 LSH competency/
sardty cases for whom a disposition was available)
were returned to LSH and can therefore be presumed
to have been declared incompetéent/insane. Sixty
percent (6 of the 10) were elther incarcerated or
probated, and thus presumed to have been declared
competent/satie, Dispositions were only ob-
talned on five of the CDIC Ascherman and compe-
tency/sanity referrals, and it is therefore im-
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possible to make any statements about court deci-
sions regarding the Toledo sample of Ascherman and
competency/sanity cases.

Time Involved in Moving Through the System

Table XIX (see p.26 ) depicts the average num-
ber of days between the various stages of the eval-
uation and treatment process for both the CDIC and
LSH. It is evident that the CDTC averages one day
longer than LSH on the number of davs between
(1) court order (or referral) and admission, and
(2) admission and releage (or date of final report
for Ascherman evaluations. On the other hand, the
CDIC averages significantly fewer days than LSH be-
tween (3) admission and release/final report for
competency/sanity evaluations (25 to 46 days),

(4) release/final report and court dispositionm (22
to 40 days), and (5) admission for treatment and
release/final report (2.4 months to 16.9 months).

While a difference of one day is negligible,
one of the purposes of the CDTC was to reduce the
length of time between referral and admission and
between admission and release, and thus far thisgoal
has apparently not been attained. Correlatively,
only 50% of the Toledo area judges and probation of-
ficers questioned by the PSCD team responded in the
affirmative when asked if the CDIC performed their
evaluations within the length of time suggested or
imposed by law, though some said they would rather
have a good report that takes time than a poor re-
port quickly.

With regard to point (3) above, it is signifi-~
cant that the average length of time for a compe-
tency/sanity evaluation at LSH (45.8 days) exceeds
the statutory 30-day limit, while the CDTC's 24.7
days is comfortably within the limit. Furthermore,
with regard to point (4) above, the shorter
period of time between release and disposition
characteristic of the CDTC as opposed to LSH is very
important from the "speedy justice" point of view.

It must of ccourse be recognized in interpreting
point (5) above that LSH likely receives more seri-
ous cases for inpatient care than the CDTC receilves
for outpatient care. But in any event, the 25
Ascherman indefinite commitments in the LSH sample
(eight first admission indefinites and 17 pre-post
cases) spent an average of 16.6 months at LSH, and
the four competency/sanity indefinite commitments
spent an average of 18.3 months there. By compari-
son, the 77 of the 86 CDIC cases on record as in
treatment for whom time data were available were
under the Center's care an average of 73 days,
within which time they speant an average of 22 hours
in therapy.

Intrasample Comparison of Variables: CDTC

The preceding discussion of client movement
through the evaluation and treatment procedures com-
pared frequency distributions for the CDTC and LSH
samples on each respective variable. The discussion
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TABLE XVI

Recommendations for CDTC and LSH Samples

% N % N % N
Return to 65 (324) 17 N 73 (331)
Community
Institution-~ 19 (94) 76 (31) 27 (128)
alization :
(418) (38) v(456)
TABLE XVII
Court Dispositions for CDTC and LSH Samples
eoTC LSH Total
% N % N % N
Incarceration 28 (56) 41 (24) 31 (80)
Merital Hospit. 2 (4) 41 (24) 11 (28)
Probation 57 (115) 19 (11) 48 {126)
Other 13 (27) - - 10 2n
(202) (59) (261)
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TABLE XVIII

Dispositions for CDTC and LSH Samples

CDTC LSH Total
% N % N % N
Return to 57 115
Communi.ty () + ) * (126)
Institution-
B11zation 30 (60) 81 (48) 46 (108)
(175) (59) (234)
TABLE XIX
Time Comparisons for CDTC and LSH Samples
CDTC LSH
% No. Days Between N X No. Days Between N
Ct. order/ref.
& admission 9.6 (383) 8.5 (86)
Ad. & release or
final report:
~-Total Evals 41.5
. (3202 . b
:é&gﬂg Bvals 40.5 (19§ gé.g Eggb%
vals 24.7 (15) 45.8 (20b)
Release G
Disposition 21.7 (141) 39.8 (58)
. >
Treatment ad.
& rel/final rep. 2.4 mens, (77) 16.9 mths, (29)

Bl ind
“Excludes treatment administration cases

bExcludes fir

time for pre~-post cases.
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st admission indefinite commitments

» and only counts 'pre"

which follows reports on the findings of cross~tab-
ulations of selected variables both within and be-
tween samples. Variables were first grouped under
general headings, including demographic character-
istics; prior involvement in the criminal justice
and mental health systems; current status; evalua-
tion processing; evaluation results, recommenda-
tions, and dispositions; and treatment processing.
All of the variables in each group were then cross-
tabulated with all of the variables in every other
group, producing an extensive computer printout of
comparative data.

The next three sections of this report discuss
the cross-tabulations that produced significant
comparative findings. The first section deals with
intrasample comparisons of variables for the CDTIC
data, the second with intrasample comparisons of
variables for the LSH data, and the last with inter-
sample comparisons of variables for the CDTIC and
LSH samples. Scores of cross-tabulations were run
and analyzed that are not discussed,; either because
they revealed no significant relationships or be-
cause the sample Ns were too small, or, on some
occasions, because of both reasons. For ease in
identification and thus comparative interpretation,
all cross—-tabluations are labelled and indexed.

A.1 - Current Offense/Referral Source (CDIC)

Sixty percent of the sexual offenders were re~
ferred by the Toledo Municipal Court compared to
only 32% by Lucas County Common Pleas Court. Also,
75% of the drug offenders were referred by Toledo
Municipal Court compared to only 137% by Lucas
County Common Pleas Court. On the other hand, 53%
of the property offenders were referred by Lucas
County Common Pleas Court compared to only 19%
by Toledo Municipal Court, and 547% of the nomsexual
personal offenders were referred by Lucas County
Common Pleas Court compared to only 27% by Toliedo
Municipal Court. Apparently most sexual and drug
offenders are not felonious, and this concurs with
CDTC reports that exhibitionists and marijuana
smokers are the modal categories in the respective
groups. On the other hand, more than half of the
property and nonsexual personal offenses are ap-
parently of a felonious degree.

A.2 - Current Offense/Age (CDTIC)

There is a progressive increase with age cate-
gories in the percent of offenses which are sexual,
from 15% in the "Under 21" category to 53% in the
"41-50" category. In contrast, there is a steady
decrease with age categories in the percent of of-
fenses which are drug related, from 30% in the "Un-
der 21" category to 3% in the "41-50" category.

A.3 - Current Offense/Marital Status (CDTC)

More of the "never married" committed property
offenses than any other category (36%), followed by
drug offenses (25%). The modal category of offenses
for the married was sexual offenses (39%), and the
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second and third most frequent categories contained
only 197 each., It seems that the young and siungle
are responsible for drug offenses, and the middle-
aged and married for sexual offenses.

A.4 - Current Offense/Prior Offense (GDIC)

Table XX (see p. 28) presents the cross—tabula-
tion of current offense and prior offense. The rate
of correspondence between prior and current offense
is found to be highest for sexual offenses (62%) and
lowest for nonsexual personal offenses (27%). Drug
offenses and property offenses are in between with
correspondence rates of 58% and 54% respectively.

Twenty-two percent of those with prior property
offenses are charged with nonsexual personal, or a
more serious offense. But 36% of those with prior
nonsexual personal offienses are charged with pro-
perty offenses, and 21% of those with prior sexual
offenses are charged with nonsexual personal of-
fenses, the total 57% having shifted to less seri-
ous offenses. :

Of those with no prior offenses, 33% are
charged with sexual offenses, 25% with drug of-
fenses, 17% with property offenses, and 15% with
nonsexual personal offenses. One of the more sig-
nificant findings, therefore, is that the percent-~
age oxrder of first offenses is identical to the
percentage order of recidivism: sex, drug, pro-
perty, and nonsexual personal. That is, first of-
fenses are increasingly occuring in those catego-
ries in which recidivism rates are increasingly
higher. While this could be a most ominous sign,
it could also represent an awareness of relative
recidivism rates on the part of referral agents,
and subsequent attempts to thwart future recidivism
of the first offender by referral to the CDIC.

A.5 — Current Offense/Reason for Referral (CDIC)

Table XXI (see p. 29) depicts the cross-tabula-
tion of current offenses and reason for referral.
Forty-five percent of the Ascherman referrals were
charged with sexual offenses and another 45% with
nonsexual personal offenses. Thirty-eight percent
of the competency/sanity cases were charged wikh
ponsexual personal offenses, 31% with property of=
ferjzes, and another 19% with sexual offenses.
While the Ns are quite small iIn these two groups,
it is not surprising that Ascherman and compe-
tency/sanity cases have been charged with the more
serious offenses.

Forty-three percent of the treatment adminis-
tration referrals are charged with drug offenses,
as are 20% of the treatment evaluation referrals
(though 29% and 28% of the latter referrals were
charged with property and sexual offenses, respec-
tively). It may be recalled that the CDIC has on-
going group therapy for drug/alcohol problem of-
fenders and for sex offenders, and this could ac-
count for thelr high representation in treatment-—
related referrals.




TABLE XX

Prior Offenses by Current Offense for CDTC Sample

Current Offense

Prior Row
Offense Sexual Non Pers. Property Drug Public Order Other Total
Sexual 61.9% 21.4 9.5 4.8 -- 2.4 42
26.0)b  (13.6) (4.0) (2.8) - (3.1)
Nonsexual Pevrs. 6.1 27.3 36.4 9.1 3.0 18.2 33
(2.0) (13.6) (12.1) (4.2) (8.3) (18.8)
Property 5.9 22.1 54.4 5.9 1.5 10.3 68
(4.0) (22.7) (37.4) (5.6) (8.3) (21.9)
Drug 5.5% 5.3 31.6 57.9 - -- i9
(1.0) (1.5) (6.1)  (15.5) -- -
Public Order 13.7 20.7 24,1 17.2 17.2 6.9 29
(4.0) (9.1) (7.0) (7.0) (41.7) (6.3)
Other 41.2 5.9 17.6 17.6 5.9 11.8 17
(7.0) (1.5) (3.0) (4.2) (8.3) (6.3)
None 32.6 14.5 17.4 25.0 2.3 8.1 172 L
(56.0) (37.9) (30.3)  (60.6)  (33.3) (43.8) !
Colunn Total 100 66 99 71 12 32 380 =

& = row percent; b = column percent
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Current Offense by Reason for Referral for CDTC

TABLE XXI

Reason for Referral

e

Current Row
Offense Ascherman Comp/San. Gen., Eval. Treat. Eval. Treat. Admin. Total
Sexual 8.62 2.9 58.1 26.7 3.8 105
(45.00>  (18.8) (26.6) (27.7) (10.8)
Nosizox. Pers. 13.2 8.8 52.9 20.6 4.4 68
(45.0) (37.5) (15.7) (13.9) (8.1) |
Property 1.0 4.8 59.0 27.6 7.6 105
(5.0) (31.3) (27.1) (28.7) (21.6)
Drug -- - 53,2 26.0 20.8 77"
-- - (17.9) (19.8) (43.2)
Public Order -- - 58.3 33.3 8.3 12
— - (3.1) (4.0) (2.7)
Othexr 2.7 5.4 62.2 16.2 13.5 37
(5.0) (12.5) (10.0) (5.9) (13.5)
Column Total 20 16 230 101 37 404

2 = row percent;

b = column percent
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Twenty-seven percent of the "general evaluation"
referrals are .charged with sexual offenses; and
another 27% with property offenses. The third high-
est category, at 18%, are charged with drug of-
fenses. ¢

A.6 - Current Offense and Reason for Referral/
Number Interview Sessions and Percent
Psychiatric Evaluations

Table XXIT (see p,31 ) reveals that both the
highest mean number of interview sessions and the
greatest peccentage of psychiatric evaluations were
recelved by those charged with nonsexual personal
offenses, followed by those charged with sexual of-
fenses. Thus the CDUC staff is expending the most
time overall and the greatest percentage of their
Ymost expert" time on the two most serious offense
types., It will be recalled from A.5 above that
these two offenses are those most typical of
Agcherman referrals.

Table XXII also Indicates that the greatest
mean number of Interview sessions are accorded to
Ascherman evaluatilons as opposed to any other rea-
son for referral, snd that 95% of all Ascherman
evaluations receive a psychiatric evaluation.
While competency/sanity referrals are third in the
mean number of interview sessions, a full 100% of
the competency/sanity referrals receiveda psychi-
atric evaluyation. The fact that treatment admin-
Istration referrals receive rhe lowest mean num-
bar of interview sessions suggests that they are

" moved out of the evaluation phase and into treat-

ment rather quickly.

A.7 ~ Psychiatyic Evaluation/Mental Heaith History
(CDTC)

Twenty-nine percent of those with a history of
mental hedlth outpatient care received a psychiat-
wle evaluation, compared to 26% of those with a
history of inpatient care. Moreover, the highest
percentage of psychiatric evaluations (44%) were
of those clients having no history of mental health
care at all. While this is a somewhat striking
finding, it strongly suggests that "previous his~
tory" 1is not a determining factor in according
psychiatric evaluations, and, when coupled with
the findings in A,5 and A.6 above, further suggests
that veason for referral and offense are the most
important consilderations.

It should be added that 50% {(four of eight) of
those with a history of dnpatient care in an insti-
tucion for mentally disordered offenders did receive
a psychiatric evaluation,

4.8 - Reason for Referral/Psychological Testing
(CDIC)

- Table XXIIT (see p. 32) presents a cross~tab-
ulation of reason for referral and psycholegical
tests recelved. Seventy-five percent of the
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Ascherman referrals received a series of tests in
common with at least one. other client. This com~
pares with 477 of the treatment evaluation refer-
rals, 427 of the general evaluation referrals, 26%
of the treatment administration referrals, and 18%
of the competency/sanity referrals.  Seventy-three
percent of the 15 Ascherman referrals who received
these most frequently administered batteries re-
ceived all three types of measurements--personality,

-intellectual functioning, and neurological dysfunc-

tioning. This compares with 22% of the general
evaluation referrals and 16% of the treatment admin-
istration referrals. Furthermore, all 20 Aschermans
received testing, though 56% of the treatment admin~
istration referrals did not, nor did 367% of the
competency/sanity referrals, 147 of the treatment
evaluation referrals, and 137 of the general evalu-
ation referrals. Thus it appears that, in line

with th= findings discussed in A.6 above, Ascherman
cases .are those most uniformly and extensively
tested. And while 100% of the competency/sanity re-
ferrals receiveda psychiatric evaluation, 36% re~
ceivedno psychological testing. While the Ns with
regard to competency/sanity cases are very low, the
modal category (2) of those receiving testing was
administered, quite logically, a test of intellec-
tual functioning.

A.9 - Treatment Recommendation/Current Offense
and Demographics (CDTC)

In line with the findings reported in A.5 above,
the cross-tabulation of current offense with whether
ur not the CDTC recommended treatment at their
agency reveals that the highest percentage of treat-
ment recommendations are for sex offenders and the
second highest are for drug offenders.

While 807 of.the fotal treatment recommendations
wvere for males, 31% of the females compared to 24%
of the males were recommended for CDTC treatment.

It is possible that sexual and drug offenses are
disproportionately represented among females, though
it 1s equally possible that females are generally
considered more responsive to treatment.

With regard to marital status, 637 of those for
whom treatment at the CDTC was recommended were
never married, divorced, or separated, while only’
37% were married or remarried. The deviant marital
statuses account for 65% of the total sample, and
the marrieds/remarrieds 32%; thus the married are
slightly more likely than the nonmarried to be re-~
commended for treatment.

Sixty-four percent of the CDTC treatment recom-—
mendations were for those with at least a high
school degree, though only 41% of the total sample
have achieved this educational level. It seems that
the CDTC treatment recommendations are biased to-
ward those with higher educational levels. Only two
of the many possibilities that could account for
this are that better educated people are more ame-
nable to treatment or that clinicians are more com-
fortable treating better educated people.

a

TABLE XXIT

Current Offense § Reason for Referral By Interview
Sessions and Psychiatric Evaluation for CDTC

Current X Number % of Psychiatric
Offense Interview Sestions Evaluations Received
x No. N % N

Sexual 2.94 (106) 29.1 (25)
Nonsex. Pews. 3.07 (68) 36.0 (68) ‘
Property 2.46 @os) 18.6 (16)
Drug 2.59 773 2.3 (25
Public Order 2.67 (12) 3.5 3)
Reason for X Number % Receiving

Referral Interview Sessions Psychiatric Evals.
x No. N % N
Gen, Eval. 2.49 (244) 17.0 - (39)
Treat. Eval. 2,97 04) 12.6 (13)
Treat. Admin, 2.09 (46) 2.2 (1
Ascherman 4,32 (20) 95,0 (19)
Comp. /San. 2.56 (16) 100.0 (16) .

31




Gen,
Eval.

Treat~
ment
Bval.

Treat-
ment
Admin.

Ascham-
man

Comp/
San.

TABLE XXIII

Reason for Referral by Psychological Testing for CDTC

Psychological Testing

SICRES )

Reason for ?
Referral ) Bender- Graham- [
% N MMPI/CPT (P) WAIS (IF) Rorschach (P) Gestalt (ND) Kendall (ND) Halstead (ND) <l

20 (49) X
5 [15) X X | s —
5 (1) b X X X l
4 (10} X X -
4 €D X X X X !
3 (7) X x X —
1 (2) X X §

13 (31) -

26 27 X o

10 (10) X X X .

6 (6) x [S—
5 (5) b X

14 (14)

26 (12) X —

56 (26) T

35 (N X X X X -

10 (2) X X X X X

10 (%) X x X T

10 (2) X X X

10 (2) x x L

18 (2) X e

36 (4) o
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A.10 - Recommendation/Disposition (CDTC)

Table XXIV (see p. 34) contains the cross~tab- . .
ulation of recommendations and dispositions.
Eighty-one percent of those recommended for proba-
tion received probation, 69% of those recommended
for incarceration received incarceration, and 167
of those recommended for mental hospitalization
received mental hospitalization. Thus the CDIC
and the court were in fairly good agreement re-
garding probation and incarceration, but in very
little agreement regarding mental hospitalization.
The court placed 47% of those recommended for men-
tal hospitalization on probation, and the remaining
37% recommended for mental hospitalization were in-
carcerated. And while the court placed 19% of
those recommended for probation in a correctional
institution, it placed 31% of those recommended
for incarceration on probation. Thus, on balance,
the court responded more leniently than the CDTC
recommended, more often placing cases on which
there was not court-Center agreement in the com~
munity than in an institutional environment.

A.1l - Race/Multiple Variables (CDTC)

Table XXV (see p. 35) contains data on a cross-
tabulation of race and eight other varlables.
Reading across this table, it will be noted first
that 36% of the blacks were referred by Toledo
Municipal Court and 547 by Lucas County Common
Pleas Court. This compares with 48% of the whites
from Toledo Municipal Court and 34% from Lucas
County Common Pleas Court. The modal category of
blacks in the CDTC sample have thus been charged
with felonies and the modal category of whites
with misdemeanors. Furthermore, while there was
little difference between the races with regard
to sexual and property offenses, 27% of the blacks
were charged with nonsexual personal offenses (com-
pared to 14% of the whites), and 22% of the whites
were charged with drug offenses (compared to 8% of
the blacks).

The portion of the table addressing reason for
referral reveals that 11% of the blacks were
Ascherman referrals, compared to only 3% of the
whites. That is, while blacks comprise only 25%
of the total sample, they represent over half of
the Ascherman referrals. Competency/sanity re-
ferrals were 81% white, though 4% of the total
sample of whites and 3% of the total number of
blacks were competency/sanity referrals. On the
other hand, only 3% of the blacks were referred

. for treatment administration compared to 13% of

the whites. By the same token, 93% of the treat-
ment administration referrals were white, and

only 7% were black. And similarly, 85% of those
recommended for treatment at the CDTC were white

(28% of the whites) and only 15% were black (16%
of the blacks).

The blacks received 3.03 interview sessions
compared to 2.64 for the whites, and 30% of the
blacks but only 20% of the whites received a psy~
chiatric evaluation. These findings are likely
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due in part to the black Ascherman referrals, as
well as the greater representation of felony
charges among blacks.

Dispositions for both sexual and nonsexual per—
sonal offenses reveal some clear distinctions with
regard to race. Forty percent of the white sex of-
fenders were placed on probation compared to only
14% of the blacks. Only 18%Z of the white sex of-
fendsrs were incarcerated compared to 29% of the
black. Twenty-nine percent of the white nonsexual
personal offenders were probated compared to only
12% of blacks. Only 20% of the white nonsexual
personal offenders were incarcerated compared to
27% of the black.

There is no doubt that most of the findings in
Table XXV could be interpreted in many ways. So-
cial scientists have long been aware that it is im-
possible to control for all potentially contributory
or confounding variables when attempting to explain
a particular behavioral phenomenon. In the current
instance, efforts to coatrol for more suggestive
variables (such as prior record) were hampered by
unreasonably small numbers.

Intrasample Comparisons of Variables: LSH

B.1 - Current Offense/Demographics (LSH)

While one might predict that females committed
to LSH would be the prototype "Lady Macbeth" of-
fenders, five (71%) of the women in the LSH sample
are charged with a property offense. With regaxrd
to race, the wmodal category of whites are property
offenders (42%), while the modal category of blacks
are nonsexual personal offenders (46%). And fi-~
nally, the married were charged with sexual of-
fenses more than any other category (48%), while
the never married, divorced, and separated were
charged most frequently with property offenses
(47%), followed by nonsexual personal offenses
(35%).

B.2 - Current Offense/Prior Qffense (LSH)

Table XXVI (see p. 37) presents the cross—tab-
ulation of current offense and prior offense. The
rate of correspondence between prior and current of-~
fense is found to be highest for property offenses
(73%) and lowest for sexual offenses (22%). Non~-
sexual personal offenses are in between with a cox-
respondence rate of 67%. It will be recalled- that
the LSH sample does not contain a single drug of-
fense as current offense.

Twenty-three percent of those with prior pro-
perty offenses are charged with nonsexual personal,
or a more serious offense. But 39% of those with
prior sexual offenses are charged with nonmsexual

personal offenses, and another 227 with property‘of~.

fenses, a total of 61% of prior sexual offenders
having shifted to less serious offenses. Of those
with no prior offenses, 397 are charged with sexual

bt ket



TABLE XXIV

Recommendation by Disposition for CDTC

Recommendation
Disposition Row
Probation Ment. Hosp. Incar., Total
Probation . 852 8 7 113
(81)b (47 (31)
Ment. Hosp. - 100 - 3
(16)
Incar. 48 15 38 48
(19) (37) (69)
Column Total 119 19 26 164
2 = row percent, b = column percent
34
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TABLE XXV

Race by Multiple Variables for CDTC

Race
White Black
% N % N

Referral Source:

Tol. Muni. 48 (154) 36 (36)

L. Cty. C. PL.~ 34 (110) 54 (54)

Other 18 (57) 11 (11)
Current Offense:

Nonsex. Pers. 14 41) 27 27)

Drug 22 (65) 8 (8)

Other 64 (191) 65 (65)
Reason for Ref:

Asch. 3 (9) 11 (11)

Comp/San. 4 (13) 3 (3)

Treat Ad. 13 (42) 3 (3)

Other 80 (257) 83 (84)
CDTC Treatment:

Recommended 28 (66) 16 (12)

Not Rec. 72 (169) 84 (65)
Interview (x #) (x #)

Sessions: 2,64 (322) 3.03 (101)
Psychiatric Eval.:

Received 20 (60) 30 (29)

Not Rec. 80 (248) 70 (69)
Dispo. Sex Offs.:

Proba. 40 (29) 14 4)

Incar. 18 (13) 29 (8)

Other 42 (30) 57 (16)
Disp. NP Offs:

Proba. 29 (10) 12 (3)

Incar. 20 (7) 27 (7

Other 51 (18) 62 (16)
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offenses, 32% with property offenses, and 23% with
nongexual personal offenses. There thus appears
to be only a weak relationship between the order
of first offense and the order of recidivism.

B.3 -~ Current Offense/Reason for Referral (LSH)

Table XXVII (see p. 37 ) depicts the cross-tab-
ulatdon of current offense and reason for referral.
The modal category of Ascherman 60 day evaluation
referrals are charged with property offenses (497%).
Forty-one percent of the Ascherman pre-postsentence
referrals are chared with property offenses, and
another 417 with nonsexual personal offenses.

Flfty percent of the Ascherman indefinite commit=
ments are charged with nonsexual personal offenses,
as are 44% of the competency/sanity 30 day evalua-
tion referrals. Though the competency/sanity pre-
postsentence referrals are few in number, 677 are
charged with nonsexual personal offenses. It ap-
pears that those referred to LSH are largely pro-
perty and nonsexual personal offenders overall,
but also that the nonsexual personal offenders

are the ones more likely to be indefinitely com-~
mitted. .

B.4 - Reason for Referral/Prior Offense (LSH)

Seventy percent of the Ascherman pre-postsen-—
tence referrals have prior offense records, com~
pared to only 44% of the Ascherman '"60 day evalu-
ation only" referrals. By the same token, all
three of the competency/sanity pre-postsentence
referrals have prior offenses, compared to 60%

(9 of 13) of the competency/sanity '30 day eval-
uation only" referrals. As far as offense cate-
gory 1is concerned, prior sexual offenses were
twice as common among the Ascherman pre-post-
sentence cases than among the Ascherman 60 day
evaluation only group (29% to 13%).

B.5 - Reason for Referral/Psychological Testing
(LSH)

Table XXVIII (see p. 38) presents a cross—tab-
ulation of reason for referral and psychological
testing. Standard batteries were most commonly
administered to Ascherman indefinite referrals
(38%), followed by competency/sanity 30 day (31%),
Ascherman pre-postsentence (28%), and Ascherman
60 day evaluations (13%). The Ascherman inde-
finltes were the only group ncot raceiving all
three types of tests (personality, intellectual
functioning, and neurological dysfunctioning);
they received two types of tests (though the
Corsinie is a brief and superficial measure of
intellectual functioning). It is interesting
to note that the Ascherman pre-postsentence re-
ferrals and the competency/sanity 30 day evalua-
tion referrals often recelve the same battery of
tests (Rorschach, Beta, Bender-Gestalt, and Draw-
a~Pexson).

B.6 - Reason for Referral/Diagnosis (LSH)

Table XXIX (see p. 38) presents a crossg-tabula-
tion of reason for referral and diagnosis. While
the large number of diagnoses as "personality dis-
order" is again evident, some interesting varia-
tions appear among the small remaining groups of
diagnoses. Fifteen percent of the Ascherman 60 day

evaluations are diagnosed as drug/alcchol disorders,

though there are no such diagnoses among the Ascher-

man pre-postsentence cases. On the other side of
the coin, 387 of the Ascherman pre-postsentence re-

ferrals are diagnosed as gexual deviates, though
there are no such diagnoses among the Ascherman 60
day evaluations. The very same pattern exists for
the competency/sanity referrals, though the Ns are
very low. It seems that those with drug/alcohol
problems may get themselves into LSH for evalua-
tiong, but with good 1likelihood of getting out and
not coming back. PBut those with sexual problems
find themselves indefinitely committed. Other data
support this impression. The cross~tabulation of
diagnosis/LSH evaluation results found that 75% of
those with diagnoses as sexual deviates were re-
ported by LSH to be Ascherman commitable. Further-
more the cross—tabulation of diagnosis/disposition
revealed that every one of the total seven clients
diagnosed as sexual deviates was returned by the
court to LSH. (See Table XXX, p. 39).

B.7 - Evaluation Results/Cour:t Decision (LSH)

Table XXXI (see p. 40 ) compares evaluation re-
sults and court decision regarding whether or not
the client is an Ascherman candidate or incompe-~
tent/insane. It will be recalled that the only way
the PSCD team could determine this court decision
was through the actual disposition (incarcerated
or returned to LSH). If the Ascherman cases placed
on probation are excluded, 49% of the referrals

were found by the court to be not Ascherman committ-

able, compared to 537 so evaluated by LSH. Ob-
versely the court found 51% Ascherman committable
compared to 477 so evaluated by LSH. 1If the cases
placed on probation are assumed to be found not
Ascherman committable, 59% of the referrals were
found not committable by the court and 417 were
found committable. Either way, the discrepancies

between evaluation results and court decisions are '

rather small.

There was less agreement between LSH and the
courts on competency/sanity referrals. Whereas LSH
found only 20% incompetent/insane, the court found
40% incompetent/insane.

B.8 - Reason for Referral/Court Disposition (LSH)

Table XXXII (see p. 40) contains the cross—-tab-
ulation of reason for referral and court disposi-
tion. Thirty-nine percent of the 49 Ascherman 60
day evaluation and pre-postsentence referrals for
whom dispositional information was available were
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TABLE XXVI

Current Offense by Prior Offense for LSH

Current

Prior Offense Row
Offense Sex Nons Pers, Prop. Other None Total
Sex 18ab 9 5 14 22
(22) a7 (4) (38) (39)
Nonsex, Pers. 23 27 20 7 23 30
(39) (67) (23) (25) (23)
Property 11 S 51 5 . 37
(22) a7 (73) (25) v (32)
Other 50 - - 17 33 5
(17) -- - (13) (6)
Column Total 18 12 26 8 95
3 = row percent, P = column percent
TABLE XXVIL
Current Offense by Reason for Referral for LSH
Reason for Referral
Current Asch. Asch, Asch, c/s c/s C/S C/S  Row
Offense 60 day P-Post Indef. 30 day P-Post Indef, Asch.Total
Sex 502 14 14 14 5 5 - 22
(22)b (18) (38) (19) (33) (100) -
Nonsex. Pers. 33 23 13 23 7 - - 30
(20) (41) (50) (44) (67) - -
Property 65 19 3 14 - - - 37
(49) (41) (13) (31) - - -
Other 67 - - 17 - - 17 6
(8) - - 6 - - (100)
Column Total 49 17 8 16 3 1 95
a b -

= rOw percent,

= column percent
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TABLE XXVIII .
TABLE XXX

Psychological Testing by Reason for Referral for LSH Sample . . . s
y g1c g oy P Diagnosis by Court Disposition for LSH

Psychological Testing

- ‘l = 7= != '=_ " |

R 4 . . o p ,.
- 3 E oy i a T T s E s, S L. .
! H i i H

Reason for Bender- Court Disposition
Referral % N Rorschach (P) Beta (IF) Gestalt (ND) DAP (P) Corsinie (IF) Row
Diagnosis Incarcerated Probated Returned to LSH Total
Asch. 60 day (6) X X x
Schiz. 100 3
Asch. P-Post (5) x x x (295) - - (13)
Asch. Indef, (3) X Neuroses 753b 25 4
(300) (13) 9 -
C/S 30 day (5) x X b3
) Personality 37 15 48 27
Disorders (42) (36) (54) “
(301)
Sexual 100 7
Deviations - - (29)
. TABLE XXIX
(302)
Reason for Referral by Diagnosis for LSH ‘
Al/Drug 57 29 14 7
Disorders a7 (18) 4
(303 § 4)
. . Reactions 67 33 3
Diagnosis (307, 8, § 16) (8) (9 -
Reason for Person. Dis. Sex. Dev. Al/Dr. Dis. Reactions Mental 67 33 3
Referral (301) (302) (303 § 4) (307, 8, 16) (310,11) Total Retardation (8) 9) -
(310 § 11)
Ascherman 678b 15 10
60 day (62) (67) (67) Multiple 60 40 5
Diagnoses (13) (18) -
Ascherman 63 38 - - - 16
Pre-Post (24) (86) - - - Column Total 24 11 24 59
Comp/San. 55 - 27 18 - 11
30 day 14 - (33) (33) -
Comp/San. - 100 - - - 1
Pre-Post - (14) - - -
Column Total 42 7 9 6 3 67
|
& = row percent, b < column percent 1
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TABLE XXXT

Evaluation Results and Court Decision for LSH

Court Decision

Evaluation Results With Probated Without Probated
% N % N % N
Not Asch. 53 (35) 59 (29) 49 (19)
A sch., 47 31 41 (20) 51 (20)
(66) (49) (39)
Comp/san, 80 (16) 60 (6) - --
Inc/Insane 20 4) 40 4 -- --
(20) (10) -- --
TABLE XXXII
Reason for Referral by Court Disposition for LSH
Court Disposition
Reason for Incar. Probated Ret. to LSH
Referral % N % N % N
Asch., 60 day 37 (19) 20 (10) 6 (3) 32
Asch, P-Post - -- 35 17 17
49
Comp/San, 50 6) 1 @3] - 6
30 day
Comp/ San. -- -- 40 (4 4
P-Post 10
Column Total (24) an (24}
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incarcerated in a correctional facility, and another
41% were returned to LSH. Thus, 80% of the Ascher-
man evaluation referrals were institutionalized and
only 20% were returned to the community. Fifty per-
cent of the 10 competency/sanity 30 day evaluation -
and pre-postsentence referrals for whom disposi-
tional information was available were incarcerated,
and another 40% were returned to LSH. Thus, 90% of
the competency/sanity evaluation referrals were in~
stitutionalized, and only 10% were returned to the

gommunity.

B.9 - Recommendation/Court Disposition (LSH)

Table XXXIII (sce p.43 ) compares recommenda-
tion and disposition. It is difficult to imagine
a greater degree of agreement than appears to
exist between LSH and the courts. LSH recommended
institutionalization for 81.5%, and the court in-
stitutionalized 81.37%; LSH recommended a return to
the community for 18.4%, and the court returned
18.67% to the community.

Intersample Comparison of Variables: CDTC and LSH

A.11 - B.1

While frequencies were well spread across cur-
rent offense categories for both blacks and whites
in the CDIC sample, a significantly higher percen-—
tage of blacks were charged with nonsexual personal
offenses, and this was also the modal category for
blacks in the LSH sample. Whether this and other
racial differences jdentified are reflective of
actual differential crime involvement or of discri-
minatory practices within the criminal Justice sys-
tem could not, in most instances, be ascertained by
the study reported herein. But differences were
clearly found, and suggest a need for additional
analysis.

A.3 - B.1

In both samples, those occupying deviant mari-
tal statuses were charged with property offenses
more than any other single category, while the
married were charged most often with sexual of-
fenses. The affinity between property offenses
and deviant marital statuses is partially ex-
plained, of course, by the fact that each is the
highest frequency in its respective variable
breakdown in both samples. The relationship be-
tveen sexual offenses and the married, however, is
much more suggestive of significant social-psycho-
logical problems which, while they are far beyond
the scope of the present investigation, should re-
ceive some impetus for examination by the findings
contained herein.

A4 - B.2

For the CDIC sample, the rate of correspondence
between prior and current offense was found to be
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highest for sexual offenses, while sexual offenses
had the lowest rate of correspondence in the LSH
sample. In both samples, a greater percentage of
those with a current offense different from their
prior offense shifted to a current offense that is
less serious than their prior nffense. Also the
same in both samples was the ordering of current of-
fenses for those with no prior offenses (excluding
drug): sex offenses were highest, followed by pro-
perty offenses and then by nonsexual personal of-
fenses.

A.5 - B.3

CDTC Ascherman evaluation referrals wete
charged most often with sexual and nonsexual perso-
nal offenses. The Ascherman referrals at LSH, on
the other hand, were charged most often with pro-
perty and nonsexual personal offenses. The compe-
tency/sanity referrals in both samples were most of-
ten charged with nonsexual personal offenses.

L3
There is obviously neither a clear pnor a cate-
gorical relationship between offense and involve~
ment in the forensic psychiatric system in Lucas
and Wood Countiles., This is a finding, of course,
wnich the positivistic criminologist will applaud
and which the classical c¢riminologist will abhor.

A.10 - B.9

While there was greater agreement between LSH
recommendations and court dispositions than between
CDTC recommendations and court dispositions, the
former agreement was essentizlly perfect and thus
rather difficuit to match. Complete agreement is
not, of course, inherently desirable and may in
fact represent both a failure to consider or pro-
pose alternatives and noncritical "rubber-stamping'.

Follow-Up Statug

To many, the most important variable in any Je-
viance definition and management system iz the per-
formance of the individual after his departure from
the system. There can certainly be no accurate
measurement of the impact of a program without an
evaluation of the follow-up status of those who
moved through the program. The PSCD team therefore
attempted to gather follow-up information on all
433 cases in the CDIC sample and all 95 cases in
the LSH sample.

Of the 433 CDIC clients, follow-up data could
not be obtained for 108. Sixty-eight of these 108
were referred after January 1, 1973 (including 807
of the Ascherman referrals and 81% of the compe-
tency/sanity referrals), and the balance represent
unavailable or incomplete records. Of the 325 for
whom follow-up information was obtained, 32 were
referrals from outlying areas of Lucas County and
from Wood County, and time did not permit visits to
all these jurisdictions.



Table XXXIV (see p. 43) summarizes the follow-
up status for the remaluing 293 cases. Seventeen
of the 293 were incarcerated, and two more were
hospitalized from the time of disposition of their
current offense through early February 1974 (when
follow-up data were gathered). A total of 274
were thus potential recidivists. One of the ma-
jor findings of this study is that only 22%

(N = 61) of the potential recidivists in the
CDTC gsample had in fact repeated by February of
1974. As before, it was impossible to separate
arrvests from convictions, soc these and the fol-
lowing recildivism figures may represent arrests
only.

While this is a most encouraging finding, it
ig tempered somewhat by a finer breakdown of the
data. Clients were placed into follow-up interval
categories of six, 12, 18, and 24 months by com-
puting the number of months that had elapsed be~
tween eilther the date of court disposition for
thelr courrent offense, the date of the Center's
final report on thelr current case, or the ap~-
proximate date of their release from incarcera-
tion for the current offense. If the number of
mooths was anywhere between six and 12, the client
was iIn the six month follow-up ifaterval; if the
number of months was anywlere between 12 and 18,
the ¢lilent was placed in the 12 month follow-up
interval, and so on through the 24 wmenth interval.
Table XXXIV reveals that, while only 227 of the
total 274 potential recidivists in fact wvepeated,
the percentage of potential recidivists who in

fact repeated increased steadily as the follow-

up dnterval increased in months. That is, four

percent of the potential recidivists in the six
month follow-up interval in fact repeated, 22%
of those in the 12 month follow-up interval, 28%
of thoge in the 18 month folow-up interval, and
32% of those in the 24 month follow-up period.

To further enhance the interpretive value of
the follow-up data, a weilghting system was de-
veloped to reclprocally account for both time
of new offense and seriousness of new offense by
attaching a numerical score to each and then sim-
ply adding the two scores together. More speci-
filcally, a score of 5 was given to an individual
1n the six month follow-up interval, a score of 4
to one in the 12 month interval, a score of 3 to
one in the 18 month intexrval, and a score of 2 to
one in the 24 wonth intervil. In addition, a
geore of 4 was given to an individual who was
arrested for a more serlous offense, a score of 3-
to one who repeated in the same offense category,
a scorve of 2 to one who was arrested for a less
serdous oFfense, and a score of 1 to one who had
no new arrests., Those individuals with new of-
fenses were scored on their first new arvest and
in the follow-up interval in which that offense
oceured. Total scores could thus range from nine,
an arrest for a more sérious offense in the first
gix month interval, to three, or no new arrests
through the 24 monch interval. Scores four through
seven could sbviously be obtained by more than one
combination of time status plus offense status, but
that is not a problem since the entire purpose of
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the welghting system is to consider each in relation
to the other and thus depict a less serious offense
after only 12 months as relatively equal in gravity
to a more serious offense after 24 months.

In any event, the mean weighted follow-up score
for the total 274 potential recidivists 1is 5.43.
The breakdown of cases by referral date is pre-
sented in Table XXXV (see p. 44). It nust be remem-
bered that the follow~up intervals in months do not
necessarily correlate with referral dates since
the fnllow-up period for those incarcerated for
thelr current offense does not begin until release
from that incarceration; a total of 37 of 147 of
the 274 were incarcerated for a portion of the time
between disposition for their current offense and
February 1974. Bearing this in mind, the probable
follow-up interval for the remaining majority of
those referred between July and December 1971 is 24
to 30 months, for those referred between January
and June 1972 18 to 24 months, for those referred
between July and December 1972 12 to 18 months, and
for those referred between January and June 1973 6
to 12 months. The range of possible scores within
each bracket, plus the midpoint of each range are
listed in Table XXXV, and a comparison of the ac-
tual weighted scores with the range midpoints re-
veals that (1) there is less difference between
actual scores over time than there is between pre-
dicted scores, and (2) actual scores progress
steadily from 1.05 below the predicted score in the
January-June 1973 bracket to .17 above the pre-
dicted score in the July-December 1971 bracket;
that is, weighted scores, and thus the recidivism
problem, increase over time.

Table XXXVI (see p.44 ) clarifies these find-
ings by comparing the actual weighted scores with
crime~free scores, or scores based solely on time
intervals. When the crime~free scores for each
follow-up interval are subtracted from the actual
weighted scores for each referral date bracket, it
is clear that recidivism has steadily increased
over time. It should also be noted, however, that
the differences between crime-free scores and ac-—
tual weighted scores are not very large, and there-
fore not very suggestive of high frequencies of
more serious offenses.

Table XXXVII (see p.45 ) provides more elabo-
rate information on the 61 recidivists among the
274 potential recidivists. Only 18% of the recidi-
vists were arrested for more serious offenses, com-
pared to 41% each for less serious offense catego-
ries and the same offense category. Table XXXVIII
(see p. 45) cross~tabulates new arrest and current
offense to present an even clearer picture of re-
cidivism. Excluding the "other" offenses, sexual
offenges have the lowest rate of correspondence be-
tween current offense and first new offenses. Non~
sexual personal and drug offenses have the highest
rates of correspondence at 57% and 56% respec-
tively. Most striking, however, is the finding
that 76% of the new less serious offenses were in
public order or other (miscellaneous) categories.

TABLE XXXIII

Recommendation by Court Disposition for LSH

Recommendation Disposition

% N % N
Return to Community 18.4 (7) 18.6 (11)
Institutionalization 81.5 (31) 81.3 (48)

TABLE XXXIV

Recidivism Statistics for CDTC Sample

Follow-Up
Interval Total Incar. or Potential Recidivists
Months N Hosp. Recidivists N % of Potents,
6 (56) 7 49 (2) 4

12 (104) 9 95 (21) 22

18 (94) 2 92 (26) 28

24 (39) 1 38 (12) 32

Total (293) 19 274 (61)
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TABLE XXXV

Weighted Follow-up Scores for CDTC Sample

Referral Probable Follow- Possible Predicted Score Actual Act. Score-
fate up Int,-Mths, Score Range (Range Midpoint) Score Pred. Score
7/71-12/71 24 6-3 4.5 4.67 +.17
1/72-6/72 18-24 7-3 5 5.14 +.14
7/72-12/72 12-18 8-4 6 5.80 .20
1/73-6/73 6-12 . 9-5 7 5.95  -1.05
TABLE XXXVI
Actual Score and Crime-free Score for CDTC Sample

Referral Probable %ollow- Actual Ciime-free Actual Score-

Date up Int.-Mths. Score Score Crime-free Score

7/71-12/71 24 4,67 3 1.67

1/72-6/72 18-24 5.14 4.5 .64

7/72-12/72 12-18 5,80 5.5 .30

1/73-6/73 6-12 5.95 6.5 - .55
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TABLE XXXVII

Offense and Follow-up Interval Data for CDTC Recidivists .

Follow-up New Arrest
Interval - : Row
Months More Serious Same Less Serious Total
6 - - 100 2

WS = 7.00 -- -- (&)

12 198 38 43 21
WS = 6,76 - (36)P (32) (36)

18 23 50 27 26
WS = 5.96 (55) (52) (28)

24 8 33 58 12
WS = 4.50 (9) (16) (28]
Column Total 11 25 25 61
& = row percent, D = column percent

TABLE XXXVIII

Current Offense by First New Arrest for CDTC

First New Arrest

Current Row
Offense Sexual - Nonsex. Pers. Property Drug Public Order Other Total
Sexual 502 - 33 -- - 17 6
(38)b - @) - -- "
Nonsex. Pers. 10 40 - - 10 40 10
{13) (87) -- .= (8) (29)
Property 16 5 26 21 11 21 19
(38) (14) (50) (44) (15) (29)
Drug - 7 20 33 27 13 15
- a4 (30)  (56) (31) (14)
Public Order - —— - - 86 14 7
- - .- -- (46) (7)
Other 25 25 -- - -- 56 . 4
(13) (14) - - _— (14)
Column Total 8 7 10 9 13 14 61
a b

= row percent,

= column percent

45




AR b A

In sumwnary, while various forms of data manipu-
lation conglstently demonstrate that the recidivism
problem becomes more serious over time, the CDTC
gample reecidivism rates at their worst remain well
below national averages, and, furthermore, over 407
of new arrests were for a less serious offense than
firpt brought the elient to the attention of the

One of the major reasons for developing the
walghted follow-up scoring system was to compare
Agcherman and competency/ganity referrals with
geaeral evaluation referrals, and it is indeed re-
grettable that insufficient follow-up data were
avallable on the former types of referrals to
permit this comparison. Another reason was to
compare the scores of those who recelved treatment
whth those who did not, and this was accomplished.
The 66 of the 86 clients who received treatment
gt the CDTC for whom follow—up data were available
produced a mean welghted follow-up score of 4.92
compared to a score of 5.59 for those who did not
reeelve treatment.

The PSCD team was not able to obtain follow-up
information on 61% (N = 58) of the LSH sample.
Thege 58 break down as follows: two were too re-
cent: to permlt even a six month follow-up; three
were ghdlll Ln LSH at the time follow-up data were
pathered; two were from Wood County and time did
nat permit pursuing them; 16 were incarcerated
(ag the disposition for thelr current offense) forx
an ungpecified period of time so that follow-up in-
terval, could not he established, and the records
of the remaining 35 were either unavailable or in-
coniplete.

The 37 follow~ups obtainable included 15 cli-
ents (or 41%) with no new arrests since their re-
lease from LSH. Thus 59% of the LSH clients have
recldivated compared to only 22% of the CDTC sam-
ple. Table XXXIX (see p. 47) compares the LSH
and CDTC recldivists on seriousness of first new
arrest, ‘Iwenty-seven percent of the LSH recidi-
vigts were arvested for more serious offenses
compared to only 18% of the CDIC recidivists.

On the other hand, 41% of the CDIC clients re-
peated in less serious offense categotriles com-
porved to only 27% of the LSH repeaters. Thus the
1LSH recidivists repeated in greater proportion and
in more serious offenge categories than the CDIC
Yrecidiviats. .

Cost Effectiveness

Bgual in importance to the follow-up status of
elients who have been processed through the CDIC
and LSH s the Financial cost involved in the eval-
uative and treatment services provided by each
ngency. A vaviety of types of budgetary data were
obtalned from the Director of the CDTC and from the
November 1973 Long Range Planning Repoxrt. These
date were used in counjunction with staff interviewee
estimates of time expenditures to arrive at approxi-
mote costs for various activities. Cost data re-

46

garding LSH were obtained directly from the Divi-
sion of Forensic Psychiatry.

Mean salaries by professional affiliation were
computed for all clinical personnel employed by the
CDTC from July 1971 threcugh December 1973. Psychi-
atrists have cost the Center $25/hcur, psycholo-
gists $6.12/hour, social workers $6.09/hour, and
vocational rehabilitation workers $5.10/hour.
(Parenthetically, administrative assistants, secre-
tarial, and clerical personnel have an average sa-
lary of $3.69/hour.) The mean salaries of profes-
sional personnel were then compared with the mean
length of time each evaluative and treatment pro-
cedure takes to arrive at a partial cost for each
procedure. The lengths of time involved in the
administration of each procedure were obtained by
averaging the time reported by all staff membersin-
terviewed in January 1974 who engaged in the par-
ticular procedure.

Table XL (see p. 47 ) presents the mean times
and costs of the various evaluative and treatment
procedures conducted at the CDTC. The first and
most important observation thatshould be made is
that the cost figures are based solely on salaries
of professional personnel and therefore do not in-
clude any of the gamut of indirect costs (salaries
of nonprofessional personnel, supplies, equipment,
contract services, travel, retirement and compensa-
tion, and miscellaneous expenses). With this seri-
ous qualification in mind, it is nevertheless clear
that, of all four evaluative techniques, social
case history compilation takes the most time and
psychometric testing the least. While the latter
also costs the least, the former is second to the
cost of a medical/neurological examination which is
clearly higher by virtue of its performance by the
more highly paid psychiatrists. Individual clini-
cal dnterviews are conducted by members of all four
professional affiliations, social work histories by
psychologists, social workers, and vocational re-
habilitation workers, and psychometric tests by
psychologists and social workers, though the latter
are restricted to objective test administration and
scoring.

All three types of treatment are conducted by
psychologists, social workers, and vocational reha-
bilitation workers (no psychiatrists are involved
in direct treatment). These three groups average
85.34/hour in salaries if the MSW-Director is ex~
cluded and $5.79/hour if he is included. Since the
Director leads some group therapy, the latter fi-
gure is used to compute the cost of $13.90 for
group therapy. It is important to note that treat-
ment times and costs are means and not totals for
an average treatment week, and thus might be some-
what easily misinterpreted. For example, while
each therapist spends an average of 2.4 hours/week
in group therapy, a total of six groups meet each
week, each under the guidance of one or two thera-
pists.

Table XLI (see p.49 ) summarizes the caseloads
and cost/client by year at the CDTC. Both case-
loads and total expenditures have risen sharply

TABLE XXXIX

New Arrests by Seriousness for CDTC and LSH Recidivists

New CDTC LSH
Offense % N 5 N
More Serious 18 (i) 27 (6)
Same Category 41 (25) 45 10
Less Serious 41 (25) 27 (6)
TABLE XL : )

Professional Staff Time and Cost
In Evaluation and Treatment CDTC

Evaluation X Time-Hrs Dollar Cost
Med/Neuro., 1.3 32.0
Ind. Cl. Int, 1.3 7.7
Soc. Case Hist, 2.4 13.3
Psychometric 1.2 6.8
Grand Mean 1.4 8.3
Treatment x_Time-Hrs/yk _Dollar Cost
Ind. Psycho. 4.3 23.0
Marital 1.4 7.5
Group 2.4 13.9
Grand Mean 2.1 12.16
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over the three year perdod. Cost/client has steadi-
1y deercaged over time, and the Director attributes

this not oply to the increase in numbers of clients

gerved, but also to idncreasing staff efficiency and

deereaging overhead costs. Table XLIL (see p. 49 )
breaks down professional salaries and indirect
cogty by vear. While professional salaries have
congbituted a greater percentage of the total ex-
penditures each year, dndirect costs have consti-
tuted a lesser percentage each vear. Though the
indirect cost/client has also steadily decreased
over tdme; the professional salaries cost/client
was highest in 1972, second highest in 1973, and
lowest In 197L.

Table XLIIL (see p. 49 ) presents data on pro-
feggdonal and indirect costs broken down by eval-
vatdon and treatment each year. The percent dis-—
tribution between evaluation and treatment was ob-
tained by taking the mean percents of time re-
ported by all dnterviewees to be devoted to eval-
uatlon and treatment, respectively, and converting
these to a 100 point scale. That is, staff members
who are engaged in evaluations reported an average
of 52.7% of their time devoted to evaluation, and
staff members who are engaged in treatment re-
ported an average of 11.8% of thelr time devoted
to treatment., On the basls of the fact that eval-
untion and treatment are the major (if not the
gole) purposes of the CDIC, times devoted to these
actlvities were converted to a 100 point scale, re~
sulting in an 82% - 18% distribution between eval-
uatlon and treatment. Then, on the assumption that
all other costs are indirectly supportive of these
two major activities, indirect costs were distri-
buted on the same percentage basis between evalua-
Lion and treatment. While the indepeundent grand
totals of professional costs and indivect costs do
not correspond to those presented in Table XLII,
the main concern is with thelr combined totals for
each year for both evaluation and treatment, which
[lgures do accurately total to the annual expendi-
tures for each year. Thus, however distributed
between professional costs and indirect costs,

Lhe percentage distribution between evaluation and
treatment reported by the staff remains dntact.
These figures are then used to arrive at eval~
vabtion and treatment cost/day and cost/client pre-
aentad fn Table XLIV (see p. 50).

As Table XLIV indicates, a total of 869 clients
wera seen at the GDTC between July 1971 and Decen-
par 1973. One-hundred-fifty-two of these clients
were olvil probate evaluations and 717 were CJS
vefevrals., Of the PSCD team's sample of 433 cases
from the 717 CJS referrals, 86 received treatment.
These 86 represented 20% of the sample of 433, and
Lt dg thus a falr astimate that 207 of the total
717, ox 144, recelved treatment. Thus 573 CJS cases
and 152 probate cazes, or a total of 725 cases were
"avaiuation only" refervals.

The evaluation only refevrals from the PSCD
sample averaged 42 total days, or about 30 working
days on the CDIC's records between referral or ad-
misglon date and date of final report, and this fi-
pure is generalized to all evaluation referrals in

Table XLIV. Based on a five-day work week, the
CDTC was in operation for 650 working days between
July 1971 and December 1973} based on an eight-hour
day, this represents 5200 working hours,

Table XLIII indicates that the total evaluation
cost for the 2 1/2 year period was $386,958. Sim-
ple calculations with all of these figures reveal
that an average evaluation day at the CDTC costs.
$595.36 or $17.51/client for the average 34 clients
in the process of evaluation on an average working
day. If the total evaluation cost is divided by
the total number of evaluations performed, the re-
sulting cost is $533.74/evaluation.

The same sorts of calculations with regard to
treatment reveal that an average treatment day at
the CDTC costs $130.72 or $10.89/client for the
average 12 clients in the process of treatment on
an average working day. If the total treatment
costs for the 2 1/2 year period ($84,942) are di-
vided by the 144 treatment cases likely processed,
the resulting cost is $589.88/series of treatments
per client. The treatment clients in the PSCD sam=-
ple of 433 averaged 73 total days, or 2.4 months,
on Center records between referral or admission
date and date of final report. Within that period
of time, the 86 averaged 10.41 sessions at 2.1
hours each, or a total of 22 hours of therapy.
Thus, an outpatient treatment series at the CDIC
takes an average of 2.4 months and costs an average

of $590. Ascherman indefinite commitments to LSH
average an 18 month inpatient stay at a cost of

$6,587.

Table XLIV also indicates that, when evaluation

and treatment are combined, a total of 46 cases
were belng processed at the CDTC on an average day,
at a total cost of $726 or a client cost of $15.78.
The client cost is $10.16 less than the $25.94 ex-
pended on keeping a client at LSH for ome day. If
the total expenditures for all three years at the
CDIC are divided by the total number of cases, the
resulting cost is $543.04/client.

While the PSCD team did not obtain an absolute
count, it is estimated that two~thirds of the total
number of Ascherman and competency/sanity referrals
were terminated cases and thus within the sample of
433. It is thus further estimated that 30 Ascher-
man and 24 competency/sanity referrals were made to
the CDTC during the first 2 1/2 years of operation.
Since 80% of the 20 Ascherman cases that were ter-
minated were referred in 1973, there were probably

approximately 24 total Ascherman cases seen in 1973.

Likewise, since 81% of the 16 competency/sanity
cases that were terminated were referred in 1973,
there were probably approximately 19 total compe-
tency/sanity cases seen in 1973. 1In any event,
given the fact that Ascherman and competency/sanity
referrals were not formally accepted by the CDTC
prior to the inflow of funds from the Division of
Forensic Psychiatry in the early part of 1973, the
cost analysis of these referrals is restricted to
that year.

Table XLV (see p.530 ) summarizes the costs for
the various types of evaluations performed by the
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TABLE XLI

Caseloads and Costs by Year for CDTC

Probate aJs Total
Total N % N % N Expenditures Cost/Client
7/71-12/71 77 8 (6) 92 (71) 82,500 1071.43
1972 301 11 (33) 89 (268) 164,000 544.85
1973 491 23 (113) 77 (378) 225,400 459.06
Total 869 17 (152) 83 (717) 471,900
TABLE XLIL v

t

Professional Salaries and Indirect Costs by Year for CDTC

Professional Salaries

Indirect Costs

Total % _Tot. Expends. Cost/Client Total % Total Expends. Cost/Client

7/71-12/71 16,480 20 214 66,020 80 857
1972 80,085 49 266 83,915 51 279
1973 123,943 55 252 101,457 45 207

Total 220,508 251,392

TABLE XLIIT

Professional and Indirect Costs for Evaluation and Treatment by Year, CDTC

Evaluation (82%)

Indirect
Prof. Costs Costs

Treatment (18%)

Indirect

Total Prof. Costs Costs

Grand
Total Total

7/71-12/71 43,973 23,678 67,651 9,653 5,198 14,851 82,500
1972 87,412 47,068 134,480 19,188 10,332 29,520 164,000
1973 120,138 64,690 184,828 26,372 14,200 40,572 225,400

Total 251,523 135,435 386,958 55,212 29,730 84,942 471,900
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TABLE XLIV

Bvaluation and Treatment Cost/Day for CDTC

Days on  Working Days Number Total Client
N Records on Records Cases/Day _Cost/Day  Cost/Day

Evaluation 705 42 30 34 595,36 17,51

Treatment 144 73 53 12 130.72 10.89
% Total 869 46 726.08 15.78

TABLE XLV
Costs for 1973 Evaluations by Type for CDTC
i Total Cost Cost/Client Percent Total Cost Cost/Client
; N % By Caseload By Caseload Eval, Time By Time By Time
é Ascherman (24) 6 11,090 462 9 16,635 693
’ Comp/San. (19) 4 7,393 389 4 7,393 389
% ‘ Other CJS (279) 64 118,290 424 66 121,986 437
Probate (113) 26 48,055 425 21 38,814 343
Total (435) 184,828 184,828
|
:
|
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CDTC in 1973. The estimated 56 treatment referrals
have been subtracted from the total 491 cases seen
resulting in a total of 435 evaluation-only cases.
On the basis of absolute caseload numbers, Ascher-
man referrals constitute 6% of all evaluations,

but cost the most per client, or $462. Competency/
sanity referrals constitute the lowest percentage
of all evaluations, 4%, and cost the least, or
$389/client. While the other CJS referrals
(largely "general evaluations'") constitute 64% of
the total and the probate referrals constitute only
26%, their per-client cost is almost identical at
$424 and $425, respectively.

The difficulty with these figures is that they
fail to account for the fact that the various types
of evaluations take varying lengths of time to pro-
cess, and therefore the last half of Table XLV in-~
dicates the differential costs based on differen-
tial professional staff time investments. The
Ascherman referrals in the PSCD sample averaged 6
hours of evaluation time, the competency/sanity re-
ferrals averaged 3.6 hours, and the CJS referrals
as a total group averaged 3.8 hours. Staff reports
were that probate referrals took less time, and
these referrals were therefore estimated at 3 hours
per case. On the basis of these figures, the
Ascherman referrals rose to 9% of the total evalua-
tion time in 1973, the competency/sanity cases re~
mained at 47, the other CJS referrals rose to 66%,
and the probate referrals dropped to 217 of total
1973 evaluation time. The result in terms of cost
is that Ascherman referrals remain the most expen-
sive, but at $693/evaluation, and the probate re-
ferrals drop to the least expensive slot, oxr $343/
evaluation. Competency/sanity evaluations remain
at $389/evaluation, and the other CJS referrals
rise to $437/evaluation.

These figures gain significance when compared
to those characteristic of LSH. An Ascherman pre-
sentence evaluation at LSH costs $2011, therefore
the CDTC Ascherman evaluation is at best $1549 (or

77%) less and at worst $1318 (or 66%) less than

the LSH Ascherman evaluation. A competency/sanity

evaluation at LSH costs $1095; therefore, the CDTIC
competency/sanity evaluation is $706, or 64% less

than the LSH competency/sanity evaluation.

Summary and Conclusions

Strengths of the Toledo CDTC

The findings presented above leave little doubt

that the anticipated benefits of forensic psychiat—

ric centers listed early in this report are in

large measure being realized by the Toledo CDIC.

The reduction in referrals to LSH since the opening
of the Center in 1971 coupled with the caselcad
size of significantly greater proportions than
served by LSH prior to the Center's opening are
clear testimony that the CDTC is (1) supplementing
the evaluation and treatment services of LSH,

(2) lightening LSH's caseload from Lucas and Wood
Counties, and (3) preventing the institutionaliza-
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tion of some individuals and thus the disruptive
influence on the client, his family, and the commu-
nity of such institutionalization, not to mention
the easing of the reintegration problem. Cost ef-
fectiveness analyses demonstrated that the CDTC ne-
gates a sizable proportion of costs incumbent upon
institutionalization at LSH, and follow-up studies
indicated that CDIC recidivism rates are both

lower and less frequently a move to a more serious
offense. A measure of the Center's treatment effi-
cacy is the finding that weighted follow-up scores
were lower (and thus less recidivistic) for those
referrals who were treated at the CDTC than for
those who were not. The CDIC is performing compe~
tency/sanity evaluations in a significantly shortex
span of time than that typical of LSH, and the pe-—
riod between Center release and court disposition
is also much shorter for the CDTC referrals.

The PSCD team found the CDTC to be providing
not only evaluations, recommendations, and treat-
ment for probation and parole,*and emergency inter-
venttion and consultation sexrvices for local deten-
tion facilities, but also education and training
services for local social service agents. Tifty
percent (N = 6) of those responding to the PSCD
team's questionnaire reported having attended
therapy sessions with their clients at the Center.
CDTC staff members reported an average of 2.6 hours
per week devoted to consultation with local CJS
personnel, & another 2.6 hours devoted to consulta-
tion with non-CJS personnel regarding client evalu-
ation and treatment. Expert testimony in court was
found to have occurred on only a single occasion in
the first 2 1/2 years of the Center's operation,
such is the rapport and personal communication be-
tween the Center and the courts, and such is the
faith of the latter in the former's reports. The
Center was indeed found to be allocating greater
proportions of its budget each year to the salaries
of professional personnel, and to be staffed by in-
dividuals with higher professional degree attain-
ments than is characteristic of LSH. And finally
with regard to the list of anticipated benefits,
the CDTC was found to have returned reports claim-
ing dangerousness of clients and recommending in-
stitutionalization on some occasions, though not
nearly as frequently as LSH. 1Indeed, the majority
of the CDTC's recommendations were for return to
the community, and the majerity of LSH's recommen~
dations were for institutionalization. Since the
courts generally followed recommendations, the re-
sult was that most of the CDTC clients were te-
turned to the community and most of the LSH clients
were institutionalized.

Given all this, it is not too surprising that,
when asked how well they think the Center is doing
in achieving its goals and purposes, the vast ma-
jority of probation officers, judges, staff mem- -
bers, and Board of Directors members responding
specified either well or very well. Judges and
probation officers ranked the overall quality of
evaluations as good or very good, and were virtual-
ly unanimous in claiming the evaluations are help-
ful and address the specific questions posed by the
referral agent. Referral agents also indicated




that CDTC recommendations carry a good deal of
weight in their decision-making. Most importantly,
there was unanimous agreement amorig those individ-
uals who had some experience with LSH evaluations
that CDTC evaluations were superior in quality.

The judges, probation officers, staff members,
and Board members who responded to PSCD team ques-—
tioning made reference to many of these findings
when asked about the strengths of the CDTIC. On
numerous occasions throughout the study period, the
P8CD research team was also told that the 'young,
bright, highly-motivated, multi-disciplinary" staff
1s one of the greatest assets of the CDIC. Parti~
cularly favorable plaudits were accorded the
Director who was widely-reported to be unusually
skilled in bringing together in a close working re-
Latilonship individuals with often highly diverse
orlentaticns and interests, including more than just
mental health and criminal justice professionals in
the Toledo area.

Problemg Assoclated with the CDIC

While the PSCD study found very strong evidence
that the CDTC is in fact realizing the anticipated
benefits of forensic psychiatric centers, some prob-
lems were nevertheless encountered. To date, the
CDTC has not achieved its goal of completing most,
4f not all evaluations, within 30 days. Indeed,
the CDIC sample evidenced one day longer than the
LSH sample for both all evaluation taken as a whole
and for Ascherman evaluations. The CDIC sample
also averaged one day longer between court order or
referral and admission than did the LSH sample.
Time was the most frequently volced complaint of
referral agents, and CDIC staff expressed acute
awareness of this problem. Efforts of the PSCD
team to pinpoint the problem most often hit upon
the large caseload demands upon staff members, the
desire of staff to provide thorough evaluations,
the perennial paperwork problem, and the difficul-
tles frequently entalled in getting clients into
the office for evaluations. With regard to the
last, broken appointments were reported to be a
frequent cause of breakdown in the smooth expe-
diting of cases. The resultant lengthening of
time involved in completing evaluations may be the
price to be paid for community-based as opposed to
Llngtitutional evaluations.

The PSCD 4is also concerned about the low return
rake for questionnalres mailed to probation offi-
cers, judges, and Board of Directors members.
Fifry~three percent of the probation officers (10
of 19), 79% of the judges (11 of 14), =r1 59% (10
of 17) of the Board members did not return the
questionnaire. While mailed questionnaires have
an infamously poor return rate, the extremely en-
thusiagstic reception accorded the PSCD team by
thogse who were interviewed left the expectation
that returns in this study would be substantial.
The concern of the PSCD is tempered somewhat by the
fact that return was requested of very busy people
within a week after receipt.
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Mention must also be made of the finding that
racial distinctions were found at various junctions
of client processing through the Center and courts.
While most could be as easily accounted for by gen-
uine differential racial involvements in different
crime categories as by discriminatory practices,
court disposition of a few groups of clients con-~
trolled by offense indicated few alternative expla-
nations to differential Center recommendation and/
or court disposition by race.

The PSCD team also found some discrepancy be-
tween the Center's statement of referral priorities
and referrals actually received. As mentioned ear-
lier, the CDTC indicated to referral agencies that
special attention would be accorded offenders who
commit crimes against people and offenders whose
offense careers are exhibiting progressively more
serious offenses. The PSCD found, on the other
hand, that two of the three most frequent charges
were property offenses (which was tied for first
place with sexual offenses), and drug offenses. By
the same token, the greatest percentage of those
whose current offense was different from thedir
prior offense record had shifted to a less serilous
offense as their current charge, though most refer-
rals with prior records overall had repeated in the
same offense category. While most referrals who
had prior records were charged with sexual, nonsex-
ual personal, (and property) offenses, and while
most property offenses were felonious (and most sex-
ual and drug offenses not felonious), there is still
reason to be concerned about discrepancies between
priorities of the CDIC and priorities of referral
agencies.

Correlatively, the PSCD also found that Center
staff were less convinced than the probation offi-
cers and judges responding to questioning that the
latter adequately understood the goals and purposes
of the CDTC. Probation officers and judges were
also more satisfied than Center staff with the
quality of working relations between the Center and
referral agencies. On the other hand, suggestions
came from all four groups questioned that communi-
cation and interaction between the CDTC and all
other agencies could use some improvement. Of the
21 references made to this problem, three focused
on the need for progress reports from the Center to
the courts, and one suggested that the court should
report back to the Centexr on disposition. Five
others represented pleas for more punctual return
of evaluation results on the part of the Center.
One suggested that the Center staff should attend
court more often, and another, reporting difficulty
in getting hold of staff because of thelr frequent
involvement in meetings, proposed a "man of the day"
to be available to receive calls at all times.

In the November 1973 Long Range Planning Report,
the Director of the CDTC proposed four steps to im-
prove Center working relations with all court refer-
ral sources:

"1, Annual meetings that combine as a forum for
the presentation of leading correctional
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and treatment programming concepts. Those
invited will be judges, members of the
Toledo Area Association of Correctional
Workers and Concerned Citizens.

2. Maintaining the current board practice of
includings judges and key probation de~
partment staff on the Board of Trustees.
(This provides a continuing liaison among
agency, board, and correctional represen-
tatives).

3. Printing and distributing to all appro-
priate court personnel a CDIC brochure
that clearly articulates the agency goals,
gservices, and referral procedures.

4, Increase utilization of formal and infor-
mal meetings with court and probation
staff that are designed to enhance mutual
understanding and cocperation.'" (pp. 8-9)

The findings of the PSCD study suggest that these
are both desirable and necessary steps for the CDIC
to take.

Frequent turnover of personnel at the Center
also emerged as a problem. Various explanations
were offered to the PSCD team to account for this,
including the heavy workload, insufficiently com-
petitive salaries, the preference of clinicians for
treatment as opposed to evaluation, the desire of
many to return to the academic environment to fur-
ther educational attainment, and various forms of
intrastaff conflict. Whatever its cause(s), staff
turnover was readily acknowledged as a problem.
Coincidentally, the Center subsidizes the salaries
of more experienced administrative and supervisory
level staff so as to offset the Ohio Civil Service
practice of compensating all new staff at the low-
est level in each pay range.

Related to complaints about staff turnover were
contentions that the CDTIC is in need of more staff,
especially of a psychiatric nature. A total of 22
references were made to one or both of these prob-
lems by those questioned. While the Center is com-
mitted to the interdisciplinary team approach (as
opposed to the traditional medical model), there
is general consensus that two part-time psychiatric
consultants cannot meet Lhe needs of the Center
and that a Director of Psychiatric Services or
a Medical Director would therefore be desirable.
The Director of the Cunter is hoping to f£ill such a

position on a half-time basis by fiscal year 1974-75.

In the interim, contract arrangements have been un-
derway with the Medical College of Ohio and with a
local hospital. Some problems may be encountered
in filling this position due to a reported shortage
of certified psychiatrists in the Toledo area.

There is also general agreement among those
contacted by the PSCD team that a third diagnostic
and treatment team is advisable, and the Director
is hoping to accomplish this by 1975. The main
argument for this addition is the rapidly in-
creasing caselocad and therefore workload. At one
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point in 1973, the overflow became of such unman-
ageable proportions that the Centeéex had to request
a temporary cutback of referrals, The only alter-
natives the Director could reasonably entertain
were to establish quotas for each court or proba-—
tion officer or to notify referral agencies that
deadlines could not be met. Expansion of the staff
to a third team would be designed to better meet
the needs of referral agencies.

Six of the 35 individuals questioned by the
PSCD team volunteered the opinion that the Center
needs an inpatient facility. In the 1973 Long
Range Planning Report, the Director listed (under
"Gaps and Liabilities Within the Community: Ab-
sence of Community Mental Health Services'") the ab-
sence of short term inpatient care for observation
and diagnosis, and for treatment, of the assaultive
offender under maximum security conditions. Some
of those interviewed complained vociferously about
the inability to deal with the assaultive offender
who i1s blatantly mentally disturbed--statements
were made to the effect that local civil institu-
tions "will not touch criminal cases with a ten-
foot pole', and that "LSH is a very poor and last
ditch alternative, and it has a waiting list".
While there was general agreement that seriously
assaultive cases are a minority of the total client
population, they are those who pose the greatest
threat tc the community. Because local correc—
tional institutions are deemed inappropriate set-
tings for the seriously mentally disordered of-
fender, support is emerging for an inpatient faci-
1lity under the auspices of the CDIC.

Other reasons cited for the need of an inpa-
tient facility include the contention of Center
personnel that referrals with more serious problems
are increasing in numbers over time as the Center
continues to demonstrate its capabilities. The
PSCD team attempted to measure this claim by com-
paring referrals in six month blocks over time on
five indicators of seriousness: current offense,
prior offense, prior incarceration, mental health
treatment history, and juvenile record. Two of
the five measures (current offense and mental
health treatment history) clearly substantiated the
claim of greater severity of clients over time, and
one other (prior incarcerations) was suggestive of
greater severity. One (prior offense) was mixed,
and only juvenile record was slightly suggestive
of less severity. Along these same lines, it will
be recalled that the Ascherman and competency/san-
ity referrals were clearly more serious than the
balance of the CDIC sample, and these referral
types increased substantially in numbers when the
Center began receiving funding from the Division of
Forensic Psychiatry in 1973.

Many of the problems just discussed relate
quite obviously to funding. The Director has pro-~
jected costs through 1976 on the basis of maintain-
ing present service levels and of adding a Medical
Director, a third team, and an inpatient facility
(see Table XLVI, p. 54). One of the most immediate
and pressing problems the Center faces is the expi-
ration of original three year commitments by both



TABLE XLVI

Projected Cost of Services, CDTC

.

Maintain present level of
service plus 6% inflation

Addition ¢f Medical Director
Addition of Third Team

Addition of Inpatient Facility

1974 1975

$238,000  §253,000 '
253,000 268,000
312,000 352,000
530,000 572,000

1976

$270,000
300,000
387,000

618,000
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the Lucas County 648 Board and by OLEPA-AJD at the
end of the current flscal year. The Director is
attempting not only to obtain continuations of con-
tractual agreements with these funding soutces, but
also to tap new funds from the Toledo City Council
(Revenue Sharing), the Lucas County Court of Gom-
mon Pleas (County Commissioners), and the Wood
County 648 Board. Glearly, the uncertainty of
long range funding is a most serious problem for
the CDTC.

Other issues include the role of the CDIC in
relation to the civil Probate Court. There was re-
portedly a good deal of debate among those involved
in founding the Center over whether or not services
should be provided to the Probate Court. The per-
centage of total caseload comprised by these cases
has steadily increased over time, though unit cost
has averaged less than the CJS evaluations, While
the PSCD team did not gather data on probate re-
ferrals, the Director reported very positive reac~
tions by the Probate Court officials and very
large reductions in the number of civil commitments
in the wake of the CDTC involvement in the system.
Genuine ambivalence appeared to surround this
issue: on the one hand, Center staff feel they're
making an important contribution to the civil men-
tal health system; on the other hand, they feel
probate cases contribute to their excessive work-
load and detract from the performance of their du-
ties for the CJS.

Related to this issue is the acute awareness
on the part of Center staff of the many short-
comings in the overall criminal justice and mental
health systems in the Toledo area. Among the prob-
lems listed by the Center Director in the Long
Range Planning Report are the following:

-Insufficient long-ronge or maintenance out—
patient therapy for the chronically disturbed
adult offender.

~-Lack of funding and insufficient personnel
within other agencies to work with the of-
fender.

~Insufficient funding for additional probation
officers to provide intensive supervision and
counseling of probationers.

-No centers to provide'week—end 24 hour inten-

- *sive therapy within a secure setting

-Antiquated and overcrowded lock-ups with no
facilities or appropriate staff to provide
therapy.

~Lack of widespread community undersﬁanding of
locally based rehabilitation services.

~Lack of clear definition of agency services
within the correctional community.

It is the PSCD's impression that much of the CDIC's

effort to provide multiple and far-reaching ser-

vices represents a conscientious attempt to compen-

A
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sate for many of these shortcomings in related
areas.

The 1973 Long Range Planning Report expressed
intentions to begin discussions with the Division
of Forensic Psychiatry relative to providing foren-
sic services on a reglonal basis by 1976. It might
facetiously be said that, if Wood County is any ex-
ample of the additidonal caseload that can be ex-
pected, then there is little to fear. It remains
unclear to the PSCD why Wood County sends so few
referrals to either the CDIC or LSH. On the other
hand, if it is assumed that Wood County is atypical,
then consideration must be given to the fact that
the CDTC has recently had to curtail services
within Lucas County alone due to au imbalance be-
tween current supply and demand., Considerations of
reglonalism must also be advised that a strong com~
mitment to maintaining independent agency status
exists among Board members and staff members of the
CDTC. Furthermore, when Board members were asked
by the PSCD team: ''In its future development,
would you like to see ‘the Center become more state-
oriented or more deeply-rooted in the local commu—
nity?", five of the seven responding opted for the
local orientation and two replied "both". Said one
of the two: "If funding is available at the State
level, this should outweigh a rigid insistence on
complete local control unless state requirements
were so onerous as to preclude the performance of
the Center's mission". One of those who chose the
local orientation added, however, that the State
should provide more funding since the CDTC is as~-
suming some of the work of LSH.

A few problems relating to more general issues
in forensic psychiatry were also identified by the
PSCD team in the course of its investigation. CDIC
staff members on numerous occasions expressed con~
fusion regarding who "the client" really is-—the of-
fender or the referral agent. The question becomes
significant in relation to confidentiality and var-
ious other situations involving conflicts of inter-
ests. Related to this issue is that of the effi-
cacy of "treatment by force'--resistance is fre-
quently encountered, according co Center personnel,

Last, but by no means least, the PSCD team
found that eight of the nine staff members respond-
ing to questions regarding the content of Ohio's
incompetency and insanity statutes displayed some
confusion or misunderstanding, especilally with re-
gard to the test for criminal responsibility. One

" of the judges interviewed maintained that ignorance
. or misunderstanding of the statutes on the part of

Center personnel was a problem in the early days

of operation, but that improvements have occurred
over time under the guidance and teaching of the
court. While incompetency/insanity cases are a
minority of the CDTC cases, they have increased
substantially since the introduction of Forensic
Psychiatry Division funds, and ignorance of the law
on the part of those servicing the courts is surely
a matter of serious concern.




Reconmendations

In light of all the findings discussed above,
the PSCD recommends that:

(1) Contdinued support be given to the develop-
ment of forensic psychiatric centers in the State
of Ohlo by the Department of Mental Health and Men-
tal, Retardation. To the degree the accomplishments
that have been made at the Toledo CDTC can be re-
allzed in other locales, forensic psychiatric cen-
ters promise to be community-based alternatives to
LSH that are both more economical and more effec~
tive in stemming recidivism, Indeed, the vast ma-
Jority of the benefits anticipated in Chio's ven-
ture into the development of forensic psychiatric
centers are being successfully achieviéd in the
Toledo area as a result of the GDTC.

(2) Continued support, financial and othex-
wise, be extended to the CDIC by all relevant fe~
deral, state, and especilally local agencies. The
demonstrated success of the Center in achieving
1ts goals and purposes renders it worthy of future
{nvestment and assistance by all concerned with
the problems finvolved in managing the mentally
disordered offender.

(3) The CDIC and referral agencies make a re-
newed effort to decrease the length of time elaps-
ing between court order or referral and admission
to the Center. Similar efforts should be made by
the Center to reduce the time involved in complet-
ing evaluations. If however, the choice 18 ever
between time and quality, responses of referral
agencles and the Inclinations of the PSCD suggest
that qualdty should be maintained.

(4) The CDIC reaffirms the priority-ranking
of referrvals in terms of personal offenses and in-
creasingly serious offenses, and perhaps exercise
some gcreenlng of referrals aleng these lines.
Greater selectivity by both referral agenclies and
the Center should make some contribution to easing
excess caseloads.

(5) 'The CDIC and referral agencies seek to
Improve communication and interaction with one an-
nther, While extensive formal and informal commu-
nlcation and intevaction is already evident, com-
plaints of participants at all levels of the sys-
tem suggest there s still considerable room for
improvement.. The CDTC should work especially dil-
lgently toward seeing that referral agencies
clearly understand the goals and purposes of the
Center, with an eye toward reducing inappropriate
expectations and increasing staff efficlency.

(6) The TDTC makes every effort to stabilize
the staffing situation by reducing excessive turn~
ovat. Funding agencies should be encouraged to
dincrease the subsidizing of salaries, for turnover
is very costly not only in terms of orientation
and Ervaining but also in terms of morale, and a
viclous circle is easily generated.
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(7) The CDTC continues its efforts to add a
Medical Director and a third diagnostic and treat-
ment team to the staff, but abandon plans to open
an irpatient facility. The PSCD is acutely aware
of the fact that inpatient treatment 1is sorely
needed but strongly recommends alternatives to the
CDTC opening its own facility. Capital expendi-
tures, maintenance, and staffing with high quality
personnel are inordinately costly. It must be re-
membered that one of the basic advantages of the
CDTC is its lower costs for handling clients. If
the inpatient facility were achleved, these costs
will increase. Furthermore, there is evidence on
the national scene that the group most often pre-
senting problems--the young~-will be decreasing in
numbers as the "baby boom" subsides. To the degree
the need for inpatient care is related to drug
abuse, there is also evidence that a decline in the
drug problem has begun to occur in the United States
(especially heroin). In other words, unless it is
anticlpated that additional heavy industry will be
attracting large groups of migrants, no community
should be advised to open new inpatient facilities
at this time 1f some such facilities are already in
operation in the area. '

The CDTC, of course, hias a problem in the un-
willingness of civil facilities to accept CJS cli-
ents, and this is a problem not unique to Toledo,
The PSCD encourages the Department of Mental Health
and Mental Retardation and the CDTC to negotiate
arrangements between civil facilities in the area
and the CDTC whereby short-term hospitalization of
CDIC clients can be accomodated. Failing this, the
PSCD recommends that, in instances where assaultive
or otherwise dangerous behavior appears to be
closely-related to mental health problems, the cli-
ent be diverted into the civil probate procedure and
committed to a local mental health facility.

(8) The CDTC continues to appraise its arrange-
ments with the civil Probate Court. While the PSCD
has insufficient information to address the question
of whether or not probate cases should continue to
be served by the CDIC in the future, time and cost
investments in this area have clearly been steadily
increasing since the opening of the Center. On the
other hand, the PSCD strongly endorses the removal
of barriers between the mental health and criminal
justice systems implied in the very concept of fo-
rensic psychiatry, and in this sense the CDTC is a
forensic psychiatric center in the fullest sense of
the terms,

£9) An examination into the reasons behind the
minimzal veferrals from Wood County to either the
CDTC or LSH be conducted by the CDTC and the Depart-
ment of Mental Health and Mental Retardation.

(10) The CDTC makes every effort to maintain
its independent status as a private cotitractual
sgency, but conduct negotiations with the Department
of Mental Heath and Mental Retardation to provide
regional services in the foreseeable future. To
this end, the PSCD again recommends that the CDTC
make every possible effort to screen out clients

-

e

It is furthex

with minimal mental health problems.
recommeénded that the CDTC reconsider its efforts to
expand beyond specific mental health services to
vocational rehabilitation and other forms of out-
reach work. While the PSCD is very aware of needs
in this area, and indeed endorses the orientation
that seeks te break out of traditional narrow con-
ceptualizations of problems, the energies of the
Center should be directed first and foremost to-
ward the unique contribution that can be made in
evaluation and treatment. Probation officers and
~ther socilal agencies should be relied upon to
provide complimentary services. These adjustments
seem to hold promise not only for increased effi-
ciency in conducting evaluations and treatment,

but also for a reduction in territorial jeal-
ousies and subsequent improvements in working re-
lations among the components of the larger sys-—
tem.

(11) The CDIC considers increasing the time
devoted to treatment as compared to the time de~
voted tv evaluations. Follow-up scores suggest
that treatuwent at the CDTC has an effect in re-
ducing recidivism, and the Center should capital-
ize uvpon this finding. An increase in treatment
should also function to ease the portion of staff
turnover attributable to frustration of treatment
aspirations.

(12) ‘The CDTC and the Department of Mental
Health and Mental Retardation address more specif-
ically the dilemmas involved in confidentiality
and other issures regarding "hierachies of alle-
giance" as they operate in the forensic psychiat-
ric setting, OFf equal conceri is the issue of
"treatment by force'--current national concerns
with the right to treatment may obscure very le-
gitimate questions concerning the right to refuse
treatment.

(13) The CDTC and the court acquant every
staff member with the axact statutory criteris for
criminal irresponsibility and cximinal incompetency.
Correlatively, the PSCD recommends that immediate
end serious attention be given by the Department of
Mental Health and Mental Retardation to revisions
in the Ohio statutes cover’ng these matters. In~
deed, these statutes are fo ambiguous and confused
that it is little wonder that CDTC staff displayed
uncertainty and misunderstanding. In the course
of preparing this report, the PSCD was working on
a proposal for statutory amendment. These efforts
were ceased when the comments contained in Appen-~
dix I were presented to the Division of Foreansic
Psychiatry's Seminar on Incompetency and Insanity
in Cleveland in February of this year. The com—
ments were compiled by a staff attorney for the
Mental Health Legislative Guide Project at the e~
quest of the Division of Forensic Psychiatry.

Ms. Compton was kind enough to fovward a copy of
her comments to the PSCD with the request that

the inclusion in this report be underscored by the
fact that the text is not yet finalized and is not
presented in a format intended for reading (as op-
posed to being heard). The PSCD strongly recom-
mends that the Department of Mental Health and
Mental Retardation study this documast.
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(14) The Department of Mental Health and Mea-
tal Retardation seek to clarify the relationship
between forensic psychiatry and community mental
health, The charter of community mental health
centers specifies involvement in consultation and
education, and the question can be raised as to why
forensic psychiatric services are not provided un-
der this arm of community mental health. While the
criminal justice and mental health sytems have re-
cently been bifurcated in the State of Ohio, there
is reason to appraise the sometimes ambiguous di~
vision of responsibilities between the two systems.
Although the PSCD is not prepared at this time to
offer speific recommendations, it seems highly ad-
visable for the Department of Mental Health and
Mental Retardation to take a total overview of men-
tal health related activities in the State with an
eye toward the development of a coordinated and log-
dlcally coherent service delivery system. It may
seem an insignificant point to those not acquanted
with studies of language behavioxr, but one of the
most frustrating aspects of conducting the dnvesti-
gation reported herein was td grapple with whether
the individuals processed through forensic psychiat-
ric facilities are best conceptualized as "of-
fenders", or as "criminal offenders', or as
"patierts", or as "mentally disordered offenders",
or as "offensive mental patients", or whatever, not
to mention the issues generated by such terms as
"eriminally insane" or “insanely criminal'. The
term "elient" was deliberately employed in this re-
port as the most neutral of alternatives. The PSCD
does not intend this as a humerous quip to cap ofl
a lengthy and tedious report. Language confusion
too often reflects conceptual confusion, and the
PSCD suspects that the latter may be the most
onerous problem confronting forensic psychiatry.



FOOTHOTES

Tye wan tu 1909 that De. William Healy opened an advisory court clinie in the Cook County Juvenile
tonrt of Chicage. The fivet adult court clinie was established in the magistrate's court of Chicago in
Vilh, ee M, tubttsacher snd B, Weihofen: Psyehdatry and the Law, N.Y., 1952, p. 261.

‘pemark in sddvese of Dr. Paul Lipsett, Reglonal Director for Legal Medicine, Massachusetts
Bepartment of Mentsl Health, "The Seveendnyg and Assegsment of Competency to Stand Trial", delivered to
a tomiswe on the Hentally Y11 Offender: Incompetency and Insanity, sponsored by the Division of Forenmsic
Payehdatry, Ohio Dopariment of Mental Healtl and Mental Retardation, Cleveland, February 8, 1974.

Yl HUPLICPT was copyrighted in 1966 by Dr. David A, Rodgers, Chief Paychologist at Cleveland Clinic.
The tnastrupent 1o in esmenee o condensed version of both the Minnesota Multiphasic Personality Inventory
and Gough's Colffornfa Porsonality Inventory.

&ﬁumg of the findings reported below are based on an N of 434. Data on ong of the clients was inad-
yertent by duplicated on 1BM code sheats In the eaxly stages of tabulation. The error was not discovered
wat 11 mont of the computsy snalysis had bean completed, and since an N of one can have but negligible im~
pact on siaiisclen for o sample of 433/434, it was deemed unhecessdry to rerun the entire analysis.

“Year poen sk the Center is based upon date of veferral or admission. Eighteen of the 433 cases were
it datod nad could thevelfore not be forthwlth placed withio the appropriate year. To facilitate analysis,
these 1R wein digtributed over the 2 L/2 year period in proportion to those with dates, and thus three were
placed in the 1971 cotopory, ndne in 1972, and elx in 1973,

Piy wne tmpoasible In many eases to clearly distinguish between arrests and convictions from the in-
furwatLon on fis at boeh the COIC and LSH, ‘Therefore all prior citations are recorded as arcests even
though sume are known Lo veprasent convictlons,

;Thﬁ acors af one wag lutended for those falling dnto the 30 month follow-up interval--that dis,
fhone whe wopn rolferred Lo the ODTQ dn 4ts first months of operation, As a result of either extended pro-
conaing Uimo, wisging dotd, Incareeration for a period of time for current offense, or new arrest within
Homenths, no 30 sonth follow-ups were obtadned,
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TABLE I
Apurt PsycriatRIC Counr Cunics®
Name of Clinic Annual Chief ‘Tima of Staff+ Annual Reports Reports Approx. No. A\-nilnbi'lily Association Propurtion Teaching Research Treatment Rcmarks
Case Sources of Referral Personnel Budget Generally Generally of Cases of Hospital of Juvenile of Cases  Activities Activities
Community Load Referral Admitted Furnished Personzl Testi- Beds for Court Clinic given Psy- of Clinic of Clinic
Served in Coart, mony Reguired Observa- with chological Stafl Staf?
Evidence Defense and tion by Adult court Tests
Year Established Prosecator Clinic staff Clinic
Psychiatric 7,250 Courts, Fitness for 2 Psychiatrists $437.360 Yes Yes 10095 Mone Separate 1005 Residents in Psycho- Needs sur- 39 have
Institute of nearly trial 85% 10 Psychiatrists® Psychiatry from logical veyed, electro-
Municipal Court 1009 Insanity 10 Psychologists all major cities. Research  trentment encephal;grams
Chicago . plea 5% 1 Psychologist® Social Service pirogram to
1814 Pre-sentence 11 Psych. Social Trainees Loyola be started
109 ‘Workers & Univ. of Chiengo.
1 EEG Tech. = Psychology Interne
17 Secretaries Univ. of Chicago
Clinic.of Adults 7 Psychiatrists Approx. Yes Yes Less than No Comb nzd 5% Soc. Work Trainees To avery = No
County Court of 894 7 Psychologigts $150,000 10% suurce Psychia.Residents & limited
Philadelphia Juve- 2 Social Workers Sr. Med. Stud. from extent
1918 niles 12 Secretaries various schs, attend
242 hearings & confer.
Psaychiatriz 3,376 Court, 95% Fitness for 3 Psychiatrists $206,339 No No 200 Yes o 100% Internes occa. ro- Staff mem- None
Clinic Social trial 5% 10 Psychologists Quarters tated from 2 locaf bers do
Recorders Court Agencies %% Post-convic- 10 Secretaries furnished hosps. Staff mem- individual
Detroit tion 95% bers-teach at research
1919 nearby university
Medical Office, 345 Crim. Ct. 5505  Fitness for 4 Psychintrists® $ 50,000 Yes Yes 30 None Associnted 100 - Lectures at Johns Publication None Many of Court
Supreme Bench Munie. Ct. 229, trial 30% 2 Psychologists Quarters In all but vir- Hopkins Univ. & of Clinical refercals at
of Baltimore Prob. Dept. 5% Insan. plea 1 Psy. Soc. Worker furnished Cases tually Med. Sch. Lectures Paper. No request of
1921 Dom. Rela. 806 6%, Pre-sent. 4 Secretaries autonomous. Univ, of Md. Med.  original Defense Counsel.
Jail 9%, 53¢, Sch. Med. Stud. research 5% have electro-
States Atty. 15, Other 6% Univ, of Md. come encephalograms
to Clinic
Psychiatric 700 Mun. Ct. 66%% Fitness for 2 Psychiatrists® $ 68,000 Yes No 150 (only in None Separate 0% None None None ~
Clinic ot Com. Pleas 34% trial 8% 2 Psychologists common
Municipal and Insan. plea 2 Psy. Soc. Workers plea)
Criminal Courts 2% 1 Psy. Soc. Workers®*
Cleveland Pre-sent. 3 Secretaries
1825 90%
Behavior Clinic 380 Court 30% Pre-trial 1 Psychiatrist In General No Fre- 79 None Separate 1% Ncne None None All cases have
of the Criminal Defense 95% 1 Psychinatrist* Budget quently hlood tests for
Court of Cook Attys. 63% Pre-sentence 3 Secretaries Dept. of Aid syphilis &
County, Chicago State’s 5% smears for
1931 Atty. 7% gonorrhea
Psychiatric 2,050 Supreme Pre-trial 3 Psychiatrista® In budget No No 20 None Norie 25%0 Senior law Statistical 164
Clinie, Sup. Ct. Court 26 2 Psychologists of Psychi- students studies
1st Judicial Judges Pre-sent. 4 Secretaries atrie Div. New York and elinical
Dist., NY. & 100% 4% Bellevue University papers
Bronx Counties Hospital
1932
Alicgheny 550 District Pre-trial 1 Psychiatrist $ 72,000 No Ne 5 Yes No 25% Residents No Nonr
County Behavior Atty. 90% 99% I Psychiatrist® (office from
Clinic, Pitts- Defense Pre-sent. 1 Psychologist space Western
burgh, 1937 Attys. & 1% 2 Social Workers furnished} Psychintric
Families of 1 Statistician Clinic
Defend. 10% 3 Secretaries
Erie County 113 Court Pre-trial 4 Psychiatrists® $ 76,000 Yes Yes Twice u yeas No Combined 5% No No No
Family Court (only 1005 3 Psychologists source
Paychia. Clinic Bource) 1 Social Worker
Erie County, 4 Secretaries .
Penn., 1961 i
*Unless 8o designated, fuil time, 4!
5
*In Ralph Slovenko (ed), Crime, Law and Corrections, Chas. Thomas, 1966, pp. 479-93.
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TABLE I (Continued)
ApuLT PsycHiaTRIC Court Cunxics %
Name of Clinic Annual  Chiefl Time of Staft* Annual Reports Reports Approx. No. Availability Association Wnn.ﬂa:mc:ﬂ.numr‘mnuh Fuuw-._,m- Treatment Remarke
Case Sources of Referral Personnel Budget Generally Generally of Cases of Hospital of Juvenile em Cases  Activities >n~.<=..ou
Community Load Referral Admitted Fornished Personal Testi- Beds for Court Qlinic given Psy- of Clinic of Clinic
Served in Court, many Required Observa- with chalogical Staff Staff
Evidence Defensc and tion by Aduilt Conrt Tests
Year Established Prosecutor Clinic Staff Clinic
Suflolk County 100 Court 65% 1 Psychlutrist $ 8,000 No No No No 1% Mno“u:dﬂﬂ ".nc_. No ﬂmﬁuﬁm: .
S Quarters Soc. Workers. reatmen
Clinic, Mags. furnished Teaching in
1958 Boston Univ.,
Taw Med.
Quincy Court EH] Post-conv. & 27,000 No No None No No 1% U....“._N Conf. No 30% in
Ciinie, Quincy 100, Materials with Prob. treatment
Massnchusetts & quurters Offs. and
1958 furnished Judges
Waltham Court 73 1 Psychintrist $ 26,000 No No None No Yen None Q.v:?_.o:nnu No 13% in
Glinic, Waltham 1 Social Worker Materinls avith Prob. treatment
Mnscachusetts & quurters Officers
1958 furnished
Baltimere 5 Mster Juv. Ct. Pre.trinl 1 mvu.w.nrw:,lv.m”. Yes Yes 2 No Combiusd 959 No m:_:.oﬂmo& No
County, Ct. Adults  Circuit Ct. 30%5%: 1 Psychologist rervice by outside
Psychin. Clinic 175 Judges. St Post-canv, 1 Resexrch Asst, & guarters funds
1959 Juven. Atty. Prob, 705 1 Secretary furnished
Dept.
‘Holyoke, Mass. 125 Court and Pre trial 1 Psychiatrist Dleut. Ment. Yes Yes None o No 1% No No 10% in
Court Clinic Police 995, 0% 1 Secretnry Henlth, Div. treatment
1960 Other 1% Pre-cent. Leimal Med.
50% Quarters
furnished
Roxbury, Muass, 340 Rox. Ct. 7555 Pre trianl 1 Psychintrict Stuloou No Illwm.c None No Yes 206% Psychian. Study of 33%% in
Court Glinic Other Cts. 80% 6 Psychiatrists® Dept. Ment. Residents Identifi- treatment
1960 2064 Pre-sent. 3 Socinl Workers Health, Div. Lectures & cation
Community 5¢ 505 1 Secretary Tesal Med. Seminar {or Choice in
Prob, Staff, Delinquent
Soc. Work Adolescents,
students and child
placement.
San Mateo 308 Prob. Dent. Pre-trinl 1 Psychiatrist 3 0000 No No 1 No Yes 255 Course for No 14% in All Mﬂimwnu‘ac
County, Calif. 52 20% 1 Psychologist Sheriff's trentment for Sherifl’'s
Ment. Henlth Court 13% Post-conv. 1 Scoretury Deputies Deputies
Serv., Cts. & Jail 23% 30% screened
Corrections Dist. Atty.
Unit 3%
1961 Other 97
Behavior Clinic 290 Court 10% Pre-triul 1 Psychiatrist® {m 33,000 Yes No None No Separate 20% Seminary Studies of 205 in
Probation Dept. Prob. Dept, N3G 1 Psychologist* students homosexual treatment
Dayton, Ohic 8266, Correct. Tre-sent. 2 Socinl Workers attend recidivism
Municipal Court Farm 65% 127G 2 Secretaries Seminars begun
1962 Other 2%
Norfolk County 95 Court 306G Pre-trinl T Psychintrizi® § 3.000 Yes No 2one No Yes 29 None Study of 20% in
Mazass. Ct. Clinie Prob. Dent, 5% ’ Gerintric  treatment
Stoughton. 605 Pro-sent. Offenders
Sharon and Police 10% 5% begun
Canton
1962
Chelsea Court. 285 Court %% Prerial 1 Psychiatrist Degt. Ment. No No None No Yes 3% No No %
Clinie, Chelzea Police 1044 93k 1 Sccinl Worker Health
Massachuselts Pre-sent. Div. Legal
1963 2% Medicine
*Unless =0 designsated, full time.
*In Ralph Slovenko {ed), Crime, Law and Corrections, Chas. Thomas, 1966, pp. 479-93.
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CODE A Referral County, Agency, Agent

100 - Toledo Municipal
01 - 50: POs names
51 - 99: Judges name
200 - Lucas County Adult
01 - 50: POs names
"51 - 99: Judges name
300 - Perrysburg
01 - 50: POs names
51 - 99: Judges name
400 - Maumee
01 - 50: POs names
51 - 99: Judges name
CODE B Current Charge
01 - Property
02 - Nonsexual personal
04 - Sexual
08 - Drug related
16 - Public order
32 - Other
99 - None
CODE E Race
1 - White
2 - Black
3 - Oriental
4 - American Indian
5 -~ Puerto Rican
6 - Mexican
CODE H Occupation
01 - Prof., semi-prof.
02 - Exec., upper admin.
03 - Managerial
04 - Self-employed
05 - Sales
06 - Clerical-sec.
07 - Civil serv.
08 -~ Labor
09 - Farm

10 - .Domestic
11 - Housewife

12 - Student
13 - Retired
14 - Disabled

15 - None

CODE

500 - Oregon
01 - 50: POs names

51 - 99: Judges name
600 - Ohio APA or U.S. Probation

01 - 50: APA: name

51 - 99: U.S. Probation: name
700 - Detention Facility

01 - 99: name of facility

800 - Multiple Referral Source

01 - 99: Agency and .agents names

900 - Other

01 - 99: County, agency, agents names

C Court Status

01
02
04
08
99

Pretrial
Presentence

On probation/parole
Sentenced

None

CODE F Marital Status

NG D N
)

1 - Married
2 - Never married
3 - Remarried
4 - Divorced
5 - Widowed
6 - Separated
CODE Reason for Referral
0001 - General evaluation
0002 Probation eval.
0004 - Treatment eval.
0008 - Prob. of repeating
0016 - Dangerousness
0032 - Drug/al. prob/dep.
0100 - Ascherman
0200 - Competency
0400 - Sanity
1000 - Emerg. interv.
2000 -~ Treatment admin.
4000 ~ Other

70

CODE D Age

Under 21
21-30
31-40
41-50
51-60
61-70
Over 70

CODE G Education

CODE

00~ B AN
]

0-8
9-11
HS or GED
13-15
College Degree
Postgrad. work
Postgrad. Degree
Voca., Tech.,

Bus. Certificate

Convictions

J Prior Charges or

01
02
04
08
16
32
99

- Property

- Nonsexual personal
- Sexual

- Drug related

- Public order

- Other

- None

CODE K rior Incarcerations CODE L Prior Mental Health Treatment
01 - Felony 01 - OQutpatient
02 - Misdemeanor - 02 - Inpatient
04 - Unclassifiable incarc. 04 - Inpt. inst. MD off.
08 - None 08 - Other/unclass. treat.
16 - None
CODE M Psychological Testing
00001 - MMPI/CPI 00100 - Rotter 10000 - Lowens. Mosaic
00002 - Rorschach 00200 - Weschler Memory 20000 - Other
00004 - WAIS 00400 - POI 40000 -
00008 - TAT 01000 - Draw-a-Person 99999 - None
00016 - Bender-Gest. 02CC0 - Halstead
00032 - Grah.-Kend. 04000 - Vocational
CODE N Eval. Results: Positive CODE O Eval. Regults- Negative
001 - Not mentally impaired 001 - Mentally impaired
002 - Good probation risk 002 - Poor probation risk
004 - Treatable 004 - Not Treatable
008 - Unlikely to repeat 008 - Likely to repeat
016 - Not dangerous 016 - Dangerous
032 - No drug/al. prob/dep. 032 - Drug/al. prob/dep.
100 - Not Ascherman 100 - Ascherman
200 - Competent 200 - Incompetent
400 - Sane 400 - Insane
CODE P Recommendation CODE R Disposition
001 - Probation 001 - Probation
002 - Further evaluation 002 - Further evaluation
004 - Social-life interv. 004 - Social-life interv.
008 - Drug/al. treat. prog. 008 - Drug/al. treat. prog.
016 - M4 outpt. treatment 016 - MH outpt. treatment
032 - MH institution 032 - MH institution
100 - Due Proc/incarceration 100 - Due Proc/incarceration
200 - Other 200 - Other
999 - None 999 - None
CODE Q Court Decision Re Stat. Question
1 - Not Ascherman
2 - Competent
3 - Sane
4 - Not drug dep.
5 - Ascherman
6 - Incompetent
7 - Insane
8 - Drug dep.
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APPENDIX D

TCDTC-LSH Code Sheet

PSCD identification number.

Race (Code A).

Sex (Male - 1, Female - 2).

Age (Code B).

Education (Code C).

Marital status (Code D).

Occupation (Code E).

Reason for referral (Code F).

Referral agent (Lucas County Common Pleas Court - 1,
Wood City CP Court - 2, Lucas Cty. Juv. Ct. - 3,
Toledo Municipal Ct. - 4)

Charge (Code G).

Prior mental health treatment (Code H).

Psychological testing (Code I).

Social history (Yes - 1, No - 2).

Diagnostic number (Enter number, None - 00000, Multiple
diagnoses - 88888)

Ascherman committable as (psychopath - 1, mentally i1l - 2,
mentally retarded - 3). . .

Evaluation results: positive (Code J, identified as N - ),

Evaluation results: negative (Code K, identified as 0 -~ ).

Recommendation (Code L).

Juvenile record (Yes - 1, No - 2).

Prior charges or convictions (Code M).

Prior incarcerations (Code N).

Date of court order (or admission).

Number days between ct. order and admission.

Number days between admission (or ct. order) and release.

Number days between release and first return.

Number days betwzen first return and second release.

Date of last release.

If still at LSH, number days between admission through
December 31, 1973.

PSCD ID number,

Court decision on statutory question.

Court disposition (1 = incarcerated, 2 = probation,
3 = returned to LSH).
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S Feitidot CobE B Apo CODE C  Education
T e whi e 1 - Under 231 1 - 0-8
Pow Blsek 2~ 2130 2 - 9-11
IS i@&nn&mi 1 - -G 2.-.35 or GED
i w Brepiorn Tedion A - 13-15
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7 = Gver 70 7 -~ Postgrad. Degree
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fow Lepnpnted 0G - Clerical-sec. 1% - Disabled

07 - Civil serv. 15 - None
08 - Labor

LT B Channg Tew Hef g CODE G Charpge .
1w 20,50 (s oy J e 3. days) 01 - Property 16 - Pub. order
poe ety O {gor feony, indef,) 02 ~ Honsex. pers. 32 - Other
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01000
02000
Ghenn

DAR
BaT
Rotter
HALS
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Lykken
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Quipatient 02 - Inpatient
lnph inst. KD offender
Other/unclassifiable treat.
Hone

10000 - GFPT

20000 - Dep. Invent.
40000 - Other

Q9999 None

1

CODE J Evaluation: positive

601 - no criminal tendencies
002 - good probation risk
004 - treatable

008 - unlikely to repeat

016 - not dangerous

032 - no drug?al. prob/dep.
100 - not Ascherman

200 - competent

400 - sane

CODE L. Recommendations

001 - probation

002 - unclassifiable treat
004 - unclassifiable inst.
008 - not LSH

016 - MH outpatient

032 -~ MH inpatient

CODE

CODE K Evaluation: negative

001 - criminal tendenciles
002 - poor probation risk
004 - not treatable

008 - 1likely to repeat
016 - dangerous

032 - drug/al. prob/dep.
100 - Ascherman

200 - incompetent,

L00 - insane

M Prior Charges/Convictions

100 - Due process/ incarc.

200
999

CODE

"Other
None

N __Prior Incarcerations

01
02
ol
08

LI B

Felony

Misdemeanor
Unclassifiable incar.
None

01 -

02 -
ol -
08 -
16 -
32 -
99 -

15

Property
Nonsexual personal
Sexual

Drug related
Public order
Other

None




APPENDIX E

Note: The following questions refer solely to criminal cases seen at the CDTC;
please exclude civil psychiatric probate cases from your responses.

Questionnaire for Staff of the

Toledo Court Diagnostic¢ and Treatment Center

Position at Center

1. How long have you been employed by the Center? months, or __years,
2. Is your position with the Center fulltime or part time ? If part
time, how many total hours/week or hours/mpnth do you work for

the Center? ‘ .
3. What are the responsibilities accruing to your position at the Center?
General description:

Administrative
Evaluations and/or Recommendations
(Include not only the administration of

[wagii}

evaluation procedures but also time spent Enter approximate

in analysis, report writing, staffing, and percentage of total
consultation regarding evaluations and rec- time devoted to each
ommendations.) activity.

¢. Treatment
d. Other (specify)

If engaged in evaluations, which of the foliowing procedures do you personally }
administer, and what is the average length of time it takes to administer,
analyze, and write up each procedure?

“ a, Individual clinical interview mins. or hour(s).

b. Compilation of social c¢ase history _ mins. or hour (s).
c¢. Psychometric testing:

MMPI/CPI mins. or hr(s). Graham-Kendall mins, or hx (s).
Rorschach mins. or hr(s). Rotter mins. or hr(s).
WAIS mins. or hr(s). Weschler Memory mins. or hr(s).
TAT mins. or hr(s). POI mins, or hr(s).
Bender-Gestalt mins. or  hr(s). Halstead ___ mins. or hr(s).
Draw-a-Person - mins. or hr(s). Vocational mins. or hr(s).
Other (specify)
d. Medical and/or neurological examinations mins. or hr(s).

e. Other (specify) , mins., or hr(s).
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Staff 31 Staff

8. How would you characterize your working relations with the various

£ cngaged in treatmen ich of the following are you involved in, and how 5 ,
If engaged in treatment, which of the following are you Iv : referral agents?.

many hours of an average weck do you devote to each? o : ' .
1divi ' ey '~ d&. Probation officers Very good 1 2 3 4 5 Very bad
i vidual psychotherap ~ hrs. Lo a . ° y
ﬁ ;2$§z;iuiéu£;é;2g%ler thrs L b. Municipal judges Very good 1 2 3 4 5 Very bad
c* éraup ﬁbcrapy-' O i ‘ c. Common Pleas judges Very good 1 2 3 4 5 Very bad
Qaupics/sex“dffendars hrs.  Slow learners hrs, A d. Lo%:iiiitentzgzonnel Verv sood l' s 3 4 5 v bad
Goneral resocialization/drug-alcohol abusers hrs. 1 . Parole ofzigers Very 8ood L2 3 4 3 very bad
Workhouse program hrs.  Severely antisocial hrs. e ovher (opecify) Very gOOd TS s s Vzry bad
Mildly antisocial hrs.  Other (specify) s hrs. k. pecity : Verz good 1 2 3 4 s Veig bgd
d. Other (specify) s hrs. i

. . . . . . i 9., From which agency do most of your referrals seem to come?
“Would you estimate the amount of time you spend in an average week consulting with . i gency y m

eeraad e A NCO : - i ie ?
court, probation or other criminal justice system personnel regarding your clients Probation

Municipal Court
Common Pleas Court .
Other (specify) .

e e

Would you estimate the amount of time you spend in an average week consulting with o

families, frlends, employers, oxr other non-court-related social agents regarding ' 10

What is the type of evaluation that appears to be most frequentl
your clients? (SO yp PP q y

requested by referral agents?

General evaluation

Evaluation for placing on probation
Evaluation for treatment

Ascherman status

Competency to stand trial

. Sanity at the time of commission of the act
Other (specify)

4, What attracted you to your position at the Center?

R Fh D O TP

11l. Would you make some estimate of the percentage of referrals that

| , ‘ . request evaluation regarding the client's
| %, What do you see as the major goals or purposes of the Center? 4 & g

| v

a. dangerousness
b. amenability to treatment
c. piobability of repeating __
12. Would you estimate the percentage of referrals in which the referral
agent suggests to you what he thinks your conclusions should be regarding

, . 5 . ) . L. evaluation and recommendation?
6. Generally speaking, how well do you think the Center is doing in achieving

itg gouls or purposes? 13. What do you understand Ohio's test of competency-to-stand-trial to be?

Vory Well i1 2 3 4 5 Not well at all

7. How well do you think the various referral agents understand the goals
' or purposces of the Center? More specifically, how well are the goals
!‘ oy purposes understood by:

14. What do you understand Ohic's test of criminal responsibility ("'sanity")
at the time of commission of the criminal act to be?

E=SEEEEEN

av Probatlon officers Very well 1 2 3 4 5 Not well at all
b Municipal jodges Very well 1L 2 3 4 5 Not well at all
e, Gommon Pleas judges Very well 1 2 3 4 5 Not well at all
dv Loval detention
: facility personnel Very well 1 2 3 4 5 Not well at all
. Parvole offfcers Very well 1 2 3 4 5 Not well at all
v Other (specify) Veryrwell 1 2 3 4 5 Not well at all
Very well 1 2 3 4 5 Not well at all
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Staff

15.

16.

17.

18.

19.

Would you please draw a general profile of the "average' client referred

to the Center?

On the average, how much weight do'yoﬂ think the Center's evaluations
and/or recommendations carry in the decision-making of:

a. Probation officers A great
b. Municipal judges A great
¢. Common Pleas judges A great
d. Parole officers A great
e. Other (specify) :

' A great

deal .
deal
deal
deal

deal

of
of
of
of

of

weight
weight
welght
weight

weight

o

1

N NN

2

Wwww

3

o~

4

L nn

5

No
No
No
No

No

How would you compare the evaluations, recommendations and treatment
programs of the Court Diagnostic and Treatment Center with those of Lima

State Hospital?

What do you see as the major strengths and weaknesses of the Center?

First, strengths: ;

What about weaknesses?

weight
weight
weight
weight

weight

If you could make any changes in any aspect of the Center's philosophy,
structure, or operations, what would they be?
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Staff

20. How has your experience with the Center affected your perception of:

oo a. criminal offenders?

b. the criminal justice system?

c. the helping professions?

21. Lastly, would.you please complete the following items?
a. Circle the category appropriate to you:

1. Age: Under 21, 21-30, 31-40, 41-50, 51-60, ovexr 60.

2. Sex: Male Female '

3. Marital Status: Married, Never Married, Divorced, Separated,

Widowed

4. Education: Under 12 yrs, HS, 13-15 yrs, College Degree,
Work toward Masters, Masters Degree
Work toward Ph.D., Ph.D. Degree, M.D.
Vocation-Technical-Business Certificate

b. Briefly outline your professional career prior to assumption of your
present position.




APPENDIX F

Questionnaire for Toledo Area Judges

Regarding Court Diagnostic and Treatment Center

How long have you been serving as a (Common Pleas/Municipal) Judge? yIs.

(circle appropriate)
Could you briefly outline your professional background prior to assumption
of your present position?- »

To your understanding, what is the purpose of the Toledo Court Diagnostic
and Treatment Center? "

Generally speaking, how well do you think the Court Diagnostic and
Treatment Center is doing in achieving its purposes?,

Very well 1 2 3 4 5 Not well at all
How would you characterize your working relations with the Center?
Very good 1 2 3 4 5 Very bad

What are the statutes under which you are permitted or mandated to send
an offender to the Court Diagnostic and Treatment Center for evaluation?

Could you give us an estimate of how many offenders you refer to the
Court Diagnostic and Treatment Center for evaluation under each of
these various statutes in, say, an average month?

What are the statutes under which you are permitted or mandated tso send
an offender to the Court Diagnostic and Treatment Center for treatment?
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Judges )
8 Judges

~

9. Could you give us an estimate of how many offenders you refer for ' . . s P
e y 7 é. How much weight do their evaluations carry in your decision-making?

treatment under each of these statutes in an average month?

A great deal of weight 1 2 3 4 5 No weight at all

i - ?
10. Do Center personnel appear to understand the specific questions they f. How effective do you think their treatment programs are?

are legally bound to answer with regard to sanity at the time of the

offense, competency to stand trial, and Ascherman evaluations? Very effective 1 2 3 4 5 Not effective at all

15. How would you compare the evaluations, recommendations, and treatment
programs of the Court Diagnostic and Treatment Center with those of Lima

i ?
11. Besides these statutorily-mandzted questions, what are the other sorts State Hospital?

of questions you most frequently ask the Center to address, particularly
in presentence examinations?

.

t

"

16. Do you have any problems whatsoever with regard to the Court Diagnostic
». and Treatment Center or any suggestions for change or improvement.

12. TUnder what circumstances do you ask the Center to couple their evaluations
with recommendations?

17. Any other comments that would aid us in our analysis of the Center?

13. Do you ever make suggestions to the Center of what you think their
conclusions regarding evaluations and recommendations should be, based,
perhaps, on your unique knowledge of the offender and surrounding
circumstances?

14. We're particularly interested in your evaluation of the Center's
performance and responsiveness to your needs.

a. How would you rank the overall quality of their evaluations?
Very good 1 2 3 4 5 Very bad

b. Do their evaluations usually address the questions you posed
in the referral?

Yes No Other

c. Do they generally complete their evaluations within the time
limits suggested or imposed by either you or the law?

Yes No Other

d. Are their evaluations helpful to you in your decision-making
regarding the offender?

Yes No Other
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APPENDIX G
Questionnaire for Toledo Area Probation Officers

Regarding Court Diagnostic and Treatment Center

How long have you been working as a probation officer in this area?
months, or ______years

To your understanding, what is the purpose of the Court Diagnostic and
Treatment Center?

"

Generally speaking, how well do you think the Gourt Diagnostic and
Treatment Center is doing in aci.ieving its purposes?

Very well 1 2 3 4 5 Not well at all
How would you characterize your working relations with the Center?
Very good 1 2 3 4 5 Very bad

Could you estimate how many referrals you make to the Center in, say,
an average month?

Would you please draw a general profile of the "average' offender you
refer to the Court Diagnostic and Treatment Center?

In your referrals, what are the questions you most frequently ask the
Center to answer for you?

Do you ever make suggestions to the Center of what you think their
conclusions regarding evaluations and recommendations should be, based,
perhaps, on your unique knowledge of the offender and surrounding
circumstances? :

Yes No Other
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Probation Gfficers
9. We're particularly interested in your evaluation of the Center's per-
formance and responsiveness to your needs.
a. How would you rank the overall quality of their evaluations?
Very good 1 2 3 4 5 Very bad

b. Do their evaluations usually address the questions you posed in
the referral?

Yes No Other

¢. Do they generally complete their evaluations within the time
limits suggested or imposed by either you or the law?

Yes No . Other

d. Are their evaluations generally helpful to you in your decision-
making regarding the offender?

Yes No Other

e. How much weirht do their evaluations and/or recommendations
carry in youi Jecision-making?

A great deal of weight 1 2 3 4 5 No weight at all
f. How effective do you think their treatment programs are?
Very effective 1 2 3 4 5 Not effective at all
g. How would you compare the evaluations, recommendations, and treat-

ment programs of the Court Diagnostic and Treatment Center with
those of Lima State Hospital?

10. Have you ever attended any of the Court Diagnostic and Treatment Center's
therapy sessions or programs?

Yes No

; ll. Have you ever made a referral to Lima State Hospital for evaluation
(as opposed to treatment)?

Yes No

88

Probation Officers

12,

13.

Do you have any problems whatsoever with regard to the Court Diagnostic
and Treatment Center or any suggestions for change or improvement?

Any other comments that would aid us in our amalysis of the Center?

Lastly, would you please complete the following items?
a. Circle the category appropriate to you:

1. Age: Under 21, 21-30, 31-40, 41-50, 51-60, Over 60

2. Sex: Male TFemale

3. Marital Status: Married, Never Married, Divorced, Separated,

Widowed

4. Education: Under 12 yrs, HS, 13-15 yrs, College Degree,
Work toward Masters, Masters Degree,
Work toward Ph.D., Ph.D. Degree
Vocational-Technical-Business Certificate

b. Briefly outline your professional career prior to assumption of
your present position.
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T ‘ APPENDIX H
: . '
QUESTIONNAIRE FOR BOARD OF DIRECTORS
3 L, - ’ TOLEDO COURT DIAGNOSTIC AND TREATMENT GCENTER
‘ F o 1. Please describe any role you played in the creation of the Court Diagnostic
] o and Treatment Center.
‘ I
i Cog
»
“‘ ‘3:
: L

2. Why did you choose or consent to be affiliated with the Court Diagnostic
and Treatment Center as a Board Member?

i
g
B
5
:

(.
i
{




3. How do you define the major goals or purposeé of the Center? . , 6. If you could make -any changes in any aspect of the Center's philosophy,
T structure, or operations, what would they be?
4. Generally speaking, how well do ycu think the Center is doing in achieving
its goals or purposes? — .
i ’ .
Pautha g’f'—
[ .
r_-g._
"“;‘\1
- e — i
S
i
5. What do you see as the major strengths and weaknesses of the Center? T T 7. In its future development, would you like to see the Center become more
: state-oriented or more deeply-rooted in the local community?
First, strengths:
What about weaknesses:

TP T

2oz T
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8. Do you have any other comments that would aid us in our analisis of the
Court Diagnostic and Treatment Center?

94
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APPENDIX I

Remarks at Ohio Seminar for Porensic Psychiatry

February 8, 1974 ‘Ruby I. Comptun
) ) ) 1

"New Approaches to Incompetency to Stand Trial"

I. Background Information on Mental Health Law Project
and Legislative Guide Project

The Mental Health Law Project began as an intecgral

part of the Center for Law § Social Policy, one of the
first public interest law firms. In 1972, the Pxo;ecg
was organized as a separate entity to £ill the obvious
need for the involvement of lawyers and mental health
professionals in improving the plight of the mentally
handicapped. The Project activities include test case
litigation, an education program and some limited back-
up assistance. The litigation has included the important

cases of Wyatt v. Stickney (Alabama -- Right to Treatment)

and Mills v, Board of Educaticn (D.C. -- Right to Education)
which were begun as Center cases and continued by Project
attérneys after January 1972, Other important cases

include Kaimowitz v. Department of Mental Health (Michigan --

Psychosurgery), Souder v, Brennan (D.C. -- Right to

Compensation for Institution Maintaining Labox), Morales v,

Turman (Texas -- Right to Treatment for Juveniles), and

Donaldson v. O'Connoxr (Florida -- Right to Treatment/

Compensation for Confinement without Treatment).

In addition to its own litigation activities, the Project

provides interested lawyers around the country with

specialized back-up assistance by disseminating materials
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and providing expert advice,

The Project is also keenly interested in developing
a mental health bar. To facilitate this goal, the Project,
in conjunction with the Center for Law § Social Policy,
conducts a clinical education program for second and third
year law students from selected law schools throughout
the country. There are five or six participating schools.,
It is anticipﬁted that these students who have received
training with the Project will continue to be involved in
the mental health ficid after law school.

As paxrt of its public education program, the Project
has produced a consumer handhook entitled '"Basic Rights of
the Mentally Handicapped." Also, Project staff participated
in the planning and presentation of a conference on the
legal rights of the mentally retarded sponsored by the
President's Committeec on Mental Retardation and have
recently completed co-sponsoring a series of feour .Practising
llaw Institute Seminars on Legal Rights of the Mentally
Handicapped,

The Mental Health Legislative Guide Project (partially

owned subsidiary of the Mental Health Law Project) is being
conducted by the Mental Health Law Project under a cost-
sharing con*tract with the National Institute of Mental Health,
As is obvious to everyone here, therc is and has been a
serious need for the reconsideration and revision of state
mental health legislation to reflect the changes and advances
in the medical and behavioral sceiences, patients! rights

Litigation and new goncepts for administering and financing
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mental health care. The Guide project was initiated to

£i1: this need. The Guide is not intended to be an all-
scope. The Guide will, in seiected areas, set forth model
acts such as a model commitment act, suppoxted by extensive
commentary, and in other areas such as financing, the Guide
will, in treatise form, analyze problems and issues and present
the best feasible approaches. Our goal is to present
workable legislative approaches in a format usefll fo stato
legislatures and other agéncies interested in drafting and
proposing new legislation in this field.
I, The Legisiative Guide Perspective of the Ohiec Statutes
Next, I have been asked to present the Legislative Guide's

"perspe~tive!" of the Ohio statutes, First of all, I will

list what I consider serious short comings in all three

sections and then describe in more detail our legislative
suggestions for a more enlightened approach to the issues.
A. Incompetency -- Section 2945.3%8 falls far shoxrt of
the precise language necessavry to protect the rights of
defendant's whose competen-y is in issue.
1. First of all, the statute does not definc the
word '"sane'" mnox does it provide a clear standard for a finding
of competency. The Ohio cases indicated that the basic
Dusky standard is applied, but this standard should be stated
in the statute in the place of the inappropriate term "sanity."
2. Secondly, upon a finding of "insanity" or

incompetency the statute requircs automatic commitment to a

state hospital.
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[a] There is no provision for treatment

in a less restrictive facility or on an outpatient basis

and,

[b] There is no provision requiring an
individualized treatment plan nor;

[c] is there any requirement that the treatmenﬁ
facility have the resources to provide the defendant with
the particular trecatment recommended.

3. Also, there is no durational limitation on
confinement pursuant to a finding of incompetency. Under
this statute defendants could be confined indefinitely in

conflict with the recent Supreme Court decision in

Jackson v, Indiana.

4. Likewise, there is no provision for periodic
judicial review of the necessity of the defendant's
continued confinement.

5. And, lastly, this section of the code should

provide for, what some authors have termed '"partial postponement."

Defense counsel should be able to make pre-trial motions,
the fair disposition of which can be made without the
participation of  the defendant,

B, Effect of Verdict of Not Guilty by Reason of
Insanity -- Section 2945.39

1. 0Obviously, the presumption that the defendant's

insanity continues if he is found not guilty by reason of
insanity is without factual basis and is factually irrelevant to
the general guestion whether those acquitted by recason of

insanity are dangerous and in mneed of treatment.

98

o

e

¥
&

: JERR [N PR,

]

i

k4
&

. b

EZ

o4

‘=
4
P

u

2. In support of that presumption, the statute
inappropriately provides for mandatory commitment upon a
finding of not guilty by reason of insanity.

3. As in the incompetency section, this section
mandates automatic commitment to a hospital rather than
providing for treatment in alternative facilities.

4. The release procedures are too restrictive:
Release procedures should be no more burdensome than those

~

applied to civilly committed patients.. )

5. The provision for annual review by the %OSPital
superintendent is insufficient. Review should be by the
court and at leaét every ninety days if not more frequently.

C. Expeft Witnesses in Insanity Cases -- Section 2945.40

1. First of all, this section should include a
means whereby the defendant can challeﬁge the court or the
prosecution's request for a mental exam. If he feels he
is compefent to stand trial and was not inéane at the time
of the alleged criminal offense, he may not want to be
subjected to the burden and embarrassment of a mental
examinatién.

2. Again, the statute provides for automatic
confinement for the mental examination and does mot allow
for out-patient examinations or use of screening tests to
prevent unnecessary institutionalization.

3. If the defendant for good reascn mustvbe
confined for examination, it should be for a very short
period, certainly no longer than § days. Thirty days

confinement for a pre-trial examination is much too long.
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% 4., In accordance, the statute should make . problems simply because the issue of incompetency to stand

~

§ clear that the defendant is entitled to pre-trial release - trial is far more frequeutly raised than the insanity defense
} if he is otherwise eligible even though he has been ordered , {{' (less than 1% of all felony dispositions -- Matthews). It
é to undergo a mental examination. ' o affects thousands of persons who are committed each year to

5. The defendants Fifth Amendment rights against mental institutions for study and for treatment, but has

; self-incrimination are totally ignored in the statute. received much, much less attention from legal scholars
? 6. Also, the statute is unclear as to whether !!!f- and forensic psychiatry.
‘ examiners can make conclusory statements in their report inli I will briefly discuss seven different key aspects of
or at the hearing. The examiners, of course, should be %*:gu the proceedings fhat we feel need particular attention:
limited to medical and behavioral observations and the need n [A] pre-trial release, [B] use of a screening test, W[C] out-
for treatment, ‘ ié patient.examinations, [D] the examinexr's report to the court,
7. The language is unclear as to what "qualified !!Iw- [E] the defendant's Fifth Amendment rights, [F] maximum

i
i

physicj_ans” are other than specialists in mental discases., treatment pel‘iOdS, and [G} diSpOSitiOﬂ of permanently incompetent

It should more specifically state who is qualified to conduct defendants.

a mental examination. A. Pre-Trial Release

8. Finally, eventhough the experts are purportedly 1) A majority of jurisdictions today deny bail

"impartial," the defendant should have the right to an and other forms of release when a pretrial mental exam is

independent medical expert at the expense of the state. ordered and revoke bail when mental exam is ordered after

Studies show that dubBing an expert "impartial'" causes release,
judges and juries to abdicate their fact-finding responsibilities 2) These practices are inconsistent with the
to that expert. The issues,aré socio-legal and slould be constitutional and statutory rights of the accused.
decided within the advérsary context. 3) The Eighth Amendment and Due Process Clause

II1I.Suggested New Approaches read together permit the fixing of bail only upon standards

Next, I hope to, at a minimum, superficially introduce relevant to the purposes. of assuring the presence of the

defendant at subsequent proceedings. Forty states and the

some new approaches to the issues concerning the mentally ill

b %, g T T b 5
g y= ; ) |
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in the criminal process and in so doing will point out that federal government provide for release based on this standard.

the statutes' shortcomings ave in fact that. I dintend to ~4) The practice of denying relecase would be justifiecd

devote a disproportionate amount of my time on incompetcncy

only if there were a reasonable basis in experience for the
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automatic denial of release for all who are schgduled
for an examination.

5) But, there is no such factual basis for
suggesting that those for whom an examination is ordered
are, as a class, more likely to flee or fail to appear
thaﬁ others., |

6) The different standard reflected in courtroom
practice, therefore confliqts with the Eighth Amendment
prohibition on excessibe bail, the due process right to a
bail hearing and the several state statutes.

7) Mention Marcey v. Harris -- statutory grounds,

Bail Reform Act. The Court of Appeals for the District
of Columbia held that a mental exam order is not sufficient
basis for denial of bail or other form of pretrial releases.
400 F.2d 772 (1968).

8) Also, to apply additional hardships on those
suspected of mental impairment seems contrary to enlightened,
humane values. They should be permitted to maintain
supportive relationships in the‘community while they await
trial as well as other defendants.

B. Screening Test

1) We do not proposc to have the requisite knowledge
and understanding necessary to dictate what form the screening
testvshould take, but from our research, we havc concluded that
an accurate screening test is appropriate to the fair and
prompt disposition or treatment of those defendant's whose
mental competence to stand trial is in doubt.

2) Dr. Lipsett,who worked with the Harvard Medical
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School's‘Lgboratory of Community Psychiatry as they
developed a Cémpeiency Screening Test and Competency
Assessment Instrument, is better qualified to discuss the
substantive context of such devices.

3) However, we do feel that the screening test
is one useful and appropriate alternative to the unnecessary
institutionalization and extraordinary expense of
observational commitment for clearly competent defendants,

[a] Defendents are usually scnt great

distances to state maximum security hospitals for ih—patient

pre-trial mental examinations.

[b] Some statutes provide for confinement for
such pre-trial examinations for up to 90 days. The Ohio
statute limits this observational confinement to 30 days,
but that length of time is also unnecessary.

[c] In addition, an extremely high percentage
are feound competent and returned to court, (only 6/501 in
Massachusetts not returned in 1971).

[d] So, for the majority of these defendant's,
the 90 or even 30 day confinement has been an unnecessary
restriction on their personal liberty.

[e] Administration of the screening test by
qualified examiners, preferably a Forensic Psychiatric Office
should remedy this by cnab'ing the clearly competent defendant
to return to court, As a practical matter, this can occur
within a few hours after the issue is raised.

The procedure in the District of Columbia

Superior Courts is illustrative: If the issue of incompetency
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is raised before or during the trial, the defendant is

taken downstairs from the courtroom where the Forensic - .

Psychiatric Office has a Field Unit. He is examinéd on-the-
spot and either returned to court (2/3 of those tested) as
competent -- or sent to the main office of the Forensic
Psychiatry Office oﬁ St., Elizabeth's for a'more extensive

examination. So, for 2/3 of the cases where the issue 1is

raised, the proceedings are interrupted for a short period of

time.

e B

C. Out-Patient Examinations

With or without the aid of the screening test,
pre-trial mental examinations should be conductea on an out-
patient basis whenever possible.

As the least restrictive alternative for evaluating
competency, outpatient examindtions pose the fewest due
process problems and should be required and presumed
appropriate unless it can be convincingly demonstrated to
the court that such a procedure would be ineffective in an
individual case. |

Long periods of confinement are unnecessary for
a medically thorough mental examination. 'Adequate diagnostic
procedures can be completed very quickly if the state devotes
sufficient personnel to the task. Even in the absence of
sufficient personnel, patients typically spend the 90-day
observational confinement period as any other patient and
are examined for at most 1 or 2 hours. This extrecwmely short
interview, as well as the adequately staffed interview, of

course, could take place on au outpatient basis, eliminating
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the need for prolonged confinement.

The counter argument is that institutionalization
provides the opportunity for prolonged periods of obscervation.
Observing patients on a daily bLasis in an institutional

environment, however, does not for the most part enlighten

‘the cxaminer as to the defendant's competency to stand trial.

The defendant needs a rational and factual understanding
of the proceedings against him, and he needs to be able to

aid in his defense by rationally consulting with his lawyer,

These matters generally cannot be determined by observation

of the defendant performing unrelated tasks, or none at all,
in the institution.

Another reason put forward for state hospital
examinations is that they permit a mentally-111 person to
receive care and treatment proﬁptly'if it is needed. This
consideration is clearly irrelevant. The accused has neither
sought nor been committed for treatment at this stage. If
the examination shows incompetence, the accused will promptly
be ordered to undergo treatment. In fact procedures which
leadgy to a speedy resolution of the competency issue would
lead to more prompt treatment than the accused would be
likely to receive during a 1engthy observational period.

D. The Examiner's Report to the Court

Upon completion of a mental examination oxdered by
the court the examiner should make a detailed report to the
court which includes a statement as to the nature and cxtent of
the examination; a diagnosis and prognosis; a statement

specifying and explaining the nature and extent of any
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deficiency in or impairment of the defendant's ability

to understand the proceedings or to consult ratioﬁally

with counsel; a statement indicating whether the accused -
is in need of immediate treatﬁent and if he needs treatment,

how likely and to what extent he is likely to overcome | ;
any of the specified deficiencies or impairments within 90

rictive setting would be for

(3
L

days and what the least res
the effective provision of that treatment.

In every case in which such a report is made, the
court should make an independent judicial determination on
the &ssue of competency to stand trial. Such determination
may be based upoﬁ the examiner's report and other evidence
introduced at the hearing.

At the present time, most state couris improperly
rely upon the psychiatrists' opinion on the legal issue of
competence and fail to obtain detaiied information upon which
to base an independent resolution of the question. Typically

the examining psychiatrist or physician submits a form

report in which he concludes whether the accused is competent
or incompetent to stand trial. Competency is not an
absolute. characteristic but a matter of degree and its
determination involves balancing the realities and
uncertainties in each case for each individual as well as
the facts of the particular trial situation.

Courts should request and insist upon factual reports
and make their own decisions on the ultimate legal issue
of competence.

An examination.report such as the one proposecd would
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help ensure the usefulness of mental examination reports
and testim;ny in pre-trial situations. Not only would the
detailed factual information be more useful, but the
examiner should be a more can&id and helpful witness
if he has not been required to take a position on the
ultimate legal issue.

E. The Defendant's Fifth Amendment Rights

At the time of an order for a mental examination
and before the examination begins, tﬁe defendant shbuld be
advised by the court that he may not be punished }or refusal
to cooperate with his examiners. The court should also advise
him fully in opeﬁ court of the privileged nature of any
statements he makes during the course of the examination
and of theé consequences of any failure to cooperate
(inadmissability of his own witnesses' testimony). The
defendant should be represented by éounsel before any
examination is conducted,

Defendants who miss appointments because they are
physically ill or simply forgetful ox» defendants. who have
difficulty communicating and answering questions because
of language, sociological or fear-oriented barriers should
not be tagged as failing to cooperate,

Any statement made by the accused in the course
of pretrial mental examination or treatment should not he
admissible in evidence against him in any criminal
proceeding or civil commitment action on any issue. Any

statement made by the accuscd in the course of mental

examination or treatment relating to the crime charged ox
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any other criminal act should not be made available by

the examiner to any other person without the informed,

_written consent of the accused.

F. Maximum Treatment Pericd
In an overwhelming majority of jurisdictions

(41/50 Rock § Brakel, 1971), defendants found incompetent
to stand trial are automatically committed typically to
maximum security state hospitals for the criminally insane.
Commitment is almost always for an indefinite periodlwith
release conditioned solely upon attainment of competence.
This lack of a durational limitation for commitment is
accompanied by a‘lack of treatment,

Howevexr, in light of Jackson v. Indiana,

incompeteficy commitments can no longer be automatic and
indefinite but must be reasonable, temporary and effective
i.e., treatment provided in rehabilitating the defendant to
competency. To meet the constitutional standard of
reasonableness however the duration of treatment must be
based on treatment realities. From the medical viewpoint,
(several authors and experienced forensic psychiatrists)
short term confinement for treatment to réstore competency
is adequate.

Based on the Jackson mandate [Jackson cite did not
prescribe arbitrary time limits] and the treatment realities,
we rccommend [1] that the incompetent defendant, if
diagnosed as treatable, should undergo treatment in accordance
with an individunlized treatment plan; [2] that such

trcatment be provided in the least restrictive setting in
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which such treatment ispractical, [3] that treatment in

an institutio& nof be ordered extept in specified limited
cases, [4] that the director of the training facility should
report to the court every 30 days the status of the accused,
the treatment which has been provided and the future
treatment planned, and [5] that the order for treatment
should not exceed 90 days with a possible extension upon a
showing of geod cause for an additional 30 days.

Confinement for grther lengths.of time may have some
treatment justification, but in a large number of ca;es,
treatment can be provided within 90 days. Next I will
briefly discuss possible disposition of those individuals
who cannot be restored to competency within 90 or 120 days.

G. Proceeding to Trial

Norvell Morris of the University of Chicago Law
School and Bo Burt of the University of Michigan Law School
have collaborated on an article, 40 U. Chi. L. Rev. 66 (1973);
with the misleading title of "A Proposal for the Abolition of
the incompetency Plea." Actually, the article does not call
for an abolition of the plea, but instead xecommends a
system for the disposition of permanently incompetent
defendants. The system contemplated, although not in finalized
form, is worth introducing here. Basically, for permanently
incompetent defendants the proposal recommends that the
state should dismiss the charges or proceed to a trial which
would be governed, where necessary by procedures designed
to safeguard against an unfair trial by compensating for the

incompetent defendant's paiticulur trial disabilities.
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Specifically, the court should where needgd:

1) Order pretrial disclosure of evidence that
would materially assist the defendant in overcoming his
disabilities.

2) Demand from the prosccution a higher burden
of proof than would obtain in an ordinary criminal case
with respect to issues on which the defendant is likely to
be prevented 6r hampered by his disability fxrom effective
rebuttal,

3) Instruct the jury that in weighing the evidence
against the defendant, that it should take into account,
in the defendant's favor, the disabilities under which he
went to trial, including the inappropriateness of his
demeanor . ’
7 h “(._(;‘J’/ﬁ.f‘v_},/p_,‘ ~t

4) Adopt any other procedures as it deenms

necessary.
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