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:tHE ASSESSMENT OF DANGEROUS BEHAV lOUR: TWO NEW SCALES I) 

D. Slomen, C.D.Webster, B.T. Butler, F.A.S. Jensen~ G. M. Turrall, 

J. Pepper, M. Penfol d, D.S. Sepejak, L. Loftus, D. Byers, T. Chapeskie, 

R.J. Mahabir, M. Schlager, K. Beckett, M. Ronald, A. Shinkoda, 

A. McDonald, R. Glasberg, M. Jackson, R. Allgood, R. Harman, K. 

Keeling, C. Taylor, M. Murray, D. Farquharson, I. Lawson, 

L. Hermanstyne and L,. Bendall. 

I You can I t poss i b ly gi ve yourself away more than you I ve done 
already, my dear fellow. Why, youlre in a. rage ••• 1 

(Porfiry to Raskolnikov, p.365). 

I By thi s time he was almost runni ng up and down the room, 
moving his fat little legs more and more rapidly, his eyes 
fixed on the ground, with his right hand behind his back and 
with his left hand performing all sorts of extraordinary. 
gestures which were singularly out of keeping with his 
words I. . (Descri pti on of P orfi ry du ri ng an 'i nterv i ew' with 
Raskolnikov, p.353). 

'He sat pale and motionless, still peering into Porfiry's 
face with the same intense concentratio~' (Description of 
Raskolnikov during 'interview ' with, Porfiry, p.355). 

'He'll turn pale, as though on purpose, as though in mere 
play; but unfortunately, he'll turn pale too naturally, too 
much like the real thing, and again he arouses suspicion'. 
(Porfiry discussing 'human nature I with Raskolnikov, p.357). 

. 
IYour lip's twitching again, just as it did before, Porfiry 
murmured almost with sympathy I • (p.468). 

The quotations above from Dostoyevsky IS Crime and Puni shment fi rst 

published in 1866(1) come from the scenes in whi ch Raskolni kov the 

student is in discussion with Porfiry the Examining Magistrate. 

~l though Raskol nikov has murdered an 01 d 1 ady, there ;s actually no 

strong evidence against him (Iyou have no facts', p.365) and Porfiry 

'has in.this case nothir:tg but h;is method of observation ('this blasted 

psychology I , p.464). For present purposes, these -dramatic quotations 

(1) Page references are to the Penguin Edition: Middlesex, 1951. 
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are of interest simply because they suggest how, during interview, the 

examiner comes to form conclusions a.t least partly on the basis of 

change in VOice, quality, body posture, facial 'tics', and so on. 

It might be argued that what is appropriate by way of method for an 
, . 

examining magistrate (concerned as he is with determining guilt) is 

not at 'all appropriate for an examining doctor interested as he is' in 

the individual IS state of mind and mental health). By citing these 

lines we do not infer that mental health professionals perform a role 
" 

similar to Court,officials. Yet the fact is that such workers must 

become more than usually ski 11 ed in the art of observati on. (1) And we 

do not have to look beyond standard texts of psychi atry (c f., Freed

man, Kaplan and Sadock, 1975) to, find out that the skill'ed clinician 

is the one who has an liability to recognize unconsciously determined 

nonverbal clues" (Hollander and Wells, 1975, p.77S). These authors 

remind us that the psychiatrist has much to guide him or her during 

the first meeting. As the patient enters the room there is his gait 

to be s'tudied (since unsteadyness may point to diffuse brain disease, 

chorea, spinocerebellar degeneration, etc.), once he is seated there 

is his grooming to be analysed (since lack of attention to dress and 

appearance may indicate emotional difficulties), and after he is set

tled there is posture to be dealt with (Since, for example, a stooped, 

flexed 'posture with few automatic movements could suggest Parkinson ' s 

disea.se or diffuse hemispheric diSease). Almost 'by second naturel 

(1) A g~od case can, though, be made for Crime and Punishment being 
an lmportant source for students of the mentally disordered 
offender. Whether or not Raskolnikov was mad before during and 
af~er the offence was of interest to Raskolnikov ~imself' his 
frlend (Razumikhin), and his doctor (Zossimov). ' , 
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100
" at the patient in order to obtain clues as 

the p~ychiatrist will ~ 

to general health. It C
ould be, for example, that looseness of 

1 Skin colour and hair 
clothing may indicate recent weight oss. 

condition are often important in thesa analyses. 

the initial meeting has to listen carefully to 
The psych; atri st duri ng 

his patient. If speech is 
. n to difslow it may be due to depress10 , 

If the voice is slow 
fuse brain disease, or perhaps to other factors. 

·b·l·t of hypothyroidism. Easy 
and low pitched there could be a poss, , , y 

And it may be that even 
tiring of speech could suggest neurasthenia. 

Suggest aphasia and the possibility of a 
a few mispronunciations may 

lesion in the dominant hemisphere. 
Vagueness of speech might bring to 

. kinds of psychological 
mind organiC brain dysfunction or var,ous 

disorder. 

t nd this catalogue. The psychiatrist 
There is no need, here to ex e 

to 1 i sten carefully, and ; ndeed . 

sources of information to guide him. 
psychiatrist has many 

narrow the possibilit,ies, and, if appropriate, 
experience he learns to 

to formulate a diagnosis. 

. t t the prediction of 
In regard to our particular problem of 1n eres , 

future dangerous behaviour in fo~ensic psychiatric patients, the 

even more complex than that of formi~g a 
psychiatri'st faces a task 
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diagnostic opinion. Here the c'iinician does not have an International 

Classification of Diseases (ICDA-8 or 9) or a Diagnostic and Statis

tica.1 Manual (DSM-2 or 3) to gui de him. Despi te the fact that in the 

literature he is frequently criticised for .hi~ tendency to over

predict dangerous behaviour (eg., Dershowitz, 1969; Kozol, Boucher and. 

Garofalo, 1972), the local Court-expects him to be able to offer 

informal opinion in these matte~s. This is of course particularly so 

in cases where the patient's mental stability is in doubt. 

In the present project we follow Shah in his recent assertion that: 

"We don't know which cl inicians are good predictors. And even worse, 

the good predictors don't know that they are good predictors ••• Some 

clinicians seem to attend, to very subtle cues", and with respect to the' 

~rediction of dangerous behaviour we too would like to think that: 

"Surely it can be done to some degree, though with seriou's limitations 

and with great difficulty" (see Webster, 1978, unpublished). 

Our group of colleague clinicians has taken the view that a new 

scheme, based on inter-disciplinary study, needs to be devised iii .. 
order to assess dangerous behaviour in the clinic. This pape.r aims to 

accomplish three tasks: (1), to make available a set of definitions 

forged from our various group meetings within the Brief Assessment 

Unit (BAU) at METFORS; (2), to describe in outline 'how those defini

tions were used by members of the B.A.U. staff in the course of a set 
, . 

number of routine group interViews; (3), to offer some comments about 

what the clinicians themselves thought of the scheme following a pro

tracted peri od of use; and (4), to suggest how in the future we shall 

attempt to verify the rating scheme more fully and more formally. 
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I. A SCHEME FOR CLASSIFYING TYPES OF DANGEROUS BEHAVIOUR 

As mentioned above, we have developed a rating scheme for the predic-

tion of dangerou~ behaviour. The scheme was constructed by group 

effort and then used as the basis of a researcb project over a four 

month period within the daily routine of a forensic psychiatric asses

sment unit. In order to 'familiarize the reader with the clinical 

setting in}z6~whi'ch the rating scheme was introduced, a brief descrip-
/ 

tion of the assessment service will precede discussion of the scheme's 

development and present form. 

A. Clinical Setting 

The Brief Assessment Unit (BAU) of the Metropolitan Toronto Forensic 

Service (METFORS) functions primarily to assist the court decisions 

about an accused person's fitness to stand trial. As well, the B.A.U. 

offers ,opinion, when appropri.ate, about the individual' s general state 

of mental health, his prospects for benefitting from treatment, his 

likelihood of being dangerous to himself or others in the future,(l) 

and other matters related. An interdisciplinary team of clinicians 

interviews up to four patients daily.' Interviews are carried out in 

the morning and the patients usually undergo some psychological 

testing duri ng the afternoon. Very often timeJ imi tati o,ns pressure 

the clinical team into working quickly(2). This pressure is felt most 

acutely by the main interviewer who must prepare a wri tten report of 

(2 ) 

It shoul d be noted that the reports to the Court do not' convey 
information about dangerousness as a matter of routine. 

The reader wi 11 of course recogni ze that the team can sugges t to 
the Court that the individual be remanded for closer analysis as 
an inpatient over some 30 days. 
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the assessment for the Court. The report accompanies the patient back 

to the detention centre at the end of the day. Interview, discussion 

and testing must proceed as efficiently as possible in order to 

accomoda te an .often heavy case-load wi thi n the sin gl e- day time 

period'. 

B. Development of the present rating scheme 

On the surface it is fairly easy to devise a rating scheme to cover 

dangerous behaviour. (1) There have in fact been a few previous at

tempts to develop such a system (see, for example, Marcus and Conway, 

1969; Kozol, 1972). Yet it is in fact a very difficult task. It is 

hard for B group of clinici'ans and researchers to reach agreement 

about the dimensioniof so-called dangerous behaviour (for example, it 

can be, argued that the industrialist who knowingly pollutes water 

sources possesses a greater potential for dangerousness to others than 

the typical armed robber). It is qlso the case that what one cl ini

ci an or researcher may mean by a gi ven term in more-or-l ess everyday 

use may not at all correspond to his colleague's view (and even when 

they assume, themsel ves to be in accord, protracted di scussi on frequen

tly reveals striking differences in meaning). The problem of meaning 

is, of course, compounded when the clinician group is drawn from a 

variety of disciplines, each based on different theoretical assump

tions about the nature of man. And there is too the problem of 

(1) We too have found it simple enough when it is a matter of one 
clinician and one researcher working together on the basisof a 
closely shared111terest and study of a part; cul ar part of the 
literature (See Dacre and Webster, 1978, unpublished). 
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finding sources of motivation sufficiently strong to keep a group of 

colleagues at work on the tedious task of discussing definitions 

(since some at least will quite naturally see the exercise as of 

marginal interest to them and be under pressure to spend their time in 

other ways). 

In our work within the B.A.U. we had to find ways of dealing with 

these difficulties. Agreement was reached in August 1978 that we 

would meet weekiy in order to establish a set of workable definitions(!) 

and that we would test our ideas as we went along. Over the next 

several weeks many such meetings were held. Some went very well. 

Agreement about terms was reached quickly. Some went 'poorly. The 

meetings ~nded with no conclusions and, worse, the distinct feeling 

that agreements reached on previous occasions were worthless. In 

general we were finally successful in produci ng a scheme whi ch met 

most of the crit~ria outlined in a previ~us report (see Webster, 

Butler, Jensen and Turrall, 1978, unpublished) that is, we had a 

system which had a set of defined terms, which was neither too complex 

nor too simple"which allowed the rater to indicate the strength of 

his or her opinion, and which did not appreciably disrupt the ordinary 

daily routine of the clinic. 

One of the strengths of the present system, or so,we,would like to 

argue, is that it permits the clinician to indicate the extent to 

which he is confident of his judgment. In our earlier not~s (see 

Websterl~t al, 1978, unpublished) we make it clear that, just possibly 

(I) It should be noted that during some of these meetings we consi
dered the ideas of Megargee (1976) and Scott (1977). 
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clinicians may predict. better when they are confide,nt of th~iir 
I 

judgment. (1) ,Another st:rength of the present system, or so w~ th i ok , 

is that it contains a fairly large number of terms. We suggest that, 

given the appropriatefollow:..up data, it may be possible to show that 

we can predict some kinds of dangerousness quite well and others more 

poorly. That is, we were inno way attempting to produce what 

Schiffer (1978) refers to as a "sanity meter"(2) when he rightly cites 

in a disparaging way the efforts of previous investigators, (eg., 
. , 

Marcus and Conway, 1969) to arrive at a simpl e c.verall 'dangerousness 

score' • 

C.The Rating System 

'In ord~r to gain a full appreciation of the amount of information 

collect~d during a brief as~essment, the reader would have to petuse a 

set of forms used by clinicians in all of the various disciplines. 

(1) Of course, the opposite finding would be of great interest as 
well. 

(2) Schiffer (1978) is here referring to a notion put forward by the 
science fiction writer, Sheckley and following Dershowitz (1973), 
cites the following passage from his book Pilgrimage to Earth 
(Bantam, 1957): 

"T~emeter, installed in all public places, regi
stered from zero to ten. A person scoring up to 
three was considerecl normal; one scoring between 
four and seven, while within the tolerance limit, 
was advised to undergo therapy; one scoring be
tween eight and ten was required to register with 
the authorities as highly dangerous and to bring 
his rating below seven within a specified proba
tion period; anyone failing this probationary 
requirement, or anyone passing the red line above 
ten, was required either to undergo immediate 
surgical alteration or to submit himself to the 
academy - a mysterious institution from which no 
one returned." 
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For the 'sake of simpl icity , however, we show a copy of the form used 

by pjsychiatrists, attached as Appendix A. Though psychologists, 

nurses and social workers offer opinions within their particular areas 

of ~ompetence, the forms are the same wi th respect to (i), general 

reco,mmendations, and (iil, the dangerousness sCheme. An additional 

more: highly speCial ized rating scheme used with some, but not all, of 

the ~linicians is described in a third sub~sectiun of this part of the 

report. 

(i) General Recommendations 

In related research we have found it very valuable to have clinicians 

record in standard form their impres~ions regarding the patient's 

fitnE~,ss to stand trial, need for treatment and so on (see Menzies et 

!L, 1978, unpublished, where we show how demographic variables 

i nteY'act wjth th~se opi'ni on vari abl es) • Categories used in previous 

research, as well as in the present venture, are described below. 

1. Fit to be granted bail at present - The specific criteria to be 

considered are dangerousness, risk o,f elopement and ri'sk of 

committing further offences while in the community. The sorts of 

qLl,esti ons to be addressed are: 

(A) Will the patient elope if released at present and fail to 

_ appear in Court? 

(B) 

(C) 

Will the patient re-offend if released at present? 

Will the patient pose an immediate danger to himself or 

others if released at-present? 
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2. Fit to stand trial at present - The issues to be dealt with here 

are whether or not the patient is capable of appreciating the 

nature ~f~his charges, of understanding ,basic courtroom procee

dings and of advi si ng counsel. Th i s category is addressed when 

the ass~;~,sment;is during the'pre-trial stage (i.e., in over 90 

percent of cases). 

3. Fit to receive sent~pce at present - For our purposes, this cate

gory address~ synonymous issues to that of "fi t for tri alII and is 

relevant only in the small number of pre-sentence assessments. 

4. Patient mentally disordered at present - The patient is considered 

, mentally disordered if a psychiatric classification can be assig

ned under ICDA: 9 with the important exceptions of personality 

disorders, drug and alcohol addiction and s~xual deviation. 

5. Certifiable at Present - This,is to be seen'as a gross index of 

the sever-ity of the pati ent l s mental condi ti on. The questi on to 

be considered here is, IIIf this individual were in the community, 

would he fulfill the certificationctiteria of the Provincial 

Mental Health Act (assuming he was unwilling to enter the hospital 

voluntarily)?" 

6. Inpatient hospi'tal treatment needed now - Here the issue is one of 

determining whether or not the patient is mentally ill to the 

point of requiring inpatient hospital treatment. Is therapy 

and/or medication in such need that they must be admintstered in a 

psychiatric facility? 

7. Further analysis of patient needed now - This category refers to 

the\~egal and medical questions that must be answered from the 

l,.", 
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assessment of th~ patient (i.e., fitness for trial, potential for 

re-offending, etc~). If these questions cannot be answered 

adequately through a brief assessment, then a recom~endation for a 

thirty-day remand will probably be warranted and this is what. the 

clinician will indicate. 

8. Outpatient care required - Usually an affirmative response under 

this category would apply in the case of a patient who would 

benefit from psychiatric treatment on an outpatient basis. 

9. Locked Hospital/Incarceration required - A locked hospital (i .e., 

a secure hospital specializing in the treatment of mentally 

disordered offenders) is differentiated from simple inpatient 

hospitaliza~ion in that some definite form of restraint and direct 

supervision is seen a.s necessary. Incarceration refers to deten

tion in a prison, reformatory, or detention centre. In the pre-

sent rating scheme· the cl i ni ci an was asked to i ndi cate ei ther 

locked hospi ta 1 .2.!:.. i ncarcerati on by ci rcl i ng the appropri ate term.' 

10. Cooperation in treatment likely in future - Under this category 

the Clill1ician considers the patie . .nt' s ability to recognize a 
, .~ 

problem and his motivation 'and abil itt to engage actively in a 

treatment programme. 

(ii.) The Scheme for Rating Dangerous Behaviour 

The following categories deal with the issue of dangerous behaviour 

more directly and are based on the notion that personality, 

s ituati ona 1 and addi ti ona 1 factors interact to produce dan·gerous 

fDehavi our. Response al ternatives span across a sel!~::"poi nt scal e of 
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"Extremely Low", "Quite Low", "Fairly Low", "Medium", "Fairly High", 

'~Quite High" and "Extremely High". The choices of "Not Applicable" 

and "Don't Know" are inciuded for use where appropriate. 

(a) PERSONALITY FACTORS: 

1. Passive Aggressive - This refers to covert or latent hostility. 

2. 

The patient may be observed as sullen, petulant, resistant to 

questioning or negativistic. 

Hostility - Unlike the previous category, this term refers to an 

overt and m~re direct form of resistance, antagonism and oppo

sition. It also represents a pervasive and relatively enduring 

attitude or posture. 

3. Anger - The behavioural component of hostility is reflected in 

thi s category and is transi tory or si tuati on-specifi c ra ther than 

enduring. This involves assess~ent of the patient's potential for 

translating hostil.ity into aggressive acts. 

4. Rage - This possesses the same characteristics as anger, but 

irvolves a major loss of control. A patient may be rated high on 
, 

this factor where a pathological condition such as catatonic rage 

reaction is seen as a potential development. 

5. Emotionality - This category is meant to indicate the patient's 

ability to control the expression of his current emotional state. 

Th~ und~~controlled patient, therefore, may be tearful or 

hysterical while the overcontrol led patient may appear as very 

tense, rigid and guarded with respect to his true feelings. 
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6. GU'il t - This refers;.;imply to the pr.esence of any regret or 

discomfort over past actions. 

7. Capacity for Empathy - This category is designed to reflect the 

degree to which the patient is able to recognize the effect of his 

actions on others. It is a measure of his capacity for partici

pating in the feelings of another individual. 

8. Capacity for Change - The presence of situational factors which 

may facilitate or inhibit the patient's ability to modify certain 

behaviours is considered, along with the patient's degree of 

insight and motivation for,change. 

9. Self Perception as Dangerous - The patient ' s description of and 

comments on his own behaviour and personality are used in making 

this rating. The patjent perceives hi~se1f as dangerous if he 

admits ta an explosive temper, to losing control at times and 

acting "crazy". The patient may also see himself as- needing 

external controls in order to prevent him from harming others or 

himself. 

10. Control over Actions - Consi der.ilti on .; s gi ven as to whether the 

patient typically acts in an impul sive, as opposed to a premedi

tated fashion. Generally, control over one's actions is the 

. . t the results of on'e l s behaviour and to act ability to antlclpa e 

accordi ngly • 

11. Tolerance - This is an estimate of the degree of frustration and 

stress the patient is capable of withstanding before he will act 

in an aggresslve manner. . "Tol~_rancell ,·s a category distinct from 

IIControl ll in that a person may respond aggressively to relatively 

o 
D 
D 

n 
'0 
n 
D 
D 
n 
D 
o 
u 
u 
o 
o 
D 
U 
u 
°1,,!:i, :,' .( 

,I ,~ 

}/ ~ 

,; ---"-'~"",~"'..e-... : .. ~'tr.;:;;:.::rt~~:.~.::r;:\~:;::M;f~":t~~~~'.~";r-"",~~ 1i;.. 

,- / 

I 
I 
I 
I 
I 
I 
,J 

J 
I 
I 
I 
I i ' 

I 
I 
I 
I 
I 
I 
I 

- 14 -

small amounts of frustration (i.e., low tolerance) while choosing 

his specif.ic response in a very controlled and decisive manner 

(i.e., high co~tro1 over actions).' The arsonist who carefully and 

methodically plans the demise of someone who is guilty of nothing 

more than verbal insults is an example of a person with low 

tolerance and high control over actions. 

(b) SITUATIONAL FACTORS: 

12. Environmental Stress - The death of a relative, or friend, a 

change or los,S of employm~nt, residential relocation, peer group 

pressure to engage in antisocial behaviour, an alcoholic parent or 

spouse, and separation from a spouse are examples of possible 

enVironmental factors. which may exert psychological, social or 

economic pressure on the patient. 

- 13. Envifonmental Support, - This refers to the presence of beneficial : 

Supports in the patient's environment which may act to deter him 

. from acting in a dangerous manner. Examples of supports include 

stable persona~ relationships, steady employment orsch~oling, and 

the presence of hobbies, sports or outside interests. 

(c) ADDITIONAL FACTORS: 

14. Dangerousness Increased under Alcohol - This rating is included to 

give some indication of the extent to which drinking contributes 

to the patient's potential for dangerousness. It should be noted 

that this category is not meant to reflect the level of alcohol 
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consumptiolri per 'se, but rather the facilitative effect of a1 coho1 

in productng dangerous behaviour. 

15. Dangerousness Increased under Drugs - Except that the focus is on 

drugs rather than alcohol, the same definition holds for this 

category as for that of the above. 

The next three categories are designed to reflect the rater's confi

dence in the interview with regard to obtaining sufficient and 

accurate i nformati on. The rati ngs made under these categori es ai m to 

give an idea of the degree of certainty underlying all btherratings 

made on a particular patient. 

16. Is the individual man.ipu1ative duringihe interview? - This is an 

estimate oJ the degree to which the patient is atte,mpting to 

influence the clinicians' opinion of him. 'A middle rating on this 

scale would reflect an appropriate level of manipulation, since it 

is assumea to be only' natural for patients to try and make "a good 

impression" during an assessment. Manipulation is thought to be 

excessive, however, when the pa ti ent is apparently i nsi dious 1y 

projecting an overly positive image of himself in order to alter 

the clinicians' perceptions of him. 

17. Did the individual provide accurate information? - While this 

category may i ndi cate decepti on on the pati ent' s part, memory 
. 

impairment and physical or mental disorders would also playa role 

in the provision of accurate information. 
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18. Did you receive sufficient information to make an accurate assess

ment? - It should be noted that "assessment" is defined here with 

respect to personality and socia1backSround information. As 
" such, 'a rater may feel confident with respect to the accuracy of 

the assessment, even though he has indicated that further analysis 

i s necessary in order to address spec ifi c 1 ega 1 issues. 

GLOBAL RATINGS OF DANGEROUSNESS: 

19. Self at Present: 

20. Se1 f ; n Future: 

21. Others at Present: 

22. Others in Future: 

The above categories are meant to be used as general estimates of the 

patient's ha~mfu1 be~aviourwith respect to target and time. In , 
defining "present", consideration should be giv,en to the patient's 

general social environment (i .e., support system, peer group 

pressures, etc.) and should not ~e limited to his present state of 

i ncarcerati on. 

Explanatory Comments: 

23. This section is deSigned to allow for the recording of specific 

and important details not already reflected by the preceding ratings • 

After choosi ng a summary statement wi th regard to dangerousness, 

raters are expected to give specific reasons for and qualifications 
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about their choice.· The following considerations would be appropriate 

to this section of the scheme: 

(a) any particular target for 'the patie,nt's violence, e.g., father, 

authority figures, total strangers; 

(b) probable changes in the patient's immediate environment, e.g., 

impending desertion by spouse; 

(c) interaction between factors, e.g., the effect of drug use on the 

patient's control over his actions; 

(d) the way in which a particular mental disorder contributes to the ,. 

likelihood of dangerou~ behaviour, e.g., its effect on judgement 

or tolerance. 

24. Individual's 'Strengths .:. This final category is included in order 

that positi ve aspects of the pati ent may be noted. It was an 

a ttempt to bri ng to 1; ght such assets as i ntel 1 i gence, a se n se 0 f 

humour or the ability to sustain beneficial relationships. 

(U;)The Detailed Interpersonal Analysis of Behaviour Rating Scheme 

It was decided that some type of scheme should be developed in order 

to isolate, examine and rate the various mainly nonverbal behaviours 

of patients,with the pur~ose in mind of analysing these data along 

with those from the dangerousness rating scheme. Since this scheme is 

of secondary importance its use in the present project was restricted 

to the social worker, the nurse, and two external raters. A copy of 
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the instrument is attached as Appendix B. Since the data were collec

ted from the present project minor revisions have been subsequently 

made and are footnoted in the' 'scheme's . presentation where. appropriate. 

The essential I-,i dea here was to try to pi n down some of the cues used 

by assessors a\; they begin and maintairi their relationship with the 

patient during an interview. We have described elsewhere the kinds of 

cues apparently used by interviewers in forming judgments (see Webster 

et al, 1978, unpublished). But the quotations from Crime and Punish

~ given at the very outset of this paper should serv~ to indicate 

to the reader what we have in m,·nd. P f' , or lry s extraordin·ary gestures 

which were singularly out of keeping with his words could be taken as 

a description of unusual ~synchrony". Raskolnikov's II • • peen n9 1 nto 

Porfi ry' s face" mi ght be seen as' atypi ca 1 eye contact. 

The scheme was ori gi nally devi sed for the use of raters observi nQ a . -
patient being interviewed by .a'single clinician (and is now being 

tested in this way through use of videotapep interviews). In the 

present project ratings were global judgments reflecting the 

interaction of the patient with both. the main interviewer and other 

team cl inicians •. 

1. Greeting Behaviour - It is the initial greeting behaviour that is 

of concern here. Behaviours to keep in mind when making this 

rating are appropri atesmi 1 ing, the offeri n9 or acceptance of a 

handshake and making eye contact. 
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2. Grooming/Appearance - Taking into consideration the conditions 

imposed by a custodial setting, this category is meant to indicate 

the patient's neatness of appearance wi~hrespect to fastening of 

clothes, combing of hair and general cleanliness. 

3. Eye Contact (Appropriateness) - This simply refers to the patient 

making adequate and sufficient eye contact with the clinician with 

whom he is talking •. If the main interview were to glance downwat'd 

while making notes, it might not be considered inappropriate for 

the patient to make eye contact with another clinician. 

4. Eje Contact (Duration) - This is self-explanatory. One patient 

may never make eye contactw,ith the appropriate clinician while 

another pati ent at the opposi te extreme may stz.."'e constantly. 

5. Affect 1 - Under this category of appropri ateness of affect we 

are looking for the congruence between the confent of verbal i-

zati ons and the emoti ons expl"essed. Neutral events may produce a 

severe affective outburst in the patient, while situations which 

are usually viewed as emotionally charged do not intensify the 

patient's emotional expression. At times, a patient's affect in 

general appears some,what bizarre and, therefore, inappropriate to 

the interview setting (e.g., the blunting of affect seen in some 

schizophrenics). N,ote that a certain degree of interpretation on 

the part of the ratm"T may be neces,sary for thi s category. That 
" <I':: 

is, wellfounded anxiety or embarrassment may be responsible for a 

seemingly inappropriate affect in some instances. 

6(a) Posturing - This category does not refer to posturing in the 

traditional, clinical sense. The present definition is more 

1. This category has been subdivided into three separate categories: 
Range of Affect, Intensi ty of Affect and General Appropri ateness 
of Affect. 
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encompassing and ef t r ers 0 any excess i ve or exaggerated body 

movements or postures. Examples of a great deal of posturing 

include: (i) rising from the chair and pacing; (ii) rigidity and 

inflexibility of the body or parts of the body; (iii) fixed and 

deliberate movement such as repetitive swinging of an arm or leg 

in a wide arc. 

6(b) Activity Level - This is a self-expl,anatory t ca egory which may 

7. 

range from almost no perceptible movement to a great deal of 

physical agitation 9n the part of the patient. 

Agreeability - Under this heading the rater offers a, subjective 

indication of how likeable the patient is to him or her. 

8. Verbal Responses 2 - Several factors should be considered when 

making this rating. It is meant to reflect coherence of .ideas , 

9. 

2. 

relevance of respo~ses to questions asked, any evidence of 

digressions, and finally the approprlateness d,f length and timing 

of verbal responses. 

Extent to which the Patient Controlled the Interview - Control on 

the part of the patient may be external,' f any of th f 11 . e : 0 OWl ng 
behaviours are evident: 

'(a) excessive verbalizations even though the interviewer is 

making an effort to interject; 

(b) refusal to talk; 

(c) choosing the order of topics to be discussed and the issues 

to be addressed; 

(d) selection of specific clinicians with whom the patient 

consents to interact; 

Thi~ category has been subdivided into a number of separate cate
gorles: ~espon~e Delay, Response Length, Volume Rate, Presence of 
S~eech Dlsruptl0ns, Relevance, Cohesiveness, Degree of Articu1a
tl0ns, Con~reteness • 
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(e) threatened or actual acting-out behavior which may resul~ in 

a necessary modi'fication of the usual interview procedure. 

10. Pace of the Intervi~w - Th i s rati ng shoul d rep-resent the speed ~~~~~~~~~--,-

wi th whi ch i nformat.; on and ideas are exchanged between the pati ent 

and the cliniciahs. Usually an observer may formulate a 

subjective impressi on wi th respect to pace, affected by hi sown 

interest in the interview, as well as the particular speech 

characteristics of a clinician or patient. 

11. Tensi on - Ofte:n observer's will note the presence of ten s i on when 

there is an €:lement of unpredictability about the patient. The 

patient may.hav.e a hi story of acti ng out or may have been di s

ruptive in .the Holding Area prior to the interview. Patients who 

are parti cul arly host,i 12 imd verbally abusi ve may al so contri bute 

to a strained atmosphere'ln the interview room. 

12. Rapport -' Here the i nteni; is simply to gauge how well the pa ti ent 

and clinicians are communicating with each other. A sense of 

mutual respect, coopera~:i on and trust woul d indicate good rapport. 

13. Interactional Synchrony,- This is a measure of the way in which 

the body Jllovements of oille person coincide with, relate to, or are 

affected by those of another person (including that person's 

speech). It is an index of harmony of movement. Assessing 

interactional synchron)~, however, may prove to b~ very difficult 

for several reasons si !lce: (a) body movements between persons 
;, 

i 
occllr very rapidly and, :;withoiJt slow motion data, it is hard to 

, 

determine relationships among sets of movements occurring 

simultaneously betwe.en persons~ (b) during a face to face 
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interview, movements are constrained by physical circumstances 

(e.g., having to sit). Nevertheless, since it is very rare fo.r 

there to be little interactional synchrony, results should be 

possible with careful observation. 
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II. IMPLEMENTATION OF THE PRESENT SCHEME 

FOR RATING DANGEROUS BEHAVIOUR 

By mid-January of 1979 we were,as a group,in sufficient agreement 

that we could distribute to the staff a typed set of del~initions and 

put the scheme into effect. As mentioned previously, we were anxious 

to disrupt the clinical routine as little as possible.1 Filling in an 

assessment form for each patient was no novelty for the clinicians 

since each member of the team had been doing this since the inception 

of the brief assessment programme exactly 'one year previously. In 

each case these forms had asked f6r an opinion regarding potential for 

dangerous behaviour. What was new was the stipulation that the form 

be completed immediately after the patient left the room and before 

discussion was begun.2 This aspect of the procedure was monitored by 

one of us (D.S.). Also new was the introduction of two temporary 

staff members (external raters) who simply observed the group 

1. In actual fact the matter was more complex than this. It was not 
so much a matter of interfering with, the routine of the clinic but 
with its development. Over time some of the psychiatric staff had 
handed over to other team members the responsibility for acting as 
primary interviewer. From a research pOint o.f view it was,how
ever, necessary to try to keep the overall procedur~ reasonably 
simple. Analysis of data based on a dozen or so interviewers 
would have been quite difficult. As it is we had six (four 
psychiatrists and two resident psychiatrists). Non-psychiatric 
members of the team thus had to relinquish their rolE: as inter~ 
viewer just at a time when it had become accepted. We had not 
fo.r~een this difficulty at the outset but it served to remind' us 
that while research demands consistency of application, clinical 
practice demands innovation and change. However this may be, it 
must be said that the non-psychiatric members of the team accepted 
the dictates of the plan cheerfully and with good grace. 

2. It was also agreed that the clinicians, though having access to 
the patient's file (which contained little actual information 
beyond police reports), would not discuss the case before the 
group intervi ew. 
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interviews (but not the discussion which followed) from behind a 

o,ne-way mirror. These persons completed the stal1dard dangerousness 

assessment as well as the scale designed to measure the more subtle 

aspects of i nteracti on between' pati ent and i ntervi ewer( s) • 

It was further agreed that one day each week the usual clinical rou~ 

tine would be qltered such that the patient would be interviewed by a 

psychiatrist alone (i.e. , " acting without the support of his colleagUes 

in other disciplines). On thes 11° dO °d 111 d' e 1n 1V1 ua ,ays the examining 

psychiatrist declined to avail himself of the police report and other 

background documents until the interview was over and he had completed 

his dangerousness assessment.1 This specific procedure allowed us a 

chance to obtain ,from the, psychiatrist opinion data which would not 

have been influenced by colleagues. 2,3 

During the four and a half month study period an effort was made to 

standardize and extend psychological testing. This part of the 

1. Of course, the psychiatrist was free to see the patient again 
later in the day after he had examined the pertinent documents. 

2. E~en though the team agreed to fill in their forms before discus
s'~n and even though ~e were at pains to 'police ' ourselves in 
thlsoregard! there eXlsts the distinct possibilitj that an unin
tent10nal slgh or cough may exert considerable influence among a 
close-knit group of colleagues. 

3. Of ~our~e'owe recognize that this particul~r procedure, departing 
as 1t d1d ~n two ways from the routine, may eventually yield an 
outc?me Wh1Ch could be hard to interpret (simply because absence 
of flle data and absence of clinician colleagues were confounded). 
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project was coordinated by one of us (G.T.). Wherever at all possible 

patients completed the Minnesota Multiphasic Personality Inventory 

(MMPI). Moreover the psychol og'j st in charge of testi ng offered hi s 

interpretations in the clbsence of the psychiatrist's formulation and 

opinion (i.e., he was blind to the usual sources of information). We 

chose thi s course becaU5,e there is some recent evi dence that the MMP I 

does have at least some ,predictive power with resp~ct to dangerous 

beh'aviour (Megargee and Bohn, 1979). It will now be necessary to 

relate MMPI profiles' to scores from our rating'system (and" 

eventually, both to follow-up data). 
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III. USE OF THE SCHEME IN PRACTICE: COMMENTS FROM THE CLINICAL STAFF 

The dangerousness rating scheme was used daily on the Brief Assessment 

Unit over a four and a half month period. As such, the scheme was 

superimposed on an already operating clinical process. In order to 

establish to what degree, if any, the research requisites of the 

scheme affected or disturbed this process, a questionnaire was admini

stered to all those who too~ part in the dangerousness project,l a 

copy of which is qttached as Appendix C. As 'previously described, the 

scheme was originally constructe~ through joint clinical-research 

endeavou,r and was subjected to tri al runs before forma' commencement 

of the project. We hoped to isolate through the feedback question

naire, however, any areas, of difficulty with regard to category defi

niti.ons,which might only become apparent after the repeated use of the 

scheme within the clinical setting. 

For the most part, the clinicians said that the imposition of the 

dangerousness rati ng scheme affected the cl i ni cal process somewhat 

adversely. Since it was important to the research project that no 

disc~ssion occur just prior to the interview, strategies for ques

tioning could not ba decided upon among team members. As such, the 

type an,d direction of questions posed during the interv1iew may have 

been gui ded more by the requi rements of the rati ng scheme than by 

clinical judgment. In general, the clinicians seemed to be concerned 

that research-imposed restrictions reduced spontaneous diScussion and 

1. For t~e purposes Of ~his pap~r, only the opinions of those raters 
who, ?' rectly part, Cl pated " n the cl i ni cal assessments will be 

if c?ns,dered. The feedback from the external, noncl inical raters 
w,ll not be, alluded to at this time. 
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and that some of the cl inical focus of attention was lost due to a 

preoccupation with the rating scheme forms. 1 

Interestingly enough, the actual presence of external, nonclinical 

raters was not viewed as a problem by most of the clinicians. Two

thirds indicated that the presence of the external raters had either 

no impact or only a slight impact on the clinical process. ThosE' 

clinicians who did voice some form of objection to the presence of 

external raters were concerned with possible added nervousness on the 

part of the patient and the associated difficulty in developing good 

patient-clinician rapport. 

The clinical raters were asked whether or not the rating scheme proved 

inadequate for certain types of patients and almost three-quarters de

scribed patients for whom the scheme was less than satisfactory. On 

the whole, these patients fell into two categories; those who were 

compl etely nonverbal or at leas't resi stant to verbal communi cation and 
(\ 

those who were psychotic. ~ince the rating scheme necessitate~ 

extrapolation even in the case of the relatively communicative and 

reliable patient, . the task would appear to be too demanding when the' 

p~tient talks insuffiently, with dubious accuracy, or in a way which 
r'l 
'\\ 

is; di ffi cul t to'comprehend. 
)/ 

With regard to problems associated with specific category definitions, 

almost one-half of the raters indicated that they were either unsure 

1. Of course, had the clinicians come to the view that the various 
procedures precluded the giving of a fair assessment, there would 
have had to be changes. In the main, our procedures meant that 
the professional staff had to 'grope' somewhat more than usual. 
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about some definitii:ons or real ized they had been incorrectly applyi ng 

some of the categoriies. No common categories or category defi ni tions 

surfaced as problems,. however, and any inconsistencies or confusion 

with regard to definition application may have best been remedied 

through peri odi c reliidi ng of the codi ng manual of defi ni ti ons. 

In terms of gaining suffl·~l·ent . f . 
~ ln ormatlon to make valid ratings, over 

one-half of the clinicians felt there wer,e one or two categories which 

were conSistently not addressed. during interviews, thereby resul ti ng 

in an overall lack of information for those cat~gories. There was no 

agreement, however, as to which categories consistently posed a 

problem in this regard. On the whole, a clear majority of cl inicians 

indicated their satisfact.ion with the defin.ition specifications of 

categories after having used the scheme for several months. 
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IV INTER-RATER, RELIABILITY: PRELIMINARY ANALYSES 

It shoul d be cl ear from the above rather general descri pti on of the 

procedure employed in the study that we shall now have an opportunity 

to test the reliability of the scale t~rough analysis of data from the 
! 

two extern\il coders. Since these two:1 persons sawall 242 cases we 

have ample consistency in our measurement procedure. It is these data 

which, in the main, will be used to establish inter-rater reliabiHty. 

Some analyses of the all important r'eliability data between external .. 
coders, in fact, have al ready been compl eted. These wi 11 be reported 

in proper detail in due course. For the momeht we can say that 17 of 

th~ 23 items described above yielded satisfactory intraclass 

correlations (ICCs) acCOrdingiito the method d~scribed by Winer (1962, 

pp.124~132). The following items proved lIacceptablell in ~hesense 

that ICCs were sufficiently high - Passive Aggression (ICC = 0.64), 

Hostility (Icc = 0.56), Anger (ICC = 0.50), Emotionality (ICC = 0.73), 

Guilt (ICC = 0.75), Capacity for Empathy (IC~= 0.64), Capacity for 
I, 

Change (ICC = 0.63),' Self Perception as Dangerous (ICC = 0.81), 

Environmental Stress (ICC = 0.54), Environmental Support (ICC = 0.73), 

Individual Manipulative (ICC =0.40), Accurate Information (ICC = 

0.67), Dangerous to Self at Present (ICC = 0.83), Dangerous to Self in 

Future (ICC = 0.75), Dangerous to Others in Present (I CC = 0.63), 

Dangerous to Others in Future (ICC = 0.68), and Is/ May Be/'\Is Not 

Dangerous (ICC::: 0.53). The remai'ning seven items were unacceptable. 
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V VALIDATION OF THE SCALE 

In addi ti on to the data from the two external coders we do ha vemany , 

more data on each patient in the form of reports from each of the 

several clinicians. Since not all clinicians sawall patients, ana

lyses of these scores will not be straightforward. Yet since the 

overall number of patients was quite large, and since all the various 

clinicians did in fact assess several patients (though' team compos'i

tion varied day-by-day), we shall have good opportunity to establish 

in a second way the inter-rater reliability of the scale. While, 

without question, low levels of inter- rater reliability among ex

ternal coders would jeopardize the entire scheme (since their academic 

backgrounds were similar and their',responsibilities identical), low 

levels of relia~ility among clinician coders would not necessarily be 

taken as failure. After all, our project is based on the assumption 

that, conceivably, some clinicians are better able to predict future 

dangerous behaviour than others. While we did train the external. 

coders we did not train the clinicians (though, naturally, they will 

have trained themselves to a degree, and did in fact do so in the 

course of constructing the scale). Perhaps the happiest outcome with 

respect to the clinician coders would be some reasonable degree of 

reliability (thus indicating tha~ the definitions were shared to an 

appreciable extent) without that reliability being extremely high 
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(thus ruling out the kinds of individu~l differences which might in 

h consl°dered case-by-case in the light of the future be revealing w en 

follow-up information). 

Assuming for the moment that, at the very least, the external coder 

data show a suffi ci ent deg.ree of correspondence, we can afford to 

consider the all-important question of establishing validity. We want 

to know the extent to which predictions made within the B.A.U. "hold 

12 - 24 months. Of course, there are a ~pll after a 1 apse of some 

number of problems in this kind of research not the least of which is 

/, l' tin some the fact that psychiatric recommendations (based at eas 

cases partly on ~stimated potential for futu're dangerous behaviour) 

t 1 1979). That is, it is influence the Court (see Jackson e a , 

that the Court does not act independently of reasonable to assume 

cll°n'l°cl°ans •. This kind of bias is Simply inherent. judgments formed by 

1 0 0 0 ns make judgments about There is, too, the point that when C lnlCla 

very JOudgments may induce, in subtl e ways, that dangerousness these 

very behavi our.1 

10 s that as researchers we are tryi ng to estim~te the The problem 

1 ikely eventual outcome from Cll nlca o 0 1 JOudgment when part, or perhaps 

o th t even though the psychi a-L We are simply tryi~g t~hrecOg~l~~ang~;ousnessli in his report to 
trist may not mentlon e wor, 'f rm of influence on legal' 
the 0 C?urt, ~here may ~oneth~~~~S c~~t~n~ in the 1 etter, the very 
off1c1als (l.e., base o~ 0 instances C:.1tc) And of course, 
non-m.ention of the term lnhsome hiatrist him;elf discusses the at the end of assess~ent t e psyc 
outcome with the pat1ent. 
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even all, of that very clinical opinion is being passed to the judi

cial system which, in turn, makes the actual decision as to the kinds 

of Possibilities for future dangerous behaviour open to the indivi-. 

dual. And indeed, the issue is further complicated by the fact that 

the judiciary has within its power the opportunity to make many dif

ferent kinds of dispositions. Some individuals will receive outright 

release by being found not-guilty, by having charges dropped, by 

paying fines, etc. Some individuals will also return to their com

munity but under conditions of probation. Some persons will receive 

prison or penitentiary terms. A very few will be sent to special 

secure hospitals because they were unfit to stand trial or found not 

guilty by reason of insanity. 

Thus it is that those thought to be most dangerous by society are 

likely to commit few offence.s during a relatively short follow-up 

peri ad' simply because they have remai ned under lock and key.1 There 

is too the point that in regard to the seriously (certifiably) 

mentally disordered, it is not in fact necessarily the case that they 

will re-engage with the Court-Correctional system (i.e., they may 

Simply be retained in hospital for psychiatric reasons). 

We mention these various complications Simply to remind the reader of 

tha difficulties which inhere in our present venture. It seems that, 

even what on first consideration appears to be a large sample (242) 

1. But of course offences are possible in prison too. These must be 
ascertained in any follow-up stuqy of the kind planned here. 
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may not in fac.t be so.l A"lowing that former pati~nts will settle 

themselves into ane of the several channels outlined above, and 

granting that an appreciabl~ number not only can be traced but will 

agree to participate in a follow-up interview, we may wonder.~~bout the 

number of patients which may be found in each of the various cells. 

Given the state of affairs mentioned above, what might be the best 

research strategy? The data have alreadY'been collected from a sample 

oT 242 patients. We may be well advised to draw upon a sample larger 

than that originally envisioned. Fortunately for us, we have data on 

another 594 patients assessed previous to our study. While the rating 

scheme we have described at present was not in use at the time, pre

dictions on future danger0usness were recorded on a similar type of 

form. To a degree we are guided in our decision to increase the 
\\ 

sampl e si ze by the outcome of a recently-reported study by Cboke 

(1979). Cooke has adopted a view similar to our own when he says: 

"We think we can do better (predict better) than these (previous) 

studies indicate". Cooke's study, based in the U.S.A., was based on 

709 persons sent to forensic centres for competency assessments. As 

in our work, he was at pains to gather background data on his patients 

(age at first conviction, offence history) as well as psychiatric and 

psychol ogi cal opinion about those persons (fitness to stand trial, 

MMP I scores, etc. ) . Al so, clinicians in this study made future 

dangerous{1ess ratings on a 5-.poi nt scale. In recent months Cooke has 

gathered data from Stat~ Police and F .B.I. records. He knows how 

many had f.urther charges duri ng the 7 -year foll ow-up peri od .and, when 

1. We know, forexampl e, that four of the pat; ents are now dead. 
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given, length of sentences. It is~ the case that 51 out of 709 were 

still hospitalized qr i'n prison seven years later. Apparently, 39 

percent of the sample had been released from confinement and had had 

no further charges. A total of 220 had further charges in the 7-year 

follow-up period. The time, from assessment to next minor charge was 

28.2 months, and the time to the next serious charge was 19.3 months. 

One'of the difficulties with Cooke's study, one which we have to 

circumvent, was that 149 entered the mental health stream and were 

lost to h.is follow-up. Cooke's study, unreported in any form at the 

time qur origi~al plans were laid, will be important to us as we 

develop our plans for follow-up research. Even though we do not as 

yet have the details from this study, it has al ready infl uenced us in 

thE! direction of increasing the size of our study. It has al so shown 

us what good data can be obtained from police and other such records. 
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CONCLUDING REMARKS 

Thi s paper aimed to acquai nt the reader wi th the rati ng scheme for 

predicting dangerous behaviour used in the current project at,METFORS. 

We have attempted to outl i ne the development of thi s scheme, into an 

acceptabl e and workabl e format, in addi ti on to presenti ng post- study 

clinical opinion of the scheme and its implementation in the Br!ef 

Assessment Unit. 

The,data collected from both clinical and nonclinical ratings are 

presently being analyzed fo~ the purpose of examining inter-rater 

reliability. This analysis will, in a sense., test the inter.nal con

sistency of the rating scheme, but it will also investigate inter

disciplinary agreement, clinician-noncliniciancomparisons, changes in 

inter-rater rel iability over time, etc. A follow-up pha~e of the 

t " t assessed and rated in the Bri~f project involving all those pa len s 

Assessment Uni t ; s pl anned and wi 11 be a cruci al test of the external 

applicabi~ity of the rating scheme in terms of its predictive value 

for future dangerous behaviour. 
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APPENDfX A: METFORS PSYCHIATRY BRIEF ASSESSMENT SUMMARY SHEET 

PATIENT'S NAME: 
DATE: 

___ :--____ --:::-_--:----:----:_......".._ M. R~ #: 
Sequential or Group Inte-~r~vl~·e-w--r(c~i~r-c~le~)-

__________ If Sequential -" Contamination of bl ind RATER 'cS-;NmlAM:ii-~E ::-------........ ---,-
,condition: Yes[ ] No[ J 

REFERRING COURT: [ JOCM [ ]Scar [ JWill [ ]Etob [ lOth ·REFER.JUDGE: 

CHARGES: 1. 
2. 

Psychiatri~t's 0Sinion 
Fit to be grante bail at present 
Fit to stand tri al at present 
Fit to receive sentence at present 
Patient mentally disordered at present 
Certifiable at present 
Certified at present 
Inpatient hospital treatment needed now 
Further anal ys is of pat i ent needed now . 
Outpat i ent care requi red ' 
Locked Hospital/Incarceration required 

(circle and check) -
Co-operation in treatment likely in fdture 

DANGEROUSNESS: XL QL 
1 2 

Personality Factors: 
1. Passive Aggressive 1 2 
2. Hostility 1 2 
3. Anger 1 2 
.4. Rage 1 2 
5. Emotionality 1 2 

(under-controlled) 
6. Guilt 1 2 
7. Capacity for Empathy 1 2 
8. Capacity for Change 1 2 
9. Self Percept. as Dangerous 1 2 

10. Control over Actions 1 2 
11. Tqlerance 1 2 

Situational Factors: 
12. Environmental Stress 1 2 
13~ Environ. Support 1 2 

Additional Factors: 
14. Dang. increased 

,under Alcohol 1 2 
15. Dang. increased 

under Drugs 1 2 
16. Is indiv. manipulative 

duri ng i ntervi eV/? 1 2 
17. Did individual provide 

accurate information? 1 2 
18. Received sufficient informat. 

to make accurate assess.? 1 2 

FL 
3 

3 
3 
3 
3 
3 

3 
3 
3 
3 
3 
3 

3 
3 

3 

3 

3 

3 

3 

-----
3. 
4. 

NO YES OK NA 
[ ] [ ] [ ] [ ] 
[ ] [ ] [ J [ ] 
[ ] [ ] [ ] [ ] 
[ ] [ ] [ J [ ] 
[ J [ ] [ ] [ ] 
[ J [ ] [ J [ ] 
[ ] [ ] [ ] [ ] 
[ ] [ ] r ] [ ] L. 

[ ] [ ] [ ] [ ] 

[ ] [ ] [ ] [ ] 
[ ] [ ] [ ] [ ] 

M FH QH EH NA OK 
4 5 6 7 

4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 

(over-controlled) 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 
4 5 6 7 NA OK 

4, 5 6 7 NA DK 
4 5 6 7 NA OK 

4 5 6 7 NA OK 

4 5 6 7 NA OK 

4 5 6 7 NA OK 

4 5 6 7 NA OK 

4 5 6 7 NA OK 

••• 2 

,',I 
, , 
, " 
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Global Ratings of Dangerou$ness: 
19. Self at Present 1 
20. Self in Future 1 
21. Others at Present 1 
22. Others in Future 1 

- 2 -

2 
2 
2 
2 

3 
3 
3 
3 

4 
4 
4 
4 

5 
5 
5 
5 

6 
6 
6 
6 

7 
7 
7 
7 

NA 
NA 
NA 
NA 

Explanatory Cormnents: Clrcle the appropriate statement and indicate your 
reasoning in a few short points. 

OK 
OK 
OK 
OK 

23. This individual: 
is dangerous may be dangerous is not dangerous because: 

24. This individual1s strengths are: 

PSYCHIATRIC CLASSIFICATION(S): 

PSYCHIATRIST1S RECOMMENDATIONS: 

( 12/12/78) 

\\ 
'0,. 1. ~~"i-' ,;,... _______________ _ 

2. 
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Coder: 

Patient: 

Inappropriate 1 

Unkempt 1 

Inappropriate 1 

Too little 1 

" Inappropri ate 1 

None 1 

Very Low 1 

Inappropriate 1 

Very Sl ightly 1 

Slo';l 1 

Very Low 1 

Very Little 1 

Very Little. 1 

2 3 456 
1) Greeting Behaviour 

23456 
2) Grooming - Appearance 

Date: 

7 

7 

2 3 4 5' 6 . 7 
3) . Eye Contact 

2 3 4 5 6 7 
4) Eye Contact 

2 34 5 6 7 
5) Affect 

2 3 4 5 6 7 
6) Posturi ng 

2 3 4 5 6 
7) Agreeability 

2 3 4 5 6 
8) Verb~l Responses 

2 3 4 5 6 
9) Extent to which Patient 

Controlled Interview 

23456 
10) Pace of Interview 

23456 
11) Tension - Intervie\'1 

2 3 4 5 6 
12) Rapport - Interview 

2 3 4 5 6 
13) Synchrony 

7 

7 

7 

7 

7 

7 

7 

Duration - Interview: minutes No. of External 

Appropri ate 

Neat 

Appropriate 

Too much 

Appropriate 

Great Deal 

Very Hi gh 

Appropriate 

Completely 

Fast 

Very, hi gh 

Very Much 

Very Much 

Question Period: minutes Questions: 
Noteable Interactions: (Non:routineeg. threatened assault, ass-aU--l-t-,---

actlng-out behaviour) 
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APPENDIX"C:-"-"'---'-"--'-'-"I)angerousness Project--:-~~T;;~i;;--"-= 

Name: ~ __________________ __ U r 
Discipline: ___________ _ 

The Rating Scheme 

J. On a 7-point scale (1 = Extremely low; 2= Quite low; 3 = Fairly low; 
4 = Medium; 5 = Fairly high; 6 = Quite high; 7 = Extremely high) 
please indicate for each of the categories: 

(a) The ease with which you generally made judgements of this factor. 
(b) The amount of extrapolation you generally had to employ to choose a 

rating value for this factor. 
,_J~L. The rel~ttyeimportance you .pl aced .on this f~ctor when assessing 

.. (and describing): an individual IS -potential (or lack of potential) 
. 'for engaging in' dangerous behaviours; .:. ", . 

'd): The frequency with~whiGh this fa~~or was not'(and/or cquld not) 
.. be addressed in the interview situation. 
(e) The consistency with which you applied the standardized (manual) 

definition of this factor. ' . 
(f) An overall IIcomfort ll index reflecting the confidence you have in 

the judgements you made of this factor~ the ease with which such 
judgements were made~ th~ value. you placed on this factor, etc. 

DANGEROUSNESS: • 

Personality Factors' . ,-

ve Aggressi.ve 1. Passi 
.. 2. Hosti lity' 

3. Anger 
4. Rage 
5. Emoti onal; ty 

6. Guilt 
7. Capac ity for Empathy 
8. Capac i ty for Change 
9. Self Percpt. as Dangerous 

10. Contr 01 over Acti o.ns 
11. Toler 

Situationa 
12. Envir 
13. Envir 

Additional 
14. Dang. 

under 
15. Dang. 

under 

anC2 

1 Factors: 
onmental Stress 
on. Support 

Factors: 
increased 
Alcohol 
increased 
Drugs 

16. Is in 
durin 

dive manipulative 
. 17. Did 1 

accur . 18. Recel 
to ma 

Global Rat 
19. Sel f 
20. Self 
21. Other 

g interview? 
ndividual proviae \ 

ate information? 
ved sufficient informat . 
ke accurate assess.? 

ings of Dangerousness: 
at Present 
in Future 
s at Present 
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2. From your experience, whi ch 3 factors (incl uding the global ratings of 
dangerousness and the write-in sections) did you consider most useful in 
providing a profile of a patient's potential for dangerousness? 

l. 
2. 
3. (Rank order) 

3. l~ere there partj cul ar patients for whom the scheme seemed inadequate? 
(Describe briefly) 

4. Were there one or two categories which consistently were not addressed 
in the course of the interview session? (Please name) 
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-6 .. ' . Were there any categories you were -unce'rtain 'about "or for wh i ch you 
.... ~ubsequen~ly realized you had no.~ .employed thestandardizeo, manual

definitions? (Please indicate the name of the category and the 
error made) - , . . 

7. Did any of the categories seem to IIcluster" togeth~r consistently in 
the sense that your rating for one category would lnfluence your 
ratin':g on the -other 'category? (Please name) 
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8. Did you find that the impact of alcohol and drugs could be clearly 
and adequately represented in this framework? 

u r [] 

9. What additions/omissions would you wish to see in a revised scheme 
or alte'rnatively, is there a scheme you would like to proP9se? 

General Questions About the Project 

10. 

11. 

At which stage of the assessment process had you generally completed 
least 2/3 of the ratings? 

First half of the interview 0 
Last half of the interview r=J 
Just prior to the discussion 

period r=:J 
How confident typi cally are you about your abi 1 i ty to predict 
dJngerousness? (Using 7-point scale) 

To sel f l I 
To others I I 

at 

12. 
Did the imposed scheme adversely or advantageously affect the clinical 
decision-making process? (Elaborat~ briefly) 
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13.· ·Did the·presence of research observers have: . (a) no impact (b) some [-], 
.. impact - not serious (c) definite impact.:. more formal or. , (d) definite 

.... , ;': - .~mpact - .. :·~j~,!raction .. Qn .. 1;.ne .c1inicaJ .process?: .. .0-.- ..... _,. 
~. . . .. - ~ - . ~. - ... -. ~ .•. ... - - . ., . "!; . 0 

'14 •. Any aCfdit.ional commertts and/or: suggestions you' wisn' to mak-e.· 
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