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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 wj,th ou~ 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 ReEort. 

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 operatj,ons of the Toledo unit; the clients served; their fol1ow
up statuses; and the cost-effectiveness of s~rvices rendered. 

A brief supplemental report "1i11 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. 

HEA:fms 

i 

Program rOrlhc St udy orC'rime and Delinquency 1.114 Kinl1carRoad C<llumbu~. Ohio 43212 I'bnl1~ (614) 422·9150 
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AN EVALUA'rION OF THE 
TOLEDO COURT DIAGNOSTIC AND TREAT~NT CENTER: 

AN ~XPERIMENT 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 manage~ent 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 Ohio 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 
Baze10n announced the Durham Rule in the United 
States Court of Appeals f~ .• , the District of Colum
bia, which was closely foliowed by the American 
Law Institute Model Penal Code test in 1.962. 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 ""holly unchanged, critical analysis 
of their deUni.tion and use has recently emerged. 
A good deal of criticism has been directed toward 
many issues ranging from the misuse of crimina.l 
incompetency proceedingg 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 tor bibliograph:L
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 existence 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 indE",terminatr.! commitment to in
stitutions for the criminallY'-insane incumbent 
upon cOllviction under sexual psychopath laws. 
(See Appendix A. 3 for bibLiographical lis tings re: 
sexual psychopathy.) 

2. The emergence in the 1960s of a strong in
terdisciplinary emphasis in the social and behav-
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ioral sciences. Psychologists, sociologists, so
cial workeJ:s, and others have since been stressing 
the importance of crossing over into one another's 
fielld in both "pure" theorizing and "applied" re
search and fieldwork. Especially visible in the 
literature is the conceptualization of both crimi
nality and mental i1lnes,s under the rubric of de
vilance"" Students of deviance have been devoting 
a great deal of attention to ident!Lfying common
alitiefJ and differences among the variou.s "devi
ance definition and management systems", especially 
the mlmtal health and criminal j tlstice systems. 
These latter two systems interface in the arena of 
fCIrensic psychiatry, and thus it is not too sur
pl:ifJing 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 practiqes of the mental health and criminal 
justice sytems are frequently contradictory. (See 
Appendix A.4 for bibliographical listings re: de
viance. ) 

3. The pr.ogressive movememt of the criminal 
justice system away from a punitive apprQach and 
toward a rehabilitative orientation. A two'-sided 
coin is now evident: on the one hand, efforts have 
bl~en directed toward "decriminalizing" and IImedi
cl~lizing" various forms of deviant behavior (in
cluding drug and alcoh(\l 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 pxoposal 
for a two-part "trial" system in which guilt or 
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 
"dangerousness" and 'lprobabjJ.ity of repeating" 
should be the state's main barometers in defining 
and managing deviants. Disenchantment with the re
sults of previous corrective a/1d curative e.fforcs, 
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 oE 
attention from intrapsychic to behavioral variables 
in large part gained momentum with recent court de
cisi(lns guaranteeing the "right to treatment ll

• 

(Gee Appendix A.5 for bibliographj,cal listings xe: 
d:;mgerousness . ) 

5. The crystallization in the 1960s of a deep 
disenchantment with institutionalization as a dev:i.
ance management technique, and the subsequent e3-
pousal of community-based services as a viable al
ternative. The community mental health movement has 
been the vanguard of short-term intensive care hos
pitalization and only as a last reso'rt 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 



profeasionals the most significant development of 
all) is the recent emergence of court clinics' or 
forensic psychIatric centers. In various sectors 
of the nation, clinical services have been designed 
to me.et the mental health evaluatj.ve and treatment 
needs of t.:he criminal jusl.:ice system, from pretrial 
thro~gh presentence to probation and parole. While 
such programs germinated aE early as 1909 , they 
have only become wj.despread in the last few decades. 
'£he 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
chiatrist, 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 
ludic-ator of developments between 1966 and the pre
sent ~S the fact that, by 1974, the State of Mass~
chusetts alone had 30 cour: clinics in operation. 

The Ohio Experience' 

In line with national trends, the Ohio Depart
ment of Mental Health and Retardation, division of 
Forensic Psychiatry, has recently inaugurated a 
prog'ram of forensic psychiatric centers. In Febru
ary, of 197/" centers have been opened in Akron, 
Cincinnati, Columbus, Dayton, Hamilton, Springfield, 
and Toledo. 1ike their counterparts across the na
tion, Ohio's forensic psychiatric centers have been 
designed to ease many of the problems in the articu
lation of mental health and criminal justice sys
tems discussed above. More specifically, it is 
ant::ic:i.pated. that the forensic psychiatric centers 
will: 

L supplement the evaluative and treatment 
se'!;vices of Lima State Hospital (LSH); 

2. improve the quality of eva1uatiorLs and 
treatment conducted at LSH by virtue of 
lighten:l.ng its case10ad; 

3. provide evaluations to the court in a 
shorter period of time than required by 
1SII; 

4. provide more thorough and comprehensive 
evaluation reports than can be provided 
by 1sn by vil-tue of greater accessibi
lity to offenders' families, friends, 
employers, and other social agencies; 

.5. prevent the negative impact upon the 
o.f.fel~der and his family of institution
alization at 1SH; 

6. prevent the need to reintegrate offenders 
released ,from institutional care; 
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7. 

8. 

9. 

10. 

11. 

negate the costs incumbent upon institu
tionalization at ~SH; 

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; 

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

provide evaluations, recommendations, and 
outpatient trea ':ment for probation and pa
role departments. 

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. identify 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 mentai1y disordered offender. 

The Evaluation of Ohio's 
Forensic Psychiatric Centers 

The Ohio Divi~ion of Forensic Psychiatry has 
contracted with the Ohio State University Progr.am 
for the Study of Crir,1e and Delinquency to evaluate 
the Toledo, Dayton (and thus also the Springf.le1d) 
Forensic Psychiatric Centers. The Program for the 
Study of Crime and Delinquency has agreed to: 

1. develop a computer-based rec~rd keeping 
system allowing direct transfer to data 
cards and statistical analysis 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
tivene'3s, 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 1SH and from other 
community-based centers in order to deter
mine relative effectiveness of these pro
grams. 

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

5. provide lias on to the Ohio Si.:!te University 
Federation of Faculty in order to assist 
development of the commlmity~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 d~ve10ped a computer
based data collection instrUl1lent 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 meetings 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 reeetings 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 ~nc! 
Delinquency had contributed its basic input and 
withdrew from the larger effort to proceed with 
what appeared to 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 
Crimr~ and Delinquency contributed to that effort as 
long as it did in the belief shared with other mem-
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bers o.E the group than an inordinate amount of sub
jective confusion can be prevented and extremely 
valuable data generated by an obj ective instrument 
painstakingly constructed with a judicious eye to
ward all relevant input, and whi.ch is also valid 
and reliable statistically. 

The instrument finally employed in data collec
tion at Toledo is reproduced in its entirety in 
Appendix C. Its purpose was to gather basic :Lnfm:'
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. ~rhese data \;rere 
gathered from the files' of the CD'rC 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 hau at 
least two contacts with the Center and whos'e case 
had been terminated by December of 1973 (N = 433). 
In addition and for comparative purposes, a similar 
instrument was developed for gathering data fro111 
the files of 1SH. (See Appendix D). These data 
were gathered on a 50% sample of first admission 
referrals from the same area served by the CnTC 
(Lucas and Wood Counties) to 1SH 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 officers, respec
tively (see Appendices E, F, and G). The CDTC stafJ: 
schedule gathered information on length of employ
ment at the Center; distribution of times devoted 
to administration, evaluations and recommendations, 
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 strengt.hs and 
weaknesses of the Center, and so on. Ti1e schedules 
used with judges and probation officers focllsed 
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 fout' 'probation officers 
(the latter two 'groups represeIiting Toledo Munici
pal and 1ucas County Courts and Probation OffIces). 
The questionnaire version of the schedule was mai1eu 
to all but two of the remaining Center staff mem
bers and to every other Municipal and Co~non Pleas 

. judge and probation officer in 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 member, and per
ceptions of the Center's goals and performance (see 
Appendix H). 
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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. 

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 ~o 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 full 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 especially 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 
fou'c 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 FC'rensic Psychiatry since the beginning 
of the current fiscal year, anc all of these re
lated either directly or indirectly to the Foren
sic PRychiatric 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 
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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 60% - 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 51% is from AJD, 23% 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 thro\.!,gh pr.Jper evaluation and treatment of 
the adult offendLr; 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 servicee 
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 i.ndicated, from 77 cases pro
cessed in the last six months of 1971 to a total of 
491 in 1973. In 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 869J 

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 

less evaluation time on the average than a criminal 
justice system referral, ~hey 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 
f,l;ld 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 

d ./ f ' an 5~ rom outlying areas in Lucas County and from 
Wood County, the latter reportedly representing very 
few cases. 

The CDTC staff has grown from the Executive 
Director, one psychiatric consultant, one psycho
logist, one psychological consultant, one social 
worker, one 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, on.e psychiatric consultant, two 
psychologists, two social workers, and one reharyi
litation counselor) and obtained mailed question
naires from thre~ others (the other psychiatric 
consultant, one of the other two psychologists, 
and the other full-time social wor.ker), 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 v10rk consul
tant's questionnnaire was misaddressed by the Pro
gram for the Study of Crime and Delinquency team 
and th.e 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 Grime and Delinquency 
obtained information ranged from five mo~ths to 
~wo and one-half years (t.he maximum possible) of 
1nservice 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 
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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 admin.is
tration, evaluation, 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 t~ 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 dut~es of the Director 
and the administrative assistant are deleted fronl 
these figures, the time investments for the remain
der of the professional staff ~re 64.4% time in 
evaluation, 13.9% in ereatment, 10.8% in adminis
tration, 9.4% in staff training, and 1.4% in re
search. Staff training is quite logicall) engaged 
in by those with higher professional qualifications 
and/ or greater experience and is directed to-,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 fr.om Municipal, Common Pleas, 
and Federal Courts, and defi.nes 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 Sprjug of 1973, 
the Director of the CDTC stated the following pri
orities of the Center: 

"1. 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 potential for 
increasingly assaultive or anti-social 
behavior. Identif~.cation of this type ' 
of client is currently accomplished by 
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broad circulation to all Court per
sonnel of the following cr:Lteria -

'Special attention will be: given 
those clients whose offeniles re
flect any or all of the fr:lllowing: 
(a) Crimes against people, where 

actual or threatened bodily 
injury occurs. 

(b) Offenses which manif'Bst an 
increasing progressi,on of 
severity, e.g. from shop
lifting to burglary to as
sault. 

(c) 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. "' 

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 history compilations, and psychometric 
testing. The latter includes assessments of intel
lectual function1ng (WAIS), personality tests (Ror
schach, MMPI/CPI , TAT, DAP, Rotter), measures of 
neurological l!ysfunctioning (Bender-Gestalt, 
Graham-Kendall, Halstead, Wescher Memory), and vo
cational tesffi (Edwards). Treatment provided at 
the Cetter includes individual psychotherapy, mar
ital cu<.lnseling, and various group therapies, in
cluding a couples/sex offender group, Jl group for 
severely 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 
1:11e local workhouse. The Center states as one of 
its objectives: "To complete all evaluations 
w:I.l:hin 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 
given client jos primarily the responsibility of 
one team member, every case has both an initial 
and :E:l.nal "staffing", at which time all team mem
bers discuss the case and arrive at a group deci
Sion re: evaluation, treatment and recommendation. 
One of the Center's objectives reads, in part: 
"1'0 increase the active participation and infor
mational input of probation officers in the eval
Llation and treatment process by • . • inviting and 
enctltiJ;aging their regular attendance at final staff 
meeCings involving their respective clients." 

Hased on the conclusions of the final staffing, 
a anal report is compiled and forwarded to the re
ferral agent. This report summarizes the CDTC's 
evaluation and includes any recommendations 
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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 cOP,tacted. The 
probation officers questioned averaged 4.1 years as 
probation officers in 'l: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 Delinquency team 
an accurate understanding of the goals and purposes 
of the Center, CDTC staff indicated some disen
chantment in this regard. Ilhen 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) fhe 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 CDTC 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 
~~d 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. 

Caseloads 

The Clients an~ Their Movement 
Through the System: 

fomparisons of the CDTC and LSH 

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 011 

every CJS client. refer,red 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).4 As Table 
III (see p.lO ) indicates, the PSCD-CDTC sample 
of 433 represents 85% of the 1971 CJS cases, 82% 
of 1972, and 41% of 1973. 5 The mi.l;lsing cases in 
1971 and 1972 are clients who had only one contact 
with the CDTC (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 50% 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 \olho 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 CDTC. Likewise, approximately 28 
were admitted to LSH during the first two-and-one
half years of the Center's operation. The sample 
of 95 ~ontained 26 cases admitted in 1968; it is 
therefo!?- likely that 52 total cases were received 
in 1968. If 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 CDTC 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 CDTC 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 indivi
duals who would previously have received no foren~ 
sic psychiatric services at all. 

It is interesting to note further that only 
nine cases or 9% of the LSH sample of 95 were 
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referred from Wood County. By the same token, Wood 
County referrals constituted only 3% (11 of 428) of 
the CDrC sample. Five of the nine Wood County-LSH 
cases were referred in. tht.' 2 1/2 years prior to the 
opening of the CDTC and thuc in the 2 1/2 year 
period after. Thus it is c10ar that Wood County re
duced its first admission ref\~rrals to LSH by 40% 
since the CDTC opened, and has referred more new 
cases to the Center in 2 1/2 years than it did to 
LSH in six years. While this is a finding of im
port, denoting greater confidence in the CDTC than 
in LSH on the part of Wood County courts, of greater 
significance is the fact that Wood County courts 
make very few referrals to either agency. 

Demographic Characteristics 

Table IV (see p.ll ) summarizes the demographic 
characteristics of the CDTC and LSH clients. ~bles 
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 their greatest represen
tation in the age bracket 21-30 (CDTC = 46%, LSH = 
41%), their second greatest ',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 (CDTC = 
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 44% 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" m<>,-;:-ital 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 
rega.rd to education, 52% of the CDTC sample has not 
completed high school, compared to 77% of the LSH 
group. Correlatively, 29% of the CDTC 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)oth the CDTC 
and LSH is a young, white, unmarried w~le, 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 
and Hental Health Systems 

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



TABLE IV 

Demographic Characteristics of CDTC and LSH Samples 
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TABLE V 

Juvenile Record for COTC and LSH Samples 

Yes No 
% "N' % N 

COTe 25 (109) 75 (325) 
LSH 56 (53) 44 (42) 
Total (162) (367) 

TABLE VI 

Prior Arrests For COTC and LSH Samples 

Total CollaEsed 

COTC LSH Total COTC LSH 

% N % N % N 9,: 
0 N % N 

Sexual 13 (45) 14 (15) 13 (60) 20 (43) 23 (15) 

Nonsexual Pers. 13 (45) 12 (12) 12 (57) 16 (36) 17 (11) 

Property 29 (101) 40 (43) 31 (144) 32 (71) 47 (30) 

Drug 17 (61) 3 (3) 14 (64) 9 (20) 2 (1) 

Public Order 17 (61) 15 (16) 17 (77) 14 (31) 5 (3) 

Other 12 (41) 17 (18) 13 (59) 9 (19) 6 (4) 

Total (354) (107) (461) (220) (64 ) 
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Total 

% N 

2Q (58) 

17 (47) 

36 (101) 

7 (21) 

12 (34) 

8 (23) 

(284) 

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 CD~C group 
has at least one prior arrest as an adult;6 Table 
VI (see p. '1]) depicts prior arrests for both sam
ples by crime category. A total of 220 clients 
withi~ 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 prior 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 
co"gnizant of the fact that definitions of relative 

~ seriousness are at best value judgements and at 
'\i'orst arbitrary. But it is necessary nevertheless sss 
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
lativ~ adjustment, while sometimes far from sophis
ticated, at least identify some gradations between 
categorical auccess and categorical failure, and 
thus enable some assessment of the relative impact 
of amelio·rative 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. sex\l<ll 
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 en 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. 
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Returning to the discussion of prior arrests 
within the COTC 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. 
CDTC's priQr offenders. Corre,latively, the latter 
group is more highly represented in the drug, pub
lic order, and "other ll categories. The modal cate
gory of prior arrests ill both groups is 1?roperty 
offenses, followed by n.onsexual personal and sexual 
offenses, respectively. 

Comparing the colb,psed datu with the total 
data reveals that the LSH sample still has a highel: 
percentage in the top three categories than does 
the CDTC sample (66% to 55%), but while the LSH per
cent representation declines 21%, Toledo's declines 
only 13%. While the modal category for both groups 
remains property offenses, second and third place 
shift to less serious offenS·es. And finally, the 
CDTC sample moves ahead of LSH in nonsexual perso
nal offenses, comes within one percent of LSH in 
sexual offenses, and takes an even greater lead 
than before in drug offenses. In summa.ry, the LS11 
sample consistently exhibits a mor.e serious prior 
arrest record overall, though the total data e:x:er~ 

cises an equalizing effect over the collapsed dllta. 

Data were also gathered on prior incarcerations 
in the CJS. Twenty-two percent of the CDTC 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 iu
dicates that the modal category in both samplp-s is 
misdemeanor incarcerations. 'rhe LSH sample, how
ever, has a larger percentage of prior felony incar
cerations than does the COTC sample (38% to 23%). 

Table VIII (see p.14 ) summarizes the data on 
histories of involvement in the mental health sys
tem for both samples. A rank order.ing of serious
ness was again imposed on the data to facilitate 
further analysis, and proceeds from most seriolls 1:0 
least serious as follows: 

1. inpatient, institution for mentally dis-
ordered offenders 

2. inpatient, civil mental institution 
3. outpatient 
4. unclassifiab1e 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 fi~ures as 
the basis .ror comparison since they correspond 'to 
the "one prior per person" characteristic of the 
LSH uncollapsed data. 

Thirty-four percent of the CDTC sample (~ ~ 148) 
has a mental health history of at least one series 
of treatments, compared to only 25% of the LSH sam
ple (~ '" 2t,). But 96% (all but one) of the latter 
group fall into the inpatient category and none fall 
into the outpatient categ01;Y. Toledo, on the other 
hand, has 34% of its clients with mental health 



'rABLE VII 

Prior Illc<l:!'cerations for Cf)Te antl LSI! Samples 

crne LSI! Total 

o. N 96 N %. N .. 
Felony 23 (22) 38 (13) 27 (35) 

t-lisdomctlnol' 53 (51) 44 (15) 51 (66) 

Fel. Ii ~li,d. 7 (7) 15 (5) 9 (12) 

Unclass, priQr 17 (16) 3 (1 ) 13 (17) 

Total (96) (34) (130) 

IABLE VIII 

Prior TnC<lrCel'utions for Cfl1'C anti LSII Samples 

C[)Te LSII Total 

Uncollupscd eollapsed<l Uncollapsedb ~ 
% N 9J N Po N % N 

InpL. f·1D c ff . 10 (16) 11 (16) 9 (16) 

Inpt. Civil 41 (69) 43 (63) 9G (23) SO (86) 

Uutpt:. 38 (63) 34 (51) 30 (51) 

Undass. Trcat. 12 (20) 12 (l.S) 4 (1) 11 (19) 

Total (168) (14&) (24) (172) 
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histories in the outpatient category (and only 43% 
in inpatient). What thi~ suggests is that LSH of
ficials may restrict their compilation of mental 
health his tories' to prior inpatient trea tments • 
If this were the case, then a more accurate com
parison would be obtained by deleting the cnTC 
clients with prior outpatiel1t treatments. This 
brings the total of those with mental health his
tories in the cnTC sample down to 22%, 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 L.SH. 
(Of course a client could have had a history of 
institutionalization as a mentally disordered of
fen:ler in another jurisdiction, but thi.s did not 
occur.) The uncollapsed data for the cnTC 
sample indicates that the 148 clients with mental 
health hista·ties accounted for a total of 168 prior 
treatment episodes. 

nata on juvenile record, prior arrests, prior 
incarcerations, ID1d history of involvement in the 
mental health system for both samples are summa
rized in Table IX (see p .16 ). The LSI! 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 figure,. are subject to serious qualifi
cations just discussed. In essence, the data 
strongly suggest that LSH receives a more chronic 
mentally disordered offender than does the CDTC, 
and one whose mental disorder and whose offense are 
both more serious than those of his Toledo counter
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 probability that the Center has been re
ceiving the clients who would previously have been 
LSH candidates. There is the distinct 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 CDTC receives many 
more less serious cases along with its Ascherman 
and competency/sanity evaluations. The eatlier 
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 accepting 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 CDTC's Ascherman 
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and competency/sanity population has a :Lowet' pe1:
centage of both juve:nile records and p1:io1: arrests, 
an ident:l,I;al pel'centage of prio1: incarcerations, 
and a greater p('!rcentage of merltal health histories 
than the LSH sample. The 15 {~ho have mental health 
histories total .t9 previous series of treatments) 
and 7/1% of these were inpatient txeatments. On the 
other hlmd, the CDTC' s Ascherman and competency I 
sanity population has a greater percentage of priOr 
arres ts, prior incarcerations, lind prior ment~i.l 
health treatments than the total CDTC group, and 
an identical percentage of j uVlanile records, 'rhus 
i.n the final analysis, Toledo's Ascherman and com
petency / sanity refer1:als are more sed.ous cases 
than the CnTC group as a whole, but slightly less 
serious than the LSH sample. 

Current Status 

Data on current offense for both samples Ul:e 
presented in Table XI (see 'P' 17). "Cunent of
fensell is dBfined as the most recent offense; in 
some cases the individual has only been charged 
with the offense, in others he has been convicted 
of the offense. As with prior arrests, current: of
fenses have been collapsed by placing each offender 
in the offense category which ioncludes the most se
rious offense in his current incident ,\n a rank
order scale from sexual through "other" offenses. 

An examination of data in Table XI reveals that 
94% of the LSH clients fall into the three mas!; se
rlous offense categoires (sexual, nonsexual perso
nal, and property), compared to 69% of the CD'rC 
sample. The modal category for the LSH sample t<> 
property offensEs (39%), followed by nonsexual per
sonal (32%) and sexual (23%). The Toledo sample, 
()n the other hand, has a tie for first position be
tween sexual and propet'ty (26% each), with drug of
fenses occupying the second position (19%) at1d non
sexual personal third (17%). While LSH's percen
tages exceed the CDTC sample :In both property and 
nonsexual personal categories, Toledo is ahead of 
LSH in sex offensee, and far ahead ion drug offenses. 
(indeed., the LSH sample does not include a single 
drug case). 

When the datH are uncol1apsed, the LSn stlmple 
adds only one offense (a nonsexual personal). ~'his 
sugges~d thnt LSH officials GO not record mcl!:iople 
offenses, particularly in light of the fact thaI: 
the C\\TC data increases by 35 offenses, or a total 
of 440 for the 405 clients for whom information Oil 

current offense was available. The reloLive per
centages change very little, however. So in sum
mary, current offens,es display a mixed picture, 
with property and nonsexual personal offenses 
highest among the LSH sample, and ,property, sexuul, 
and drug offense!;' highest among the CDTC sample. 

With regard to the specific reason for referral 
to the cnTC or to LSH, Table XII (see p. IS) itlG:i
cates that 70% of the 1SH sample was referred for 
Ascherman 60-day presentence evaluations, a~d that 
18 of these 70% were then returned as post-sentence 
indefinite commitments. Elght percent were 
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TABLE IX 

Overview of Prior Records for COTC and LSH Samples 

COTC 

Yes No 

% N % N 

25 (109) 75 (325) 

51 (220) 49 (214) 

22 (96) 78 (338) 

LSH Total 

Yes No Yes No 

% N % N % N N 

56 (53). 44 (42) 31 (162) 69 (367) 

67 (64) 33 (31) 54 (284) 46 (245) 

36 (34) 64 (61) 25 (130) :'5 (399) 

MH Treat. 34 (148) 66 (286) 25 (24) 75 (71) 33 (172) 67 (357) 
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TABLE X 

Prior Records of COTe Ascherman and Competency Referrals 
Compared With Prior Records of Total COTC ann LSH Samples 

Total COTC 

Yes No 

% N % N 

25 (109) 75 (325) 

51 (220) 49 (214) 

22 (96) 78 (338) 

34 (148) 66 (286) 

% 

CDTC Aschs. 
And Comp/Sans. 

Yes No 

N % N 

25 (9) 75 (27) 

56 (20) 44 (16) 

36 (13) 64 (23) 

42 (IS) 58 (21) 
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LSH 

Yes No 

% N % N 

56 (33) 44 (42) 

67 (64) 33 (31) 

36 (34) 64 (61) 

25 (24) 75 (71) 
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TABLE' XI 

Current Offense for COTC and LSH Samples 

Total Collapsed 

COTC LSH Total COTC LSH Total 

% N % N % N % N % N % N 

Sexual 24 (106) 23 (22) 24 (128) 26 (106) 23 (22) 26 (129) 

Nonscx. 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 (77) 16 (78) 

Public Order 4 (18) 3 (18) 3 (12) 2 (12) 

Other 11 (49) 6 (6) 10 (55) 9 (37) 6 (6) 9 (43) 

Total ( 440) (96) (531) (405) (95) (500) 
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TABLE XII 

Reason fin Referral for COTC and LSH Samples 

COTC 

% 

Asch. 60 day 5 

Asch. Pre-Post 

Asch. lndef. 

Comp/San,. 30 day 4 

Comp/San. Pre-Post 

Comp/San. lndef. 

General Eval. 57 

Treatment Eval. 24 

Treatment Admin. 11 

N % 

(20) 52 

18 

8 

(16) 17 

4 

1 

(244) 

(104) 

(46) 

(430) 

LSH 

18 

N % 

(49) 13 

(17) 3 

(8) 

(74) 

(16) 

(4) 

(1) 

(21) 

(95) 

2 

6 

1 

-1 

46 

20 

9 

Total 

N 

(69) 

(17) 

(8) 

(94) 

(32) 

(4) 

(1 ) 

(37) 

(244 ) 

(104) 

(46) 

(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 78% of 
the LSH sample were referred under the Ascherman 
Act. Another 21% were referred for 3D-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 referra~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 5% of the CDTC referrals were for Ascherman 
evaluations and only 4% for competency/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 CDTC's referrals we~e for eval
uation and 11% for treatment administration. If 
the treatment evaluation referrals (in essence 
evaluations for CDTC treatment candidacy) are added 
to the 11%, a total of 35% of the CDTC's cases are 
treatment related. By the same token, 90% of LSH's 
referrals were for evaluation, 22% 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 cas'es 
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 immediately preceding the opening of the CD'lCj 
it has since received only five. The CDTC has re
ceived16 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 CDTC 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-
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teries, compured to 40% of the LSH sample 
one of the five most standard batteri~s. 
other batteries were ~dministered to only 
fewer of each tested population.) 

receiving 
(All 
2.1% o. 

The 346 CDTC clients who received testing were 
given a total of 917 tests, or a mean of 2.7. The 
93 LSH clients who were 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. Each 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 CDTC's in three senses: (1) 98% 
of ~he LSH clients received 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 employea battery 
consists of four tests at LSH, compared to only one 
at the CDTC. On the other hand, all testing at the 
CDTC is either directly administered or 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 included 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 CDTC 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 eligi
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, au 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 senior 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 medica~/neuro
logical examinations, individual clinical inter
views (psychiatric and nonpsychiatric), psychomet
ric testing sessions, and'socfa1'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, W.',IS, Bendel'-
Gestalt (5) 5 Rorschach, Corsinie 

(21) 6 MMPI/CPI, WAIS_ (4) 4 Rorschach, Corsinie, 
Bender-Gestal t 

(14 ) 4 ~~PI/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 (NO) 

(118) 13 Rorschach (P) (47) 15 Beta (IF) 

(153) 17 Bender-Gestalt (NO) (45) 14 DAP (P) 

(62) 7 Graham-Kendall (NO) (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 9• 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/neurological 
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 or 1.4 hours per 

'interview session. Thus the average CDTC clien~ 
receives 2.7 interview sessions at 1.4 hour~ 
session or a total of 3.8 haul's per evaluation. 

Evaluation Results, Recommendations, 
and Dispositions 

Table XIV (see p. 42) depicts the results of 
both LSH's and the CDTC's evaluations of their re
spective clients. Fifty-three percent of the CDTC'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/ 
~an~ty evaluations; the latter facility found 20% 
of its competency/sanity referrals to be incompe
tent/insane compared the the CDTC'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 
~ng found mentally ill. mentally retarded, or psy
chopathic, while a competency/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, 67% were found psychopathic (as opposed to 
mentally ill 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 CDTC referrals 
and 43% of the LSH referrals. Furthermore, 9% of 
the cnTC 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 CDTC does not record diagnoses in terms of 
the American Psychiatric Association's Diagnostic 
and Statistical Manual as does LSH. Diagnoses were 
)btained for 97% of the latter sample. Eighty-two 
)f the the clients were accorded single diagnoses, 
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and the remaining ten were accorded multiple diag-' 
noses. Of the single diagnoses, 55% were for per
sonality disorders (especially "antisoc.ial person
ality"), 12% for drug or alcohol disorders, 10% for 
sexual deviations, and 4% for mental retardation. 
Nine of the 10 multiple diagnoses wer~ 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 CDTC made a total 
of 500 recommendations for 353 clients out of the 
total 434 (81%) 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 pscn 
team learned that there is considerable debate con
cerning whether or nOD Ascherma~ and competencyl 
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 ~lere 
made to the courts for the clients unde"r 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 THble XV reveals that a categorization of recont
mendations beyond this first step proved difficult. 
LSH records contained such statements as "needs 
treatment", "needs institutionalization", and 
"doesn't need LSH". Similarly, CDTC records con
tained such statements as "needs 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 comQunity". 
Table XVI (see p. 25) indicates the result:l.ng 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 hospitalization" are 
added together, then a total of 94, or 19% of the 
CDTC recommendationG 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 19% of the cnTC recommendations. 



Ascherman 

Not Asch. 

!ncomp/lnsane 

Comp/Sane 

Dangerous 

Not Dang. 

Dr/A!. Prob. 

No Dr/A!. Prob. 

TABLE XIV 

Evaluation Results for COTC and LSH Samples 

% 

53 

47 

12.2 

87.5 

6 

3 

9 

1 

COTC 

N 

(9) 

(8) 

(17) 

(2) 

(14) 

(16) 

(27) 

(13) 

(40 of 434) 

(41) 

(3) 

(44 of 434) 
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LSH 

% N 

47 (31) 

53 (35) 

(66) 

20 (4) 

80 (16) 

(20) 

43 (41) 

3 (3) 

(44 of 95) 

18 (17) 

o (0) 

(17 of 95) 

% 

48 

52 

17 

83 

13 

3 

11 

1 

Total 

N 

(40) 

( 43) 

(83) 

(6) 

(30) 

(36) 

(68) 

(16) 

(84 of 529) 

(58) 

(3) 

(61 of 529) 
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TABLE XV 

Recommendations for COTe and LSH Samples 

% 

Incarceration 10 

Mental Hosp. 8 

Unclass. Inst. 

Unc1ass. Treatment 

"Not LSH" 

MH Outpt •. 39 

Probation 12 

Dr/A!. Treatment 5 

Social Life Interv. 10 

Further Eva1. 5 

Other 11 

COTC 

N 

(52) 

(42) 

(193) 

(60) 

(23) 

(48) 

(25) 

(57) 

(500 for 353 
of 434) 

23 

% 

34 

5 

5 

32 

5 

10 

2 

7 

LSH 

N 

(14 ) 

(2) 

(2) 

(13) 

(2) 

(4 ) 

(1) 

(3) 

(41 for 41 
of 95) 

Total 

96 N 

12 (66) 

8 (44) 

-1 (2) 

'2 (13) 

-1 (2) 

36 (197) 

11 (61) 

4 (23) 

9 (48) 

5 (25) 

11 (60) 

(541) 



If "unclasaifiable treatment" recormnendations are 
shifted from the "institutionalization" category 
to the "return to community" category, the ratio 
of. institutionalization/noninstitutionalization 
'recommendations for Lsn is still 49/fI4. And if 
the "drug or alcohol treatment" reconnnendations 
ace {3hi[;ted from the "return to the connnunity" 
category to the "institutionalization" category, 
the ratio of institutionulization/noninstitu
tionalization for the enTe is still 62/22. 

'1:he 1.'SCD team was able to obtain court dis
positions on only 47% (N = 202) of the enTe sample 
and 69% of the LSH sample (the latter percentage 
excludes the nine first admission indefinite com
IO,itments) . No t surprisingly, dispositions were 
much less varied than reconnnendations, as data in 
Table XVII (see p. 25) indicates. The only col
laps:l"ng was of eight "mental health outpatient", 
"drug or. alcohol treatment", and "social life in
ter:vention" d:l.spositions into "probation" and of 
one "further evaluation" into "other" :l.n the cnTe 
data. Forty-one percent of the LSH dispositions 
Were for incarceration, another 41% for mental 
hospitalization, and only 19% for probation. This 
contrasts wHh 57% of the enTe dispbsit.ions for 
probation, 28%Eo:r: incarceration, and 2?; for men
Cal hospitalization. The data in Table XVIII 
(see p. 26) reveal that 81% of the court disposi
dons .ror the LSH sample were for institutional
:lza tion compared to only 30% of the CDTC' s court 
disposil:ions. 

Of significance with regard to Ascherman and 
competency/san:l.ty evaluations is not just the court 
disposition but also the court decision of whether 
or: not the client is Ascherman connnitable or inc om
petent/:I,nsane. Unfortunately, police and court re
cot'c1s only r.eported on disposition. If it is as
sumed that: a court oreler to return the client to 
LSU constitutes a legal finding of Ascherman com
m:ltable, then 41% (20 of the 49 Aschermans for whom 
a disposition was available) of LSH's Ascherman 
eval.twt;!.ol, re[;e'rrals were declared Ascherman com
;~ by the courts. If it is further assumed 
t:hat a sentence to a correctional facility con
st:itutes a finding of not Ascherman commitable, 
then 39% (l9 of the (19) of LSH's Ascherman evalua
t:l.on referrals were declared not Ascherman com
[Il;l.table by the courts. Twenty percent (10 of the 
/19) of r.,SlI' s Asc:herman referrals were placed on 
p.r:obntioll, which is a statutorily-endorsed dis
,;odt.::Lon (tln alternative to commit.ment to LSH) for 
those round mentally ill, mentally retarded, or 
psychopathic (i. e. Ascherman), and it is therefore 
imposs:i.bl.e to categorize these 10 as either "Ascher
"1(111" Or "not Ascherman". 

Forty percent (four of the 10 LSH competency/ 
sad I:y Msestor whom a disposition was available) 
Wel:e retur.ned to 1.SH and can therefore be presumed 
to hove been declared incompetent/insane. Sixty 
pC!rcer,t (6 of the 10) were eit.her incarcerated or 
pr.obated, and. thus presumed to have been declared 
competent/ seu\e. Dispositions were only ob
tn;i,ned on f:i.ve of the eDTe Ascherman and compe
tency / san:f,ty 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 cnTe and 
LSH. It is evident that the enTC averages one day 
longer than LSH on the number of days between 
(1) court order (or referral) and admission. and 
(2) admission and release (or date of final report 
for Ascherman evaluations. On the other hand, the 
cnTC averages significantly fewer days than LSHbe
tween (3) admission and release/final report for 
competency/sanity evaluations (25 to 46 days), 
(4) release/final report and court disposition (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 enTe was to reduce the 
length of time between referral and admission and 
between admission and release, and thus far this goal 
has apparently not been attained. eorrelatively~' 
only 50% of the Toledo area judges and probation of
ficers questioned by the pscn team responded in the 
affirmative when asked if the cnTe 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 eDTC'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 CnTe as opposed to LSH is very 
important from the "speedy justice" point of view. 

It must of course be recognized in interpreting 
point (5) above that LSH likely receives more seri
ous cases for inpatient care than the CDTC receives 
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 m~nths there. By compari
son, the 77 of the 86 cnTC 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 spent an average of 22 hours 
in therapy. 

Intrasample Comparison of Variables: cnTe 

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

Recommendations for COTC and LSH Samples 

COTC LSH Total 

% N % N % N 

Return to 65 (324) 17 (7) 73 (331) 
Community 

Institution- 19 (94 ) 76 (31) 27 (125) 
alization 

(418) (38) (456) 

TABLE XVII 

Court nispositions for COTC and LSH Samples 

COTC LSH Total 

% N % N % N 

Inc<J,rceration 28 (56) 41 (24 ) 31 (80) 

Mental Hospit. 2 (4) 41 (24 ) 11 (28) 

Probation 57 (115) 19 (11 ) 48 (126) 

Other 13 (27) 10 (27) 

(202) (59) (261) 
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Return tel 
Community 

TABLE XVIII 

Dispositions for COTC and LSH Samples 

COTC LSH 

% N % N 

57 (115) 19 Cll) 

Institution- 30 (60) 81 alization (48) 

(175) (59) 

TABLE XIX 

% 

54 

46 

Time Comparisons for CO'j'C d ' an LSH Samples 

CDTC LSH 

Total 

N 

(126) 

(108) 

(234) 

X No. Days Between N X No. Days Between 

Ct. order/ref:. 
& admission 

Ad. & release or 
final report: 

-Total Bvals 
- Asch. Bvals 
-CIS Bvals 

HC'1c<l.S~ & 
Dj.sposition 

Trcatmcnt ad. 
& rel/finnl rep. 

9.6 

41.5 
40.5 
24.7 

21. 7 

2.4 mths. 

(383) 8.5 (86) 

(320a) 41.4 (86b) 
(19) 39.5 (66b) 
(IS) 45.8 (20b) 

(141) 39.8 (58) 

(77) 16.9 mths. (29) 

ClExcludcs treatment administration cases. 

bExclucles first admission indefinite commitments, 
timc for pre-post cases. and only counts "pre" 
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which follows reports on the findings of cross~tab
ulations of selected variable~ both within and be
tween samples. Variables W6re first grouped unde~ 
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 COTC 
data, the second with intra sample comparisons of 
variables for the LSH data, and the last with inter
sample comparisons of variables for the COTC and 
LSH samples. Scores of cross-tabulations \~ere run 
and analyzed that are not discussed, either because 
they revealed no significant relationships or be
cause the sample Ns were too sn~ll, or, on some 
occasions, because of both reasons. For ease in 
identification and thus comparative interpretatton, 
all cross-tabluations are labelled and indexed. 

A.l - Current Offense/Referral Source (CDTC) 

Sixty percent of the sexual offenders were re
ferred by the Toledo Municipal Court compared to 
only 32% by Lucas County Common Pll~as Court. Also, 
75% of the drug offenders were. refl:rred by Toledo 
Municipal Court compared to only 13% by Lucas 
County Common Plear. 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 5-4% of the nonsexual 
personal offenders were referred by Lucas County 
Common Pleas Court compared to only 27% by Toledo 
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 persona] offenses are ap
parently of a felonious degree. 

A.2 - Current Offense/Age (COTC) 

There is a progressive increase with age cate
gories in "he percent of offenses which are sexual, 
from 15% in the "Under 21'" category to 53% in the 
"41-50" category. In {;ontrast, 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/Mari.tal Status (COTC) 

More of the "never married" co~itted property 
offenses than any other category (36%), followed by 
drug offenses (25%). The moda,l category of offenses 
for the married was sexual offenses (39%), and the 
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second and third most frequent categories contained 
only 19% each. It seems that the young and single 
are responsible for drug offenses, and the middle
aged and married for sexual offenses. 

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

Table XX (see p. 28) presents the cross-tabula
tion of current offense and prior offense. The rate 
of correspondence between prior and cur.rent 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 wi.th 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 order 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 increasinf~ 
higher. While this could be a most ominous sign, 
it could also represent an awareness of 'relative 
recidivism rates on the part of refeTral agents, 
and subsequent attempts to thwart future recidivism 
of the first offendeT by referral to the CDTC. 

A.5 - Curr.ent Offense/Reason for Referral (CDTC) 

Table XXI (s~e p. 29) depicts the cross-tabula
tion of current offenses and reason for referral. 
Forty-five percent of the AscherDlan referrals were 
charged with sexual offenses and tUlother 45% with 
nonsexual personal offenses. Thirty-eight percent 
of the competency/sanity cases were charged' wii:h 
r.:o'1se~':ual personal offenses, 31% with property of
ferlos£s, ana another 19% with sexual offenses. 
While the Ns are quite small in these two groups, 
it is not surprising that Ascherman and compe
tency / sanity caf,es 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 CDTC has on
going group therapy for drug/alcohol problem of
fenders and for sex offenders, and this could ac
count for their high representation in t'Ceatment
related referrals. 



TABLE XX 

Prior Offenses by Current Offense for COTC Sample TABLE XXI 

Current Offense by Reason for Referral for COTC 

Current Offense 

Prior Row Reason for Referral 
Offense Sexual Non Pers. ProEertl: Drug Public Order Other Total 

Current Row 

Sexual 61.9a 21.4 9.5 4.8 2.4 42 Offense Ascherman ComE/San. Gen. Eva1. Treat. Eva1. Treat. Admin. Total 

(26.0)b (13.6) (4.0) (2.8) (3.1) Sexual 8.6a 2.9 58.1 26.7 3.8 105 

Nonsexual Pe:es. 6.1 27.3 36.4 9.1 3.0 18.2 33 (45.0)b (18.8) (26.6) (27.7) (10.8) 

(2.0) (13.6) (12.1 ) (4.2) (8.3) (18.8) 
Non5·~}t. Pers. 13.2 8.8 52.9 20.6 4.4 68 

Property 5.9 22.1 54.4 5.9 1.5 10.3 68 (45.0) (37.5) (15.7) (13.9) (8.1) 

(4.0) (22.7) (37.4) (5.6) (8.3) (21.9) Property 1.0 4.8 59.0 27.6 7 •. 6 105 

Drug 5.3 5.3 31.6 57.9 19 (5.0) (31.3) (27.1) (28.7) (21. 6) 

(1.0) (1.5) (6.1) (15.5) Drug 53.2 26.0 20.8 77' 

Public Order 13.7 20.7 24.1 17.2 17.2 6.9 29 (17.9) (19.8) (43.2) 

(4.0) (9.1) (7.0) (7.0) (41.7) (6.3) Public Order 58.3 33.3 8.3 12 

Other 41.2 5.9 17.6 17.6 5.9 11. 8 17 (3.1) (4.0) (2.7) 

(7.0) (1.5) (3.0) (4.2) (8.3) (6.3) .' Other 2.7 5.4 62.2 16.2 13.5 37 

None 32.6 14.5 17.4 25.0 2.3 8.1 172 (5.0) (12,5) (10.0) (5.9) (13.5) 

(56.0) (37.9) (30,3) (60.6) (33.3) (43.8) 
Column Total 20 16 230 101 37 404 

Column Total 100 66 99 71 12 32 380 

a = row percent; b = column percent 
a = row percent; b colwnn percent 
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Twenty-seven percent of the "general evaluation" 
reier.'l:.a1s are ,char'ged with sexual of:Eenses, and 
ano ther 277. with property oHenses. The third high
est category, n,t 18%, are charged with drug of
fenses. 

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

Table XXII (see p., 31) reveals that b0th the 
highest mean number of interview sessions and the 
greatest pe~centage of psychiatric evaluations were 
received by those charged with nonsexual personal 
offenses, followed by those charged with sexual of
fenses. Thus the CD'£C staff is expendiug the most 
t:lm(~ overall and the greatest percentage of their 
IImost expert" time 011 the two most serious offense 
types. It will be recalled from A.5 above that 
these two offenses are those most typical of 
Aschennan referrals. 

'l'able XXII also indicates that the greatest 
mean number of interview sessions are accorded to 
Aschel~~n evaluations as opposed to any other rea
son for refer~al, and that 95% of all Ascherman 
evaluations receive a psychj,atric evaluation. 
l{hile competency/sanity referrals are third in the 
mean number of interview sessions, a full 100% of 
the competency/sanity referrals receiveda psychi
atric evaluation. The fact that treatment admin
istratj,on ':referrals receive the 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 - Psychiatric Evaluation/l'1enta1 Health History 
(CDTC) 

l'wenty-nine percent of those with a history of 
mental health outpatient care received a psychiat
'cie 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 
findlng, j.t strongly suggests that "previous his
toryl' is not a determining factor in according 
psyehia tric evalua tions, and, y/hen coupled with 
the findings in A.5 and A.6 above, further suggests 
that reason .cor referral and offense al:e the most 
impo'r.tan!: considel:ations. 

It; should be added that 50% (four of eight) of 
those with a history of 1,npatient care in an insti
tution. for mentally disordered offenders did receive 
a psychiatric evaluation. 

A.8 ~ Reason for Referral/Psychological Testing 
(CDTC) 

Table XXIV: (see p. 32) presents a cross-tab
ula tion of 'reason fo'l:' referral and. psychological 
t~8ts received. Se,venty-fivepexcent of the 
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Aschennan referrals received a series of tests in 
common with at least one,other client. This com
pares with 47% of the treatment evaluation refer
rals, 42% of the general evaluation referrals, 26% 
of the treatment administration reierra1s, and 18% 
of the competency/sanity referrals. Seventy-three 
percent of t:he 15 Ascherman referrals who received 
these most frequently administered batteries re
ceived all three types of measurements--persona1ity; 
intellectual functioning, and neurological dysfunc
tioning. This compares with 22% of the general 
evaluation n~ferrals 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 36% of the 
competency/sanity referrals, 14% of the treatment 
evaluation referrals, and 13% of the general evalu
ation referrals. Thus it appears that, in line 
with thl~ 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 curre,nt offense with whether 
~r 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 80% of. the total treatment recommendations 
were 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 is equally possible that females are generally 
considered more responsive to treatment. 

With regard to marital status, 63% of those for 
whom treatment at the CDTC was recommen.ded were 
never married, di.vorced, or separated, while only 
37% were married or remarried. The deviant marital 
statuses account for 65% of the total sample, and 
the mar.rieds/remarrieds 32%; thus the married are 
slightly more l'ike1y than the nonmarried to be re
commended for t.reatment. 

Sixty-four percent of the CDTC treatment recom
mendations wet'e 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 tre81tment recommendations are biased to
ward those wHh higher educational levels. Only two 
of the many possibilities that could account for 
this are that better educated people are more ame
nable to tn~atment or that clinicians are more com
fortable trleating better educated people. 

--

Current 
Offense 

Sexual 

Nonsex. Pel's. 

Property 

Drug 

Public Order 

Reason for 
Referral 

Gen. Eval. 

Treat. Eva!. 

TABLE XXII 

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

x Number % of Psychiatric 
Interview Ses!;ions Evaluations Received 

x No. N % N 

2.94 (106) 29.1 (25) 

3.07 (68 ) 36.0 (68 ) 

2.46 (105 ) 18.6 (16 ) 

2.59 (77) 2.3 (2 J 

2.67 (12 ) 3.5 (3 ) 

x Number % Receiving 
Interview Sessions Psychiatric Evals. 

x No, N % N 

2.49 (244) 17.0 (39) 

2.97 (104) 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) 
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'rABLE XXIII 

Reason for Referral by Psychological Testing for CDTC 

Psychological Testing 

Reason for 
Referral Bender- Graham-
% N MMPI/CPI (P) WAIS (IP~ Rorschach (PJ Gestalt (ND) Kendall 

20 (49) x 
5 (13) x x 
5 (11) x x x x 

Gen. 4 (10) x x 
Eva1. 4 (9) x x x x 

3 (7) x x x 
1 (2) x x 

13 (31) 

26 (27) x 
Treat~ 10 (10) x x x 
mont 6 (6) x 
EvaJ.. 5 (5) x x 

14 (14 ) 

Treat- 26 (12) x ment: 
Admin. 56 (26) 

35 (7) x x x X 

Aschc:r.>- 10 (2) x x x x x 
man 10 (2) x x x 

10 (2) x x x 
10 (2) x x 

Compl 18 (2) x 
San. 36 (4 ) 
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A.lO - ~ecommendation/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 
fo~ incarceration received incarceration, and 16% 
of those recommended for mental hospitalization 
received mental hospitalization. Thus the CDTC 
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
~unity than in an institutional environment. 

A.ll - Race/Multiple Variables (CDTC) 

Table XXV (see p. 35) contains data on a cross
tabulation of race and eight other varIables. 
Reading across this table, it will be noted first 
that 36% of the blacks were referred by Toledo 
Municipal Court and 54% 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 lvith 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 
:>ther 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% of the white sex of
fend~rs 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 pot~ntial1y contributory 
or confounding variables when attempting to explain 
a particular behavioral phen{)menon. In the current 
instance, efforts to co.ttrol for more suggestive 
variables (such as prior record) were h?mpereci by 
unreasonably small ntmbers. 

Intrasample Comparisons of Variables: LSH 

B.l - Current Offense/Demographics (LSR) 

While one might predict th:at females committed 
to LSR would be the prototype "Lady Macbeth" of
fenders, five (71%) of the women in the LSH sample 
are charged with a property offense. With regard 
to race, the modal category of whites are property 
offenders (42%), while the modal category of blacks 
are nonsexual personal offenders (46%). And fi
nally, the married were chal=ged 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 Offense (LSH) 

Table XXVI (see p. 37) presents the cross-tab
ulation of current offense ahd 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 cor
respondence rate of 67%. It will be. recalled,that 
the LSH sample does not contain a single drug of
fense as c,urrent 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 nonsexual 
personal offenses, and another 22% with property of
fenses, a total of 61% of prior sexual offenders 
having shifted to less serious offenses. Of those 
with no prior offenses, 39% are charged with sexual 



Disposition 

Probation 

Ment. Hosp. 

Inca.r. 

Column Total 

TABLE XXIV 

Recommendation by Disposition for CDTC 

Probation 

85a 
(81)b 

48 
(19) 

119 

Reoommendation 

Ment. Hosp. 

8 
(47) 

100 
(16) 

15 
(37) 

19 

Incar. 

7 
(31) 

38 
(69) 

26 

a = row percent, b = column percent 
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Row 
Total 

113 

3 

48 

164 

L.,,~ 

TABLE X}CV 

Race by Multiple Variables for CDTC 

Referral Source: 

Tol. Muni. 
L. Cty. C. PL' 
Other 

Current Offense: 

Nonsex. Pers. 
Drug 
Other 

Reason for Ref: 

Asch. 
Comp/San. 
Treat Ad. 
Other 

CDTC Treatment: 

Recommended 
Not Rec. 

Interview 
Sessions: 

Psychiatric Eval.: 

Received 
Not Rec. 

Dispo. Sex Offs.: 

Proba. 
Incar. 
Other 

Disp. NP Offs: 

Proba. 
Incar. 
Other 

Race 

White 

% N 

48 
34 
18 

14 
22 
64 

3 
4 

13 
80 

28 
72 

(x #) 
2.64 

20 
80 

40 
18 
42 

29 
20 
51 

(154 ) 
(1l0) 

(57) 

(41) 
(65) 

(191) 

(9) 
(13) 
(42) 

(257) 

(66) 
(169) 

(322) 

(60) 
(248) 

(29) 
(13) 
(30) 

35 

(10) 
(7) 

(18) 

Black 

% N 

36 
54 
11 

27 
8 

65 

II 
3 
3 

83 

16 
84 

(x #) 
3.03 

30 
70 

14 
29 
57 

12 
27 
62 

(36) 
(54) 
(11) 

(27) 
(8) 

(65) 

(11) 
(3) 
(3) 

(84) 

(12) 
(65) 

(101) 

(29) 
(69) 

(4) 
(8) 

(16) 

(3) 
(7) 

(16) 



offenses, 32% with property offenses, and 23% with 
nonsexual personal offenses. There thus appears 
to be only a weak relationship between the order 
of first offense and the order of recidivism. 

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

Table XXVII (see p. 37 ) depicts the cross-tab
ulation of current offense and reason for referral. 
'rhe modal category of Ascherman 60 day evaluation 
referrals are charged with property offenses (49%). 
Forty-one percent of the Ascherman pre-postsentence 
referrals are chared with property ~ffenses, and 
anothe'l: 41% with nonsexual personal offenses. 
Fifty percent of the Ascherman indefinite commit
ments are charged with nonsexual pe,rsonal offenses, 
as are 44% of the competency/sanity 30 day evalua
tion referrals. Though the competency/saIlity pre
postsentence referrals are few in number, 67% are 
charged with nonsexual pe'rsonal 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. II - Reason for Referral/Prior Offense (LSH) 

Seventy percent of the Ascherman pre-postsen
tence refe.rrals hav,," 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% 
(\) of 13) of the competency/sanity "30 day eval
uation only" referrals. As far as offense cate
gory is 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.S - 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 Aschenruln 
60 day evaluations (13%). The Ascherman inde-· 
finites were the only group net 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 
itttellectual functioning). It is interesting 
to note that the AschermI!n pre-postsentence re
ferrals and the competency/sanity 30 day evalua
tion referrals often receive the same battery of 
tests (Rorschach, Beta, Bender-Gestalt, and Draw
a-1'(;1:son) • 
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B.6 - Reason for Referral/Diagnosis (LSH) 

Table XXIX (see p. 38) presents a cross-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/alcohol disorders, 
though there are no such diagnoses among the Ascher
man pre-postsentence cases. On the other side of 
the coin, 38% of the Ascherman pre-postsentence re
ferrals are diagnos~d as sexual deviates, though 
there are no such diagnoses among the Ascherman 60 
day evaluations. The very same pattern exists for 
the competency/san:l.ty referrals, though the Ns are 
very low. It seems that those with drug/alcohol 
problems may get themselves into LSH for evalua
e.i.')nll, but with good likelihood of getting out and 
not coming back. But 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 everyone 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.~ 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 roturned to LSH). If the Ascherman cases placed 
on probation are excluded, 49% of the referrals 
were found by the cou.rt to be not Ascherman committ
able, compared to 53% so evaluated by LSH. Ob
versely the court found 51% Ascherman committable 
compared to 47% so evaluated by LSH. If 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 41% were 
found committable. Either way, the discrepancies 
between evaluation results and court decisions are' 
rather small. 

There v1as 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-post sentence 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. ProE' Other None Total 

Sex 18a 9 5 14 55 22 
(22) b (17) (4) (38) (39) 

Nonsex. Pers. 23 27 20 7 23 30 
(39) (67) (23) (25) (23) 

Property 11 5 51 5 27 • 37 
(22) (17) (73) (25) • (32) 

Other 50 17 33 6 
(17) (13) (6) 

Column Total 18 12 26 8 31 95 

a row percent, b column percent 

TABLE XXVII 

Current Offense by Reason for Referral for LSH 

Reason for Referral 
Current Asch. Asch. Asch. CiS cis CiS cIS Row 
Offense 60 dal: P-Post Indef. 30 dal: P-Post Indef. Asch. Total 

Sex 50a 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) 

Prope:rty 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 row percent, b. column percent 
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TABLE XXVIII •• TABLE'XXX 

Psychological Testing by Reason for Referral for LSH Sample 
Diagnosis by Court Disposition for LSII 

PSlchological Testing 
Reason for Bender- Court Dispo~ition 
Referral % N Rorschach (P) Beta (IF) Gestalt (NO) DAP (P) Corsinie (IF) Row 

Dia~nosis Incarcerated Probated Returned to LSH Total 
Asch. 60 day 13 (6) x x x 

Schizo 100 3 
Asch. P-Post 28 (5) x x x x (295) (13) 

Asch. Indef. 38 (3) x x Neuroses 75a 25 4 
(36m) (13) b (9) 

CIS 30 day 31 (5) x x x x 
I Personali ty 37 15 48 l 27 .:- Disorders (42) (36) (54) 

(301) 

Sexual 100 7 , 

TABLE XXIX ••• Reason for Referral by Diagnosis for LSH 

Deviations (29) 
(302) 

AI/Drug 57 29 14 7 
Disorders (17) (18) (4) 
(303 & 4) 

Reactions 67 33 3 
Dia8!!osis (307, 8, & 16) (8) (9) 

Reason for Person. Dis. Sex. Dev. AI/Dr. Dis. Reactions Retard. Row Mental 67 33 3 
Referral (301) (302) (303 & .4) (307, 8, 16) (310,11) Total Retardation (8) (9) 

Ascherman 67a 15 10 8 39 .:: 60 day (62) b (67) (67) (100) 

Ascherman 63 38 16 

(310 & 11) 

Multiple 60 40 5 
Diagnoses (13) (18) 

Pre-Post (24) (86) .' Comp/San. 55 27 18 11 - -~. -"'. ' 

Column Total 24 11 24 59 

30 day (14) (33) (33) 

Comp/San. 100 1 
Pre-Post (14) 

Column Total 42 7 9 6 3 67 

a = row percent, b column percent 
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TABLE XXXI 

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) 
t\ sch. 47 .Q!l 41 QQl 51 .-illl 

. (66) (49) (39) 

Comp/San. 80 (16) 60 (6) 
Inc/ Insane 20 -.H2. 40 -.H2. 

(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 (5) 1 (1) 6 
30 day 

Comp/San. 40 (4) 4 
P-Post 10 

Column Total (24 ) (11) (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/san:ity evaluation referrals were:tn=" 
stitutionalized, and only 10% were returned to the 
community. 

B.9 - Recommendation/Court Disposition (LSH) 

Table XXXIII (see 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 cecommended 
institutionalization for 81.5%. and the court in
stitutionalized 81.3%; LSH recommended a return to 
the community for 18.4%. and the court returned 
18.6% to the community. 

Intersample Comparison of Variables: CDTC and LSH 

A.ll - B.l 

vfuile frequencies were well spread across cur
rent offense categorie.s for both blacks and whites 
in the CDTC 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 identified are reflective of 
actual differential crime involvement or of discri
minatory practices within the crimin.al justice sys
tem could not, in most instances, be ascertained by 
the study reported herein. But differences were 
cle,arly 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 
ma:rried 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
tlireen sp.xua1 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. 

A.4 - B.2 

For the CDTC 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 offense. 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 were 
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 pe~sonal offenses. 

There is obviously neither a clear por a cate
gorical relationship between offense and involve
ment in the fo'rensic psychiatric system in Lucas 
and Wood Counties. This is a finding, of course, 
""hich the positivist1.c criminologist will applaud 
and which the classical qriminologist will abhor. 

A.IO - B.9 

While there was greater agreement between LSH 
recommendations and court dispositions than between 
CDTC recommendations and court dispositions, the 
former agreement was essentially perfect and thus 
rather difficult to match. Complete agreement is 
not, of course, inherently desirable and may in 
fact represent both a fa1.1ure to consider or pro
pose alternatives and noncritical "rubber-stamping", 

Follow-Up Status 

To many, the most important variable in any Je
viance definition and management system is the per
formance of the individual after his departure fronl 
the system. Ther.e 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 CDTC sample and all 95 cases in 
the LSH sample. 

Of the 433 CDTC clients, follow-up data could 
not be obtained for 108. Sixty-eight of these 108 
were referred after January 1, 1973 (including 80% 
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. 
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Table XXXIV (see p. 43) summarizes the follow
up status for. the remaining 293 cases. Seventeen 
of the 293 were incarcerated, and two mor.e were 
hospitalized from the time bf 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 onlv 22% 
(N ~ 61) of the potential recidivists in the 
COTe sample had in fact repeated by February of 
.12.1!. As befort!, it was impossible to separate 
arrests from convictions, so these and the fol
lowing recidivism figures may represent arrests 
only. 

While this is a most encouragj::lg finding, it 
:l.s tempered somewhat by a finer breakdown of the 
datu. Cl:l.ents 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 either the date of court disposition for 
t:he:b: courrent offense, the date of the Center's 
f:!.1101 report on their current case, or the ap
proximate date of their release from incarcera
tion fo'r;' the current offense. If the number or 
months was anywher.e between six and 12, the client 
was in the six motlth follow-up interval; if the 
number of months ~yas anywhere between 12 and 18, 
the client was placed in. the 12 month follow-up 
interval, and so on through the 24 lliOnth interval. 
Table XXXIV reveals that, while only 22% of the 
total 27/, potential recidivists in fact.:epeated, 
th~ percentage of potential recidivists who in 
fllct repeated increased steadily as the foll~~-
up interval increased in months" 'rhat is, four 
per.cent of the potential red.d.ivists in the six 
month follow-up interval in fact repeated, 22% 
of those. in the 12 month follow-up interval, 28% 
a E t;hose in the 18 month folow-up interval, and 
32% of tbose in the 24 month follow-up period. 

To further enhance the interpretive value of 
the follow-up data, a weighting system was de·· 
vcloped to 'recipr.ocally account for both time 
of new offense and ser.iousness of new offense by 
attaching a numerical score to each and then sim
ply add:l.ng the two scores together. More speci
fically, a score of 5 was given to an individual 
in the stx month follow-up inte.rval, a score of 4 
to one in the 12 month interval, a score of 3 to 
one :l.n the 18 month intervaJ., and a score of 2 to 
one in the 24 month interv(,ll. 7 In addition, a 
score of (t was given to an individual who was 
u:rrested for a more serious offense, a score of 3, 
to one who repeated in the samt;', offense category, 
a sco.t:e of 2 to one who was arrested for a less 
sel:ious offense, and a I3core of 1 to olle who had 
no new aT.T:es ts. 'rhose individuals wj,th new of·· 
fenses were scored on their first new arrest and 
in the follow-up interval in which that offense 
oC(\IJr.ed. Total scores could thus range from nine, 
an urreat for a more serious offense in the first 
six month interval, to three, or no new arrests 
thr.ough the 24 mom:;h interval. Scores four through 
seven could obviously be obtained by more th.an one 
combination of time status plus offense status, but 
that is not a p'roblem since the entire purpose of 

42 

the weighting system is to consider each in relatiOll 
to the other and thus depict a lesp 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 is 5.43. 
The breakdown of cases by referral date is pre
sented in Table XXXV (see p. 44). It ruust be rememr 
bered that the follow-up intervals in months do not 
necessarily correlate with referral dates sinc~ 
the follow-up period for those incarcerated for 
their current offense does not begin until release 
,from that incarceration; a total of 37 of 14% 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 scorea 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 pro~ress 
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 ~eighted scores with 
crime-free scores, or scores based solely on time 
inter.vals. When the crime-free scores for each 
fDlJ.ow'~up interval are subtracted from the actual 
~eighted scores for each referral date bracket, it 
}s 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 ]DLXVII (see p.45 ) provides more elabo
rate information on the 61 recidivists among the 
274 potential recidivists. Only 18% Qf 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 
offenses 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, i,s the finding 
that 76% of the new less serious offenses were in 
public order or other (miscellaneous) categories. 

TABLE XXXnI 

Recommendation by Court Disposition for LSI-! 

Recommendation DisEosition 

~o N 90 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 HOSE' Recidivists N ~o 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 COTC Sample 

Referral Probable Follow- Possible Predicted Score Actual 
Date up Int. -Mths. Score Range (Range Midpoint) Score 

7/71-12/71 24 6-3 4.5 4.67 

1/72-6/72 18-24 7-3 5 5.14 

7/77.-12/72 12-18 8-4 6 5.80 

1/73-6/73 6-12 9-5 7 5.95 

TABLE XXXVI 

Actual Score and Crime-free Score for COTC Sample 

l\e£enu1 Probable Qollow- Actual Crime-free Actual Score-
Date uE 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 Oata for COTC Recidivists. 

Follow-up New Arrest 
Interval -
Months More Serious Same Less Serious 

6 100 
WS 7,00 (8) 

12 19a 38 43 
\VS = 6.76 (36) b (32) (36) 

18 23 50 27 
!VS = 5.96 (55) (52) (28) 

24 8 33 58 
WS -= 4.50 (9) (16) (28,) 

Column Total 11 25 25 

a = :row percent. b = column percent 

TABLE XXXVIII 

Current Offense by First New Arrest for CDTC 

First New Arrest 

Row 
Total 

2 

21 

26 

• 12 

61 

Offense Sexual Nonsex. Pers. ProEexty Oruji Public Oxdex Other 

Sexual 50a 33 17 
(38) b (20) (7) 

Nonsex. Pers. 10 40 10 40 
(13) (57) (8) (29) 

Property 16 5 26 21 11 21 
(38) (14) (50) ( 44) (15) (29) 

Drug 7 20 33 27 13 
(14) (30) . (56) (31) (14 ) 

Public Order 86 14 
(46) (7) 

Other 25 25 50 
(13) (14) (14) 

Column Total 8 7 10 9 13 14 

a = row percent, b column percent 
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1n 8ummarY,whlle various forms of data manipu
lation. consiatently demonstrate that the recidivism 
p,toblem becornus more se'doua over time, the CDTC 
sample recidivism rates at thp.ir worst remain well 
JigYqw nntionil averages. and. furthermore. over 40% 
of n<:.1<' a'r.t'cats were fOl: 11 less serious offense than 
11:r(;l(; brought the clien.t to the attention of the 
.9$J.1J:..CU: • 

One of the lOaj or reasOns for deVeloping the 
wed.gh ted £OlJ.O~l-UP scoring Bye tern was to compare 
A8Ch(~rman and competency/sanity referrals with 
ger1(:lt'al e:vallul.tiotl r.e£erra1s, and it is indeed 're
grettable that illsufHcient Eol1ow~up data were 
l\vn:Jlnb).c On the former types of refer.ra1s to 
pc:r.mit t;hj.B compa.r.ison, Another reason was to 
comp,l'l:'c the scor.es of those who received treatment 
w:l.th those who d:l.d not, and this was accomplished. 
'f.he 66 of the 86 cHents who received treatment 
.ru: the CDTC for whom follow-up data were available 
. uoduC'cd a mean weighted follow-up score of 4.92 
Compar.ed to a score of 5.59 for those who did not 
EcgJve ~'r.eatment. 

1:1\(\ PSCD team was not able to obtain follow-up 
infor.mac:l.on On 6J.% (N co 58) of the ·LSH sample. 
~J.'hesc 58 b·r.eok down as follows: two were too re
ceo t; to pe'rll1:I.t even 1.1 six month follow-up; three 
were stiH 10 'LSll at: the t:l.me follow-up data we::e 
got:hcr.ed; two were .f-rom Wood County and time did 
not pe1:IIl:Lc pursuing them; 16 were incarcerated 
(no the d:l.sposic:loll for theil' current offense) for 
Oil unspecified pedod of time 130 that follow-up in
ter.va.l coul.d not be establ.ished, and the records 
of ChCre)Jlllin:l.ng 35 were either unavailable or in
!.'olliplete. 

'rhe 37 collow-ups obtainable included 15 cli
ents (or: 41%) with no new arrests since their re
lense fr.om LSIL Thus 59% of the LSH clients have 
l:ecidi va ted compared to only 22% of the CDTC sam
ple. 'fable XXXIX (see p. 47) compares the LSH 
and CDTC 'r:ec:ldivists on seriousness of first new 
O-rr.esC. 'twcnty-seven percen t of the LS1I recidi
villtswcr.e arrested fO'r more se-rious offenses 
compar.ed to ouly 18% of the CDtC recidivists. 
On the other hand, 41% of the cnTC clients re
ptwtad :In less ser::J.ous offense categories com
parcel to only 27% of the LSH 'repea ters. Thus the 
LSll roc:l.divists repeated in greater proportion and 
in more ser:lol1s offense categories than the cnTe 
iec:ld:l.v:lsts. 

Cost E:f£ect:f.veness 

\i:<\u(ll in :lmportance to the follOW-liP status of 
elien ts who ht,v!!. been processed through the CDTC 
{Inc! LSlI :1.6 the .finan-dal cost involved in. the eva1-
\.1t\!::i.VC Ilnd t1.'eatmtmt: services provided by each 
uE,;cncy. i\ vUd.ety of types of budgetary data were 
obtained fr.om the Director of the CDTC and from the 
Novcmhi:lr 1973 Long Runge Planning Repol;t. These 
dutl! loIe!;e used :l,n conjunction with staff interviewee 
est:tmlltcs o.e t:l.l1le expenditures to arrive at approxi
lIlIltn costs fell: various activities. Cost data re-
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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 thrrmgh 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.l0/hour. 
(Parenthetically, administrative assistants, secre-' 
taria1, and clerical person~e1 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 members in
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 eva1uatlve and treatment 
procedures conducted at the CDTC. The first and 
most important observation thatshDu1d 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 interviews 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 
$5. 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'case10ads 
and cost/client by year at the CDTC. Both case
loads and total expenditures have risen sharply 
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TABLE XXXIX 

New Arrests by Seriousness for eDTe and LSH Recidivists 

New CDTe 
Offense % N % 

More 

Same 

Less 

Serious 18 (11) 27 

Category 41 (25) 45 

Serious 41 (25) 27 

TABLE XL 

Professional Staff Time and Cost 
In Evaluation and Treatment CDTe , 

Evaluation x Time-Hrs Dollar Cost 

Med/Neuro. 1.3 32.0 
Ind. C!. 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-HrsLwk Dollar Cost 

Ind. Psycho. 4.3 23.0 
Marital 1.4 7.5 
GrouE 2.4 13.9 

Grand Mean 2.1 12.16 
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over. the three year period. Cost/clj.ent has steadi-
1.Y. dec'reased over time, and the Director attributes 
I;h1,s not only to the increase in numbers of clients 

H!lrved, but also to increasing staff eff1.ciency and 
,dM'reo.s:i,ng overhead costs. 'fable XLII (see p. 49 ) 
hr.eaKs down professional cala'des and indirect 
costs by year. While professional salaries have 
constituted a greater percentage of the total ex
llenditures each year, ind:L:r.ect costs have consti
tuti!d n lesser percentage each year. 'fhough the 
:f.nM.rect cos t/ client has also steadily decreased 
over time, the professional salaries cost/client 
wns highest 1.n 1972, second highest in 1973, and 
lowest in 1971. 

''cable XLIII (see p. 49) presents data on pro
fessional and indi'rect costs bIOken down by eval
und.on and treatment each year. 'rhe percent dis
tribution between evaluation and treatment was ob
t;o:l.nCld by taking the mean percents of time re
potted by all interviewees to be devoted to eval
unl.::f.on and t'reatment, respectively, and converting 
these to a 100 point scale. That is, staff: member", 
who ar.e engaged in evaluations reported an average 
of 52.7% of their time devoted to evaluation, and 
ataff members who are engaged in treatment re
pOrted an average of 11. 8% of their time devoted 
to treatment. On the basis of. the fact that eval
uution and treatment are the major (if not the 
sole) purposes of the CD'rC, times devoted to these 
nct:lv:l.t:ies were converted to a 100 point scale, re
sulting in an 82% - 18% distribut:l.on between eval
uo tio11 and treatmen.t. 'rhen, on the assumption that 
all. othcr costs are indirectly supportive of these 
two majo~' act:l.vities, indirect costs were distri
buted on the some percentage basis between evalua
ed,on and t'ccotUlent. While the indepeunent grand 
totals of professional costs and indirect costs do 
1'101: co'];'respond to those presented in Table XLII, 
the ma:!.!'). concern is with their combined totals for 
each year .for bOI:h evaluation and treatment, which 
Hgurcs do accurately total to the annual expendi
tures for eoch year. ',rhus, however distributed 
between professional costs and indirect costs, 
the. percentage dist-rib\ltion between evaluation and 
l't'ontment r.eported by the staff remains intact. 
'llhese figUl:es are. then used to arrive at eval
uation (I11d trentlllent cost/day and cost/client pre
:3en~ed :l.n Table XLIV (see p. 50). 

As 'rable XLIV indicates, a total of 869 clients 
\~m=Q seen at the CDTC between July 1971 and Dece:n
bor 1973. One-hundred-fifty-two of these clients 
weco civil probate ovuluations and 717 were CJS 
~cfcrrals. Of the PSCD team's sample of 433 cases 
.crom the 717 CJS referrals, 86 received treatment. 
'l:hCSf~ 86 represented 20% of the sample of 433, and 
it it! thus a ,Cair tlstimute that 20% of the total 
717.01: MI" received tre.atment. Thus 573 CJS cases 
and l52 probu to CtFies, or a total of 725 cases were 
"cvu~"uo.tiOl:t only" refe.rrals. 

'1'he Clvnluation only referrals from the PSCD 
sn~lpl.e uvc1;,lged 42 totnl. days, or about 30 working 
days Oil the CDl'C' S 'records between referral or ad
lI1ission dute <lIlt1 dute of final report, and this fi
gure ia gentl.l:alized to all evaluntion referrals in 
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Table XLIV. Based on a five-day work week, the 
CD'fC 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/c1ient 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 mopths, 
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 CDTC 
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 being processed at the CDTC on an average d~!y, 

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 one day. If 
the total expenditures for all three years at the 
CDTC 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 
"'ere 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. 
Likewi.se, 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. In any event, 
given the fact that Ascherman and competency/sanity 
referrals were not formally accepted by the CDTO 
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.50 ) summarizes the costs for 
the various types of evaluations performed by the 
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TABLE XLI 

Case10ads and Costs by Year for CDTC 

Probate CJS Total 
Total N % N % N EXEenditures 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 XLII 

Professional Salaries and Indirect Costs by Year for CDTC 

Professional Salaries Indirect Costs 

Total % 'Ibt. EXEends. 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 XLIII 

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

Evaluation (82%) Treatment (18 96) 

Indirect Indirect Grand 
Prof. Costs Costs Total Prof. Costs Costs 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 

Evaluation and Treatment Cost/Oay for COTC 

Oays on Working Oays Number Total Client 
N Records on Records Cases/Oal: Cost/Oal: Cost/Oal: 

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 COTC 

Total Cost Cost/Client Percent Total Cost 
N % Bl: Caseload Bl: Caseload Eval. Time Bl: Time 

Ascherman (24) 6 11 ,090 462 9 16,635 

Comp/San. (19) 4 7,393 389 4 7,393 

Other CJS (279) 64 118,290 424 66 121,986 

Probate (113) 26 48,055 425 21 38,814 

Total (435) 184,828 184,828 
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COTC 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 accouut 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 
Aschermall referrals rose to 9% of the total evalua
tion time in 1973, the competency/sanity cases re
mained at 4%, the other CJS referrals rose to 66%, 
and the probate referrals dropped to 21% 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, or $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 CUTC 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 CDTC 
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 CDTC. 
The reduction in referrals to LSH since the opening 
of the Center in 1971 coupled with the caselo~d 
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 CDTC recidivism rates are both 
lower and less frequently a move to a more serious 
offense. A measure of the Center's treatment effj.
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 CDTC is performing compe
tency/sanity evaluations in a significantly shorter 
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 an? parole,'and emergency inter
venttion and consultation services for local deten
tion facilities, but also education and training 
services for loc,al social service agenes. Fifty 
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 COIll:t 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. Indeed, the majority 
of the CDTC's recommendations were for return to 
the community, and the majority 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 
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that CnTO 'recommendations car.r.y a good deal of 
weight in their decision-making. Most importantly, 
thel:c was unanimous agreement amorlg those individ
uals who had some expertence with LSH eva1ua tions 
that CD'.cO evc!luations were supertor in quality. 

~ehe 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 CDTC. On 
numerous occasions throughout the study period, the 
PSCO 'research team was also told that the "young, 
br.:!.ght:, hj,ghly-motivated, multi-disciplinary" staff 
is one of the greatest assets of the CDTC. Parti
cularly favorable plaudits were accorded the 
DJ.r.ectot' who was widely-reported to be unusually 
skilled in bringing together in a close working re
lationship individuals with often highly diverse 
orientations and interests, including more than just 
mental health and C'd.minal justice professionals in 
the 'tol.edo a'rea. 

,¥roblems Associated with the CDTC 

While the PSCO study found very strong evidence 
that: the COTC is in fact realizing the anticipated 
benefits of forensic psychiatric centers, some prob
lems wer.e nevertheless encountered. To date, the 
CDTC has not achieved its goal of completing most, 
if not all. evaluations, within 30 days. Indeed, 
the CO'l'C sample evidenced one day longer than the 
LSII sample for. both all evaluation taken as a whole 
and ,Eor Ascherman evaluations. The CDTC sample 
also averaged one day longer between court order or 
referr.al and admission than did the LSH sample. 
Time was the most frequently voiced complaint of 
referral agents, and CDTC staff expressed acute 
awareness of this problem. Efforts of the PSCD 
t:!'lI.lm to p:l.npoint the pl:oblem most often hit upon 
t:he large caseload demands upon staff members, the 
deSire of staff to p1:ovide thol:ough evaluations, 
t:he perennial paperwol:k problem, and the difficul
ties frequently entailed in getting clients into 
t:he office for. evaluations. With regard to the 
last:, broken appointments were reported to be a 
fl."equont cause of breakdown in the smooth expe
d:Lt:lnE;; of cases. The resultant lengthening of 
rime involved in completing evaluations may be the 
p'dce to be paid for commun:f.ty-based as opposed to 
ins 1;:1, tutionul evaluations. 

The PSCD is also concerned about the low return 
'rn,!:e for quelstionnai'l:es mailed to probation offi
cers, judges, and Board of Directors members. 
Fifty-three percent of t:he probation officers (10 
of 19), 79% of the judges (11 of 14), ari 59% (10 
of 17) of the Board members did not return the 
qucsti:llInair.e.. While mai.led questionnaires have 
lin :tnfamously poor return rate, the extremely en
t:h,lr,instic reception accorded the PSCD team by 
those who we're interviewed left the expectation 
t:hut 'J:et:ut:ns in this study would be substantiaL 
:rhe concern of the l'SCD is tempered somewhat by the 
r:n(~t: that return was -requested of ve-ry busy people 
w1.t:hin 11 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 their 
prior offense record had shifted to a less serious 
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 CDTC and priorities of referral 
agencies. 

Correlatively, the PSCD also found that Center 
staff were less convinced than the probation Dffi
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 sugge:.ted that the court should 
report back to the Center on disposition. Five 
others represented pleas for more punctual return 
of evaluation results on the part of the Center. 
One sl\ggested that the Center staff should attend 
court more often, and another, reporting difficulty 
in getting hold of staff because of their 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: 

"L 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 CDTe brochure 
that clearly articulates the agency goals, 
services, 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 cooperation." (pp. 8-9) 

The findings of the PSCD study suggest that these 
are both desirable and necessary steps for the CD'rC 
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 adminj,strative 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 CDTC 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. ffilile 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 fill such a 
position on a half-time basis by fiscal year 1974-75. 
In the interim, contract arcangements have been un
derway with the Medcal Co:Llege 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 genera~ 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
cre'asing caseload and therefore workload. At one 
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point in. 1973, the overflow becnme of such unman
ageable proportions that the Centel: had to request 
a temporary cutback of referrals, The only altl;'r
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 Hithin 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 offendel: 
who is blatant:ly ment'ally disturbed--statements 
were made to the effect that local civil institu
tions "will n.ot 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 seriollsly 
assaultive cases are a minority of the total client 
population, they are those who pose the grea.test 
threat to 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 facj.
lity under the auspices of the CDTC. 

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 deraonstrate 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 histo'ry, and juvenile record. Two of 
the five measures (current offense and mental 
health treatment history) clearly substantiated the 
claim of greater severity of cliepts over time, and 
one other (prior inca'r.cerations) 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 CDTC 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 pres~nt service levels and of adding a Medical 
Director, a third team, and an inpa.tient 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 
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TABLE XLVI 

P,ojected Cost of Services, COTe 

1974 1975 

~Iaintain present level of 
service plus 6% inflation, $238,000 $253,000 

Addition of Medical Director 253,000 268,000 

Addition of Third Team 312,000 352,000 

Addition of Inpatient Facility 530,000 572,000 
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1976 

@ .. 
$270,000 

300,000 

387,000 

618,000 

the Lucas County 648 Boa't"d and by OLEPA-AJD at the 
end of the cur't"cnt ft.scal year. The Director is 
attempting not only to obtain continuations of con
t't"actual agreements with these funding sources, bllt 
also to tap new funds from the Toledo City Council 
(Revellue Sharing), the Lucas County Court of Com
mon Pleas (County Commissioners), and the Wood 
County 648 Boa't"d. Clearly, the uncertainty of 
long range funding is a most serious problem for 
the CDTC. 

Othe't" issues include the role of the CDTC in 
relation to the civil Probate Court. Thc:r~ was re
po't"tedly a good deal of debate among those involved 
in founding the Cente't" over whether or not services 
should be p't"ovided to the Probate Court. The per
centage of total caseload comprised by these cases 
has steadily increased over time, though unit cost 
has ave't"aged less than the CJS evaluations. While 
the PSCD team did not gather data on probate re
fe't"rals, the Director 't"epo't"ted very positive reac
tions by the Probate Cou't"t officials and very 
la't"ge 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 
pr.obate cases contribute to thei't" excessive work
load and det't"act f't"om 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 a't"ea. Among the prob
lems listed by the Center Director in the Long 
Range Planning Report are the following: 

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

-Lack of funning and insufficient personnel 
within other agencies to wo't"k with the of
fender. 

-Insufficient funding for additional probation 
of'ficers to provide intensive supe't"vision and 
counseling of probationers. 

-No cente't"s 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 understanding of 
locally based rehabilita,tion services. 

-Lack of clear definition of agency se't"vices 
within the correctional community. 

It is the PSCD's imp't"ession that much of the CDTC's 
effo't"t to p't"ovide multiple a.nd far-reaching ser
vices represents a conscientious attempt to compen-
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sate for many of these shortcomings in related 
a't"eas. 

The 1973 Long Range Planning Repo't"t expressed 
intentions to begin discussions \l1ith the D:l,vision 
of Forensic Psychiatry relative to providing foren
sic se't"vices on a regional basis by 1976. It might 
facetiously be said that, if Wood County is any ex
ample of the additional caseload that can be ex
pected, then the't"e is little to fear. It "(emains 
unclea't" to the PSCD why Wood County sends so few 
referrals to either the CDTC 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 't"ecently had to curtail se't"vices 
within Lucas County alone due to an imbalance be
tween cu't"rent supply and demand. Conside't"ar.ions of 
't"egionalism must also be advised that a stroug com
mitment to maintaining independent agency status 
exists among Boa't"d membe't"s and staff rnembe't"s of the 
CDTC. Fu't"theLmo't"e, when Boa't"d members were asked 
by the PSCD team: "In its futtLte development, 
would you like to see 'the Center become more state
oriented o't" more deeply-'t"oofed in the local commu
nity?", five of the seven 't"esponding 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 cont'rol unless state requi't"ements 
we't"e so onerous as to p't"eclude the performance of 
the Center's mission". One of those ~'ho chose the 
local o't"ientation added, however, that the State 
should p't"ovide mo't"e funding since the CDTC is as
suming some of the wo't"k of LSH. 

A few problems relating to mO't"e gene't"al issues 
in forensic psychiatry we't"e also identified by the 
PSCD team in the cou't"se of its investigation. CDTe 
staff membe't"s on numerous occasions expressed con
fusion rega't"ding who "the client" 't"eally is--the of
fender or the refer't"al agent. Tl)e question becomes 
significant in relation to confidentiality and var
ious othe't" situations involving conflicts of inter
ests. Related to this issue is that of the effi
cacy of "t't"eatment by force"--"resistance is fre
quently encountered, according co Cente't" pe't"sonnel. 

Last, but by no means least, the PSCD team 
found that eight of the nine staff members respond~ 
ing to questions 't"egarding the content of Ohio's 
incompetency and insanity statutes displayed some 
confusion or misunde't"standing, especially with 't"e
ga't"d to the test for c't"iminal responsibility. One 
of the judges intexviewed maintained that ignorance 

" or misunde't"standing of the statutes On the pa't"t of 
Center pe't"sonnel was a problem in the early days 
of ope't"ation, but that improvements have occurred 
over time unde't" the guidance and teaching of the 
cou't"t. While incompetency/insanity cases are a 
minority of the CnTC cases, they have increased 
substantially since the introduction of Fo't"ensic 
Psychiat't"y Division funds, and ignorance of the law 
on the pa't"t of those servicing the courts is surely 
a matte't" of serious concern. 



'in light of al1. the findings discussed above, 
the EBeD r.ecommends tha t; 

(J.) Continued support be given to the develop
munt of forensic psychiatric centers in the State 
of Ohio by the Department of Mental Health and Men
tal. Retardation. '1.'0 the degree the accomplishments 
that have been made at the Toledo CDTC can be re
alized in other locales, forensic psychiatric cen
ters promise to be community-based alternatives to 
fJSf{ that are both more economical and more effec
tive in stemming recidivism. Indeed, the vast ma
jor.ity of the benefits anticipated in Ohio's ven
ture into the development of forensic psychiatric 
centez;s are being successfully achieVi!d in the 
Toledo area as a result of the CDTC. 

(2) Continued support, financi.al and other
wise, be extended to the CDTC by all relevant fe
de'rll1, state, and especially local agencies. The 
dl~monstrated suc(!ess of the Center in achieving 
its goals and pU1:poses renders it worthy of future 
:Lnvestment and assistance by all concerned with 
th~l problems involved in managing the mentally 
disordered offender. 

(3) The CDTC and referral agencies make a re
newed effort to decrease the length of time elaps
iug hetween court order or referral and admission 
to the Cen':er. Similar efforts should be made by 
the Center to reduce the time involved in complet
ing evaluations. If however, the choice is ever 
between time and quality, responses of referral 
agenCies lind the inclinations of the PSCD suggest 
tha t quality should be tll.-"lintained. 

(4) ~~ha COTC reaffirms the priority-ranking 
ofreEerrnls in terms of personal offenses and in
crcas:lngly serious offenses, and perhaps exercise 
some screening of referrals along these lines. 
Greater selectivity by both referral agencies and 
the Cancer should make some cont1;ibution to easing 
excess caseloads. 

(5) 1'he CDTC and r.efenal agencies seek to 
:I.lOprove communication and interaction with one an
Dcher" While extensive formal and informal commu
nicat:l.on lind interaction is already evident, com
pJ.a:l.nt;s of. par,tidpants at all levels of the sys
tem suggest the1;e ;is still considerable room for 
improvement. The COTC should work especially dil
:lgent:ly toward seeing that referral agencies 
clear:Ly unders tand the goals and purposes of the 
Center, with an eye toward reducing inappropriate 
expecttlt:lons and :lnc1;easing staff efficiency. 

(6) The CDTC makes every effort to stabilize 
the staffing situation by reducing excessive turn
Qvl?t:. Funding IIgenc:les should be encouraged to 
:/.rH!t:case the /lubsidizing of salaries, for turnover 
:ls very costly not only in terms of orientation 
llnd t:'I.·ldning but also in terms of morale, and a 
v1cious circle is easily generated. 
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(7) The COTC 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 inpatient far.ility. The PSCD is acutely aware 
of the fact that inpatient treatment is 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 achieved, 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 alfo evidence that a decline in the 
drug problem has begun to occur in the United States 
(especially heroin). In other words, unless it is 
anticipated that additional heavy industry will be 
attracting large groups of migrants, no community 
should be advised to open new inpatient facilities 
at this time if some such facilities are already in 
operation in the area. . 

The CDTC, of course, has 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 theCDTC to negotiate 
arrangements between civil facilities in the area 
and the CDTC whereby short-term hospitalization of 
COTC 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 CbTC cont.inues 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 COTC 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 ver.y 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 examf.nation into the reasons behind the 
minin'l<lJ. 'referrals from Wood County to either the 
CDTe or tSH be conducted by the COTe and the Depart
ment of Mental Hei3lth and Mental Retardation. 

(10) The COTe makes every effort to maintain 
its independent status as a private contractual 
£gency, but conduc:t negotiations with the Department 
of Mental Heath and Itental 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 

i:"'>~- ~"....i 

L 
~l 

I 
i 

-. ~··-·i 

L"'5" :;-c; -.-,-, 

1!1'~'-"-' 

with minimal mental health problems. It is further 
recommend.ed 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 to break out of traditional narrow con
ceptualizations of problems, the energies of the 
Center should be directed first and foremost to
ward the unique cont:ribution that can be made in 
evaluation and treatment. Probation officers and 
;:-ther social 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
ous':'es and subsequent improvements in working re
lations among the components of the larger sys
tem. 

(11) The CDTC considers increasing the time 
devoted to treatment as compared to the time de
voted ~o evaluations. Follow-up scores suggest 
that treatlltent at the CDTe: has a,n effect in re
ducing recidivism, and the Center should capital
ize upon this fi.nding. An increase in treatment 
should also function to ease the porti.on of staff 
turnover 81ttributable to frustration of treatment 
aspirations. 

(12) The COTC and the Depa~tment or Mental 
Health and Mental Retardation address mor.e specif
ically the dilemmas involved in confidentiality 
and other issures regarding "hierachies of alle
giance" as they operate in the foren.sic psychiat
ric setting. Of equal conceru is the issue of 
"treatment by force"--current national concerns 
with the right !£ treatment may obscure very le
gitimate questions concerning the right to refuse 
treatment. 

(13) The COTC and the court acquant every 
staff member with the exact statutory criterit: for 
criminal irresponsibility and criminal incompetency. 
Correlatively, the PSCD recommends that immediate 
ilnd 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 so 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 cont~ined in Appen
dix I were presented to the Division of Forensic 
Psychiatry's Seminar on Incompetency and Insanity 
in Cleveland in Februaz;y of this year. The com
ments were compiled by a staff attorney for the 
Mental Health Legislative Guide Project at the re
quest of the Division of Forensic Psyc~iatry. 
Ms. Compton was kind enough to fo\~ard 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 PSCO strongly recom
mends that the Depa.rtment of Mental l!ealth and 
Mental Retardation study this docum\!;;)!.t. 
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(14) The Department of Mental. Health and Hen
tal Retardation seek to clarify the relationship 
between forensic psyr.hiatry and community mental 
health, The chatte\' of communit;< mental health 
centers specifies involvement. in consultation and 
education, and the question cart be y;aised as to "hy 
forensic psychiaty;ic services are not provided un
der this arm of community mental health. While the 
criminal justice and mental health sytems have re
cently been bifu·rcat.ed in the State DE Ohio, there 
is reason to appraise the sometimes ambiguous di
vision of responsibilities between the two systems. 
Although the PSCD is no t prepared a t this time to 
offer spei.fic recomlnendations, 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 all 

eye toward the development of a coordinated and log
ically coherent service delivery system. It may 
seem an insignificant pOint to those not acquanted 
with studies of language behavio.r, but one of the 
most frustrating aspecrs of conducting the investi
gation reported herein was to grapple with whether 
the individuals processed through forensic peychitlt
ric facilities are best conceptualized as "of
fenders", or as "criminal offenders", or as 
"patients", or as "mentally disordered Offenders", 
or as "offensive mental pat:i.ents", or whatever, not 
to mention the issues generated by such terms as 
"criminaJ.ly insane" or !oinsanely criminal". 'rhe 
term "client" 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 off 
a lengthy and tedious report. Language confusion 
too often reflects conceptual conf.usion, and the 
PSCD suspects that the latter mny be the mos t 
onerous problem confronting forensic psychiatry. 
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J H "\.Ifill 1n LI)(19 Om!; 1>,:. Wil1:Lli.tII. nealy Opcnl!rl In advisory court clinic in th., Cook County Juvenile 
t.",rf of (;ll1.c~go. 'rile fir:f1i:. adult CoutC cliuic IoIIl8 es tablished in the magistrate's court of Chicago in 
F/lll< ~Jtj!.I H. t;UtLlllilchnr. amI H. Weihofen: .1'ayehiatu and the taw, N.Y., 1952, p. 261. 

'. 'Jlt~m!o:k .in lludtefHI oJ: 1)r, llaul M.[HI('.t;t, Regional D:it:ector for .Legal Medicine, Massachusetts 
h£!lInnm!'!H uf Mentnl H!~dthj JJ'/1Hl Scn:eerdng Jirld t\1l11ef,!SlOcnt of Competency to Stand :trial", delivered to 
11 :!(!mhllH' on I ho Hentil.lty Itl Off'end<.lr: l.nC!ompetcncy and Insanity, sponsored by the Division of Foxensic 
I'{~:rlh1.lt f:h flhln fitJpurtmeul; of }fellcd llea1t:h nnd Mental R.l/;ardation, Cleveland, Februa·ry 8, 1974. 

11'lm H!1l'rtC.rr VOl} copyrJ.ght;ed. :1.11 1966 by Pro Dav:[d A. Rodge,s, Chier Psychologist at Cleveland Clinic. 
'Ow 1f1tinI1l;cont in in (WOOI1(!C I:l Coodco6ed ve:rs:f,oo of: both the M'innesota Multiphasic Pexso:1ality Invento,y 
anll t,/IUj{h loCal Htnnia X'(ltfH'OIl.H I:Y Xnv<:n tory, 

4!,llftll' u{ tlw HndJ:nga r.eported biJ.lolot {U:'(l bllSc.d on an N of 434. Data on O1lfl. of the clients was inad
'lent-fitly dUf!llL'(lt!~d on 11'lH code slwct:1J 111 the ctlr,J,y stages of tabulation. The'erro, was not discove,ed 
!lilt n tmmt of· t.ilt' ('OtllfjU\:(n,' l.lOdyai8 hud beon completed, nnel since an N of one can have but negligible irn
l'fln lin rll,fi\.J,6Ci{~" for. £l, fll1IlI!)le of 433/1,34, ;U: w(~S deemed Ilnhecessaryto 'rexun the entire analysis. 

,: 
~'{(Hlr I!IHl\\ ttl; the GNlttl'l," :1.1:1 bll(iccl \Ipon date of re.t'c·rral. ot;' admission. Eighteen of the 433 cases were 

wit dlJ.l cd tlud r.ould tlwrefore 00 \: be. for.thwith placed w1.thin the appropdate yeal:. To facilitate analysis, 
rhNH' HI W.\!·j;"I.1 dJl.H.dlHltl.ld OV{~r chI;! 2 1/2 ),M17pc'riod in proportion to those with dates, a!ld thus three were 
plarod sn LhD 1011 ~atoBg~y. n:Ln~ in 1972, and six in 1973. 

f'B V{1n irnp()fJ61bJ.(l :1,11 wlt\y C1IIH~!l \:0 clea'r.ly distinguish between srrests snd convictions £J:'om the in
flltl'rt/H :ltm !m Hie tit b(l~JI Chu C01'O and LSI!. 'rhereEo!;!! all prior citations are recorded as arcests even 
thHlISll J'illill.6 fi);'i) klli}',Ill t:o NP1~(~tl(mt: conv.ict:ions, 

;"hti IiIfOl,'fJ of (lnfl Willi .In.t:<mded for chOse falling intb the 30 month follow-up intervi;,l--that is, 
tlmflr WillI W<.n't\ l'(\rl}n~d to thu CD're in its fit'fJt months of ope,stion. As a result of eithex extended pxo
,I}!mlng t'i!ft{'. 111.I.i:Hling dili:1) , J.ncllrcct'ii.t::lon fo'!; s. period of time for curt;'ent oHense, or new arrest within 
HI m.t.~rtt hu, no 10 ltlOl\th fol1ow"'\IfJII Wer4 obtained. 
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TABLE 
ADULT PSYCHIATRIC CoUiLT CUNlCS* 

Name of Clinie Annual Chief Timo of Slaff'" Annual Reporta Reports .Approx~ No. Ayai1abiJity Association Propurtion TeDCbinlr Research Trealment Rcmatb 
C .... Source.! DC Referral Personnel Budaet Generall,. Generall,. of Cues of liospital of Juvenile of Casn Activities Activities 

Community Load Referral .Admitted Famished Penon:! THti- BetS. for Court OiDie .. iyen P,y- or Clinic of Clinic: 
Se"ed in Court. monT ReQoi~ 0_"&- with .:bo1olrical Stat!' St.r: 

Eyidence Defense ani tion by Adult roort Telts 
Year Established Pros«ator Clinic IItalf Clinic 

Psychiatric 1,250 Courts. }"'itness for 2 PsyC'hiatrlsts $437.360 Yes Yes 100% None SEl'arnle 1007(1 Residents jn Psycho- Nee&~ lIur- 3% huve 
Institute of nearly trial 85% 10 Psychiatrists· Psychintry from logical ,"'eyed. electro-
Municipal Court 100% Insanity 10 Psychologists nIl mnjor dties .. Research trentment encephnl~gr~ 

Chicago pJea5% 1 Psychologist· Social Service IJro~ram to 
Ig14 Pre~sentence 11 Psych. Socinl Trninees Loyola be started 

10% Workers &. Univ. of Chirn~o. 
1 BEG Tech. . P$ycholo~ 1 nterne 

17 Secretaries Univ. oC Chicnho 

Clinic of Adult. 7 Psychiatrists Approx. Yes Yes Los. thon No Cumh-n::c1 5?,C' Soc. Work Trainees To n very No 
County Court of 894 7 Psychologi!ts $150.000 10% :<o,Jrce Psychia.Residents &. limited 
Philodelphia Juve· 2 Social Workers Sr. Mod. Stud. from extent 
1918 niles ) 2 Secretaries various sch~. attend 

242 he:trinJ..FS &: ronfer. 

Psychintrj:; 3.376 Court. 95% Fitness for 3 Psychiatrists $206.339 No No 200 Yes ],-To 100% Interne5 occn. 1"0. St .. lff mem· None 
Clinic Social trial 5% 10 Psychologists Quarters tnted from 2 locnl hers do 
Recorders Court Agencie3 G% Post~convic- 10 Secret:uies furnished hOSll!l .. Staff mem- individual 
Detroit tion 95% bers-teRch nt- research 
1919 nearby university 

---.---
Medical Office. 3~5 Grim. Ct. 65% Fitne~s for 4 P.sychi:ttrisls· $ 50,000 Yes Yes 30 None Associated 100,* J.ectures nt Johns Publication ,None Many of Court 
Supreme Bench Munic. Ct. 22% trial 30% 2 Psychologists Quartcn; In nil but vir- Hopkins Univ. &: of Clinical referrals at 
of Baltimore Prob. Dept. 5% Jnllnn. plen 1 PSY. Soc. Worker furnished Cases tunlly Med. Sch. Lectures Pnl~r .. No request of 
1921 Dom. ReIn. 8'10 60/'0. Pre-sent. 4 Secret.'lries nutonomous Univ. of Md. Mod. oriJzinal Defense Counsel. 

Jail 9% 5~'10 Sch. Mod. Stud. research 6% h.'lVft ~Iectro· 
Stat .. Atty. 1% Other G% Univ. of Md. come encephnlogrnms 

to Clinic 

Psychiatric 700 Mun. CL 66c ... ~ Fitn6s for 2 Psychiatrists· 68.000 Yes No 150 (only in None Sellnratc 90% r-:one None None 
Clinic of Com. Pleas 34% trial 8% 2 Psychologists common 
Municipal And rnsan. Illen 2 PSy. Soc. Workers pl.,,) 
Criminal Courts 2'10 1 PSy. Soc. 'Vorkers· 
Cleveland Pre·.sent. 3 Secretaries 
1925 90% 

Behavior Clinic 380 Court 30<io Pre~tria.l 1 Psychiatrist In General No Fr.,.. 79 None Separate 1'7, Nc:nc None None All cn!te8 have 
of the Criminnl Defense 95'70 1 PsychiatriBt· Budget QuentIy hlood test. for 
Court of Cook Attya.63% Pre~Hentence a Secretaries Dept. of Aid syphilis" 
County, Chicago St.,te"'5 5'7~ .mean fG'f" 
1931 Atty. 7'To gonorrhe:l 

Psychintrie 2.050 Sup~me Pre~trial :I Psychiatrists· In hudget No No 20 None None 2=;70 Senior Jaw Statistical 1% 
Clinie. Sup. Ct. Cuurt 26% 2 Psychologists or Psyc:hi- students studies 
I lit Judicial .Tudlre& Pre~sent. 4 Secretaries atrie Div. New York Rnd elinieal 
Diat.. N.Y. &: 100% 74% BeIJevue UniveI"!Jity papers 
Bronx Counties Hospital 
1932 

Allegh<ny 550 DiBtrict Pre·trial 1 PBychintri!lt $ 72.000 No N" y"" No 25% Residents No NonF 
County Behavior Atty. 90% 99% 1 PBychiatrist· (office (rom 
Clinic. Pitts- Defense Pre·scnt. 1 PBycboJogist apare Weste.rn 
burgh. 1937 Atty •. &: 170 2 Social Workers furnished) Psychintrie 

Families of 1 Statisticinn CHnie 
Defend. 100/0 3 Secretaries 

Erie County 113 Court Pre~trinl 4. Psychiatrists· $ 76.000 Yes Y.,. Twice u yelU" No Comhined !)5fj'c No No No 
Fnmlly Court (only 100% 3 PsycholQ2illts source 
Psychia. Clinic HOuree) 1 Social Worker 
Erie County, 4 Secret."uies 
Penn .. 1951 I 

·Unfns 80 designated, full time. 1 

*In Ralph Slovenko (ed), Crim~~~ andC;orrect:ions. Chas. :Thomas, 1966, pp. 479-93. 
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Column 

7-9 
10-12 
13-14 

15 
16-17 

18 
19 
20 
21 
22 
23 

24-25 
26-29 

30 
31-32 
33-34 
35-36 
37-41 

42 
43 

44-46 
47-49 

50 

51-53 
54 
55 

56-58 
59 

60-61 

62-67 
68-69 
70-71 

APPENDIX C 

TCDTC Code Sheet 

PSCD Identification Number 
Referral county, agency, agent. 
Current Charge. (Code B) 
Conviction (Yes - 1, No - 2) 
Court status. (Code C) 
Incarcerated. (Yes - 1, No - 2) 
Age (Code D) 
Sex (Male - 1, Female 
Race (Code E) 
Marital Status. (Code F) 
Education (Code G) 
Occupation (Code H) 

2) 

(Code A) 

Reson for referral (Code I) 
Juvenile record. (Yes - 1, No - 2) 
Prior charge(s) or conviction(s). (Code J) 
Prior incarceration(s). (Code K) 
Prior mental health treatment. (Code L) 
Psychological testing. (Code M) 
Number of interview sessions 
Psychiatric evaluation. (Yes - 1, No - 2) 
Evaluation results: positive. (Code N) 
Evaluation results: negative. (Code 0) 
Ascherman committable as: psychopath - 1, mentally ill - 2, 

mentally retarded - 3. 
Recomme~dation (Code p) 
Treatment at CDTC recommended. (Yes - 1, No 
Court decisjDn regarding statutory question . 

(Yes - 1, No - 2) 

- 2) 
(Code Q) 

Court disposition (Code R) 
Treatment at CDTC ordered. 
Treatment at CDTC received: 

98 if number unknown, 99 
Date of referral 

enter number of sessions, 
if no treatment received. 

Number of days between referral and admission 
Number days between admission (or referral) and date of 

final report 
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CODE A Re{erral County, Agencr, Agent 

100 - Toledo ~1unicipal 500 - Oregon 
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 Occupatio~ 

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 

01 50: POs names 
51 99: Judges name 

600 - Ohio APA o~ u.S. Probation 
01 - 50: APA: name 
51 - 99: U.S. Probat.ion: name 

700 - Detention Facility 
01 - 99: name of facility 

800 - Multiple Referral Source 
01 99: Agency and ..agents name s 

900 Other 
01 99: County, agency, agents names 

CODE C Court Status 

01 Pretrial 
02 - Presentence 
04 - On probation/parole 
08 Sentenced 
99 None 

CODE F Marital Status 

1 Married 
2 - Never married 
3 - Remarried 
4 - Divorced 
5 - Widowed 
6 Separated 

CODE I Reason for Referral 

0001 General evaluation 
0002 - Probation eval. 
0004 - Treatment eval. 
0008 - Probe of repeating 
0016 - Dangerousness 
0032 Drug/al. prob/dep. 
0100 Ascherman 
0200 Competency 
0400 Sanity 
1000 Emerg. interv. 
2000 Treatment admin. 
4000 Other 
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CODE 0 Age 

1 Under 21 
2 - 21-30 
3 - 31-40 
4 41-50 
5 51-60 
6 61-70 
7 Over 70 

CODE G Education 

1 0-8 
2 - 9-11 
3 - HS or GED 
4 - 13-15 
5 - College Degree 
6 Postgrad. work 
7 Postgrad. Degree 
8 Voca., Tech., 

Bus. Certificate 

CODE J Prior Charges or 
Convictions 

01 - Property' 
02 - Nonsexual personal 
04 - Sexual 
08 - Drug related 
16 Public order 
32 Other 
99 - None 

CODE K Prior Incarcerations 

01 - Felony 
02 - Misdemeanor 
04 Unc1assifiab1e incarc. 
08 - None 

CODE M Psychological Testing, 

00001 - ~WPI/CPI 
00002 - Rorschach 
00004 - WAIS 
00008 - TAT 
00016 - Bender-Gest. 
00032 - Grah.-Kend, 

CODE L Prior Mental Health Treatment 

01 Outpatient 
02 Inpatient 
04 Inpt. inst. MD off. 
08 Other/unclass. treat. 
16 - None 

00100 - Rotter 
00200 - Weschler Memory 
00400 - POI 
01000 - Draw-a-Person 
02000 - Halstead 
04000 Vocational 

1000(1 
20000 
40000 
99999 

Lowens. Mosaic 
Other 

None 

CODE N Eval. Results: Positive CODE 0 Eva!. R(3jults.: N~ati ve 

001 Mentally impaired 001 - Not mentally impaired 
002 - Good probation risk 
004 Treatable 
008 - Unlikely to repeat 
016 - Not dangerous 
032 - No drug/ale prob/dep. 
100 - Not Ascherman 
200 - Competent 
4.00 - Sane 

CODE P Recommendation 

001 - Probation 
002 - Further evaluation 
004 - Social-life interv. 
008 Drug/al. treat. prog. 
016 - MH. outpt. treatment 
032 ~lli institution 
100 - Due Proc/incarceration 
200 Other 
999 - None 

CODE Q Court Decision Re Stat. Question 

1 - Not As cherman 
2 - Competent 
3 - Sane 
4 - Not drug dep. 
5 - /\scherman 
6 - Incompetent 
7 - Insane 
8 - Drug dep. 

71 

002 Poor probation risk 
004 Not Treatable 
008 Likely to repeat 
016 Dangerous 
032 Drug/al. prob/dep. 
100 Ascherman 
200 Incompetent 
400 Insane 

CODE R Disposition 

001 Probation 
002 Further evaluation 
004 Social-life interv. 
008 Drug/al. treat. prog. 
016 MH outpt. treatment 
032 MH institution 
100 -. Due Proc/incarceration 
200 Other 
999 - None 
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Column 

7-8 
9 

10 
11 
12 
13 

14-15 
16 
17 

18-19 
20-21 
22-26 

27 
28-32 

33 

34-36 
37-39 
40-42 

43 
44-L1-5 
46-47 
48-53 
54-55 
56-58 
59-61 
62-65 
66-71 
72-

Card Two 

APPENDIX D 

TCDTC-LSH Code Sheet 

PSCD identification number. 
Race (Code A) . 
Sex (Male - 1, Female - 2). 
Ag~ (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 - I, mentally :j.l1 - 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 between first return and second release. 
Date of last release. 
If s till at LSH, number days between admission thro'ugh 

December 31, 1973. 

7-8 PSCD ID number. 
9 Court decision on statutory question. 

10 Court disposition (1 = incarcerated, 2 - probation, 
3 = returned to LSH) . 
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01 ~ Prof. , 
02 Exec. , 

GODB G . Education 

1 .- 0-8 
Z - 9-11 
J,' - BB or GED 
4 13-15 

6
5- Go11ep;:e Degree 

-' Pas tgrad. Work 
7 Posterad. Degree 
8 - voca., T~ch., Busi. 

Certificate 

oemi-prof. 09 Farm 
upper admi~l. 10 Domestic 

Oft - Nanar;erial 11 - Dousewife 
{)} .• Self -err:ployed 12 - Student 
0(; . .,) ,- SHles Retired 
06 ...., CICl"i(H'3.1-aec. 14 l' - Disabled 
07 Civil 
08 ,.., Labo,r 

00100 - mm 
00;"'00 ..,. D1\ 1:' 
OOlH)O ,.., Ho eta);' 
()lOOO ... ;'IAIS 
O?;(lOO ... 'J',AT 
011000 .... 1..yltlum 

.H 

serry,. 15 None 

CODE G Charge 

01 - Property 16 
02 Nonscx. pers. 32 
04 - Sexual 99 
08 Dru~-related. 

Pub. order 
Other 
None 

CODE H Prior KH Treatment 

01 .., Outnntient 02 - InDatient 
O}~ - !npt. inst. PiD offender 
08 - Other/1uiclussiflab1e treat. 
16 - None 

10000 
20000 
40000 
99999 

- GPPT 
- Dep. Invent. 

Other 
NOl'le 

, " 

I 

I i ,. 

, 
I I 

CODE J Evaluation: positive 

e01 - no criminal tendencies 
002 - good probation risk 
004 treatable 
008 - unlikely to repeat 
016 - not danr:erous 
0)2 no drug/al. prob/dep. 
100 - not Ascherman 
200 - competent 
400 - sane 

CODE L Recomm8ndallon~ 

001 probation 
002 - unclassifiab1e treat. 
004 - unclassifiable inst. 
008 - not LSH 
016 - NH out.patient 
0)2 r·m in Da ti en t 
100 - Due process/ incarc. 
200 -'Other 
999 - None 

CODE N ,Prior Incarcerations 

01 - Felony 
02 - Hisdemeanor 
04 Unclassifiab1e ine:ar. 
08 None 

CODE K Evaluation: nep;ative 

001 - criminal tendencies 
002 - poor probation risk 
004 not treatable 
008 - likeiy to repeat 
016 - dangerous 
0)2 drug/al. prob/dep. 
100 - Ascherman 
200 - incompetent 
400 - insane ~ 

CODE M Prior Charges/Convictlons 

01 Property 
02 - Nonsexual personal 
04 - Sexual 

. 
08 - Drug related 
16 - Public order 
)2 Other 
99 - None 
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APPENDIX E 

Note: The following questions refer solely to criminal cases seen at the CDTC; 
please e~clude civil psychiatr~c 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 full time or part time ? If part 
time, how many total hours/week or hours/month do 'you work for 
the Center? 

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

a. Administrative 
b. Evaluations and~7-o-r~Recommendations ---(Include not only the administration of 

evaluation procedures but also time spent 
in analysis, report writing, staffing, and 
consultation regarding evaluations and rec
ommendations.) 

c. Treatment 
--:---::--"... d. Other (specify) 

Enter approximate 
percentage of total 
time devoted to each 
activity. 

If engaged in evaluations, which of the following 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 mJLrls. or ____ hour(s). 
Compilation of social case his-t-or-y-- mins. or hour(s). --- --.---,,; Psychometric testing: 

b. 
c. 

MMPI/CPI rr.ins. or hr(s) . Gr aharn- Kendall mins. or 
Rorschach mins. or hr (s) . Rotter mins. or 
WAIS mins. or hr (s). Weschler Memory mins. or 
TAT mins. or --hr(s) • POI mins. or 
Bender-Gestal t mins. or ---hres). Ha.lstead mins. or ---Draw-a-Person . mins. or hr(s) . Vocational mins. or 
Other (specify) 

_----,hr (s) . 
_--=hr(s) . 
_--:hr(s) . 
_..--,hr(s) . 
_--.,hr(s) . 
__ hr(s). 

d. Medical and/or neurological exarninations· ____ ~mins. or ____ ~hr(s). 
e. Other (specify) mins. or hr(s). 
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Sttl.H Staff 

If ~ngaged in treatment, which of the following are you involved in, and how 
mtmy hours of an average week do you devote to each? 

Indl.vitlual psychotherapy hrs. 
Marl tal counseling hrs. 

c. Group therapy; 
Couples/sex offendors hrs. Slow learners --.-_hrs. 
General rcsocialization!drug-aJ.cohoJ. abusers hrs. ---Workhouso l)rogram hrs. Severely antisocial hrs. 

hrs. Mildl.y antisocial hr$. Other (specify) --
Otlwr (specify) , - ~ . 

---:: ___ hrs. tL 

. }ilouhl you estinmt.:c tho amount of time you spend in an average week consulting with 
t:OUl.'t, probation or other c:drninn1 justice system personnel regarding your clients? 

WOLl hl you os dnHltc tho amount of time you spend in an average week c,onsul ting with 
families j f:d(mus i employers> or other non-court-related social agents regarding 
youl' clients? 

What attrocted YOLl to your position at the Center? 

;). Whnt do you See as the maj 01' goals or purposes of the Center? 

(J. Gonornlly sponklng, how v/e11 do you think the Center is doing in achieving 
1 tS goa 1s or purposos '? 

VC)):'Y Nell ·t 
.l 2 3 4 5 Not well at all 

: I 

, 

. ~ 

I 
J .. 

B. 

9. 

10. 

How would you characterize your working relations with the various 
referral agents? 

a:. Probation officers Very good 1 2 3 4 5 Very bad 
b. Municipal judges Very good 1 2 3 4 5 Very bad 
c. Common Pleas judges Very good 1 2 3 4 5 Very bad 
d. Local detention 

facility personnel Very good 1 2 3 4 5 Very bad 
e. Parole officers Very good 1 2 3 4 5 Very bad 
f. Other (spe~ify) Very good 1 2 3 4 5 Very bad 

Very good 1 2 3 4 5 Very bad 

From which ag~ncy do most of your referrals seem to come? 

a. Probation 
b .. Municipal Court 
c. Common Pleas Court 
d. Other (specify) 

What is the type of. evaluation that appears to be most frequently 
requested ty r~ferral agents? 

a. 
b. 
c. 
d. 
e. 
f. 
g. 

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) ---

11. Would you make some estimate of the percentage of referrals that 
request evaluation regarding the client's 

a. dan&erousness ___ _ 
b. amenability to treatment 
c. p:.obability 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 
evaluation and recommendation? 

13. What do you understand Ohio 's test of competency-to-stand-tr:l.al to be? 

understand Ohio's test of' criminal responsibility ("sanity") 
of' commission of the criminal act to be? 
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Staff 

15. Would you please draw a general p~ofi1e of the "average",c1ient referred 
to the Center? 

16. On the averCige, how tnuch weight do yo~ think the Center's evaluations 
and/ or recommendations carry in the decis:lon-making of: 

a. 
b. 
c. 
d. 
e. 

Prebation efficers 
Municipal judges 
Cemmen Pleas judges 
parele officers 
Other (specify) 

A great dea1.of weight 1 2 
A great deal ef weight 1 2 
A great deal ef weight 1 2 
A.great deal ef weight 1 2 

A great deal ef weight 1 2 

3 4 5 No. 'veight 
3 4 5 No. weight 
3 4 5 No. weight 
3 4 5 No. \veight 

3 4 5 No weight 

17. Row weuld yeu cempare the evaluations, recemmendations and treatment 
programs ef the Ceurt Diagnostic and Treatment Center with those of Lima 
State Hespita1? 

18. What do you see as the major strengths and weaknesses of the Center? 
First, strengths: 

What about weaknesses? 

19. If you could make any changes in any aspect of the Center's philosophy, 
structure, er operations, what would they be? 
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20. How has your experience with the Center affected your perception of: 

a. criminal offenders? 

b. the ,criminal justice system? 

c. the helping prefessiens? 

21. Lastly, would.yeu plegse complete the follewing items? 

a. Circle the category apprepriate to you: 

1. Age: Under 21, 21-30, 31-40, 41-50, 51-60, over 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 to\vard Ph.D., Ph.D. Degree, H.D. 
Vaeation-Technical-Business Certificate 

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

Questionnaire for Toledo Area Judges 

Regardlng Court Diagnostic and Treatment Center 

1. How long have you been serving as a (Common Pleas/Municipal) Judge? ---yrs . 
(circle appropriate) 

2. Could you briefly outline your professional background prior to assumption 
of your present position? ' 

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

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

Very well I 2 3 4 5 Not well at all 

5. How would you characterize your working relations with the Center? 

Very good I 2 3 4 5 Very bad 

6. What are the s~atutes under which you are permitted or mandated to send 
an offender to the Court Diagnostic and Treatment Center for evaluation? 

7. 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? 

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

9. Could you give us an estimate of how many offenders you refer for 
treatment unner each of these statutes in an average month? 

10. Do Center personnel appear to understand the specific questions they 
are legally bound to answer with regard .to sanity at the time of the 
offense, competency to stand trial, and Ascherman evaluations? 

11. Besides these statutorily-mandated questions, what are the other sorts 
of questions you most frequently ask the Center to address, particularly 
in presentence exarr~nations? 

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

13. Do you eVE!T 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 ~vould you rank the overall quality of their evaluati.)Us? 

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? 

Other ------------------------------------------
84 

Judges 

e. How much weight do their evaluations carry in your decision-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 

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

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

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

Questionnaire for Toledo Area Probation Officers 

Regarding Court Diagnostic and Treatment Center 

1. How long have you been working as a probation officer in this area? 

________ months, or ______ years 

2. To your understanding, what is the purpose of the Court Di28nostic and 
Treatment Center? 

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

Very well 1 2 3 4 5 Not well at all 

4. How would you characterize your working relations with the Center? 

Very good 1 2 3 4 5 Very bad 

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

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

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

8. 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 Officers 

9. We're particularly interested in your evaluation of the Center's per
formance an.d 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 thei~ evaluations generally helpful to you in your decision
making regarding the offender? 

e. 

Yes No Other _______________________ __ 

Row much weif.ht do their evaluations and/or recommendations 
carry in yom ,lecision-making? 

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

f. Row effective do you think their treatment programs are? 

g. 

Very effective 1 2 3 4 5 Not effective at all 

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 

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

Yes No 
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Probation Officers 

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

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

14. Lastly, would you please complete thE! following items? 

a. Circle the category appropria:te to you: 

b. 

l. 
2. 
3. 

Age: Under 21, 21-30, 31-40, 41-50, 51-60, Over 60 
Sex: Male Female 
Marital Status: Mar:r.ied, Never Married, Divorced, Separated, 

Widowed 
4. Education: Under 12 yrs, HS, 13-15 yrs, College Degree, 

Work. toward Masters, Hasters Degree, 
Work toward Ph.D., Ph.D. Degree 
Vocational-Technical-Business Certificate 

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

QUESTIONNAIRE FOR BOARD OF DIRECTORS 

TOLEDO COURT DIAGNOSTIC AND TREATMENT CENTER. 

1. Please describe any role you played in the creation of the Court Diagnostic 
and Treatment Center. 

2. Why did you choose or consent to be affiliated with the Court Diagnostic 
and Treatment Center as a Board Member? 
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3. How do you define the major goals or purposes of the Center? 

4. Generally speaking, how well do yeu think the Center is doing in achieving 
its goals or purposes? 

5. What do you see as the major strengths and ~\7eaknesses of the Center? 

First, strengths: 

What about weaknesses: 
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6. If you could make ~ny changes in any aspect of the Center's philosophy, 
structure, or operations, what would they be? 

7. In its future development, would you like to see the Center become more 
state-oriented or more deeply-rooted in the local community? 
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8, Do you have any other comments that would aid us in our analysis of the 
Court Diagnostic and Treatment Center? 
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APPENDIX I 

Fobl'Uctl'Y H, J974 'l~tlby 1. Comptlll1 

"-------------------~---"--

"New Approaches to Incompetency to Stnnd Trial" 

-.--------_._-----

I. Background InfoJ:lllation on Mental l!oalth Law Project 

and Legislative Guide Project 

The Men tal 11 e a 1 t h L a II' Pro j 0 _c t beg a n a san in t c g r a 1 

part of the Center for Law & SocialPolic),. one of the 
, 

first public interest law firms. In 1. 9 7 2) the p.r 0 j e c.! 

was organized as a separate entity to fill the obvious 

need for the involvement of lawyers and mental health 

professionals in improving the plight of the mentally 

handica.pped. The Project a.ctivities include test case 

litigation, an education program and some limited back-

up assistance. The litigatjon has included t.he impol'tant 

cas e 5 0 f l'{x a t tv. ~E_n"~1 (A 1 a bam a ., - Rig h t toT rea t m e 11 1: ) 

and ~lills v. Boa,!.? of Education (D.C. -- Right to Uducatioll) 

which were begun as Center cases and continued by Projoct 

attorneys after January 1972. Other important cases 

include Kaimo\'Jit~ v. De£_~rtmG~of Montal Heal~h (Michigan 

Psychosu:rgery), Soudcr_-"y"':"'~r~~~~!!. (D.C. -- Right to 

Compensation for Institution ~Iaintainjng Labar), ~10r.~l..~~ 

Turm ~1.. (Texas - - Right to Trea tmen t for Juv on i J. os), a.net 

Donaldson v. OI~onn'2E. (rlol'ida -- Right to TrefltDicnt/ 

Compensa.tion for Confinemellt I:ithout Treatment). 

In addition to its own litigation activitjes, the Project 

pTovicJos interestod 1,l\vYCTfo arolt rlll the, count)')' Id,th 

specialized back-u)) ussis"tnllcc hy tlissC'mino.t"i.llg L'atcn·:i.aJ.s 
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and providing expert advico. 

The Project is also keenly interested in developing 

a mental health bar. To fal;;iU,tatc this goal i tho Project, 

in conjunction with the Conter for Law & Social Policy, 

conducts a clinical education program for second and third 

yeKr law students from selected law schools throughout 

tho country. There are five or six participating schools. 

It is anticipated that these students who have received 

t:raining Idth the Project will continue to be involved in 

the mental health field after law school. 

As part of its public education program, the Project 

has produced a consumer handbook entitled II13asic Rights of 

the Mentally Handicapped. II Also, Proj ect staff participated 

in tho planning and presentation of a conference on the 

legal rights of tha mentally retarded sponsored by the 

Presidentls Committee on Mental Retardation and have 

recently completed co-sponsoring a series of four ,Practising 

Law Institute Seminars on Legal Rights of the Mentally 

11 a n (Ii t~ a p p D d , 

Tho M ant,al I-leal th~egi s I GL ti v c Guide Pro j o~ (part i ally 

oWl1ed s1.1Dsldia:r.'), of the Ment:d Health Law Project) is being 

conducted by th(\ Mentol Health Law Project uncler a cost

shnring COli'!.:ract with the National Institute of Mental Health. 

As i S Q b V j 0 \1 !; toe veT)' 0 n e her e, t 11 e r 0 is and 11 as bee n a 

so:\.'ious 1l00t1 for tho 1:ccon!:liderat:ion and r0v1sio11 of state 

montnl hC'alth legi.s] ation to reflect the changes a,ncl advances 

i nth (' III C d i t' U 1 (J n d b l.' 11< I V 1 n 1':11 ~'C i I.' n c G S, P n tic n t sir i g h J~ S 

1 1. t i r; it t ~ () 11 and lhH\' CO 11 C L' P t ~ for a d III in is t e r i 11 g cL n tl f i r1l.1 Ji. d 11 g 
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mental health care. The Guide project was initiated to 

fil; this need. The Guido is not intended to be an all

encompassing "uniform code," but ~ill_~~ comprehensive in 

scope. The Guide will, in selected areas, set forth model 

acts such as n model commitment act, supported 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 appToaches in a format usof~l to state 

1 e g i s 1 at u r e ,. and at her age n c i e sin t e r. est e d i 11 d l' aft in g (l n d 

proposing new legislation in this field. 

II. The Legislative Guide Perspective of the Ohio Statutes 

Next, I have been asked to present the Legislative Guide's 

'Iperspe·-:tive" of the Ohio statutes. First of all, I will 

list what I consider serious shor.t comings in all three 

sections and then describe in more detail our legislative 

sugz.estions for a more enlightened approach to the issues. 

A. Incompetency -- Section 2945.38 falls far short of 

the precise language necessary to protect tho rights of 

defendant's whose competon~y is in issue. 

1. First of all, the statuto does not definc tho 

word "sane" nor does it provid.e a clear standard for a findi'l'!.g 

of competency. The Ohio cases indicated that the basic 

Dusr-y standard is applied, but this standard should be stated 

in the statute in the place of tho inappl'oprintr. term Ilsnnity.11 

2. Secondly, upon a finding of "insanityll or 

incompetency the statute requ:lre~ tlutomutlc commitm0nt to a 

s tat e h 0 S pit a,l . 
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[a] There is no provision for treatment 

in a less restrictive facility or on an outpatient basis 

and, 

[b J There is no provision requiring an 

individualized treatment plan nor, 

[c] is there any requirement that the treatment 

facility have the resources to provide the defendant with 

the particulai treatment 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 

Jacks on v.· Indi ana. 

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. 11 

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. Effoct of Verdict of Not Guilty by Reason of 

Insanity -- Section 2945.39 

1. Obviously, the presumption that the dcfendant's 

insanity continues if he is found not guilty by reason of 

insanity is without factual basjs and is factually irrelevant to 

t 11 c g~) n era 1 guo s t:i 0 n \,' h c the r t 11 0 se a e q \1 itt e cl b )' Tea s a 11 0 f 

:i. n 5 n nit y n red flll g C:l,' 0 usa 11 cl in 1't G e d 0 f t r- eat men t . 
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2. In support of that presumption, the statute 

inappropriately provides for ma~datory 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 proceaures should be no more burdensome than those 

applied to civilly committed patients. 

5. The provision for annual review by the hospital 

superintendent is insufficient. Review should be by the 

court and at least every ninety days if not more frequently. 

C . Expert Witnesses in Insanity Cases -- Section 2945.40 

1. Fir~t of all, this section should include a 

means whereby the defendant can challenBe the court or the 

prosecution's request for a mental exam. If he feels he 

is competent to stand trial and was not insane at the time 

of the alleged criminal offens~ he may not want to be 

subjected to the burden and embarrassment of a mental 

examination. 

2. Again, the statute provides for aut6matic 

confjnement for the mental examination and does not allow 

for out-patient examinations or use of screening tests to 

prevent unnece~sary institutionalization. 

3. If the defendant for good reason must be 

confined for examination, it should be for a very short 

period, certainly no longer thon 5 days. Thirty Jays 

confinement for a pro-trial examination is much too long . 
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{~ . In accordance, the statute should make 

clear that the defendant is entitled to pre-~rial release 

if he is otherwise eligible even though he has been ordered 

to undergo a mental examination. 

5. The defendants Fifth Amendment rights against 

sel£-incrimination.are totally ignored in the statute. 

6. Also, the statute is unclear as to whether 

examiners can make conclusory statements in their report 

or at the hea.ri11g. The examiners, of course, shOUld be 

limited to medical and behavioral observations and the need 

for .treatment. 

7. The language is unclear as to what 1fqualified 

physicians" are other than specialists in mental diseases. 

It should more specifically sta~e who is qualified to cdnduct 

a mental examination. 

8. Finally, even tho'ugh the experts are purportedly 

"impartial;" the defendant should have the right to an 

independent medical expert at the expense of the state. 

Studios show that dubbing an expert "impartial" causes 

judges and juries to abdicate their fact-finding responsibi1ities 

to that expert. The issues.are socio-Iegal and sllould be 

decided within the adversary context. 

III.Suggested New Approaches 

Next, I hope to, at a minimum, superficially introduce 

some new apprOac.lJ.As to the issues concernilig the mentally ill 

in the criminal process and in so doing will point out that 

the slatutns' shortcomings aL'e in fact that. I intend to 

devote i:1 dispropo:rtionate amount of my ti.me on incompetency 
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problems simply because the issue of incompetency to stand 

trial is far more fr0quently raised than the insanity defense 

(lesi than 1% of all felony dispositions -- Matthews). It 

affects thousands of persons Wl10 are committed each year to 

mental institutions for study and for treatment, but has 

received much, much less attention from legal sc~olars 

and forensic psychiatry. 

I will briefly discuss seven different key aspects of 

the proceedings that we feel need partfcular att,ention': 

[A] pre-trial release, [B] use of a screening test, (C] out-

patient examinations, [D] the examiner's report to the court, 

[E] the defendant's Fifth Amendment rights, [F] maximum 

treatment periods, and [G] disposition of permanently incompetent 

defenda.nts. 

A. Pre-Trial Release 

1) A majority of jurisdictions today deny bail 

and other forms of release when a pretrial mental exam is 

ordered and revoke biil when mental exam is ordered after 

release. 

2) These practices are inconsistent with the 

constitutional and statutory rights of the accused. 

3) The Eighth Amendment and Due Process Clause 

read together permit the fixing of bail only upon standards 

relevant to the purposes· of assuring the' presence of the 

defendant at subsequent proceedings. Forty states and the 

federal government provide for release based on this standard. 

4) The practice of denying release would be justif10d 

only if there were a reasonable basis in experience for the 
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automatic denial of release for all who are scheduled 

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 

than others. 

6) The different standard reflected in courtroom 

practice, therefore conflicts 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 bailor other form of pretrial release. 

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 propose ~o have the requisite knowledge 

and understanding necessary to dictate what form the screening 

test should take, but from our research, we have concluded that 

an accurate screening test is appropriate t.o the fair and 

prompt disposition or treatment of those defendant's whose 

mental competence to stand trial is in doubt. 

2) Dr. L:ipsett, !"ho worked with the Harvard Medical 
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School's L~boratory of Community Psychiatry as they 

developed a Competency 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 ~nnecessary 

institutionalization and extraordinary expense of 

observational commitment for clearly competent defendants. 

[a] Defendents are usually' sent grep.t 

distances to state maximum security hospl'tals for in-patient 

pre-trial mental examinations. 

[b] Some statutes provide for confinement for· 

such pre-trial examinatl'ons for up t 90 d o ays. The Ohio 

statute limit's this observational confinement to 30 days, 

but that length of time is also unn~cessary. 

[c) In addition, an extremely high percentage 

are found 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 confirlclnel11: 11-8.S ' _ _"_ oeen an unnecessary 

restriction on theiJ: personal liborty. 

[e] Administration of the screening t8~t by 

qualified examiners, preferably a Forensic Psychiatric Office 

should. remedy this by anab lil;g the clearly cOllipetent defGndant 

to return to COUI"t. A L' S a pracLlcal matter, this can occur 

within a few. hour ·ft h 's a ·er t e issue is raised. 

The procedure in the- District of Col.umbia 

Superior Courts is illusirative: 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 examined on-the-

spot and either returned to c~urt (2/3 of those tested) as 

competent -- or sen~ to the main office of the Forensic 

Psychiatry Office of St. Elizabeth's for a more extensive 

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

raised, the proceedings are interrupted for a short period of 

time. 

C. Out-Patient Examinations 

With or wi~hout the aid of the screening test, 

pre-trial mental 'examinations should be conducted on an out-

patient basis whenever possible. 

As the least restrictive alternative for evaluating 

competency, outpatient examinations 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 gO-day 

observational confinement period as any other patient and 

are examined for at most I or 2 hours. This extremely short 

interviow, as well as the adoquutely staffed interview, of 

course, could take place on all outpa.tient basis, eliminating 
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the need for prolonged confinement. 

The counter argument is that institutionalization 

prov(des the opportunity for prolonged periods of observation. 

Observing patients on a dRily basis in an institutional 

environment, however, does not for the most part enlighten 

the examiner as to tho defendant's competency to stand trial. 

The defendant needs a rational and factual understanding 

of the ~roceedings against him, and he needs to be able to 

aid in his defense by rationally consulting wit~ his iawyer. 

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-ill person to 

receive care and treatment promptly·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 

lead, to a speedy resolution of the· competency issue would 

lead to more prompt treatment than the accused ~ould be 

I ike I y tor e c e i v e d uri n g a len g thy 0 b· 5 e 1'V at ion a I p e:.c i 0 d . 

D. The Examiner's Report to t.he Court 

Upon completion of a. mental examination ordered by 

the cour·t the examine:c should make a detailed report to tbe 

court which includes a statement RS to the nature and uxtont of 

the cxnruination; a Ji~gnosis and prognosis; a stat~m0~t 

5 pee i f yin g and ex p] a i 11 in g' the nat U J: e and ext en t 0 f 9 n y 
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deficiency in or impairment of the defendant's ability 

to understand the proceeding~ or to consult rationally 

with counsel; a statement indicating whether the accused 

is in need of immediate treatment and if he needs treatment, 

how likely and to what extent he is likely to overcome 

any of the specifie~ deficiencies or impairments within 90 

days and what the least restrictive setting would be for 

the iffective provision of that treatment. 

In every case in which such a report is made, the 

court should make an independent judicial determination on 

the issue of competency to stand trial. Such determination 

may be based upon the examiner's report and other evidence 

introduced at the hearing. 

At the present time. most state cour~s improperly 

rely upon the psychiatrists' opinion on the legal issue of 

competence and fail to obtain detailed 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 d6gree and its 

determination involves balancing the realities and 

uncertainties in each case for each individual as well as 

the fa c t s 0 f the par L. cui art l' i a 1 sit u a t ion. 

Courts should request and insist upon factual reports 

and make their own decisions on the ultimate legal issue 

of competence. 

An eX,a.mination. report. such a.s the one proposed would 
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help ensure the usefulness of mental examillation reports 

and testimony in pre-trial s{tuations. Not only would the 

de~ailed factual information be more useful, but the 

examiner should be a more candid 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, the defendant shbuld be 

advised by the court that he may not be punished for refusal 

to cooperate with his examiners. The court should also advise 

him fully in open court of the privileged nature of any 

statements he makes during the course of the examination 

and of the consequences of any failure to cooperate 

(inadmissability of his own witnesses' testimony). The 

defendant should be represented by counsel before any 

examination is conducted. 

Defendants who miss appointments because they are 

physically ill or simply forgetful or defendants, who have 

difficulty communicating and answering questions because 

of language, sociological or fear-oriented barriers should 

not be tagged as failing to copperate. 

Any statement made by the act:.used in the course 

of pretrial mental examination or treatment should not be 

admissible in evidence against him in any criminal 

proceeding or civil commitment action on any issue. Any 

statement made by the accused in the course of mental 

e x ami nat ion o·r t rea t men t rei at i n g tot h e c rim e c h a)~ g e cl 0 T 
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any other criminal act should not be made available by 

the e x ami n e r t 0 ~ 0 t 11 e r per son \vi tho u t the i n for m ed, 
c' 

written consent of the accused. : 1 

F. Maximum Treatment Period 

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 period with 

rele~se conditioned solely upon attainment of competence. 

This lack of a durational limitation for commitment is 

accompanied by a lack of treatment. 

However, in light of Jackson v. Indiana, 

incompete~cy 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 autho'l's and experienced forensic psychiatrists) 

shQrt term confinement for treatment to restore competency 

is adequate. 

Based on the Jackson mandate [Jackson cite did not 

prescribe arbitrary time limits] a~d the treatment realities, 

we recommend [1] that the incompetent defendant, if 

diagnosed as treatable, should undergo treatment in accordance 

with an indivi.du:dizcd treatment plan; [2] that such 

treatment be provided in the least restrictive setting i.n 
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w h i c h s u c h t rea t men tis pr act i cal, [ 3 ] t 11 a t t rea till en tin 

an institution not be ordered ex~opt in specified limited 

cas e s , [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 

s h 0 u 1 d not ex c e e d 9 0 day s \v i t hap 0 s s :l. b 1 e ext ens ion up 0 n a 

showing of good cause fOT an additional 30 days. 

Confinement for greater lengths of time may ha~e some 

treatment justification, but in a large number of cases, 

tTeatme~t 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 

Nor veil ~I 0 r' r i s 0 f the Un i v e r sit Y 0 f Chi c ago L a hi 

School and Bo Burt of the University of Michigan Law School 

have collaborated on an article, 40 U. Chi. L. R.ev. 66 (1973), 
. -- I 

with the misleading title of "/\ Proposal for the Abolition of 

the Incompetency Plea." Actually, the article does not call 

for an abolition of the plea, but instead recommends a 

system for the disposition of permanently incompetent 

defendants. The system contemplated, although not in finalized 

form, is worth introducing here. 13asically, for pormanentl)' 

incompetent defendants the proposal recommends that the 

state should dismiss the ChrLTges or proceed to a trial \\'hich 

would be gover'n'~(l, \\'llel"~ 1 c ,,~, ,_ ,_ 1 e es.;a .. y by pro~edures designed 

to safeguard against nn unfair tyirll by compensati.ng 'EOl' the 

incOlllpo ten t def cnelan tIs p u'rt i eu 1 t1 r tr i ell dis elb i J. i tie 5 • 
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Specifically, tho court should where needed: 

1) Order pretrial disclosure of evidence thnt 

would materially assist the defendant in overcoming his 

disabj J.i ties. 

2) Demand from the prosecution 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 or hampered by his disability from 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. 

4) Adopt a~y other procedures as it deems 

necessa.ry. 
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