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THE ASSESSMENT OF DANGEROUS BEHAVIOUR: TWO NEW SCALES |

D. Slomen, C.D. Webster, B.T. Butler, F.A.S. Jensen, G. M. Turrall,
J. Pepper, M. Penfold, D.S. Sepejak/, L. Lc;ftus, D. Byers, T. Chapeskie,
R.J. Mahabir, M. Schlager, K. ﬁiackett, M. Ronald, A. Shinkoda,

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

Keeling, C. Taylor, M. Murréy, D. Farquharson, I. Lawson;

L. Hermanstyne and L Bendall.

‘You can't possibly give yourself away more than you've done
already, my dear fellow. Why, you're in a. rage ...'
(Porfiry to Raskolnikov, p.365).

'By this time he was almost running up and down the room,

moving his fat 1ittle legs more and more rapidly, his eyes
- fixed on the ground, with his right hand behind his back and

with his left hand performing all sorts of extraordinary

gestures which were singularly out of keeping with his
words'. -(Description of Porfiry during an 'interview' with

Raskolnikov, p.353). : -

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

'He'11 turn pale, as though on purpose, as though in mere
play; but unfortunately, he'11 turn pale too naturally, too
much 1ike the real thing, and again he arouses suspicion',
(Porfiry discussing 'human nature' with Raskolnikov, p.357).

'Your 1ip's twitching efgain, just as it did before, Porfiry
murmured almost with sympathy'. (p.468).

The quotations above from'Dostoyevsky,"s Crime and Punishment first

published in 1866(1) come from the scenes in which Raskolnikov the
student is in discussion with Por'fi;'y the Exami.ning Magistrate.
g]though Ras"kolnikov has murdered an old lady, there is actually no
strong evidence against him ('You_haVe no facts', p.365) and Porfiry
has in ;'t;‘hi%s case nothirjg but his method of observation ('this blasted

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

(1) Page references are té, the Penguin Edition: Middlesex, 1951. ,
. j '
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are of interest simp1y because they suggest how, during interview, the |

examiner comes to form conclu'sions at least partly on the basis of

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

It might be argue‘d’ that what is appropriate by way of method for an
examining magist}'ate (concer;ned as he is with determining guilt) is
not at all appropriate for an examining docto‘r?‘\“{f\interested as he is in
the in;jividua]'s state gf mind and mental hea]th). By citing these
Tines we do not infer that q}ental h’evalth professionals perform a role
similar to Court, officials. Yet the fact is that such workers must
become more than usually skilled in the art of observation.(1) And we
do not have to look be.yond‘sta‘ndard texts‘of psychia‘try. (cf., Freed-
man, Kaplan and Sadock, 1975) to find out that the skilled clinician
is the one Who has an "ability to recognize unéonsciously determined
nonverbal clues" (Hollander and Wells, 1975, p.778). These authors
remind&u's ‘that the psychiatrist has much to guide him or her during
the first meeting.. As‘ the patient énters the r‘oonﬁ there is his gait
to be studied (si‘nce unsteadyness may point to diffuse brain disease,
chorea, spinocerebellar degéne/ration, etc.), once he is seated there
is his grooming to be ané1y.sed (since lack of attention to dress and

appearance may indicate emotional difficu1t1’es), and after he is set-

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

flexed posture with few automatic movements could suggest Parkinson's

disease or diffuse ‘hemispheric diSeasg). A]mo'st 'by second nature!

(1) A good case can, though, be made for Crime and Punishment being
- an important source for students oF the mentally disordered
-offender. Whether or not Raskolnikov was mad before, during, and
aff.er the offence was of interest to Raskolnikov himself, his
friend (Razumikhin), and his doctor (Zossimov). ’
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the psychiatrist will look at the patient in order to obtain clues as

to general health. It cou1dfbe,'for example, that 1ooseness'of

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

condition are often important 1in thesé analyses.

The psychiatrist during the initial meeting has to 1isten carefully to

his patient. If speech is slow it may be due to depression, to dif-

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

and low pitched there could be a possibi]ity of hypothyroidism. Easy

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

a few mispronunciations may suggest aphasia and the possibility of a
1esion in the dominant nemisphere. Vagueness of speech might bring to

mind organic brain dysfunction or yarious kinds of psycho1ogica1

disorder.

There is no need here to extend this catalogue. The‘psychiatrist

learns to observe his patient closely,
to pay‘attehtion to olfactory cues. In attempting to discern'whéther‘

or not the patient is suffering from some kind of mental disorder, the

psychiatrist has many sources of information to guide him. With
experience he learns to narrow the possibilities, and, if appropriate,

to formulate a diagnosis.

In.regard’to our particular probYem of interest,‘the‘prediction of

future dangerousvbehaviour in forensic psychiatric patients, the

psychiatrist faces a task even more complex than that of formirg a

to listen carefully, and indeed

=)
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diaanostic opini ~ - '

gnostic op1n1on. Here the ciinician does not have an International
C -l - * ' . L3 V ' '

assification of Diseases (ICDA-8 or.9) or a Diagnestic and Statis

tical - ]
Manual (DSM-2 or 3) to guide him. Despite the fact that in the

liter i i A
ature he is frequently criticised for his tendency to over

predict behavi
| ( _dangerous behaviour (eg., Dershowitz, 1969; Kozol, Boucher and

Garofal | 1 C £
alo, 1972), the local Court .expects him to be able to offer

inform ini i
al opinion in these matters. This is of course particularly so

in cases where the pati
.re the pat1ent's mental spabiIity is in doubt.

In th j
e present project we fo1low Shah in his recent assertion that:

|l‘! 1 ] (3 1 : . 2 :

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

y : 3

re . 3 ) )
prediction of dangerous behaviour we too would like to think that

“Surely it ¢
y an be’done to some degree, though with serious limitations

a . . . n ’ X
nd with great difficulty" (see Webster, 1978, unpublished)

scheme, ' isciplinary
s Cher based on 1nter-d1sc1p11nary study, needs to be devised in

order to assess dangerous behaviour in the clinic. This paper aims to
accomplish three tasks: (1), to make available a sef of definitions
forged from our various group meetings within the Brief Assessment
Unit (BAU) at METFORS; (2), to describe in outline how those defini-
tions were u;ed by members of the B.A.U. staff in the course of a set
nqmber of routine group interviews; {(3), to offér séme comments about
what the clinicians themselves thought of the scheme following a pro-

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

attem l i ‘ i '
pt to verify the rating scheme more fully and more formally
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I. A SCHEME FOR CLASSIFYING TYPES OF DANGEROUS BEHAVIOUR

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

tion of dangerous behaviour. The scheme was constructed by group
effort and then used as the basis of a research project over a four

month period within the daily routine of a forensic psychiatric asses-

sment unit. In order to familiarize the reader with the clinical
- setting i@ka%which the rating scheme was introduced, a brief descrip-

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

development and present form.

A. Clinical Setting

The Brief Assessmént Unit (BAU) of the Metropolitan Toronto Forensic
Service (METFORS) functions primarily to assist the court decisions
about an accuséd person's fitness to stand trial. As well, the BLA.U,
offers .opinion, when appropriate, about the individual's general state
of mental health, his prospects for benefitting‘from tregtment, his
1ikeiihood of being dangerous to himself or others in the future,(1)
and other matters related. An interdisciplinary team of clinicians
interviews up to four patients daily. Interviews are carried out in
the morning and the patients usually undergo some psychological
testing during the afternoon. Very often time limitations pressure
the clinical team into working quickly(2). This pressure is felt most

acutely by the main interviewer who must prepare'a written report of

(1) It should be noted that the reports to the Court do not convey
information about dangerousness as a matter of routine.

(2) The reader will of oodrse’recognize that the team can suggest to

the Court that the individual be remanded for closer analysis as
an inpatient over some 30 days.
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the assessment for the Court. The report accompanies the patient back
to the detention centre at the end of the day. Interview, discussion
and testing must proceed as efficiently as possible in order to

accomodate an often heavy case-load within the single-day time

period..

B. Development of the present rating‘scheme

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

dangerous behaviour. (1) There;havé in fact been a few previous at-

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

19695 Kozol, 1972). Yet it is in fact a very difficult task. It is

hard for a group of clinicians and researchers to reach agreement
about the dimensions.of so-called dangerous behaviour (for example, it

can be.argued that the industrialist who knowingly pollutes water

sohrces_possesses a greater potential for dangerousness to others than

the typical armed robber). It is also the case that what one clini-
cian or resegrcher may mean by a given term in more-or-less éveryday
use may not at all correspond to his colleague's view (and even when
they assume themselves to be in accord, protracted discussion frequen-
tiy reveals striking differences in meaning). The problem of meaning
is, of course, compounded when the clinician group is drawn from a
variety of discip]ines, each based on different theoretical assump-

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

(1) We too have found it simple enough when it is a matter of one
clinician and one researcher working together on the basis of a
c!osely shared interest and study of a particular part of the
literature (See Dacre and Webster, 1978, unpublished).




finding sources of motivation sufficiently strong to keep a group of
colleagues at work on the tedious task of discussing definitions
(since some at least will quite naturally see the exercise as of

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

other ways).

In our work within the B.A.U. we had to find ways of dealing with
these difficulties. Agreement-wés reached in August 1978 that we
would meet,week1yvin order to establish a set of workable definitions(1)
and’that we would test our‘ideas as we went a16ng. Over the next
several weeks many'such meetihgs were he1d, Some went very well.
Agreement about terms was reached quickly. Some wentypoorly. The
meetings ended with no conclusions and, worse, the distinct feeling
that agreements,reached on previous oécasions were worthless. 1In
general we were finally successful in producing a.scheme which met
mosf of the criteria outlined in a previous report (see Webstef,
Butler, Jensen and Turrall, 1978, unpublished) that is, we had a
system which had a set of defihed terms, which was neither too complex
nor too simple,.whichva1lowed the rater to indicate the strength of
his or her opinion, ahd which did not appreciably disrupt the ordinary

daily routine of the clinic.

One of the strengths of the present system, or 50nweﬂwou1d‘1ike to
argue, is that it permits the cTinician to indicate the extent to
which he is confident of his judgment. In our earlier notes (see

Webster et al, 1978, unpublished) we make it clear that, just possibly

(1) It should be noted that during some of these meetings we consi-
dered the ideas of Megargee (1976) and Scott (1977). .

&
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~in a disparaging way the efforts of previous investigators_(eg.,

clinicians may predict\bétter‘when they are confident of their

' judgment. (1) Another strength of the present system, or so we think,

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

given the appropriatelfo1low-up data, it may be possible to show that
we can predict some kinds of dangerousness quite well and others more

poorly. That is, we were in no way attempting to produce what

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

Marcus and Conway, 1969) to érrive at a simple cverall 'dangerousness

score'.,

C. .The Rating System

In order to gain a full appreciation of the amount of information

co]]eéted during a brief assessment, the reader would have to peruse a

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

(1) Of course, the opposite finding would be of great interest as | by -
’ well. ‘

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

“The“meter, installed in all public p]acgs, regi-
stered from zero to ten. A person scoring up to
three was considered normal; one scoring betwgen
four and seven, while within the tolerance_]im1t,
was advised to undergo therapy; one scoring pe-
tween eight and ten was required to register with
the authorities as highly dangerous and to bring
his rating below seven within a specified proba-
tion period; anyone failing this probationary
requirement, or anyone passing the red line above
ten, was required either to undergo immediate
surgical alteration or to submit himself to the v
academy - a mysterious institution from which no L
one returned.” ' :




For the-sake of simplicity, however, we show a copy of the form used
by qsychiatrists, attached as Appendix A. Though psychologists,
nurﬁes and social workers offer opinions within their particular areas

of competence, the forms are the same with respect to (i), genéral

recommendations, and (ii), the dangerousness_sdheme; An additional

more@high]y specialized rating scheme used with some, but not all, of
the #linicians is described in a third sub-section of this part of the

&5
i

report.

(i) General Recommendations

In re]ated research we have found it very valuable to have c11n1c1ans'

record in standard form their 1mpresp1ons regarding the patient's

fitness to stand tr1a1, need for treatment and s0 on (see Menzies et

al, 1978, unpublished, where we show how demograph1c variables

interact with these opfnion variables). Categories used in previous

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

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

cbnsidered are dangerousness, risk of elopement and risk of
“committing further offencesbwhi1e in the community. The sorts of
questiohs to be addressed are:
(A) Wil theﬁpatient elope if released at present and fail to
_appear in Court?
(B) Will the patient re-offend if re]eased at present’ ,
“(C) Will the patient pose an 1mmed1ate danger to h1mse]f or

others if released at present?

i
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Fit to stand trial at present - The issues to be dealt with here

are whether or not the patient is capable of appreciating the
nature‘bf¢his charges, of understanding basic courtroom procee-
ding; and of advising counsel. This category is addressed when
the ass&§sment“ié during the pre-trial stage (i.e., in over 90
percent df,cases).

Fit to receive sentence at present‘- For our purposes, this cate-

gory addresses synonymous issues to that of “fit for trial" and is
relevant only in the small number of pre-sentence assessments.

Patient mentally disordered at present - The patient is considered

) menta11y disordered if a psychiatric classification can be assig-

ned under ICDA - 9 with the important exceptions of personality

disorders, drug and alcohol addiction and sexual deviation.

. _Certifiab]e at Present - This.is to be seen-as a grbss?index of

the severity of the patient's mental condition. The question to

. be cpnsidéred here is, "If this individual were in the community,

would he fulfill the certification criteria of the Provincial

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

voluntarily)?"

Inpatient hospital treatment needed now - Here the issue is one of

determining whether or not the patient is mentally i11 to the
point of requiring inpatient hospital treatment. Is therapy
and/or medication in such need that they must be administered in a
psychiatric facility?

Further analysis of patient needed now - This category refers to

the\]ega] and medical questions that must be answered from the

L
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assessment of the patient (i.e., fitness for trial, potential for
re-offending, étcb). If these questions cannot be answered
adequately through a brief assessment, then a recommendation for a
thirty-day remand will probably be warranted and this is what the

clinician will indicate.

Qutpatient care required - Usually an affirmative response under

this category would apply in the case of a patient who would
benefit from psychiatric treatment on an outpatient basis.

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

a secure hospital specializing in the treatment of mentally
disordered offenders) is differentiated from simple inpatient
hospitalization in that some definite form of restraint and direct

supervision is seen as necessary. Incarceration refers to deten-

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

sent rating scheme.- the clinician was asked to indicate either

Tocked hospital or incarceration by circling the appropriate term.

.. Cooperation in treatment likely in future - Under this category
the clinician considers the patient's ability to recognize a
problem and his'motivationiﬁnd ability to engage actively in a

treatment programme.

o

(i) The Scheme for Rating Dangerous Behaviour

The following categories deal with the issue of dangerous behaviour

B g R T o
£
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"Extfeme1y Low", "Quite Low", "Fairly Low", "Medium", "Fairly High",
"Quite High" and "Extremely High". The choices of "Not Applicable"

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

(a) PERSONALITY FACTORS:

1. Passive Aggressive - This refers to covert or latent hostility.
The.patient may be observed as sullen, petulant, resistant to

questioning or negativistic.

2. Hostility - Unlike the previous category, this term refers to an
overt and more direct form of resistance, antagonism and oppo-
sition. It also repfesents a pervasive and relatively enduring
attitude or postufe.

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

- this category and is transitory or situation-specific rather than
enduring. This involves assessment of the patient's potential for

transiating hostility into aggressive acts.

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

ipvo]ves a major loss of controi. A patient may be rated high on

this factor where a patho1ogica1 condition such as catatonic rage

reaction is seen as a potential development.

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

R B S i e i o b bt A st s

]

ability to control the expression of his current emotional state.

The undercontrolled patient, therefore, may be tearful or

more direcf]y and are based on the notion that personality,

situational and additional factors interact to produce dangerous
behaviour. Response alternatives span across a sevén-point scale of

ﬁ\
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hysterical while the overcontrolled patient may appear as very

tensé, rigid and guarded with respect to his true feelings.
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6. Guilt - This refers simply to the presence of any regret or

discomfort over past actions.

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

degree to which the patient is able to recognize the effect of his
actions on others. It is a measure of his capacity for partici-
pating in the feelings of another individuai.

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

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

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

insight and motivation for‘change.

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

comments on his own behaviour and personality are used in making

this rating. The patient perceives himse]f as dangerous if he

admits to an eXp]Osive temper, to losing control at times and

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

external controls in order to prevent him from harming others or
 himseif.

10. Control over Actions - Consideration is given as to whether the

patient typically acts in an impulsive, as opposed to a premedi-
tated fashion. Generally, control over one's actions is the
ability to anticipate the results of one's behaviour and to act
accordingly. |

11. To]erance - This is an estimate of the degree of frustration and

stress the patient is capable‘of‘withstanding before he will act
in an aggressive manner. "Tolerance" is a category distinct from

“Control" in that a person may respond aggressively to relatively

L evsims I snscossi DR mminie |
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small amounts of frustration (i.e., Tow tolerance) while choosing

his specific response in a very controlled and decisive manner

(i.e., high control over actions). The arsonist who carefui]y and
methodically plans the demise of someone who is guilty of nothing
more than verbal insults is an example of a person with Tow

: to]erance and high control over actions.

(b) SITUATIONAL FACTORS:

12. Environmentai Stress < The death of a relative

s Or friend, a

change or loss of empioyment residential relocation, peer group

Pressure to engage in antisocial behaviour an alcoholic parent or
spouse, and separation from a spouse are examples of possible
environmental factors which may exert psycho]ogica], socia}’or
economic pressure on the patient.

“13. Environmental Support- - This refers

' to the presence of beneficial
supports in the patient's env1ronment which may act to deter him
. from acting in a dangerous manner. Examples of supports inciude

stable persona1 relationships, steady empioyment or - schooling, and

the presence of hobbies, sports or outside interests.

(c) ADDITIONAL FACTORS:

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

give some indication of the extent to which drinking contributes

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

that this category is not meant to reflect the level of alcoho]
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.cohsumptiomvper se, but rather the facilitative effect of a1coho1(

in producing dangerous behaviour.

15. Dangerousness Increased under Drugs - Except that the focus is on
drugs rather than aleohol, the same definition holds for this

category as for that of the above.

The next three categories are designed to reflect the rater's confi-
dence in the‘interview with regard to obtaining sufficient and
accurate information. The ratings made under these categeries aim to
give an idea of the degree of certainty under1ying all other ratings
made on a particular patient.

;. i
/
N

16. Is the individual manjpu1ative during “the interview? - This is an |

estimate of the degrée to which - the patient is attempt1ng to

influence the clinicians' opinion of him. A m1dd1e rating on this

scale would reflect an appropriate level of man1pu1at1on, since it

impression" during an assessment. Manipulation is thoudht to be
excessive, however, when the patient is apparently insidiously
projecting an overly positive image,of himself in order to alter
the clinicians' perceptions of him. :

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

category may indicate-deception on the patient's part, memory
impairment and physical or mental disorders would also play a}rele

in the provision of accurate information.

is assumed to be only natural for patients to try~and make "a good

- 16 -,

18. Did you receive sufficient information to make an accurate assess-

ment? - It should be noted that "assessment" is defined here with
v'respect;to‘personaTity‘and socia1‘backgroUnd‘information. ‘As
such, ‘a rater may feel confident with respect to the accuracy of
the assessment even though he has indicated that further anaTys1s

is necessary in order to address specific legal issues.

GLOBAL RATINGS OF DANGEROUSNESS

19. Self at Present

20. Self in Future:

21. Others at Present:

22. Others in Future:

The above categories are meant to be used as general estimates of the
patient's harmful bedaViour‘with respect to target and time. 1In
defining "present", consideration should be given to the patient's

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

pressures, etc. ) and should not be Timited to his present state of

1ncarcerat1on.‘

Explanatory Comments:

23, This section is designed to allow for the recording of specific

and important details not already reflected by the preceding ratings.

After choosing a summary statement with regard to dangerousness,

raters are expected to give specific reasons for and qualifications.
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about their choice. The folld@ing considerations would be appropriate

to this section of the scheme:

(a) aﬁy particular target for‘the»patient‘s'vio1ence, e.g., father,
authority figures, total strangers,

(b) probable changes in the patient's immediate env1ronment e.g.,
1mpend1ng desertion by spouse; | |

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

pat1ent s control over his actions;

(d) the way in which a particular mental disorder contr1butes to the’

1ikelihood of dangerous behaviour, e.g., its effect on Judgement

or tolerance.

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

that positive aspects Qf the patient may be noted. It was an

attempt to bring to light such assets as intelligence, a sense of

humour or the ability to sustain beneficial relationships.

(ii1) The Detailed Interpersonal Analysis of Behaviour Rating Scheme

It was decided that some type of scheme shou1d‘be developed in order

to isolate, examine and rate the various mainly nonverbal behaviours

of patients,‘with thekpurpose in mind of analysing these data a1ong

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

of secondary 1mportance its use in the present proaect was restr1cted

to the social worker, the nurse, and two externa1_raters. A c0py of

<7
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the instrument is attached as Appendix B. Since the data were ¢ollec-

ted from the present prOJect minor revisions have been subsequently

made and are footnoted in the scheme's presentat1on where. appropr1ate.

The essentia]kjdea here was to thy to pin down some of the cues used

by assessors a$ they begin and maintain their relationship with the

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

cues epparent]y used by interviewers in forming judgments (see Webster

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

ment given at the very outset of this paper should serve to indicate

to the reader what we have in mind. Porfiry's extraordinary gesfu}es

- which were singularly out ofekeeping with his words could be taken as

a description of unusual "synchrony". Raskolnikov's "peering into

Porfiry's face" might be seen as atypical eye contact.

!

The scheme was originally devised for the use of raters observing a

patient being interviewed by .a single clinician (and is now being

tested in thjs way through use of videotaped interviews). In the
present project ratings were global juddments reflecting the‘

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

team clinicians. -

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

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

rating are appropriate smiling, the offering or acceptance of a

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

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

the patient's neatness of appearance with respect to fastening of

clothes, combing of hair and general cleanliness.

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

making adequate and sufficient eye contact with the clinician with

whom he is talking. - If the main interview were to glance downward

while makihg notes, it might not be considered inapprOpriate for

the patienf to make eye contact with another clinician.

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

‘méy never make eye contact with the appropriate clinician while
—another patient at the opposite extreme may sta~e constantly.

. Affect 1 - Under this category of aﬁpropriateness of affect we

are looking for the congruence between the content of verbali-

zations and the emotions expressed. Neutral events may produce a

severe affective'outburst in the patient, while situations which

are usually viewed as emotionally charged do not intensify the

patient's emotional expression. At times, a patient's affect in
general appears somewhat bizarre and, therefore, inappropriaté to
the interviéw setting (e.qg., the blunting of affect seen in some
schizophrenics). 7M9§e that a certain degree of interpretation on
the part of the ra;éé%‘may be necessary for this category. That

is, we]lfdunded anxiety or embarrassment may be responsible for a

' séeming]y inappropriatg affect in some instances.

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

traditional, clinical sense. The present definition is more

1. This category has been subdivided into three separate categories:

Range of Affect, Intensity of Affect and General Appropriateness
of Affect. : ' ’

L

R

- 6(b) Activity Level - This is a self-
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encompassing and refers to‘any excessive or exaggerated body
movements or postures._ Examples of a great deal of posturing
 include: (i) rising from the chair and pacing; (ii) rigidity and
inflexibility of the body or parts of the body; (iii) fixed and

deliberate movement such as repétitive'swinging of an arm or leg

in a wide arc.

range from almost no perceptible movement to a great deal of

physical agitation on the part of the patient.

Agreeability - Under this heading the rater offers a.subjective

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

Verbal Responses 2 - Several factors should be considered when

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

relevance of responses to questions asked, any evidence of

digressions, and finally the appropriateness &f Tength and timing
of verbal responses.

Extent to which the Patient Controlled the Interview - Control on

the part‘of the patient may be external if any of the :following
behaviours are evident: |

(a) excessive verbalizations even though the interviewer is

making an effort to interject;

(b) refusal to talk;

(c) choosing the order of topics to be discussed and the issues
to be addresséd; |
(d)

selection of specific clinicians with whom the patient

consents to interact;

This category has been subdivided int

0 a number of separate cate-

- gories: Response Delay, Response Length, Yolume Rate, Presence of

Sgeech Disruptions, Rele
tions, Congcreteness.

vance, Cohesiveness, Degree of Articula-

explanatory category which may

P
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(e) threatened or actual acting-out behavior which may result in interview, movements are constrained by physical circumstances

a necessary modjfjcation of the usual interview procedure. (e.g., having to sit) Nevertheless, since it is very rare for
10. Pace of the Interview - This rating should represent the speed |

, | ] there to be 1ittle interactional synchrony, results should be
with which information and ideas are exchanged between the patient , possible-with careful observation.

and the ;1iniciqhs; Usually an observer may formulate a ¥

subjective impression with respect to pace, affected by his own -

interest in‘thﬂ interview, as well as the particular speech
Characteristics of a c1ihician or patient. |

11. Tension - Oftan’observerE will note the presence of tension when A

~ there is an element of unpredictability about the patient. The i

patient mayuhavé a history of a;ting out or may have been dis- ' -

-ruptive in/the Ho]ding Area prior to the interview. Patients who

~are particularly hostile and Verbally abusive may SlSo contribute

to a strained atmosphere fin the interview room.
12. Rapport -’Here~the intent is simply to gauge how well the patient
and clinicians are communicating with each other. A sense of

mutual respect, cooperation and trust wou1d indicate good rapport.

13. Interactiona]’Synchrony;- This is a measure of the way in which

e — -

the body movements of one person coincide with, relate to, or are

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

Y

speech). It is an iddex of harmony of movement. Assessing
ihteractiona] synchrony, howevér, may prove to be very diffitu1t

for several reasons since: (a) body movements between persons

-
s
i

occur very rapidly and, without slow motion data, it is hard to =
determine re]ationships among sets of mbvements occurring ‘ 8

simultaneously between persons; (b) during a face to face -

R,
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I1. IMPLEMENTATION OF THE PRESENT SCHEME
FOR RATING DANGEROUS BEHAVIOUR

By mid-January of'1979 we were, as a group, in sufficient agreement
that we could distribute to the staff a typed set of definitions and
put the scheme into effect. As mentioned previously, we were anxious
to disrupt the clinical routine as little as possible.l Filling in an
assessment form for each patient was no novelty for the clinicians
since each member of the team had been doing this since the inception
of the brief assessment programme exactly bne yearkprevious1y. in
each case these forms had asked for an opinion regarding potential for
dangerous behaviour. What was new was the stipulation that the form
be completed immediately after the patient left the room and before
discussion was begun.2 This aspect of the procédure was monitored bf
one of us (D.S.). Also new was the introduction of two temporary

staff members (external raters) who simply observed the group

1. In actual fact the matter was more complex than this. It was not
so much a matter of interfering with the routine of the clinic but
with its development. Over time some of the psychiatric staff had
handed over To other team members the responsibility for acting as
primary interviewer. From a research point of view it was, how-
ever, necessary to try to keep the overall procedure reasonably

~ simple. Analysis of data based on a dozen or so interviewers
would have been quite difficult. As it is we had six (four
psychiatrists and two resident psychiatrists). Non-psychiatric
members of the team thus had to relinquish their role as inter-
viewer just at a time when it had become accepted. We had not
forseen this difficulty at the outset but it served to remind us
that while research demands consistency of application, clinical
practice demands innovation and change. However this may be, it
must be said that the non-psychiatric members of the team accepted
the dictates of the plan cheerfully and with good grace.

2. It was also agreed that the clinicians, though having access to
the patient's file (which contained little actual information
beyond police reports), would not discuss the case before the
‘group interview. 2

oo i e
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interviews (but not the discussion which followed) from behind a

one-way mirror. These persons completed the sfandard dangerousness

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

aspects of interaction between patient and interviewer(s).

It was further agreed that one day each week the usuai clinical rou-
tine would be altered such that the patient would be interviewed by a
psychiatrist alone (i;e., acting without the sprort of his colleagies
in other disciplines). On these "individual" days the examining
psychiatrist dec1ine§ to avail himself of the police report and other
background documents until thé interview was over and he had comp1e£ed
his dangerousness assessment.1 This specific procedure allowed us a

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

have been influenced by colleagues.2,3

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

standardize and extend psychological testing. This part of the .

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

2. Even though the team agreed to fill in their forms before discus-

sion and even though we were at ains to 'police' i
this regard, there p p ce' ourselves in

tentiona] sigh or cough may exert considerable influence among a
close-knit group of colleagues.

3. Of course, we recognize that this particulur procedure, departing
- as it did in two ways from the routine, may eventually yield an
outcome which could be hard to interpret (simply because absence

of file data and absence of clinician colleagues were confounded).

exists the distinct possibility that an unin-
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project was coordinated by one of us (G.T.). Wherever at all possible
patients completed the Minnesota Multiphasic Personality Inventory
(MMPI). Moreover the psychologist in charge of testing offered his
interpretations in the absence of the psychiatrist's formulation and
opinion (i.e., he was blind to the usual sources of information). “We
chose this course‘becauﬁe there is some recent evidence that the MMPI
‘does have at least some predictive power with respect to dangerous

behhviour‘(Megargee and Bohn, 1979). It will now be necessary to

retate MMPI profiles to scores from our rating system (and, .

eventually, both to follow-up data).

. 250-

II11. USE OF THE SCHEME IN PRACTICE: COMMENTS FROM THE CLINICAL STAFF

The dangerousness rating scheme.was used dai}y on the Brief Assessment
Unit over a four and a half month period. As such, the scheme was
superimposed on an already operating clinical process. In order to
establish to what degree, if any, the research requisites of the
schemé affected or disturbed this process, a questionnaire was admini-
stered to all those who took part in the dangerousness project,l a
copy of which is attached as Appendix C. As previously described, the
scheme was originally constructeq through joint clinical-research:
endeavour and was subjected to triq] runs before formé] commencement

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

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

nitions .which might only become apparent after the repeated use of the

scheme within the clinical setting;

For the most part, the c]iniciahs said that the imposition of the
dangerousness rating scheme affected the c1inic§1 process somewhat
adversely. Since it was important td the research pkoject that no
discussion occur just prior to the interview, strategies for qUesf
tionfng could not be decided upon among<team members. . As such, the
type aqd direction of questions posed during the interview may have

been guided more by the requirements of the rating scheme phan by

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

that research-imposed restrictions reduced spontaneous discussion and

1. For the purposes of this paper, only the opinions of those raters
who directly participated .in the clinical assessments will be
considered. The feedback from the external, nonclinical raters

" will not be alluded to at this time. :
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and that some of the clinical focus of attention was lost due to a

préoccupation with the rating scheme forms.l

Interestingly enough, the actual presence of externa],‘nonc1inica1

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

thirds indicated that the presence of the external raters had either

no impact or only a slight impact on the clinical process. Those’

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

external raters were concerned with possible added nervousness on the

part of the patient and the associated difficulty in developing good

- patient-clinician rapport.

7
\/‘ 4
N
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The clinical raters were asked whether or not the rating scheme provéd
inadequéte for certain types of patients and a]mbst three-quartefs de-
scribed patients for whom the scheme was less than satisfactory. On
the wﬁo]e, these patients fell into two cateéories; thése who were
compietely nonverbal or‘atvleaét resistant to verbal communication and
those who were psychotic. éince the rating scheme necessitates

extrapolation even‘in the case of the relatively communicative and

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

p&tient talks insuffiently, with dubious accuracy, or in a way which

{% difficult to:comprehend.

With regard to problems associated with specific category definitions,

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

surfaced as problems,.

- Were consistently not addreésed.during inferviews,

‘1. Of course, had the clinicians come to the view that the various

procedures precluded the giving of a fair assessment, there would
have had to be changes. In the main, our procedures meant that
the professional staff had to 'grope’' somewhat more than usual.
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about some definitﬁons or realized they had been incorrectly applying

some of the categonﬁes. No common categories or category definitions

however, and any inconsistencies or confusion

with regard to definition application may have best been remedied

through periodic reading of the coding manual of definitions.

In terms of gaining sufficient information to make valid ratings, over

one-half of the clinicians felt there were one or two categories which

thereby resulting
Tn an overall lack of information for those categories.

There was no
agreement, however

» @5 to which categories consistently posed a

problem in this regard. On the‘whole, a clear majority of clinicians

indicated their‘sati§factjon with the definition specifications of

Categories after having used the scheme for several months. -

e et o i

e
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IV INTER-RATER RELIABILITY: PRELIMINARY ANALYSES -

It should be clear from the above rather general description of the

procedure employed in the study tnat we shall now have an obportunity

-to test the re11ab111ty of the scale through analysis of data from the

two externa] coders. Since these two(persons saw all 242 cases we

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

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

Some analyses of the all 1mportant re11ab111ty data between external
w

coders, in fact, have already been completed. These will be reported

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

the 23 items described above yielded satisféctory intraclass

correlations {ICCs) accordingﬂto the method described by Winer (1962,

pp.124-132). The fol]owing‘items proved "acceptable" in the sense -

that ICCs were sufficiently high - Passive Aggression (1cC = 0.64),

Hostility (ICC = 0.56), Anger (ICC = 0.50), Emotionality (ICC = 0.73),
Guilt (ICC =‘0.75), Capacity for Empathy (Icgﬁ= 0.64), Capacity for
Change (ICC = 0.63),'Se1f Perception as Dangerous (ICC = 0.81),
Environmental Stress (ICC = 0.54), Environmental Support (ICC = 0.73),
Individual Manipulative (ICC = 0.40), Accurate Information (I1cC =
0.67), Dangerous to Self at Present (ICC'= 0.83), Dangerous'to Self in
Future (ICC = 0.75), Dangerous to Othere in Present {1CC = 0.63),
Dangerous to'0thers in Future (ICC = 0.68), and Is/ May Be/'Is Not

Dangerous (ICC 0. 53) The~remaining seven items were unacceptable.

L
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V__VALIDATION OF THE SCALE

In addition to the data from the two external coders we do haVe‘many‘

more date on each patient in the form of reports from each of the
several clinicians. Since not all clinicians saw all patients, ana-
Tyses of these scores will not be straightforward. Yet since the

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

‘ c11n1c1ans did in.fact assess several patients {though team composi-

tion varied day- by-day), we sha11 have good opportun1ty to establish

in a second way the inter—rater re1iebi1ity of the scale. While,

without question Tow Tevels of inter- rater reliability among ex-

ternal coders would Jeopard1ze the entire scheme (s1nce the1r academic

,backgrounds were similar and their responsibilities 1dent1ca1) ow

Tevels of.reliapility among clinician coders would not necessarily be
takenvas failure. After all, oqkfproject is based on the assumption
that, conceivably, some cliniCians are better able to predict future
dangerous behaviour than others. While we did train the external.
coders we did not train the,c1infcians (though, naturaily,.they.wi11
have trained them;e1ves to a degree, and did in fact do so in the
course of constructing the scale). Perhaps the happiest outcome with
respect to the CIinician'cdders would be some reasonable degree of
re)iability (thus indicating that the definitions were shared to an

appreciable extent) without that reliability being extremely high

T USRS DL
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(thus ruling out the kinds of individual differences which might in
the future be revealing when considered cage-by-case in the light of

fol]ow-up,information).

Assuming for the moment that, at the very least, the extgrna1 coder

data shod a sufficient degree of correspondence, we can afford to
s s msas t

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

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

. ., there are a
~up" after a lapse of some 12 - 24 months. Of course

N - - S
numbér of problems in this kind of research not the least of which i

the fact that psychiatric/recommendations (based at least in some
cases partly ondgstimated potential for futd?e dangerous behaviouf)
influence the Court (see Jackson et al, 1979). That is, it is
reasonable to assume that the Court does not act indepeddent1y.of
judgments formed by clinicians. - This kind of bias is simply inherent.
Theré is, too, the point that when clinicians make judgments about
dangerousness these very judgments may induce, in subtle ways, that

very behaviour.l

s imate the
The problem is that as researchers we are trying to estimate t

j | s
Tikely eventual outcome from clinical judgment when part, or perhap

e i iz hough the psychia-
i ing to recognize that, even t' J t
t ‘giigzem:;mgl{ ;;%tign the word "dangerousnesst in his r§20;292$‘

the Court, there may none’the;ess bet:nfgr?nOZh;nﬂltj;igie R o
icials (i.e., based on other con | , t Y
35:1;;3l?o£ of the term in some 1nstancgs, @Fc.) A:d 2:s§::rzhe

at the end of assessment the psychiatrist himself isc

© outcome with the,pat1gnt. ‘

m-—d ‘ f { - _; L—«-..l

even all, of that very clinical bpihion is being passed

to the judi-
cial system which

» in turn, makes the actyal decision as to the kinds

of Possibilities for future dangerous behaviour o

pen to the indivi-
dual,

And indeed, the issye is further complicated by the fact that

the judiciany‘hasfwithin its power the opportunity to make many dif-

ferent kinds of dispositions. Some‘individuals will receive outright

release by being found not-guilty, by having charges dropped, by
Paying fines, etc. Some individuais wWill also return to their com-

munity but under conditions of probation. Some persons will recejve

prison or penitentiary.terms. A very few wil] be sent to special
Secure hospitals because they were unfit to stand trial or found not

guilty by reason of insanity,

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

like]y to commit few offences during a relatively short follow-up

period'simply because they have remajned underdlock and key.l1 There

is too the point that in regard to the Serious1y (certifi

ably)
mentally disordered

» 1t is not in fact necessarily the case that they

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

simply be retained in hospital for Psychiatric reasons).

We mention these various complications simp]y‘tq remind the reader of

the difficulties which:inhere In our present ventyre. It seems that,

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

1. But of course offences are possible in prison too. These must be
ascertained in any follow-

up study of the kind planned here.
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may not in fact be so.l1 Allowing that former patients will settle
themselves into one of the several channels out]ined above, and
granting that an appreciable number not only can be traced but will

agree to participate in a f011ow-up interview, we may wonder about the

e S ey oot et
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given, length of sentences.. It is the case that'51 out of 709 were

still hospitalized or in prison seven years later. Apparently, 39

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

ns further charggs - A total of 220 had further Charges in the 7-year

number of patients which may be found in each of the various cells. follow-up period. The t1me from assessment to next
' : Xt minor charge was

28.2'months;

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

Given the state of affairs mentioned above, what might be the best } : [ MEOT the wiffinittie
| , | . s with Cooke's study, one which we h
ave to

research strategy? The data have already been collected from a sample . C1rcumvent was that 149 entered the mental health st
a stream and were

lost to his fo]1ow-up.

o? 242 patients. We may be well advised to draw upon a sample larger %
p \/ ( p P g Cooke' s study, unreported in any form at the

than that originally envisioned. Fortunately for us, we have data on - time our original Plans were laid, will be i tant
' ' ' > € Tmportant to us as we

another 594 patients assessed previous to our study.<1Whi1e the rating develop our plans for follow-up research

Even though we do not as

scheme we have described at present was not in use at the time, pre- yet have the detaiis from this study, it has already infl y
~ - : . ’ ntiuenced us in

dictions on future dangerousness were recorded on a similar type of the direction of increasing the size of our stud
v study.

It has a]so shown

form. To a‘dégree we are guided in our decision to increase the | us what good data can be obtained from police and othe h d
r such records.

sample size by the outcome of a recently- reported study by Cooke

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

"We think we can do better (pred1ct better) than these (previous)
studiesvindicate". Cooke's'study, based in the U.S.A., was based on
709 persons sent;to forensic centres for competency assessments. As
in our work, he was at pains to gather background data on his patients
(age at first conviction, offence history) as well as psychiatric and
psycho1og1ca1 opinion about those persons (f1tness to stand trial,

MMPI scores, etc.). A1so, c11n1c1ans in this study made future

o e pmem pmm mms E gES D 2D

dangerousness ratings on a Sfpoint sca1e. In recent months Cooke has

gathered data from State Police and F.B.I. records. He knaws how

many had further charges during the 7-year fo11ow-up period -and, when

1. We know, for example, that four of the patients are now dead. ' }

T A L T Vb o w4517 4 e s s g aome 1o
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CONCLUDING REMARKS

This paper aimed to acquaintAthe reader with~the rating scheme for

predicting dangerous behaviour used in the current projectat'METFORs.
We have attempted to outline the devglopment of this scheme into an
acceptable and workable format, in addition to presenting post-study
clinical opinion of the scheme and its implementation in the Brief

Assessment Unit.

The:daté collected from both clinical and nonclinical ratings are
presently being ‘analyzed for the‘purpose of examining inter-rater

reliability. This analysis will, in a sense, test the interng] con-

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

disciplinary agreement, clinician-nonclinician comparisons, changes in
inter-rater reliability over time, etc. A follow-up phase of the
prdject involving all those patients assessed and rated in the Brief
‘Assessment Unit is planned and will be a crucial test of thé'external
app1icabijity of the rating scheme in terms of its predictive value

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

PATIENT'S NAME:

DATE:
RATER 'S NAME:

'REFERRING COURT: [ JOCH [ .Iscar [ IWill

MoRo#:

Sequential or Group Interview (circle)

L JEtob [ ]ch~REFER.JUDGE:

__ If Sequential -’

" Contamination of blind
.condition: Yes[ ] No[ ]

CHARGES: 1. 3.
R 2. 4,
Psychiatrist's Opinion . N0 . YE

Fit to be granted bail at present L1 L S] [DK] [NA]
Fit to stand trial at present [ 1 [ 1] [ ] L ]
Fit to receive sentence at present L 1] L 1 [ ] L 1
Patient mentally disordered at present L 1] [ ] [ ] [ ]

- Certifiable at present ‘ L1 €1 €1 €1
Certified at present ' L] L1 [ 1 [ 1]
Inpatient hospital treatment needed now [ ] L ] I I N |
Further analysis of patient needed now L 1 ©C1 [ 1 [ ]
Outpatient care required . L 3] L 1 [ 1 [ 1]
Locked Hospital / Incarceration required : ‘

(circle and check) o ‘ L] t 1 €1 L ]
Co-operation in treatment 1ikely in future L 1] L 3 L1 [ ]
DANGEROUSNESS: ’ XL QL FL M FH QH EH NA DK

_ , 1 2 3 4 5 6 7
Personality Factors:
1. Passive Aggressive 1 2 3 4 5 6 7
2. Hostility 1 2 3 4 5 6 7 xﬁ gé
3. Anger 1 2 3 4 5 6 7 NA DK
4. Rage 1 2 3 4 5 ) 7 NA DK
5. Emotionality 1 2 3 4 5 6 7 NA DK
L (under-controlled) (over-controlled)
6. Guilt 1 2 3 4 5 6 7 NA DK
7. Capacity for Empathy . 1 2 3 4 5 6 7 NA DK
8. Capacity for Change 1 2 3 4 5 6 7 NA DK
9. Self Percept. as Dangerous 1 2 3 4 5 6 7 NA DK
10. Control over Actions 1 2 3 4 5 6 7 NA oK
11. Tolerance 1 2 3 4 5 6 7 NA DK
S;tuational Facters:
12. Environmental Stress 1 2 3
13. Environ. Support 1 2 3 2\ g g ; gﬁ gﬁ
Additional Factors:
14. Dang. increased

- -under Alcohol ' 12 3 4 5 6 7 NA DK

15. Dang. increased ‘ : g ‘
- under Drugs : 1 2 3 4 5 6 7 NA DK
216+ Is indiv. manipulative o '
during interview? 1 2 3 4 5 6 7 NA DK
17. Did individual provide ' : o
accurate information? 1 2 3 4 .5
18. Received sufficient informat. . - ? ° TR
to make accurate assess.? 1 = 2 3 4 5 6 7 NA DK
cee?

4
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Global Ratings of Dangerousness:
19. Self at Present
20. Self in Future
21. Others at Present
22. Others in Future

NA DK
NA DK
NA DK

N
non&rora
W W Ww
b B
oo ooy
’~4\4~4~4

Explanatory Comments: Circle the appropriate‘statement and indjcate your
reasoning in a few short points.

23. This individual: _ ‘ ’
is dangerous may be dangerous is not dangerous because:

'24. This individual's strengths are:

NA DK

PSYCHIATRIC CLASSIFICATION(S): 1. ‘s .

PSYCHIATRIST'S RECOMMENDATIONS:
(12/12/78) e

APPENDIX B:  DETAILED INTERPERSONAL ANALYSIS OF BEHAVIOWR ,

Coder: ' - Date:

Patient:

Inappropriate 1 2 3 4 5 b / | Appropriate
. 1) Greeting Behaviour : :

Unkempt 1 2 3 4 5 6 7 Neat
, 2) Grooming - Appearance

Inappropriate 1 2 3 4 5 6 7 Appropriate
: : 3) . Eye Contact 4

Too little 1 ) 3 55 5 7 Too much
, 4) Eye Contact _

Inappropriate | 1 2 3 4 5 6 7 Appropriate
. , 5) Affect ‘ ,

None 1 2 3 ] 5 6 7 Great Deal
: 6) Posturing

Very Low 1 2 3 4 5 6 7 Very High
7) Agreeability

Inappropriate T2 3 7 5 5 7 - Appropriate
'8) Verbal Responses

Very Slightly T .2 3 5 5 6 7 Completely
- 9) Extent to which Patient
Controlled Interview

Slow : 1 2 3 4 5 [ 7 Fast
‘ 10) Pace of Interview

Very Low 1 2 3 4 5 6 7 Very. high
11) Tension - Interview

Very Little T 73 & 5 5 7 - Very Much
. 12) Rapport - Interview

Very Little. 1 2 3 4 5 6 7 Very Much
13) Synchrony

Duration - Interview: minutes No. of External
Question Period: minutes Questions:

Noyeab1e Interactions: (Non-routine eg. threatened assault, assault,
acting-out behaviour)
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" APPENDIX C: “Dangerousness Project - Feedback Questvonna1re g L Y*
Name: l; -2 -
5 Discipline: ;:
The Rating Scheme
g 2. From your experience, which 3 factors (including the global ratings of
1. On a 7-point scale (1 = Extremely low 2 = Qu1te Tow; 3 Fair]y Tow; [” dangerousness and the write-in sect1ons) did you consider most useful in
4 = Medium; 5 = Fairly high; 6 = Qu1te high; 7 = Extremely high) providing a profile of a patient's potential for dangerousness?
please 1nd1cate for each of the categories: -
: 1.
(a) The ease with which you generally made judgements of this factor. - 2. (Rank order)
(b) The amount of extrapolation you generally had to emp]oy to choose a _ 3
rating value for this factor.

_{c)- The relative importance you p]aced on this factor when assessing L] .
= ~ - {and describing): an individual's potential (or lack of potent1a1) - 3. Were there particular patients for whom the scheme seemed inadequate?
- - for engaging in dangerous behaviours: (Describe briefly)

{d) - The frequency with-which this factor was not’ (and/or cou]d not) L6
be addressed in the interview situation.
(e) The consistency with which you app11ed the standardized (manual) 8
definition of this factor. )
(f) An overall "comfort" index . ref]ect1ng the confidence you have in B
~ the judgements you made of this factor, the ease with which such -
Jjudgements were made, the value you placed on this factor, etc. ‘ ‘
' .. ) . : - 4. Were there one or two categories which consistently were not addressed
. B b . . i N . - . . ?
DANGERQUSNESS : R -A B ¢ b E F in the course of the 1n§erv1ew session? (Please name)
I LT : : L
Personality Factors ) .- . A
1. Passive Aggress1ve ] i I i -
2. Hostility" - i - -
3. Anger s - E S '
4. Rage ___ 3 o Ta i PRI . S
5. Emotionality | 5. "Are there any def1n1t1ons you wish to see vevised? “(Plaase name and
prav1de alternative def1n1t1on) o ol ‘
6. Guilt o e : R =
7. Capacity for Empathy ‘ .
8. Capacity for Change -~
9. Self Percpt. as Dangerous M < R
10. Control over Actions A
11. Tolerance ]
Situational Factors: § 6. Were there any categories you were unceértain about™or for which you =~
12.  Environmental Stress 4 * _ subsequently realized you had not employed the standardized, manual- =
13. Environ. Support ~ definitions? (Pledse 1nd1cate the name of the category and the
s error made) .
Additional Factors: !
14. Dang. increased - '
under Alcohol .
15. Dang. dincreased
under Drugs L
16. Is indiv. manipulative ~ : . . :
* during interview? 7. Did any of the categories seem to "cluster” together consistently in
17. Did individual provide L] the sense that your rating for one category would influence your
accurate information? rat1ng on the -other'category? (Please name)
18. Received sufficient informat.. s
to make accurate assess.? |
Global Ratings of Dangerousness S A
19. Self at Present -
20. Self in Future -
21. Others at Present
.. ,22. Others in Future - - T




]
o

8. Did you find that the impact of alcohol and drugs could be clearly [{
and adequately represented in this framework? : _ 7
i o
-
[ = ' !
9. What additions/omissions would you wish to see in a revised scheme = : o !
or alternatively, is there a scheme you would like to propose? : o E :
| = z
] B
General Questions About the Project . |
10. At which stage of the assessment process had you generally completed at []
least 2/3 of the ratings? , o :
First half of the interview RN -
Last half of the interview ] _J
Just prior to the discussion
period 1 ;5
11. How confident typically are you about your ability to predict -
dangerousness? (Using 7—point»sca]e) . 4
To self [] ' To others [ ] -
12. Did‘tﬁe imposed scheme adversely or advantageously affect the clinical h
dec1s1on-making process? (E]aborate briefly)
13f'-pid the -presence of research observers have: -(a) no %mpact '(B) some | r]: f_
- Impact - not serjous (c) definite impact - more formal or (d) definite - L ,
.-, Impact - distraction .on_the clinical Process?” 1. - e j _
4. 'Any‘addiﬁjpna] commerits and/or?éuggeétions you Wwish to make. - "5"‘5 L ,;ﬁ






