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INTRODUCTION 

This report, Mental" Illness and Violehce: An Issue in Criminal Justice and 
Mental Health, is presented in response to a request from the Department of 
lnstitutions for the Division of Criminal Justice to prepare 'an analysis 
and convene a task.force to address issues related to infonnation exchange, 
standardized procedures, cooperation betw.een criminal justice and mental 
hea 1 th agencies; and preventive detention 'Of dangerous mentally ill persons. 1\ " 

To this end, the Division surveyed a sample of agencies involved in iden
"tifying, detaining, admitting or committing, treating, releasing, and fol
lowing up the mentally ill dangerous or pot~ntially dengerous person, and 
established a task force to conside.r the issues and make policy recommenda
tions to the Department of Institutions. 

For the stlldy~ the dangero'us mentally ill person (DMIP) was defined as follows: 

Any indivi dual who is suspected of being or has;:Cbe;n diagnosed 
as mentally ill, and who has either been arrested for allegedly 
committing or attempting to commit"a crime a$lainst a person or 
has been hospi ta 1 i zed fot;', all egetlly committi ng such an act even 
though the act was not for-many defined as a criminal offense 
by a 1 aw enforcement agency. . Crimes against persons inci Llde 
homicide, sexual assault, assault, robbery, kidnapping, and 
arson. 

In additi on to a 1 iterature I~eview' and offi ci a 1 state reports, ,~hreei types 
of data wer,e sought from the criminal justice and mental health '\~g(encies in 
the sample: '. , 

Infonnation provided by agencies such as reports and cOPies~of 
procedur,es and organizatjonaJ structure. ~ 

Agency level inf"Dnnatiort' on the number and type'of clients (pMIP):1 
processed by eacry" agency. Only four agencies were able to p\rovide 
a part of this information;'. 

Interviews with agency repY'ese,ntatives were c9~nducted in order to 
describe relationships between agencies, problems, pyocedures and 
practices, and recommendations. 
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TASK FORCE 
A task force of criminal justice and mental health practitioners was esta-
bl ished to review the findiYlgs of the survey and to make recommendations to 
improve the systems' response to the dangerous mentally ill. The task force, 
chai red by Dr~ Dennis Kl einsasser of the Department of" Corrections, met 
the summer and fall of'1981. 

The discussion of the task fqh;e centered around" the identificati6n and de
finition of the problems enclJuntered in providing, care and treatment to the 
dangerous me~t~lly" ~ll, .whil}e protecting the publ i<;: .. The findings of the 
survey of crlml nal- Justlce ~Ind mental heal th practl tloners, conducted by the 
Division of Criminal Justicel in the spring of 1981, were presented to the 
task force. Also presented ,:for consideration were the major findings' of 
severCil recently complet.ed ~\tudies'in Colorado which address a part or all 
of the issues being discussed by the task force. Descriptions of cases in
volving dangerous mentally ii\ll clients as well as members personal exper
iences were presented to i 11 ~strate several "of the statutes, procedures and 
practices which imp~,de the e:ff~ctive coordinatjon between agencies when 
handling a dangerous client.;\! ';" ' 

,The ta,sk force made; numerous ;r~ecommendations which are incl uded in 'the report 
after If discussion of the problem being addressed. The recomnendations in- ",', 
cl ude wtatutory. changes, chan,ges in procedures and practi ces, and requests 
for additional resources and recomnendations for the better utilization of 
existing resources. Some of 1~he recorrmendations will require additional 
appropri at ions by the Legi 91 ai;:ure. However, many o\F the recol'imendat ions ' 
could be implemented with litt,le or no additional cost to the system. The 
recommendations will be presented to the Governor through the Divisionpf 
Mental Health and will be preslented to the various professional organiza
tions by the membersnf the task force. 

Copies of the minutes of the m~etings are included in Appendix B of the 
report. The task force was composed of the foll owing members. 

Judge Donald Abram 
Federal Court Magistrate 
Patrick Ahlstrom 
Chief, Broomfield Police 
StephfJn Block 
Director, National Association 
of Social Workers 
Tarquin Bromley 
Assistant Attorney General 
Richard Castro 
State Representative 
,or. Herman Diesenhaus 1 '. 

Division of Alcohol/Drug Abuse 
rhomasGilmore 
Sheriff, Montrose County 

'\ 
II .. \\ 

11~ 
" I, 

() 

Dr. Robert Glover 
Division of Mental Health 
Dr. Laurence Greenwood 
Larimer County MeQtal Health Center 
James Joy 
Di rector, ACLU~~, 

Dr~ L. Llennis Kleinsasser, Chair 
Departme'nt of Corrections 

l" (:;>'~ 

Dr. Denni s Pear.son for\ Dr. Haydee Kort, 
Director, Colorado State Hospital 
Doris Kyle 
Director, Centennial Mental Health 
Center 
Gregory F. Long 
District Attorney 
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'J Betty I. Nea.l e 
State Representative 
Murray Richtel 
District Judge 
Vuolon Sa.vage 
Director, Adams County Mental 
Health Center 

" 
John Simonet 

~ Director of Corrections 
\ Donald P. Smith, Jr. 
Judge, Court of Appeals 

"Dr. S.2. Sundell 
~Forensic Psychiatric Ward 18 

~\Jo~n Tage'rt . . 
Ch~ef, Colorado Sprlngs Pollce 

Nancy Terrill 
Assistant Boulder County Attor,ney 

Guy Till 
" Deputy District Attorney 

Dr. Frank Traylor 
Director, Department of Health 

Bob Husson and/or Rita Berrares for 
Ruben Valdez, Director 
Dep,(irtment of Soci a 1 Servi ces 

,; 

S~veral other people, although not officially members of the task force 
~howed an interest in the issues and participated in the discussion and 
',formul ati on of the recommendati ons: 

, Irene Cohen 
J Division of Alcohol/Drug Abuse 

Ha rri et Hl'll 
Adams County Ment(ll Health Center 

Ambrose Rodriguez 
Division of Mental Health 

Sarah Sammons 
Assistant Attorney General 

Linda Schuman ~ 
Denver District Atttlrneys' Office 

Tiana Yeager 
Divisio~of Mental Health 
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'SUM~lARY AND RECOMMENDATIONS 

I, 

'i~, Public alarm about violent acts" by former mental healt,~ patients has led to 
much criticism of themanta1 health and criminal justice systems' handling 
of the mentally ill violent Dr potentially violent person. In response 
to this criticism, and in an effort to better serve this population, the. 

' Department of Institutio,ns re"quested tha.,t the Division of Criminal.Jus~ice ',' 
prepare an ana1ys~s a,~d convene a task torce to addres~ the fo110w1ng lSSUes: 

. "',' 

c ~ 

a more integrated data system' (' 
(J more unified pro~dures and po1;'cies " 

methods for establishing more mutual understanding of the,three ,= 

systems and a permanent mechanism for addressing cOl11l1on problems 
public policy of preventive detention and the issues which~re-
sult from it . " . . /I 

", - what set of conditions are necessary for a dangerous 
person to be civilly committed and held, and for how 
long? ,Q 

\\ 

- what:' kind of and amount of security is necessary and 
legal to control the dangerous o,ivillycommitted,patient? 

- at what point in a cr;mil1a1 commitment or a civi~com
'mitment for dangerousness to others should a patlent 
be released? 

- what should be done with'~ dangerous and mentally ill 
person who appears to tJ'e untreatab1e? 

" 

/ 

This report represents the response to this requesl. lnp~rder to.prepare 
the analysis, the Division of Crimi.na1 Ju~tic:ecoll~cted ~nfo~matl0~Jrom 
several sources. A statewide survey conslstlng of lnt~nslVe lnterVle\'1S 
with criminal justk'e and mental health ~ractitioners foc:us~d on _problem . 
identification and r.ecommendations, and lncludeda descrlptl0n Of QOw the 

. eXisting system functions. Other research conducted included: ' 
~.0 

\'a r.ev;ewof pol i:i:S . and proced,ures \.~"urrent1 ... ~. i~ use at ea:h age~~y 
un analysis of Dlvls10n of Mental He \lthiadnpssl0ns data 
interviews wi'th selec.ted agencies to deve'lo~ ,aprofiie of DMIP 
,qase processing"" 

a rElvi ew "of the 1 i terature on dan,?er~,usn~"ss and mental ill ness (I) 

a review of"state re<ports and publications on ~h~.mental hea]\~h' 
system and on dangerousness rese,arch~ 

'0, The Tas k Fgrce" on the Dangerous Menta i'~~ 1(}'" was cdHvened on June -26,- 198'" 
As requested by the Department of Ins;t:1tut~ons, the tas~ force "'fas .c~mposed 
of representatives from the state's ~xecut,,ve, ~e~isla~lVe .and Judlcla1 . 
brarlches and from both the mental he.a1th and crlmlnal JUstlce systems ~hlCh '" 
have operating or policy

Q
ma,king responSibil'\ty for dangerous mentally 111 

" persons. . 
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The first meeting wa"s devoted to p.r~sentation and discussion of the research 
findings. At the second '!1eeting,is'sues 'were defined,and the small group 
approach to problem Solutlon"was adopted. The- primary issues to be ad
dressed were defined by the task force as: ' 

Who is responsible for the dangerous mentally ill? 
does a new system for thetcare and treatment of the dangerous 
mentally ill person need to be developed or should changes to 
the current system be made to certain a~eas? ' 

Ij 

The task force reached a general consensus tHat although the mental health 
(s¥stem works Well for the general population, Some kind of sp,ecia1ized 

0program is needed to deal with dangerous ~enta11y illop~tients, and that 
statutory changes are needed .. which wil.l allow informati~,n exchange between 
"a~enC'jes and give the courts .. more control than t'hey n~tj'have. The items 
-dlscussed by th~ subgroups were: <t\\\ 

,--. ~I~? 

what shoul d a new -system or program~ consi st of? 
who shou1 d have oversi.ght authOti ty 'for the sys~em or program? 
what statutory changes ar~needed to implement the neW system 
or ptogram? C" ., 0 ~ • 

The groups' combined efforts resulted in. a preliminarY model for identifying 
and delive~ing services "'to dangerous mentally ill c1 i€lnts(see page xi). . 

At the third 5~eeting," the focus of the task force narr'owed. Dr. Robert 
Glover', Director of the Division of ~1erital Health, asked task force members 
to. keep their ta$,ks small enough so tHat they cO~I.ld be accomplished within 
a reasonable t.ime frame. Dr. Gloyer stated that the original charge of the 
task force was for one or two meetings in which concrete recomm~ndations" 
could be developed and implemented by ind,ividua1 task force members in the. 
agencies" tney represent. Task force memp'~rs we're then asked todeve'lop 
specifi;~ pl'ioritized recommeQdations f~r' improvement of the system. " 

Task force members, 'however, felt it .was important that they make some 
ve~y concerete' reco'!1menqat,i?ns abou;t"how to pr9ceed in the present ~ystem .. 
Whl1~ at the same bl1J~ looklng atll10re long term solutions. They perceived 
the lssues as too setlous to be add~essed only on ~ short term basis, and ~ 
.felt the larger issues should be discussed to set goals and priorities for 
the future. Thus, the task fotCe decided to hold additional meetings in 
order to try to address both'btoad and narrow issues. Because of the nar-

"lowing of the focus and the funding constraints~iwhich.exist in the state, 
. the tas:k fJ)rce made recommendations which they 'feel af<-e the best that can 
be d('neunder the ci rcumsta'nces. Therefore, the recommendations, if imple- '" 
mented, would r@sult in an, improved delivery of services but would fall 
short of an ideal system. 0 

l'ask force members were very concerned .about the cost of recommendatiion~. 
Whi 1 e not optimi sti c about fundi n,g for new programs in the current economi c 
and politica1~environment, they nev~rtheless felt they should state the 
need for'such funding to make it cH~ar that needs' cou1 d not be adequately 
met b,Y tr,~nsferrilJg funds from one agency or program to another. They 

.. ~id n'ot, for exampl~, want~o recommendr._more funding for dangerous menta,l1y 
,11 at the expense' of de1i~ery of men tar health services to other segments' 
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·of the population who, although not dangerous, are'in needfbf mental 
health services. Q ' 

,) 

Task f?rce\ mem~ers_ als~ conf~onted. thed~ff<i~ul ~ ~ask of attempting to 
reconclle publlC safety conslderatlOns wlthlnd1Vldual rights of patients. 

" 

~en~r~l to this issue of preventive detention liS the identification "of 
ln~lvl~uals w~o ~re dangerous a~ a !esult of mental illness, and legal 
c~l~erla for ~nv?luntary detentl0n.' Task force members were generally 
dl Vl ded on thl s 1 ssue along mental "health - 1 aw enforcement li nes. 

The .com~lexit~ of the issue~ addressed by the task force, is reflected in . 
thelr dlScuss10ns reported In.the minu~es (~ppendixB). They requested, 
however, tha~ a statement be ~ncluded In the report to express the pain 
a~d frustratl?n ~aused b~ thelr attempt to solve such serious problems 
wlthln the eXlst1ng fund1ng, legal, and political constraints. 

CONCLUSIONS AND RECOMMENDATIONS 
The sur~~y of criminal j~stice and mental health practittciners, review of 
the natlonal and s~ate.l1terature~ and.the task force meetings were organized 
aroun~ the four maJor lssues outl~ned 1n the introduction to this report. 
Some ~ssu~s, however, have been glven more attention than others. The 
s~curlty ls~u~,.for example, has not been a primary concern of this project 
Slnce the D1V1S10n of Mental Health conducted a study and implemented recom
mended changes. 

The task fo~ce reco~mendatio~s on the remaining issues provide the incentive 
for developlng .and lmplementlng anin~egrated data system, uniform policies 
and procedures, and mutual understandlng between the criminal justice and 
~ental hea~th sy~tem~:JI " In add~tioHr t_~~e are recommendations for develop
lng a publlC.P?llCY on preventlVe detentlon and other related isslies. The 
task f?rce dlVlded the recommendations into, low cost and high cost recom
mendatlons and then ranke~ and prioritized each gr:pup. It should ,be noted 
~hat low cost.reco~endat10ns refer to changes to the sytem which ,could be 
lmplemented wlth ll~tle or no money. Only recommendations which were ranked 

I) at or above the m~d1an~core a~e reported here. The complete list of task 
f?rCC1 reco1l1llendat10ns w1ththelrs~ores and r~,rkin~s are Brovided in Appen
d1X· B.' p. 151. All . reco~endatlons shown 1n th1s sectlon of the report 
ar~ l~s~ed under each 1ssue 1n the general order of~heir importance as 
p~10rlt~zed.by.t~sk force mem~ers. ,A brief summary of applicabletask·force 
·d1Scuss1on 1S lncl~ded prece~lng each group of recommendations. The minutes 
of task force meet1ngs sonta1n the details of their discussions. ," 

ISSUE 
The pubZio. poZioy of preventive detention and the issues which 
result from it. . -, 

What.s~t of conqitions aPe neo~ssaPY for a dangerous person to 
.be'c1,.v1,.ZZy comm1,.tted, and heldoand for h()w 'long? 
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What kind of and amount of secu:t'ity is necessary and l.egal. to 
control the dangerous civilly committed patient? 

At 7lihat point. in a driminal commitment to the mental. health 
system o~ a civil. commitment for dangerousness to others should 
a patient be released? 

What shoul.d be done with a dangerous aridc'mentaUy in person 
who appeaPs to be untreatable? C 

Discussion 

Task force discussions pertaining to the policy of preventive detention 
focused primarily on the lI untreatable" patient. systern responsibility, 
and lack of resources. The task force felt that the issue of detention 
as treatment for resistive violent r~atients should be confronted, and' a 
special program developed for thern. Other facets of preventive detention 
discussed were criteria for commitment, liability, the right to treatment, 
and confidentiality. 

This was the anea in which tensions among task force members were most 
evident. The task force struggled with the questiQn in terms of: 

o 0 

1. Creating a new structure or modifying the e~isting system. 
2. Need for new money or no rew money. 
3. Transfer of money from on~ client population to another. 
4. Patients' rights vs. pub]ic safety .. 

The issue of preventive detention is very broad and several of the low cost 
recommendations presented under the following issues are also related to it. 
For example, the recommendations for statute changes, education on what can 
and cannot be done under the statutes, better c.pmmunication between the 
systems, more integration of data on dangerous mentally ill persons, and 
th~ creation of a centralized program . 

Task force members strongly felt, however, that effective policies for 
preventive detention require a resource base for providing seryices to the 
whole spectrurnof mentally ill clients. They therefore recommend increased 
funding for expanding services provided in the existing system, as well as 
for new prograrns specifically design'ed for dangerous mentally ill clients. 

Task Force Recommendations 

THERE IS A CRITICAL NEEO FOR A SUBSTANTIAL INCRE~~~ IN BOTH THE NUMBER OF"'·' 
SECURE AND NON FORENSIC PSYCHIATRIC BEDS IN ORDER'l"O PROVIDE THE CAPABILITY 
OF TREATING THE DANGEROUS MENTALLY ILL.' 

THERE SHOULD BIE MORE BEDS AND A BETTER STAFF/PATIENT RATIO AT 
COLORADO STATE HOSPITAL, FT. LOGAN, ANO THE: DENVER AREA. 
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THERE, SHOULD·, BE MORE INTERMEDIATE SECURITY B!:DS AT COLORADO 
STATE' HOSPITAL. ' 

THERE SHOUl£r"'BE A oGREATER NUMBER OF SECURE BEDS IN DECENTRAl
IZED LOCATIONS". 

A FORENSIC OBSERVATION UNIT SHOULD BE ESTABLISHED IN THE METRO AREA. 

,-;;;-; 

" 

". FOLLOWUP AND CONTINUATION OFf! CARE SERVr:CES SHOULD BE EXPANDED. 
~ ,': tl _._.~ 

DANGEROUS" MENTALLY ILL PERSONS SHOULD BE PROVIDED FOLLOWUP. AND CON-
TINUATION OF CARE SERVICES ON A NON-CATCHMENT AREA BASIS. 

(1'4' 
;,. 'THERE SHOULD BE DECENTRALIZED SHELTERED WORKSHOPS. 

l' 

- THERE SHOULD BE' INCREASED FUNDING TO LOCAL MENTAL HEALTH 
CENTERS FOR CONTINUATION OF CARE FOR NON-DANGEROUS CRIMINAL 
JUSTICE CLIENTS. 

ISSUE 
~. The. need fot> a moi>~, integrated d{.r.ta system. 

Discussion 

Task force members agreed that the lack of information exchange in the 
current,system results in many prob1ems affecting decisions made by 
both the criminal justice and mental health systems regardingUthe dangerous 
mentally ill. Specific cases were cited where individuals were released 
or escaped' and committed a violent crime becau:se the necessary information 
was not available to make the proper decisions. Also discussed was the 
issue of l'iability regarding information exchange and the need for possible 
changes in legislation. Mental health practitioners are afraid of lawsuits 
which may result from divulging information on cHents, but several judicial 
representatives see the risk as negllgible where "good faith" actions are 
concerned. Several members were very concerned about changing safeguards 
in such a.,way that information on mental health clients who are not danger
ous would' be mbre accessible. There is a consensus on the mental health 
system's need for offense related information; however, tha recorrmendation 
for sharing information on mentah,health actiyiti,es was given a low priiQrity. 

Task Force Reeannnenitions . . ., . 

COMMUNICATION BETWEE AND WITHtNTHEMENTALHEALTH SYSTEM AND THE CRIMINAL 
JUSTICE SYSTEM)SHbuLD BE IMPROVED. 

,,' AtULL POLICE REPORT REGARDING THE INCIDENT AND CRIMINAL 
HISTORY SHOULD 'BE TRANSFERRED W'ITH PERSONS REfERRED TO 
MErnALHEALTH CENTERS BY THE POLICE. l\ \~ 
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- "!if/ERE SHOULD BE A BETTER TRANSFER OF INFORMATION BETWEEN THE 
COURTS AND MENTAL HEALTH FACILITIES '" THE SOURCE OF ALL IN
FORMATION SHOULD BE IOENTI,FIED BEFORE IT IS TRANSFERRED TO 
ANOTHER AGENCY. 

,;-.' 

BETTER USE 'SHOUl,tiYBE MADE OF THE PRESENT STATUTES 'REGARDING 
EXCHANGE OF INFobRMATION BETWEEN TREATMENT AGENCIES. ' 

LOCAL JURISDICTIONS SHOULD SETUP A MECHANISM FOR EXCHANGING 
INFORMATION TO INCLUDE COMMON WRITTEN GUIDELINES. ·MENTAL' 
HEALTH CENTERS SHOULD TAKE THE, LEAD. EXTERNAL HELP IN SET-
TING UP THESE MEETINGS SHOULD BE PROVIDED BY TASK FORCE t4EMBERS, 
THE DIVISION OF MENTAL HEALTH OR THE DIVISION OF CRIMINAL'JUS
TICE STAFF, OR OTHERS TO PROVIDE PERTINENT MATERIALS REGARDING 
PROBLEMS OR ISSUES TO BE ADDRESSED. 

ISSUE 
The need for unifonm practices and procedures. 

Discussion 

" ,I 

The task\,force identified the lack of standard procedures as a major' im
pediment to effective placement and treatment of dangerous mentally ill 
persons. A good example of this is the "dumping" syndrome, where patients 
are s~u~t~d from one ag~ncy to another as eac~ attem~ts to. \ pass on re
sponslblllty for the cllent. The end result 1S dupllcated services 
(evaluations) and costs, and failure to provide adequate care to the 

, pat~ent. ,Basica~ly, the, task force saw a problem in organization for 
, dellVery of serVlces to dangerous mentally ill persons and in the legal 

system: They felt.that a1though mental health centers do a 990d job for 
the·maJorlty of cltents wlth mental health problems, the centers were not 
set up to deal with dangerous clients. " 

With no ~ent~al coord~h.~ting program for these cl ~ents, the ~ultitude 
~f agencles lnvolved 1n~ the care of dangerous patlents deve'loppractices 
Jndependent of other agencies. The task force also felt· that different 
practices and procedures result from the ambiguity of many'-of the terms 
used in the mental health S,i~(ltutes as well as a lack ofclar;ty about who 
has authority; and also, that .technical problems are caused by some of 
the time requ i,remen ts s peci fi ed = in the s ta tutes .,~;!, ",~, , 

Q 
The complete"list 'bf reconmendaJ:50ns reflect the'I'tens'ion task force 
memb~rs felt betwgen recommendi ng changes to the current system and recom-;, 

" mendlng a new s~stem. There are rec0'!111endatiqns fpr bo~h (see Append,;x B, p.151). 
~. Theyfel~ that 1f the curren,t system 1S asked to'\handle ~angerous mentally , 

111 persons, changes mustb.;e made to insure proper care and. treatment whil e 
prpviding for public safet:y. They see many problems "ariSing from the inter-
face between the two sys1@ms, which require development "and appl icationof 
standard procedures for law enforcement, mental health, and the courts. 
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Task Force Recommendations 

THERE SHOULD BE IMPROVED STANDARDS FOR THE TREATMENT OF DANGEROUS MENTAL
LY ILL PATIENTS COMBINED WITH ACCREDITATION PROCEDURES FOR THE MENTAL 
HEALTH CENTERS. SITE VISITS SHOULD BE MADE BY SUPERVISING OFFIC,IALS TO 
INSURE COMPLIANCE WITH THESE STANDARDS. 

, 
A MULTI-DISCIPLINARY COMMITTEE SHOULD BE ESTABLISHED, TO REVISE AND DE-
VELO~ MODEL STATUTES. . 

- ONE SPECIFIC AREA FOR THE COMMITTEE TO ADDRESS IS THE 
NEED TO ENFORCE MEDICATION FOR THOSE INDIVi'OOA[S WHO, 
ARE VIOLENT TOWARDS OJHERS. A NECESSARY CHANGE. IN 
THE STATUTE WOULD INTRODUCE A PROCEDURE WITH CRITERIA 
SIMILAR TO THOSE IN INCOMPETENCY PROCEEDINGS.' 

, " 

THE SERVICE AREAS FOR THE TWO HOSPITALS SHOULD BE ELIMINATED OR RE
DEFINE;D. 

ISSUE 
Methods for establishing more mutuaZ understanding pf the (~ 
cpiminaZ justice and mentaZ health systems and a pe~anent 
mechanism for addressing common probZems. 

Discussion 

Tne need for better communication between criminal justice and mental health 
was discussed throughout the task force meetings. Mental health workers 
and police officers, for example., fail to show mutual resp~ct and understand
i ng of agency purposes, mandates'~ and 1 imitations .!~ome members reported 

- that steps had already been taken to improve realtionships. The Divisiqrt of . 
Mental Health has appointed a criminal jlJsti!=eliaison and the Divisioni'of 
Alcohol and'Drug Abuse has assigned a person responsibility i'n this area. 
Several police departments also have a mental health liaison. 

Task Force Recommendations 
, . 

;' t40RE EDUCATION/TRAINING SHOULD BE PROVIDED TO MENTAL HEALTH AND CRIMINAL'" 
JUSTICE AGENCIES AND THE LEGAL SYSTEM REGARDING WHAT CAN AND CANNOT BE 
DONE UNDER THE CURRENT STATUTES. THERE SHOULD BE CROSS TRAINING BETWEEN 
MENTAL HEALTH AND CRIMINAL JUSTICE AGENCIES. 
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MODEL FOR DELIVERY OF MENTAL HEALTH SERVICES 
TO DANGEROUS MENTALLY I LL 'PERSONS ' .. 

As previously discussed, task force member,S fee·l that the existing system 
is inadequate for meeting the needs of dangerous mentally ill patients 
and for protecting the public. Therefore, the task force developed a 
model for a new prQgramwhich would provide services for this client 
popul~t;on. The model has not been fully developed, but sh'ould serve 
as a blueprint for planning and implementation of this program. It 

" shoul d be noted that the cl!rr~nt system operates well for most cl i ents 
and that this new program would serve only those dangerous clients who 
cannot be adequ~1(,ely serve'a by the current system. 

DEFINITION 

"The task force defined the dangerous mentally ill patient as a person 
with a mental disease or defect who because of it either is dangerous 
to others or has a demonstrated capacity'to commit violence. 

. CONCERN FACTORS 

The fall oW.i ng factorsshoul d riot be u'sed as predi ctors of dangel"OUSm~5S, 
'\but as variables of concern Which sho,uld alert cr,iminal j'usticeand mental 
health practitioners that further evaluation may be appropriate. 

History of Violent Acts: Violent Ideas 
Mow Frequent Paranoi d Ideas;; 

.. How Seri OUS,>, Ha II uci nati ons' 
HoW Recent Verbal Threats 

Dr.~g·or Alcohol Abuse Bizarre Behavior 
Clinician's Judgment • Jntense Motor Activity 
Stress ;'incPrecipitating ?ituation . 
Employment Instability' . 
Housing Instabil ity 
Socio-Economic Status 

<There are no rel iableQata whi ch indicate hovfrnpny d~ng'erous menta.lly ill 
patients Colorado has. However, there arfSeveral indicators which provide 
a high and low estimate of the number of dangerous mentally ill persons in 
the community. 

Sutherland Miller~ former director of:the Division of Mental Health, asked 
mental health centers and clinics to identify all current or past clients 
who had\\committed a violent crime within a 10 month period startil'lg July 1, 
1979. The information he recei'ved was used to derive an estimate of 613 

!da·ngerous mentally ill cliElnts in'thestate who actually committed a violent 
act during this 10 month period~ ", 'e 

An analysis of Division of Mental Health ;nta~e data produces another indi
cator. In FY 1979-80, 3,233 of the 50,542 'admissions were clinically assessed 
as being a danger to others and 1~825 of these had'also committed offenses 

c>.aga i nst persons. These fi gures both, underestimate and overestimate ~ the popy-
<. 
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lation in different ways. The population is underestimated in that in
stitutions'do not evaluate all dangerous mentally ill persons in ,the 
community. 'It is an overestimate in that multiple admissions are character
istic of this population., If a correction fa~tor of 10 percent·"isincluded 
to account for multiple admissions, the estim~te, is 2,9,00. , 

There is another significant population which is not i~c1uded~n these 
figures - those which are held in inst.itutions and jails. Dangerous 
mentally ,ill persons are sometimes held in local jails becasue mental health 
services are not available. An estimated 50-60 dangerous mentally ill per-
sons are,,,,held atdi.fferent times in the DenVer County Jail alone. . 

Thus the estimated numbers of dangerous mentally ill pe~sons in the community 
(l ,,'. 

are: 

631* low estimate 
2,90()k high estimate';. 

These \hre only rough indicators of the number of dangerous m~ntal1y ill 
persons who could be better served by the new program which is being pro
pose'(j. This is not to say that all these people would be referred or that 
all of these would be in the, program at one time. It should also be noted 
that if a continuum of servi'ces is provided, reside,~tial treatment would 
not be required for all persons referred to the Program. 

The system to treat the dangerous mentally ill should have the foll'6wing 
characteristics. It should be: 

• 0 state managed and operated to insure continuity of care 
from hospitals to community placement. 

I In addition to their own caseload, the mental health 
centers shoul d provi de the eva 1 uati ve servi ces for 
those person~ suspected of being dangerous as a result. 
of mental illness which are referred by jai,ls, court's,' 
drug and a1ooho1 facilities, or other mental health 
entry points. The st9te system should reimburse the 
mental health centers for such evaluatjons which are not 
a part of their existing caseloacts.(j , 

.'.>' ~) 

I A perso'h ,i denti fi ed by a menta 1 ~~~ 1 th~ center ~s dangerous 
as a result of mental disease, or iJdefect, wouH:i be referred 
to the state system. " 

I Inpati ent services shoul d be cent()ra 1 i zed in one or more 
. locations in the state. In addition, the system will 

pr'ov.ide all levels of partial care and outpatient treat-
ment. ' 

I Resources should be provided to purchase or create needed 
services. ' Independent sheltered w()rkshop or boardi ng houses 
may be needed sepa'rate from currently existing community 
mental health centers and community co~rections facilities. 

(~ . *These flgures db not incltide those held in jails or institutions. 
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it The authority to purchase oy;'create needed servi ces (e. g. , 
group andi,ndividual therapy,cQunseling, A.A., halfway 
houses or sheltered workshops. 

" 
.A case manager system should be established throu~hout 

the state. A case manager would arrange and munitor 
the necessary long term services to include group and 
individual counseling, A.A., ha:/fway house or sheltered"''''''' 
workshops. The case manager would supervise a casere
gardless of the type .of service being delivered. 

• The case manager would be employed by the state. 

I A long term treatment plan for each client would be de
veloped. 

I The case manager would have the following characteristics: 

'~. clinical training i~working with dangerous mentally 
ill persons " ' 

2. the authority of a peace officer as defined in C.R.S . 
27-10 and 25-1-311 

3. authority to institutionalize in accordance with the 
law 

4. access to all client records 

5. authority to arrange for the administration'of involun
tary medication in accordance with the law 

6. access to placement alternatives 

• Continuity of care procedures should be followed when exiting 
from the system. 

IMPLEMENTATION 

A 1 though the tas k force has offi cia 1.ly ended, its work the majority of the 
task force members are interested in working further to implement several 
recol1tllendati ons. Ni ne members expressed. an interest in worki I1g ina group 
to develop model statutes for the care of dangerous mentally ill patients, 
and seven, on developing procedures for information exchange between crimi
nal justice and mental health agencies. 

Several additional members expressed an interest in"'\'1orking with' the Divi
sion.of Criminal Jl:lst,ice in providing cross training for those providing 
serv:ces to mentallyjJ1 persons held'in local jails. Plans are being 
consldered to do some further,'work on implementation of task force recom
mendations. 
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CHAPTER I: THE DANGEROUS MENTALLY ILL PERSON: 
A NEW BODY OF LAW AND LITERATURE 

Dangerous mentally ill persons nave long been a problem for mental health 
and criminal justice systems, but never more than today, when these sys
tems must contend with the opposing forces of public demand for protection 
and the increasingly stringent and narrow commitment and treatment pro-' cedures. 

As a result, a large body of literature has been produced on this subject. 
This literature is broad and diverse, ranging from very technical papers 
on organic or physiological causes of violent behavior to qualitative ac
CQunts of how police officers and social workers make the decisions which 
lead to the labeling of a person as mentally ill and dangerous. In the 
interest of parsimonY,'nowever, this review will focus on a view of the 
issues of major concern to Colorado. First,cc'changes in mental health law 
wH 1 be,~evi ewed; second, the concept of dangerousness as a criteri on for 
acting will be discussed; and, third, several precedent setting Colorado 
mental health cases will be summarized. 

CHANGES: IN r1ENTAL HEALTH LAW, 
{; 

Over the last decade there has been a national movement to deinstit'Ution-
ali ze the mentally ill. When it be,gan,. any person certi fi ed as mentally 
ill and in n,~ed of treatment coul,d be involuntarily confined. The soc'jal 
changes~ of the 60~'s and 70' s inc 1 uded great changes in menta 1 health 1 aW

9 beginning with involuntary detention and commitment. 

Three major arguments supported the deinstitutionalizatfon movement: 

L The well-documented ;iadverse effects of incarceration. 

2. Satisfactory alternatives to institutionaHzatiOh. 

3. The morq,l view that persons should not be deprived of any more liberty 
than necessary to achieve legitimate government goals (Wexler, 1976:4). 

The efforts, of mental health and pr'i,s.,on reform lawyers and changing atti
tudes by the courts have brought aboqt'"a new system of mental health law. 
The early ca'ses cited the vagueness ti'-'~'J commitment crjteria. These cri teria 
made all mentally i'll persons subject to ir'lvol untary detention for indefi
nite periods of time. The issue was eventually resolved in the supreme 
court in O'Connor vs. DOnaldson, 1975. The Donaldson case established dan
gerousness as the criterion f~rcommitment. The court r~led that a mentally 
ill person may not be involuntarily committed if he is not dangerous to 
anyone and if he can "live safely in freedom. II Thus, the court left room 
for the inclusion of "gravely disabled" within the category o'f dangerousness. 

The. "dangerous asa result of mental illness" criterion for commitment has 
placed a greater responsibility on the mental health system and the courts 
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for involuntarily hospitalizing only those patients whose continue~ free
dom would pose a threat to themselves o~ others. ~s state~ by RO~lt~c~er, 
two legitimate interests must be reconc1~ed, the preservat10n of 1nd1v1dual 
liberties and the protection of the publ1C: 

While the individual has an interest in being c~red f?r, he al~o 
has an interest in not being cared for. The~e.1s an.1nterest 1n 
determining one's own care, if the mental abll1ty ex~sts to.de
cide what is in his best interest. Involun~ary.commltmen~ 1S re
served for those whom society, or the psych1atr1c profess1on, 
feels are unaware that hospitalizati?n will be~efi~ th~m; who 
protest, or have no opinion, concernlng a hosp1tal1zat1on that 
to other "more rational II observers seems necessary. 

Society has an interest 1n preserv1ng 1ndividual liberties, but 
it 'has another interest 1n protect'lng 1tself from harm. To t~e 
extent that society emphasizes l1berty and t~e freedom ?f cho1ce 
to make one's own mi stakes, we w1ll have str1 n~ent ~OiTITIl t~nt 
policies, fewer patien~s commi~ted, ~nd more r1sks 1n soc1ety. 
To the extent that soclety bel1eves 1n the usefulness of a 
therapeutic involuntary holding, and to the extent.thabthe 
safety of the individual and of others s~ems more l,!!portant than 
individual ~utonomy, we will have more ~l~e~al ~omm1tme~t st~n
dar'ds, more patients committed, and a m1n1m~zatl0n o~ r1sks. HI 
society. Physicians and hospitals have an 1nter~st 1n hO~d1ng 
patients for therapeutic purposes, but they also have an 1nter
est 'in not being forced to hol d more patients than they cary 
treat; therefore, economical and logistical factors enter 1nto 
thedecisionmaking pr'ocess. (Robitscher, 1979:61-62) 

The difficulty in reconciling individual right~ with the publ~c sa~ety 
gives, rise to other conflicts. Dangerousness 1S syryonymous ~lth ~l?lent 
behavior, behaviorwhi ch, in the absence of mental 11lQess, 1S crlm1 nal. 
Thus, two peopl e may be. irycarcerated for commi tting the same~ctl' but one 
may be punished as a crlm1nal, the other treated as ~entally 111. ';.) £;;;7-

The mental health rights' movement was successful in other area~ also: );he 
right to treatment; the right to refuse treatment; informe~ consent; aryd ' 
the right of privacy (confidentiality). Several of these 1ssues are d1S
cussed further in the summary of Colorado case law. 

,~The law continues to evolve on most of ·these i~sue~. ~enta:1 health profes
sionals and the courts find the IIdangero~sness er~ter.lOn.as ~ague and open 
to subjective interpretation as the old meryt~lly 111 cr1ter10n. The re
duction of Parens Patria power and the prOV1S10n of due process to mentally 
ill pati ents have Called into questi on " the abi 1 ity of psychi atri sts . and men
tal health prof~ssionals to assess dangerousness and to know "what 1S best 
for the patient." 

The fact that a person's liberty is at stake whether through Parens Patria 
power or police power has been used in the state courts by lawyers argu1ng 
that the standard of proof for involuntary civil commitments should be 
changed from a "preponderance of the eVidencell"to "beyond a reasonable doubt" 
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as it is in criminal proceedings. Criminal law is based on the philosophy 
that it is better to let ten men go free than for one to be unjustly\,pun
ished. The question being debated is, should those thought to be mehtally 
ill be afforded 1 ess stri ngent 1 ega 1 protecti on than those bei ng tri ed on criminal charges? . . 

o 
The changes in mental health law have also increased liability for deci
sions made by mental health professionals and.po1ice. Psychiatrists find 
themselves in a dOUble bind. For example, two Florida psychiatrists were 
ordered to pe'rsonally pay $38,500 for holding a patient"too long without 
adequa te treq.tment (the Donal dson case), wh i 1 e in another case, the U. S . 
Govemment was assrsed $100,000 in damages for prematurely releaSing a 
patient who murdei~ed his wife 55 days after his release (Robitscher, 1979). 

In addition to cOntinued vagueness, the new mental health laws have also 
been criticized as being too narrow. The term "dying with their rights on" 
has been used to describe patients who need treatment but do not meet in
voluntary cOlTlllitment or treatment criteria. Dr. Darold A. Treffert, Direc
tor of lhe Mental Health Institute, Winnebago, Wisconsin, talks about the destruction of family life: 

Sometimes the fam;'ly of a psychoticlllGther may literally disin ... 
tegrate while vainly,t,rY'ing to construct some form of routine 
family life around the mother's bizarre and often psychologicqlly 
destructive symptoms,. In addition, the wife of a mentally ill 
man may finally abandon her strugg'le to keep the family goihg, 
wearied by fruitless at.tempts to patch together the sembl anc:E~ of 
~ normal marriage. (Treffert, 1974, quoted in Robitschet', ::1979) 

\ 

Although one of the motives for the deinstitutionalization movement was the 
provision of alternative rind more appropriate treatment, in many, cases these 
alternat'ives have not material ized or have been inadequate to me'et the de
mand. Thus, the chronically mentally ill are often lost in the shuffle. 

DANGEROUSNESS AS A CRITERION FOR COMMITMENT " 

The c~iterion of dangerousness';led to the de,velopment of a whole new area 
of expertise and a new body of literature on the definition rind prediction 
of dangerousness. 'The courts asked psychiatrists to step into the vacuum:; 
and assess dangerousness whf~re they had formerly assessed only mental i 11-
ness. Psychiatry complied, though now many in the profession disclaim any 
expertise in the assessment of dangerousness, and object to being put into 
the position of social control agent-rather than benefactor and healer. 

This perceived role conflict can be the source of many pY'oblems between 
criminal' justice and mental health, such as a relUctance by mental health 
professionals to comply with police requests for assessments of dangerous
ness, mutual animOSity, and lack of cooperation. Not all the experts agree 
that the role of social control agent and healer are inherently conflic
tive. !/(,Monahan Cl981:38)·argues that all human serviqe professions have a 
social protection component, and Halleck (1979), Citing the philosophical 
bias against sOC:,ial control, argues that this dimension of psychiatry should 
be recognized so that responsible deCisions coUld be made . . '1 
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Extant research bears out ·the mental health prof~,ssi,onals' claim t~at they 
are not expert in the assessment of dangerousness. But the questlon re~ 
mains, how accurately can anyone as,sess dangerousnes;$ giyenexi~ting orga~i
zational, politica.l and technica.l problems. Among.th~ mostser1?us techm
cal problems are the definition of dangerousness, lndlc~t~r~ (evldence) of 
dangerousness, and the low base rate of people who cOlmnt'Ylolent acts. 

THE DEFINITION OF DANGEROUSNESS_ 

Currently, the ele~ent of dangerousness i~ ~onsid~red a~ every sta~e in the ,'. 
criminal justice and mental health systems lncludlng ball, preventlve deten-' 
tion sentencing, release and involuntary civil commitment. But even tho~gh 
the ~oncept of dangerousne~s ~s.central ~o some of ~he most impo~tant,decl
sions (in the view of the 1nd1V1dual as well as Soc1ety), there 1S no gener-
ally accepted definition of the term. . 

~ r: 

Th'e ambi gui ty of the concept in the absence Qf an agreed upon 'defi ni ti on 
precludes the accomplishment of solid research. A person may be (and has 
been) 1 abe 1 ed dangerous for everything from mi s~ar.lagement of ~)ersona 1 ~i
nances to mass murder. Tlie term 'ldangerousnesS' 1S thus used to des,cr1be 
both very violent and relatively minor non-vi?lent acMons. The vagu~ de
finitions do not distinguish among menace, nU1sance, ass~ultive, or v10lent 
dangerous and deviant behavior (Brooks, 1979). ,,' ,. 

Such definitions usually: 

1. Reflect a person's ideosyncratic legal views, a~ well as his or. her 
personal values concerning the protection of society (Brooks, 1979); 

2. Tend to characterize all deviant behaviors of mentallydll persons as 0 

dangerous (Brooks~ 1979); 

3. lncl ude all crimes,;"as well as certain crimes designated as Violent, 
harmful or having maximum sentences, any conduct which may provoke re: 
taliatory acts, any violent harmful or threatening conduct, etc. (Th1S 
study is brief1Y<Giscussed in Levine, 1977); and 

n ~ 

4. "'Depend upon one I s theory of what produces or e 1 im; nates dangerous be-
havior (Schwitzgebel, 1979). • , 

A number of studies have recommended various definitions of dangerousness: 

Cohen (1978): a person having a high probability of infli~ting serious 
bodily injury on another. <" .'. ' < 

Dix (1976): as physically, assaultive behavior' directed C\t self or r~,thers., 

Levi ne (1977): one where "the accused is convi ctedof. an offense i ~~6l v1 ng 
physical harm and has a substantial likelihood that one, if at large, wl1l 
commit acts causing or threat~ning physical harmrto others. 

" 

Megarg~e (1976): acts character'i zed by the appl i cati on or overt threat of " 
force which is likely to result 1n injury to people." r, 
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Schlesinger 01978): those behaviors resulting in harm to ~elf or others~ 

Scott: a violent behavior with violence defined as aggression,concentrated 
, into a 'brief span of time which:is not necessarily more destructive than con
tinued aggr~ssion of lesser intensity. 

Shah: as a propensity to engage in acts that are characterized by applying 
or overtly threatening force and ars",likely to result in injury to others 
and as synonymo~s with violent behavior. 

Thornberry: any criminal offense involving physical injury to others. 
{) 

Studies conducted by Shah, Schwitzgebel and Jacoby suggest that there may 
be dangerous or violent settings which also should be considered in defining 
dangerousness. . 

Problems arising from the inability to develop a generally 9Pplicable defi-
0nition include distinguishing legal/illegal violent acts: 

(0 

The working defi!:lition of violence adopted by the National Com
mission on the Causes and Prevention of Violence •.. was 'overtly 
threatened or overtly accomplfshed application of force which 

\~\ results in the injury or destruction of persons 01" property or 
I reputati on, or the ill ega 1 appropri ati on of property. I ••• such 
a definition would include as violent: accidental homicide, 
homicide in self defense, or injury on the football field. 
.•. the two issues confound the framing of a completely acceptable 
definition of)Jiolence. The first of these is legality. By ig
noring legality and 'fiocusing on the act itself,..? the Commission 
has unwittingly cnaracterized as violent various legal injuries 
to people. The alternative of defini;ng violence in terms of il
ll;agal acts, however, lis to classify as nonviolent the behaVior 0' Nazi genocidists or Roman gladiators .•• ' The second nemesis 
of obtaining an acceptable definition0ofviolence is the question 
of intentioQ§llity. The Commissi·on's definition includes uninten
tional or accidental violence. The alternative of specifying 
that violence can only be intentional or conscious would not 
hold well with those of psychoanalytic bent. (Monahan, 1981:4) 

The definitional probl~ms are reflected in evidentiary requirements for a 
finding of dangerousness. Expert testimony is accepted by some courts; 
others require evidence of a recent act or threat, of violence. There is i) 

a trend, however, in case law toward tlie requirement for a clear, unequi-'· 
vocal and convincing evi;dence of dangerousness. 

The more stringent evidentiary requirements often lea.9 to conflict between 
the courts and the psychiatrists." The courts, in ~d,dition to recogniZing 
the psychiatrists I inability to predict Violence, may also recognize their 
tendency to manipulate th.e dangerousness concept in order to accomplish 
treatment objectives for the patient (Brooks, 1979). Psychiatrists, on"the 
other hand~ may base their assessment on p~,ychological factors~nd are very 
resentful when courts release pa,tients against th~,ir "professional judgment. 
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Another negative effect of ambiguity is that in the absence of specific 
commitment criteria, public pressure for commitment of "dangerous" persons, 
as well as the threat of personal liability for violent acts committed by 
persons released as not dangerous, creates a tendency for mental health 
professionals to make "safe" decisions to commit. . 

These problems will be very difficult to overcome, and there is a consensus 
in the literature that before moral, legal and empirical progress can be 
made 9n the prediction of dangerous behavior, the predictors must be spe
cific about what they are predicting and how they go about predicting it: 

This involves explicitly enumerating the kinds of acts one 
takes to be violent, frankly stating the factors on which 
prediction is based, and being clear on the likelihOOd with 
which it is believed they will occur. Onel,s judgment on all 
these factors may vary with the purpose to which the predic-
tion is put. (Monahan, 1981:40) 0 

PREDICTING DANGEROUS BE~AVIOR 
~I 

Is mental illness a predictor df dangerousn~ss? We still don't know. Some 
studies find that it is; others find it is ~ot. In all societie5, the men-
ta lly ill person has been percei ved as a thY'eat, and some means of protect
ing the public has been i~stitutiQnalized. In the early renaissance period, 
the mad were set afloat in a "ship of fools" and were a.llowed to come into 
har~or only fo~ replen-i,shing supplies. In the 17th ~e~\tury, all kinds of 
soclally"undeSlrable people were locked uptogethe~ ln prlson. There was no 
differentiation between the i,Asane, the criminal, the impover.ished, the men- '" 
tally deficient, the handicapped, or the corrupt. ", 

Although there have been significant changes in the means used to protect 
society from the threat posed by the mentally ill, the irrat';onal fe&~r and 
the stlgma of mental illness remain. The'fear affects us aB. Mental 
health workers complain that the police believe anyone who acts a little 
"weird" is dangerous. This has been the basis" for mental health profes
sionals ' objections to associating dangerousness with mental illness and 
the impetus for a great deal of research which explores the relationshipt) 
between mental illness and violent behavior. c;,t 

A number of these studies have compared recidivism rates of mental patients 
to those of criminal offenders or, mpre t'arely, of the general population 
(Jacoby, 19'76). \~The Leshley (1922), Po'llack (1938), G.ohen and Freeman (1944), 
and Brill and Malzbert (1947, as cited in the Shah stuCly) found lower arrest 
rates among mental patients than the general population. Other studies, 
i.e. Rappeport and Lar,sen (1954), Giovanni and Gurel,(1967L, Petrin (1976), 
and Shah (1978), found somewhat higher arrest rates among mental patients 
than general population. 

It is interesting to note that studies performed in the 1960s and 1970s 
have consistently found a higher rate of violent behavior among fonner pa
tients than among the general population, wh.ile earlier studies found a 
lower rate of arrest for vtolent b.ehavior (Monahan, 1981). The researchers 
attribute this finding to lithe changing clientele of state hospitals. 1I 

When previous arrests were considered, it was found that mental patients 0, 
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with no previous arrest record have, a lower arrest rate than the. general 
population, while patie~ts with one arrest prior to hospita~izatlon.have a 
slightly higher than average arrest rate (except for sex crlmes, WhlCh are 
much higher), and patients with two or more arrests have a 1

1drastically 
higher violent crime, rate than t~e general population" (Monahan, 1981:116). 

( , ;:. 

Thus the higher rate of violent crime committed by released ment.al patients 
is e~plained by an increase in the number of mental patients with criminal 
histories. (Of course, deinstitutionalization may be responsible for the 
increase in the crime among mental patients.) For both criminals and the 
mentally ill, the best predictor of future violence is past violence. 

The disparity between these two group~ of studies ~hich found higher, or 
conversely, lower arrest rates among the mentally 111 may be the result of 
methodological problems. A small list of the problems noted in the litera
ture follows (Jacoby;'1979): 

• using arrest as a~ indicator of violence 
• using incomplete arrest records or limited'data accessibility 
• omitting out of state arrests 
• omitting violent incidents 
• failing to account for a decrease in the amount of time the patient 

was at risk, i.e. rearrest or hospitalization while computing annual 
arrest rates 

• the nonrepresentativeness of mental hospital patients to a,ll mentally 
ill persons in the populatton 

• t,he demograph.ic characteristic differences between the menta'lly ill 
and the general population . 

All the factors previously discu~sed affect th.e ~bil~ty ~o ~redict viole~t 
behavi or accurately. Even ;the ',most cOrTlllon behav1,or 1 s d1 ffl cul t to pned1 ct, 
but when a behavior is as relatively rare as violence, it becomes almost 
impossible. This is about the only issue in this area on which there is 
consensus. 

Some fairly recent studies predicting dangerousness have attempted to vali
date the reliability of certain predictors. These stUdies usually compare 
personality characteristics based on clinical judgmentS made by mental health 
professionals to violent behavior (McGurk, 1978; Heilbrum, 1979; Jacoby, 
1976; Wright and Miller, 1977). Other research has assessed reliability of 
predi ct,J ons by: 

• comparing frequencies of violent and nonviolent behavior among 
mentally ill patients in a maximum security or civil mental 
hospital (Jacoby, 1976) 

".looking at arrest rates. of former mentally ill patients who have 
been discharg(f~ (Jacoby, 1976; Jacoby, 1978; Shah, 1978) 

• 'predicting of 'post discharge offenses (Monahan t 1978; Jacoby, 1976) 

One of the major problems is the low base rate of violent behavior. The 
base rate is the frequency with which violence is committed in a given time 
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period. It has been long understood that low base rate events cannot be 
predicted without misidentifying many "false positives": 

Assume that one person out of a thousand will kill. Assume 
also that an exceptionally accurate test is created which 
differentiates with 95 percent effectiveness· who will kill 
from those Who will not. If 100,000 people were tested, 
out of the 100 who would kill, 95 would be isolated. Un
fortunately, out of the 99,900 who would not kill, 4,995 
people wou1d also be isolated as potential killers. 
(Livermore, et al, 1968:84) 

Monahan goes on to say that the Hbest" population on which to apply clini
cal predictors of violence is one with a base r~te of 50 percent: 

I 

As the base rate differs substantially from 50 percent, 
clinical differentiation becomes progressively more diffi
cult. If 90 percent of a group will be nonViolent, the 
best prediction in the individual case is to predict them 
all nonviolent. (1981:60) 

Other' f~ctors a!fecting accurate predictiort inc11~de subjectivity, failure 
to cons 1 der envlronmenta l'factors, and di fferent time frames •. , The bi as 
(or selective per~eption) whic~ 1ea~s individual's to see rela,~tonships , 
they deem a,pproprlate to the sltuatl0n has been.well documented in research 
(Monahan, 1981). A Ilgut feeling" that an individual is dangerous creates 
the tendency for the professional to perceive the actions of the individual 
as indicators of dangerousness. Also, c~rtain attributes of the individual 
may inspire the feeling that the patient is dangerous. 

:;: ... 

Environmental factors are often neglected. In the prediction of violent 
behavior,two things are being predicted: the personality of an individual, 
and the interaction between that personality and a certain environment. 

Clinical data show clearly that a person evaluated as high 
risk based on prerelease data may well be a false positive 
error if environmental factors are not included in the pre
diction. If the released offender enters a stable, suppor
tive home in a concerned community, and undertakes a se1f~ 
selected job that provides financial support and personal 
gratification, his hjgh risk evaiuation may be inaccurate. 
{Cohen, Groth and Siegel, 1978:33) 

On the other hand, if these social supports do not exist, and the patient 
ret~rns to a situation of poverty, distrust and lack of medical or psychi
atrlc care, then a prediction that the patient will not be"dangerous may 
also be inaccurate. 0 

Thus, MonalVlh and others conclude that "it is the relative absence of cur., 
~ent knowledg~ about the ~xact.environ'!1en~a! condit~ons that are operating 
ln the conmumty context 111 Whlch th.e lndlVldua1s wl11 be functioning which 
relegates long term instituUonal predictions to the realm of whimsey" 
(Monahan, 1981:90). 
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Other important considerations in accuracy of prediction are context ~nd 
time frame. Monahan identifies the following differences between emergency 
corrmitment and long term institutional predictions: 

1. The context of prediction is the same as the context of val idation. A 
prediction is 'being made in the open community that a person will be 
violent in the same context. 

2. The time between the point of prediction and the validation period is 
very short. 

3. Since the prediction is being made in the same context in which it will 
be validated, there is little time intervening between the most recent 
exposure to the context of validation and the poin,t of prediction. lI;,e 
predi cti on is made il1111edi ate,ly after observi ng how the person behaves 
in the cont~xt in which the prediction would be validated. The informa
tion available to the predictor is thus fresh and current.' 

. The general conclusion found in the literature is that no more than one in 
three predictions of violent behavior is accurate. Severa,l recornmendat;,ons 
have beenr mage ,for improving the accuracy and useful ness of predi cti ons of 
vioTenceL",ror example, Bem and Funder (1978) recommend that three que,~tions 
be asked: " < 'I" . 

.1 Ii 

1. What characteristics describe the situations in which ,the person reacts 
Violently? " 

2. What char:acteris"tics descri,be the situations which the person will con
front in the future? 

3. Hows imi) ar are the s,i tuations ',ithe person wi 11 confront in th,e future to 
those that have elicited violence in the past? -

To summarize the foregoing review, in the last decade social and pol itical 
changes led to the release of thousands of mentally ill patients from mental 
hospitals, and to the development of a body of patients' rights laws. The 
laws have narrowed the criteria for involuntary commitment, allowing commit
ment only for those who are mentaJly ill and dangerous to self, dangerous 
to others, or gravely disab'ied. The law also;; prohibits confinement without 
treatment, treatment without consent, and mandates confidentiality of patient 
records. " '\ 

The more narrow commitment criterion of dangerousness has placed mental health 
professionals in an untenable pOpition: they are asked by the court, and by 
the state, to assess dangerousness when, in fact, this is not possible given 
the state of the art. 

Colorado courts have ruled on sev~ral of these iS5ues;Their interpretations 
are surrmarized in the following section. ',' 
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PERTINENT COLORADO CASE LAW 
,;) 

.1' 
LONG TERM TREATMENT; SUFFICIENCY OF EVIDENCE 

1 -;;''C I' 

In People v. Lane, Colo, 581 P.2d 719 (1978), the issue before the court 
was whether the evidence adduced in court constitued "c1ear and convincing 
evidence ll of dangerousness sufficient to justify long term confinement pur
suant to section 27-10-109, CRS 1973 (1976 Supp). 

In construing section 27-10-109 and section 27-10-111 (hearing procedu~es), 
the court held that before authorizing long term commitment, the trial 
court must find, not only that the patient is mentally ill, but also as 
a result of his illness that he is either: (1) a danger to others, (2) a 
danger to himself, or (3) gravely disabled. Because the deprivation of 
liberty is at stake, evidence in support of confinement must be carefully 
scrutinized and must constitute "cl ear and conVincing evidence" of danger
ousness --- "that eVidence ,which is stronger than a ·preponderance of the 
evidence l and which is unmistakable and free from serious or substantial 
doubt. II 

" 

The court held that the uncorroborated testimony of the patient·s treating 
psychiatrist, setting forth a continuous series of aggressive and assaultive 
behavior, from 1955 until 1975, constituted clear and convincing evidence of 
the patientls future dangerousness to others as a result of his mental ill-
ness. 0 

STANDARDS FOR RELEAS~, NGRI; FUTURE DANGEROUSNESS 

In ~eople v. Howell, 196 Colo 408,586 P2d 27 (1978), Howell appealed the 
demal of his re1 ease from the Colorado State Hospital claiming that ''"the 
statutory standard governing eligibility for conditional release violated 
his right to due process of law. ' 

Howell was committed in 1971 to the state hospital from a finding of not 
guilty by reason of insanity to the charge of murder. Two years later he 
was again found not guilty by rea~on of insanity in the m~rder of a hospital 
employee, and was then confined at the state penitentiary as a state hospi
tal patient. Except for a brief return to the state hospital, h~ remained 
in the maximum security section of the penitentiary until the 'time of .the 
complained of release hea~tng. 

At his 1977 release hearing trial, Howell testified that he bel~eved he 

'\\ 

was no longer violent and could control himself in the future~ In contrast, ~ 
seven psychiatrists, four psychologists and three social workers all testi-
fied that he was dangerous, having a sociopathic personality with chronic 
antisocial aggressive tendencies. Howell·s past behavior was the most im
portant factor upon which predictions of future dangerousness were based. 

Evidence indicated that Howell, at age 13, had beaten a boy with"a baseball 
bat, and 1 eft him i"n a fi't~l d to die· that he had shot another man four to 
fi ~e times; that he. had shot hi s cOJmlon 1 aw wi fe in the 1 egs ; 'that, he had 
been convicted of six aggrav'ated robb.eries and two assaults with deadly 
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weapons and had served time in the reformatory and peni tenti ary for these 
convicti ons. In 1970 Howell, had walked into a crowded bar , ordered a drink 
and then sbot the bartender five times. For this killing he ha.d been com
mitted to the state hBspital. In his first two years at the hospital he 
threatened employees and assaulted a patient, for which he was removed to 
the hospital IS maximum security ward. In 1972 he cornered two hospital 
employees and threatened them with a knife. A third employee intervened, 
and Howell slashed his throat, killing him. Again he was found not guilty 
~y reason of insanity, and was transferred to the maximum security division 
of the state penitentiary for "safekeeping." ' 

From 1973 to 1976, his aggressive behavior continued: threats against hos
pital employees; throwing glass at guards; maintaining a vengeance list 
including hospital employees and a district court judge; and, claims of the 
commission of another murder. 

Another factor considered in the diag~osis and opinion of future dangerous
ness was Howell I s "affect", or inappropriate responses. For example, Howell 
st~t~d that he was sorry for the death of th~ hospital employee, yet he was 
smlllng when he made the statement. ' 

The third factor contributing to the unanimous opinion was the fact that 
"a sociopathic personality disorder is usually a lifelong,chronic problem' 
with successful treatment having been reported rarely." Although therapy 
may have hel ped Howell, h'e often refused therapy. 

Howell did not chal1 enge the facts or concl usions, but argued that section!f 
16-8-120 was vague and uncons ti tuti ona 1, and tbat evi dence of "more recent~1 
acts must be requi red to predi ct future dangerousness. The Supreme Court ;: 
rejected his contentions, finding section 16-8-120 constitutional on its ~ 
face. The court further he 1 d that the absence of "recent II overt acts lima.>!' 
only reflect successful restraint 'by the institution and may be no indica~:ion 
of the patient's lack of dangerousness if released from th~t environment. ~ 

'Thus, it would',be illogical to base a conclusion regarding a confined patl'ent ' s 
likely dangerousness if released to an open society on ihis necent behav;o~~, 
for he has no recent opportunity to react to the temptati ons and opportunll ti es 
,for aggressi on offered by an open SQC; ety. II 

Howell finally argued that section 16-8-115 constituted a denial of due pro
cess b.>: pl acing the burden of prpof on him rather than on the proponents of 
continOed institutiohalization." The court also found tHis contention to be 
without merit. 

COMMITMENT PROCEEDINGS;' DETERMINATION OF VOLUNTARINESS 

In Sisner6~ v. District Court, Tenth Judicial District, Colo, 606 P.2d 55 
(1980), thle Supreme Court reversed the lower court I s order certi fyi ng the 
petitioner for short term treatment. In construing section 27-10-107,' CRS 
1973, as ,amended, the court :?tated: , ,: 

" 

The language of this secUon is plain, and its meaning is 
clear. A two-step inqui'ry mus.t precede, short term certi
fication under secHon 27-10-107. 'First, it must be 
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determined whether the person ""whose certification is 
sought has been advised of the availability of voluntary 
treatment for his or tier asserted mental illness. If 
the advisement has not been given, short term certifica
tion is precluded. Second, assuming that a proper ad
visement has been given, it must be determined whether 
the person whose certification is sought has or has not 
accepted voluntary treatment, and, further, whether there 
eiist reasonable grounds to believe that the person will 
not remain in a vol untary treatment program whi ch he or 
she has accepted. If voluntary treatment has been ac
cepted, and if reasonable grounds .exist to believe that 
the person will remain in a voluntary treatment program, 
certification is precluded. 

In thisc case, the lower court exceeded its jurisdiction in ordering short 
term certification beqluse the jury h~9determined that Sisneros had not 
been properly advised of the availability of voluntary treatment. Citing 
Barber\v. People; 121 Colo 90, 254 P.2d 431 (1953), the court stated that 
because of the curtai lment of personal 1 iberty which results fromcertifh 
cation, "strict adherence to the procedural requirements of the civil com
mitment"statute is required. II 

EMERGENCY PROCEDURES; PROBABLE CAUSE 
0 

In People LYJ,the Interest of P~i Z9 Colo App, 603 P2d 976 (1979) , the pa-
tient appealed the denial of her motion to dismiss proceedings under the \"" 
statutes governing treatment of the mentally ill. The facts in this case 
indicate that the patient sought voluntary treatment as a patient at the 
Colorado State Hospita1"1 Thereafte.r, she was taken into' custodY -for 72 hour 
b~eatme'nt and eval,4ation by a physic1an of the hospital pursuant to the " 
emergency procedure set forth in section 27-10-105(1)(a), CRS 1973, as, II 

amended. An emergency men~alil1ness report was prepared by the physician 
and filed with the court, ~ufsuant to section 27-l0-105(l)(a), CRS 1973, 
as amended. The phys i ci an! S report evi dences that he was nCiti fi ed of the 
patient I s condition by the, team leader of the ho~pital ward where the patient 
was being treated, and,al so reflected that the patient had received psychiatric 
c,are at ~he hO$pital at some time prior to her voluntary hospitalization. 
The report noted that the ,patient was "tense, illogical,· mumbl ing, and hearing 
voices; that, she appeared to be mentally ill, and as a result, gravely dis
abled because she was unable to regulate her diabetic diet or medication; 
that she had no money nor any place to go, but was requesting that she be 
allowed to.return to her own apal"tment, which had been forfeited; that 
she had little insight into~er problems and required 24-hour supervision. 

The hospital subsequently filed 'a request for extended certificatioj~ of 
short-term treatment, alleging that the pa~ient was schizophren;c,',mentally 
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retarded, di abeti c and requi red. daily i nsul in which she woul d not sel f 
.. administer; tbat she was pregnant, and previous childten were in foster 
care due to n~glect; that she tried to br.eak windows in the ward, and had 
threatened to kill employees; arid that she refused to cooperate with her 
physi c i ans.c 

The p~tient was subsequently committed for long-term treatment, and although 
she·had refused to participate in any of the hea~ings, through court
appointed counsel she had filed motions to ~ismiss all proceedings, Which 
were denied. 

On appeal the Supreme Court .addressed the following points: whether a 
voluntary patient cpuld be subject to the emrgency·provisions of section 
27-l0-l05(l)(a); ana, whether subsequent to the 72-hour evaluation, probable 
cause was established to support further proceedings. The court ruled 
against the patient on both issues. 

First, in reference to the 72-hour emergencyprocedure~ the court held that 
the plain language of the $tatute doe,s not pt"'~clude ef.lergency procedures 
involving voluntary patients, stating: ILA patient admitted for v9 l untary 
treatment' who obviously has beco~e a serious danger to himself or to others 
might have to be released from the hospital pending the completion of court 
proceedings pursuant to §27-l0-105(1}(b) or §27-l0-l06. We conclude that 
confinement for 72-hour evaluation pursuant to §27-l0-iQ5(l}(a} was proper." 

Second, the ,patient's contention that all subsequentpfoceedings were in
valid for failure to establish probable'cause was also rejected, the court 
stating: 

.1:' 

'IProbably cause exists under the statutue for a licensed physicia~ 
to take a patient into cLlstodY for a 72-hour eval uation when the 
facts and circumstances ~ithin the physician's knowledge and at 
which he has reasonably. trustworthy information from others war
rant the bel ief"that' the patient ,may be gravely disabled. (Citation 
omitted.) And, as one of its dimensions, the physician's training 
and experience may be corysidered. (Citations omitted.) Thus, we 
find no. merit in respondent's contention,that the veracity of th~ 
ward team leader must be estab1 ished bY,information in the report. II 

" 

.:.:/\ 

RIGHT TO REFUSE TREATMENT 

In Goe~e~ke V. State,De artment of Institutions, Colo., 603 P. 2d 123 
(1979 , the patient appealed the district court's order holding that a 
mental ~ealth center could administer an anti-psychotic drug to the patient 
in spite of his objections. Goedecke was certified for short~term treatment 
PLtr,~uant to,::;ection 27-10-107, CR? lQ73, as amended, having been diagnosed 
as a paranoid schizophrenic. He w~s determined to be dangerous on the 
basis of misdemeanor assault charges and verbal threats against a judge 
and others. At the certification hearing, a .psychiatrist testified that 
the pati ent woul d be confined for up to thr:ee weeks, and woul d be tre"ated 
with prolixi~ thereafter on an outpatient basis to alter his psychotic 
thought patterns and to minimize his dangerousne,~s. . 
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The patient adduced expert testimony of the neg~tive side effects of the 
drug, and that he had suffered such side effects from previous treatments. 
The district court ruled that the mental heavth center could administer 
the drug despite the patient's ?bjections. 

The Supreme Court reversed the ~ower court's ruling, relying on the ~egis
lativeintent set forth in sectl0n 27-10-101(,l)(c), (l)(d), and sectlon Ii 
27-10-104 which states that: "Unless specifically stated in an order by 
the court: a respondent shall not forfeit any legal right or suffer 1eg.1 
disability by reason of the provisions of this article." The court further,,,, 
stated that the patient's common law right to decline treatment is preserved 
by section 27-10-104, and cannot be abrogated in the absence of "some 
finding reached by a competent tribunal, that the patient's illness has 
so impaired his judgment that he,is incapable of participating in decisions 
affecting his health. II ' 

LIABILITY FOR RELEASE DECISION 

~In Brown v. Ro-senbloomand Province, Colo. App.; 534 P.2d 626 (1974), on 
certiorari Province v. Brown; Rosenbloom v. Brown, Colo., 532 P.2d 948 c 

(1975), th~ appellate courts co~sidered ~he.question of ~het~erphy~icfans 
appointed by the court as a medlcal commlSS10n to determme the samty 
of one Culver Murray were liable for damages due to negligence. Although 
the "case turns upon the interpr:,~ation of a ~t~tu~e.sin~e re~ealed, the 
discussion is' pertinent to the '-ssue of quasl-Judlclal lmmumty. 

(J 

The facts of the case show that 'Cul ver Murray had bee~ incarce~'ated in 
th'e state penitentiary on charges of" inter a1ia',assault to conmit rape. 
Murray became eli gi b 1 e for re'} ease, and the deputy warden requested that 
a determination be made as to Murray's sanity." The district court ap
pointed two doctors as a meqica1 commi,ssioYi to'examine his sanity •. After 
a hearing, the doctors found Murray legally sane and recommended dlscharge. 

Within a year of Murray's discharge') h€' allegedly murdered two women and 
assaulted two others, including Ms. Brown. '~' In her suit"she charged that 
the doctors failed to use reasonable care in their diagnosis and evaluation 
of Murray, resul ting in his releasj:! and subsequent viol ent acts. ' 

» ' "w " 
The doctors, Rosenbloom and Province, denied all negligence, and further 
argued that 'having acted in good faith under a court order as a medical 
commission they were inmune from civil 1 iabil ity bec;ause of section 
27-9-122, ~RS 1973 (repealed, 1975), which provided in pertinent part: 

"Actions barred. No person, acting in good faith under any 
order of the court directing that respondent be •.. held 
for ..• examination (and) diagnosis •.. and not acting iry 
violation or abuse thereof", shall be liable, for such C!:f tiori . II 

Finding no Colorado case on .p01nt ~ t~e Colorado Supre'!1e Co~rt el e,cte~ ~o 
"follow the trend in other Jurl!:jdlctlons "that apply lmmUn1ty Jrom clYl1 
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liability to persons acting in a ~uas~-judicia1 capability. Thus, the 
court found that the doctors, act,ng ,n good faith and without Violation 
~r abus~ of the court order, were entitled to the immunity set forth 
,n sectlon 27-9-122. ' 

RECOMMITMENT UNDER NGRI; CONDITIONS FOR RELEASE , 

In ~a'!1pbe1l v. District Court, 195 Colo. 304, 577 P.2d 1096 (1978), 
pet,t,oner Cambell challenged the trial court's authority to recommit 
~!mPbel1 had b:en.institutiona~ized at the Colorado State Hospital sub
.. _quent to a flndlng of not gUll ty by reason of insanity of assault with 
a deadly weapon, assault upon a police officer, and attempted murder 
~fter two ye~r~ he was found eligible for release, and the trial cou~t 
lmpo~~~ con~'t,ons on his ~elease pursuant to section 16-8-115(3). The 
cond,t'lons 'nclude~ outpatlent.therapy, frequent contact with the court 
and the .$tate hosplta1 concernwg his progress, and that lithe defendant 
shall not at any time posses,s firearms of any kind. II" '. 

C~mpbell was subsequently taken into custody for possessing a s~wed-off 
r,fle. Due to:the alleged breach of his conditional release, a hearing. was 
held to det~rm1l1e whet~et' Campbell should be reconmitted. There-
af~er the court ~etel"mJneid that Campbel1 had "an abnormal mental.,condition 
WhlCh would be llkelY"to c~use.him to be dangerous either to hil11self or 
to others or to the commun,ty In the reasonably forseeabl,~ future. II 

Campbe1 1 argued that ~o c~ndition commonly imposed in criminal probational 
proceed1ngs c~n Co~stltutlonal~y be imposed upon persons found not guilty 
by reason of lnsan,ty. In revlewing the conditions imposed upon Campbell's 
relea~e, the Suprem: ~byrt found that each condition bore a substantial 
relatlon t9 ~he petltlOner, and ~ere,,~ailored tO'serve the best interests 
of the ~etlt~oner an~ the communl~;Y. Although the restriction against 
posse~sl~g flrearms 1S often a condition placed upon probationers, such 
res~r.lctl~n wa~ ~uled ~o be ,particularly applicable in this case .. due to 
p:t!t'sner s ~r1mlnal h~story. Thus, "the court held that "a release con
d1tlon of t~lS nat~re.,~ not uncorystitutional if it bears a relationship 
to the partl0ular lnd,v1udal seeklng release and is in the best interests 
of the defendant and communjty. II , ,." . ... 

Campbe~l further argued that the trial co~rt exceeded its jYri'sdictio~ ,because 
th:re 1S no ~tatutory.language authorizing the court to order recommitment. 
~h's c~n~~nt!ory was dlsposed of as follows: liThe statutory authority to 
,ssue ~' condltlonal release order neces-sarily and implicitly. inclUdes the 
authorlty to enforce that order by recommitment. II 

CIVIL AND CRIMINAL ,COMMITMENT STATUTES 
Colorado; has two. main statutes under which" the mentally i 11' may be' in
vo1untar,ly comm,tted ~or observation and/or treatment. The Mental Health 
Statut~, CR~ 27-10, 1973.and the Criminal Insanity Statute, 16-8, 1973ar-e 
summ~r1zed 1n the f?llowlng pages and a flow chart of the civil and crimina] 
commltment process 1S pr~sented at the end of this section. I 
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As specified by th,e legislature, the intent of GRS27-10 is as follows: 

II (a) To sec~re for each person who may. be mentally ill such 
care and treatment as will be suited to the needs of 
the p~rson to insure that such care a~d tHeatment are 
skillfully and humanely administered with full respect 

iifor the person's d~~nit:y and personal integrity; 

(b) To deprive a person of his liberty for.pu~poses of 
treatment or care only when less restr1ctlve aJter
natives are unavailable and only when his safety 
or the safety of others is endangered; 

1c) To provide the fullest possible mea~uredof p~ivacy, 
dignity, and other rights to persons un ergolng care 

~ and treatment for mental illness; 
o . 

(d) To encourage the use of voluntary rather than coercive 
measures to secure treatment and care for mental illness." 

~:r· 

Colorado law further recog~izes that a patient will not forf~i~ any le~al 
right or suffer any legal disability by reasol) of these prov1slpns, absent 
an order of the court {~27-10-l04). Defin~tions .appl icable to thes,e pro
visions are set forth/'1n '§27-10-102, and mclude the following 
partinent defi.nitions": ' ,~. 

;. 

.11' Mentally ill person'. ~eans a person .who is of su~h m~ntal 
condition that.he is 1n need of medlcal:.sUpervisl0n, treat
ment t . car.e r or· restr.ciint. II §27-l-l 020('7) •.. 

if. . 

'Gravely disabled' means a condition i~ ~hich a person! as a 
ir'''~resu't of mental. illness, is unable to. take care of h1S 

bas!ic personalt;leeds or is making irrational or grossly 
.irresponsibled~cisions·conce~ni~g his person and lacks 
the capacity to understand th1S}S so,. A pe~s~n. of any 
age may be 'gravely disabled' under th1S defln1t1on, but 
the term does not include mentally retarded persons by 
reason of such retardation alone. II, 

" 

Pursuant to section 27-10-106, the court may, u~on petition, order, the 
evaluation of a p'erson alleg~d to be mentally ,11! who, as a result of 
such mental illness, is a danger to others or to h1mself, .or is grav~l~ 
disabled. If the petition meets the statutory requirement~ for.sufflc1ency, 
the court must designate'a facility approved by the execut1ve dlrect~r, 
or request that a specified prpfessi?nal screen the ~erson to determ,~e 
whether probable cause exists to bel1eve the allegat~Dns. If probable 
cause is found, the persori m'ust be given an opportunity to/accept further 
evaluation voluntarily. If he refuses, the court must order the person. 
taken into custody and placed in a facility to designated by the executwe 
director for 72-hour treatment and evalu~tion: The screening rep?rt 
establishing probable cause remains conf,~ent1al pursuant\to sect10n 
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27-10-120. Followiti'g 72 hours, the; ':;person'must be released, refer~ed for 
further treatment and care on a v~liunt~ry basis;, or certified for short-term treatment. ii ' 

I! ;) 

Section 271-10-105" provides for emergency situations where the 72-hour 
treatment and evaluation m&y be conducted absent a prior profe?sional 
evaluation establishing proba,ble c~.use. Such an,.\emergency, however, must be 
established by showing either that 'the peace offYcer or professional person 
taking the person into custody had probably cause,or that by sworn affi
davit before a judge, probable caus~ was shown that as a result of mental 
illness, the person appeared to be ,a danger to others or to himself, or 
appeared to be gravely disabled. 

In all 'situations, the person must be given the opportunity to accept or 
refuse voluntary treatment. Further,·parsuant to section 27-10-103, any 
person may voluntarily seek treatment at any time~ maintaining all the 

·rights and privileges of any hospitalized patient. The medical and legal 
status of all voluntary patients r'i!ceiving treatment for mental illness 'in 
inpatient or custod·ial facil iMes must be reviewed at least every six months. 

If, rbllowing the 72-hour evaluation and treatment provided for by °sections' 
27-10-105 and 106, the person is certified for short-term treatment (three 
months) - having either refused trei.\tme,nt vol untarily or accepted vol untary 
treatment, but reasonable grounds exist to believe that he would not remain 
in a Voluntary treatment program - the person or his attorney may request 
~utpatient status, or request that the certification or the treatment be 
reviewed by the court. The hearing must be had within 10 days of the 
request, and the burden of proof is upon the party seeking to detain. 
Following the hearing, the court may enter or confirm the certification for 
short-term treatment, discharge the person, or enter any other appropriate order (§27-10-107,111). ~ 

, /I An additional three month short-term request for treatment may be granted 
by the cour~ upon applica~,ion in compliance with section 27-10-108. The 
patient has the sam~ l~gal rights at an extension hearing as in the original 
pl:oceeding for certifi,cation. Once a patient has received shorti2.ter~m treat
ment for five consecutive months, the professional in charge may petition 
the court for long-ternl care. The petition must allege that the patient 

'bontinues to be mentally ill and.6 danger to others or to himself, 
or gravely disabled; that the patient continues: in his refusal to accept 
voluntary treatm~nt pr having accepted. voluntary treatment, reasonable 
grounds exist to beliexe that he,would,not remain in a voluntary treatment 
program; and, that the"facility which will provide long-term care and 
treatment has been designated or approved by the executive director to. 
provide such care and treatment. Upon the basis of such application, 
the patient may request a hearing on the issue. Should the court find just 
cau~e to grant the application, another hearing must be set prior to the 
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expiration of the six-month period. set ~o~th in section 2?-10:199. The 
court may entertain a request for. lmposltlon of a legal dlsabl11ty or the 
deprivation of a legal right when long-term treatment is reqeusted. 

Further extensions for treatment and care must conform to the procedural 
requirements of section 27-10-109. All treatments shall terminate under 
sections 27-10-107, 108, and 109 upon notice by the professional person in 
charge of the treatment t~at th~<Ipatien~ has re~eived sUffici~nt benefit 
from such treatment for hlm to leave. '. ::,ucb notlce sh?ll be gwen the court 
in writing within five days of such ter~ination. The professional person 
may prescribe day care, night care, or any other similar:'mode of treatment 
prior to termination. 

A patient has the right to a jury determination. on the issues of whether 
short-term or long-tf,lrm treatment is required, or on any requests for ex- .... ' 
tensions thereof. He has the right to appeal or apply for habeas corpus 
relief upon the basis of any order for short-term or long-term treatment 
or care, and may have a civil cause of actiori upon the charge and proof of 
discrimination due to his status. (§§27-10-111,112,113,115.) 

In addition, the patient has the right to psychiatric care and treatment 
suitable to his needs, and provided in such manner as to keep him in the 
least restrictive environment possible. He may petition for habeas corpus 
relief for release to a less restrictive setting witnin or without a treating 
facility, or for release when adequate medical or psychiatric treatment is 
not being administened. The department is required to adopt rules and 0 

regulations to assure that each agency or facility providing evaluation! 
care, or treatment requires: (1) consent for specific therapies and medical 
treatment (the nature of the consent, by whom !:it is given and under what 
conditions, shall be governed by departmental regulations); (2) the order 
of a physician for any treatment or specific therapy based on appropriate 
medical examinations; (3) Notations in the patients' treatmept rec?r~ of 
periodic examinations"evaluations~ orders for treatment, and specl:1c 
therapies signed by the personnel lnolved; and, (4) Conduct, accordlng to 
the guidelines contained in the)(egu1a~ions ,of th~! federal government . 
and the department with regard tb cllnlcal lnvestlgations, research, experl-
mentation, and testing of any kind. (t27-10-116.) c 

\ ' .. . 
Section 27-10-120 requires that all information obtained and records pre~ 
pared in the course of p~)oviding services to patients must be confidential 
and privileged matter, aad that information and recoY(,~s may be disclosed 
only: (l) In communications between qualified professional per~ons in 
the provisions of services or appropriate referrals; (2) to desl~nees ?f 
the patient, his guardian, or conservator; (3) where necessary, 1n maklng 
claims on behalf of the patient; (4) for research, if the department promul
gates rules for the conduct of such research (which has not been done 
according to the May 30, 1978, Rules and Regulations governing "Care and 
Treatment of the Mentally 111"); (5) to the courts in the administration of 
justice; and, (6) to persons a'uthorized by the court following not'ice and 
an opportunity for a hearing to the patient, and the custodian of the record ('" .. . . 
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or information. Senate Bill 100~ enacted r,1ay 18, 1981, further excepts 
observed behavior which isa crime committed upon the premises of a state 
institution or against a,person performing or ~eceiving certain services 
from this privilege; and, article III(b), section 24-60-1001 of the Inter
state Compact on Mental Health requires inclusion of the patient's full 
record in a request fo~ transfer for mental care and treatment. 

INSANITY/NGRI (SECTION 16-8-101 et.seg., CRS, 1973) 

The plea of not guilty by reason of insanity (NGRI) is an admission to the 
crime charged, but a denial of culpability by reason of insanity. The 
applicable test for insanity is: "A person who is so diseased or defective 
in mind at the time of the commission of the act as to be incapable of dis
tinguishing right from wrong with respect to the act, or being able so 
to distingui'sh, has suffered such an impairment of mind by disease or 
defect as to destroy the willpower and render him incapable of choosing the 
right ana regaining from dOing the wrong is not accountable;' and this is 
so howsoever such insanity may be manifested, by irresistible impulse or 
otherwise. But care should be~taken not to confuse such mental disease 
or defect with moral obliquity, mental depravity, or passion growi.ng out of 
anger, revenge, hatred, or other motives, and kindred evil conditions', 'for 
when the act is induced by any of these causes the person is accountable 
to the law." (§16-8-101, CRS, 1973) 

Upon entry ~f such plea or evidence that such plea may be appropriate 
(§16-8-103), the court shall order a sanity examination pursuant to section 
16-8-105. The examination shall be accomplished by committing the defendant 
to the Colorado psychiatric hospital in Denver, the state hosptial in Pueblo, 
the pl ace where he is ·:in custody, or such other public institution des i gnated,) 
by the court. The gefendant snall be observed and examined by one or more 
phy.sicians who are speciaHstsYinnervous" and lJ}ental diseases during ,such 
period as the court direct~. The court may order such further or other 
exa~inations, including services or psychologists, as is adVisable under 
the circumstances, and the defendant may procure the psychiatric examiner 
of his own choice. " . 1 

i/ 

Uti li zati on of certain drugs and a polygr'aph examin~tion incl ude: the 
names of the physicians or experts who examined the defendant; a descrip
tion of the nature, content, extent and results of the examination and any 
tests conducted; a diagnosis and prognosis of the defendant's physical 
and mental disease or defect, if any; and, separate opinions as to whether, 
the defendant was insane at the time of the act. (§ 16-8- '106. ) 0 

Upon receipt of the sanity examination report, the court must set the issue 
of insanity for trial. ~t trial the def~ndant is presumed to be sane, but 
once any evidence of insanity is introctuced, the prosectuion has the burden 
of proving sanity beyond a reasonable doubt. If the defendant is found to 
be sane, the court sets the matter for trial on the defendant's plea of 
not guilty. If the sanity trial results in a verdict of insanity (NGRI), 
the court must commit the defendant to the Department of Institutions until 
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s~ch time'as he is eligible for release (§16-8-l05). A verdict of not 
guilty by reason of insanity is tantamount to a verdic:t of not guilty, 
and the defendant is not a Gonvic~d criminal. Scheidt v. Meredith, 307 
F. Supp. 63 (D.Colo., 1970). 

EVidence obtained as a result of the sanity exarninatio; may not be used to 
incriminate the defendant, but is admissibl'e solely upon the issue of 
s,ctnity (§§16-8-l06, ro7). However, if the defendant is found to have been 
sane at the time he tommitted the act, evidence obtained as a result of the 
sanity examination can be- introduced, at the trial on the merits of;-,his not 
guilty plea once the defense of diminished capadty has been raised, and then, 
may be considered only ,as to the issue of whether defendant possessed the 
requisite intent to commit the crime charged (§16-8-l07). ' 

If a defendant has been conmitted to the Q~partment of Institutions sub..: 
sequent to a find"lng of NGRI, the court may order a releas.e hearing at any 
time on its own motion, motion of the prosecuting attorneY-'; motion of the 
defendant, upon the contested report of the chief officer of the institution, 
in which the defendant is committed (see §16-:8-116), or upon motion of the 
defendant within 180 days following his commitment. If the questions 
of eligibility for release is contested, the court may order a release 
examination or any further examinations which it deems appropriate. At, the 
release hearing, the burden of proof is on the party contesting the report 
of the chief officer having custody of the defendant ~m6=8~ll5, l16}. The 
appl ican Ie tesJ for rsl gaS@ is "That the defenaant hasn-o-abnorlTia1~nrentiir==;"C~' 
condition which would be likely to cause him to be dangerous either to him
self or to others or to the cOmrlunity in the reasonably fot'eseeable future." 
( 16-8-120.) 'J 

A hearing is not required if, pursuant to section 16-8-116, the report of 
the chief officer of the institution in which the defendant is committed and 
recommendations contained therein are uncontested. If the court (or jury) 
finds that the defendant is eligible for release, the court may impose such 
terms and conditions as the court determines are in the best interests of 
the defendant and the community. If the finding is that the defendant is 
ineligible fo release, the court must recommit the defendant. Thus, for 
purposes of this section, a commitment pursuant to a finding o( NGRI may be 
for an indefinite period of time. " . 

INCOMPE]ENCY (SECTION 16-8-102 et. seq. CRS z 1973) 

Incompetency to proceed in a criminal matter may be raised at any time 
by any inteY'ested parity (§16-8-110). II 'Incompetent to proceed' means 
the defendant is suffering from a mental dise~se or defect which renders 
him incapable of understanding the nature and course of the proceedings. 
against him or of participating or assisting in his defense or cooperating 
with hi~ defense counse1." (16-8-202(3). 'Insanity' and 'incompetency' 
are distinct issues: 'insanity' is substantive in nature .. because the de
fendant's mental condition at the time he committed the crime may render 
him not guilty, ~'is prQc~edural in nature and reac~es constitutional propor-

" 'I , 

o 

~ .\ 

\) 

tions because a defendant, in order to b~ tri~~, ~ust be able to assist 
with his own defense and understand the nature of the proceedi,r.)gs. Where 
a finding of 'insanity' renders the defendant not guilty of the crime 
char~ed~ a fi~ding of 'incompetenCY' merely abates the p~oceedings. People 
v. G,111ngs, volo. App., 568 P.2d 92 (]977).. .., 

Once the issue of incompetency has been raised, all crimina'l proceedings 
must be suspended, and if a jury was impaneled and sworn, a mistrial may be 
declared (16-8-111). If the final determination is that the defendant is 
incompetent to proceed, the court shall order the defendant committed 
to the Department of Institutions until such time as he is found competent. 
The executive director of the Department of'Institutions has the same powers 
Wit. h respect to a commitment pursuanlt to a finding of incompetency as he does 
following a finding of NGRI (§16-8-112). . ' 

The court may order a restoration to competency hearing at any time, on 
its own motion, motion of the prosecution, or upon motion of the defendant. 
The court must order a hearing if the head of the institution to which the 
defendant was committed files a report stating that the defendant is mentally 
competent to proceed or if the treating physician files a report certifying 
that the defendant is mentally competent to proceed. If the issue is con
tested, the burden of proof is upon the party asserting competency (§16-8-113). 

~c"O~~ __ ~ ;~=.o .. " __ ._=o~p.o'l~Llnc:ljJJgthat the defendant has been r~8tored to competency pusuant 
to secHBn 16-8-114, or upon an in"iti a 1 fi ndi ng of competency pursuant to 
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section 16-8-112, the criminal proceedings are resumed. If the court deter
mines that the defendant remains incompetent to proceed, he may continue or 
modify any orders entered at the time' of the original determination of in-
competency any may commit or recommit the defendant, or enter any new order 
necessary to facilitate the defendant's restoration to competency. The 
court must credit any time that the defendant spent in confinement while 
committed upon a finding of incompetency to any term of imprisonment imposed 
following restoNtion to competency, and subsequent conviction (§16-8-114). 

NE1~ LEGISLATION 

In the last legislative session, Senate .B111 1 and House Bill 1281 enacted 
several changes to the crimi na1 insanity statutes., These are summari.zed 
below. 

Senate Bi 11 1 

This bill revises the criminal statutes Df 16-8~102, 16-8-115.5 and 16-8-115 
to ~rovi~e for the condi~ional re~ease of persons 'who are not guilty by reason 

'. of lnsamty. Its effectlVe date 1S JUly 1, 1981. The amendments include: 

1. Statutory authority for revocation of conditional release. 
2. Defi nitions of persons inel igib1 e eo~remain on conditional 're1 ease. 
3. Procedures for conditional release~nd revocation of conditional release. 
4. Assigned supervisory responsibility to treating facilities for persons 

placed on conditional release. 

,,' 21 
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5. Treating faciltti,es to preparecquarterly reports on treatment and status 
of conditionally released persons for the District Attorney and the De
partment of Institutions. 

6. ;'Free exchange of client infonnation between the Department of Institu
tions, community mental health centers; district attorneys, law enforce
ment and court personnel, as long as the person is on conditional release. 

House Bill 1281 

This bill revises criminal statutes 16-8-112 and 16-8-114.5 regarding persons 
who are incompetent to proceed. Its effective date is January 1, 1982.,,; The 
amendments tnclude: 

1. Incompetent-to-proceed defendants may receive treatment on an outpatient 
basis, if the psychiatric evaluation indicates it is desirable and the 
alleged offense does not involve violent behavior~ 

2. Incompetent-to-proceed defendants are eligible for bond. 
3. Court proceedings may continue if a defendant 'Is found to be incernpetent 

to proceed. 
4. An incompetent-to-proceed defendant may not be confined for longer than 

the maximum tenn he could have 'served had he been convicted of the chat~geci 
offense, less minimum good time credit. 

5. "The court must review the ease at -, east everysl x~months:~ , 
6. If the defendant will not be restored to competency within the foreseeable 

future, the court must tenninate crrtmi'nal proceedings and order release or 
cowmencement of proceedings under 27-10. 
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Nn Action . t, 
Cri sis/Act~Custody .. 

Profess i ona 1 

-.-- -PEt-1tlofief-·· 'eourt-

U '.' Involuntary 
Treatment/ 
Detention 

1\ I) , 

TABLE 1 

COMMITMENT PROCESS* 

or Transfer, 

or T(ansfer 

Voluntary, Treatment 

Release 
;f 

Community Place
me.nt:Probation, 
Community Corrls., Release 
etc. t /f Parole 

-t . 
Conviction~Incarceration 

. Trtfer R~turn 
" to MH J to 

WOjeSf t· i'DPUr~!ti~~_~~_~~~~I~_ :.t..Mr.OT= ~,'~~~ ~~",=,~,D]:=~ 
"""--r~~~"'~·-'''''---'-n~.," :1 
Treatment· ~ 

1. Outpatient Incompetent 
2. Commit to to Stand Trial 

CSH or Ft. \t 0 

Logan Criminal 

Unconditional 
Release 

Return /'nditional 
to - Release 
Court "'-... 

\ 

Return to 
CSH 

Sentenced if 
CQmpetent 

* 
It should be noted that mentally ill 
violent perspns may be commi~ted through 
a process involving drug and alcohol abuse 
agencies. 
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CHAPTER II: PUBLIC SAFETY AND PATIENTS' RIGHTS: 
THE CARE AND TREATMENT OFTHEtMENTALL Y I LL I N COLORADO 

Several processes have converged to place Colorado's mental health system 
in a near crisis sC'ituation: , 

" 

1. The i ncr-easi ngly stri·ngent criter; a for commi tment and treatment of the 
menta lly ill. 

-

.. Z~ Overctowding in the state hospital s. 

,3. Increasing costs w1'th no comparable increase in funding. 
, \. \1, 

The crisis has been further aggravated by med}a coverage of several 'incidents 
involving fO'rmer mental patients. Public ala:'rm kindled by the media has led 
to much ~titicism of the mental health and criminal justice systemi', handling 
of the mentally ill , dangerous, or'lpotential1y dangerous person. There" have, 
been demands for stronger security measures and for longei" confinements, for 
better surveillance of released pat,ients~ and for better ways of identifying 
mentally ill persons who are likely to be dangerous. 

Thi~s; study, including,the probl em i dent; fi cati on .and t.ask force recommendati ons 
in this chapter, are in response to a request by the Department of Institutions " 
for arlg!1g1ysis Qf.th~.-tss!!~s-;:and._the.~a..sj:ilb.l:ishmentnfca,&tatewide, multi ."di sci~
p1inary task force to addi"ess the problems involving dangerous mentally ill 
persons. In this regard, theoDepartment of Institutions requested the task 
force to address the following issues: 

i The need for a more integrated data system. 

• The need for uniform procedures and practices. 

• Methods for establishing more mutual understanding of the three systems and 
a permanent mechanism for addressing common problems. 

• The public policy of preventive detention and the issues which result from 
; t. 

This chapter presents information on these issues collected from several sources: 
a survey of criminal justice and mental health practitioners; agency information; 
Colorado research studies on mental health questions; task force activities; and 

\ violent offenders profile data. A diSCUssion of methods is' included in Appendix A. 

The chapte~ is diVided into four s~btions. First, an overview of broad is
sues which affect the system is ~resented; second, issues related to system" 

" entry are described and analyzed; third, treatment and placement issues~ and " 
last, rel~ase and fo1lowup issues. 

SYSTEM ISSUES 
Increased demand, shortage of resou~ces, undesirable~untreatable) clients, 
poor corrmu,~i catio_!1" 1 ack -of Jleeded ,~nformati on, no .. ,standard defi niti ons, 
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,;procedures and cri teri a, fear of 1 i abil ity, "turfll issues - - these themes are 
"found throughout the following narrative of mental health and cr,jminal jus-
t'ice problems with DMIPs. Thes'e qre the conditions under which agencies 
op'erate - - corlditions Which~afrect the,ir performance capability. These, 
problems are aggravated by other GOllflicts which arise from the nature d'f the respective organization~' , 

>;':"'...;:; 

Many respondents frQm virtually every type of agency described conflicts re
garding the mandate, the val~es ,or"the purposes of, their own agency or of other 
agenci es with whi ch they work. ' Some are as fundamental as the confl i ct between 
the duty t~ p~otect the public and the need to respec~ the individual rights 
ofa given patient. This particular difficulty arjses most frequently between 
different ·'kindsof agencies (e.g., law enforcement'versus mental health treat
ment), but it exists within ifgehcies as welh Similarly, ,mental health prac
titioners are sometimelS ambivalent about t,heir role as state officials, with 
responsibilities to thepublit which may riot mesh well with their professional 
views toward the patient's right to accept treatment, the right to treatment 
in the least res~rictive setting, and client confidentiality. ' . 

These problems are all interrelated. For example, the shortag~ of resources 
affects furyding distribution which in turn decreases the probability that 
the communlty mental health center will identify, admit, treat, and follo\,/up 
an assaultive, resi~tive and costly client. -

For analytical purposes, however, the prob'lems can be'summarized in two broad 
categories: l~ck of resources and organ1zational jssues.Sections two, three 

,and four of thlS chapter address more specific problems within these two 
categories as they relate to entry, placement and release. 

VOLUME OF DMIPS 

N~ ?ne kno~s ~ow many dangerous mentally ill persons are in Colorado's commu
n1tles or 1n lts mental health.and criminal justice systems. Efforts to count 
th~m have proven futilG (met1hods section, this report, and Miller, 1981). 
Nelthe~ ment~l health ryor l~w enforcement agencies collect and agggregate in
formatl0n.whlch would ldentlfy DM~Ps. The information might possibly be manu
a~l~' ~etrleved, however, there stll1 would be problems such as a standard de
flnltlon for DMIP, the unreliability of mental,ihealth data on criminal vari
ables, and lftw enforcement data on mental health vaiiables. ,I 

1{ivisign of Mental ~ea1thdata Were ana1yzed f6r indi'cators ~f dangerousness 
to arrlVe at an est1mat~ of the number of dangerous mentally ill, and survey 
respondents were asked 1f tryeY,felt there had been an increase since January 
1979. We looked at the admlss10ns for 1979-80 which included clinical assess
men~s of (1) being dangerous to others, 'and (2) having committed offenses 
~g~lnst perso~s. Of 50,542 admission episodes,3~6 percent (1825) fell into 
Ch1S category.' By type of agency, community mental ~ealth'centers reported 
2.~ perc~nt,(1~96); Fort Logan 20.2 percent (175); and CSH 18.7 percent (454). 
USlng thlS lndlcator to compute ~ r~te of DMIP admission episodes (using 1980 
census data), ~~~e were .63 admlssl0ns fo!:_ every 1000 persons in Colorado 
(about one adml ss 1 on for 'every 1600 personli"). ,,' '", 

\' '\, 

Several ~dditional va~iables provide some indi,.cations of dangerousness. The 
figureS,1n the fol10wlng table are taken from the Division of Mental Healbh 

. Evaluatlon Report #28 and from a tape Of FY 1979/80 admi$sion data. 
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This data was also compared to cqunty size to determine whether or not dif
ferences exist in urban versus rural areas. Denver and E1Paso counties 
were analyz~d separately, Den~er metro countt,,is, were grouped ~s, were other 
large countles to include Larlmer, Weld, i~UeB!o and Mesa. The palance of 
the state Was grouped as rural. ' Although there were some dlfferences be
tween the groups in the variou~ characteristics, there was nota clear pattern 
to indicate that'i'these 'characteristics are more prevalent in either urban 
centers or rural areas. r;:. • . 

C' 

TABLE 2 

CLIENT CHARACTERlsT'ICS FY 1979 - 1980 
' , 

MHCs FLMHC -' 
" 

CSH " 

935 38,6% 
Referred "by Criminal' Justice Agencies, 4399 10% 67 9.0% Criminallegal Stat,us 1252 3 20 2.3 Primary ProQlem Area 456 18.8 

456 18.8 
158 6.5 
36 1.5 

771 34.7 
489 22.0 
627 28.3 

c.)8Z .. "JI.4 

Forensic 1041 2 17 2.0 Alcohol Abuse 2170 6 2 .2 Drug Abuse 673 1 Danger to Others 3233 7.6 289 40.1 Property Offense 3389 8' 213 29.6,.' Person Offense 3822 9 223 31.0 Chronic, Recurrent Illness 
~ 6526 15.3 132 18.3 

~~ -:- -~."- .'0"," ~~.~-~- ---=-- -:-;-_-;';=:= =-=~ ~_- "c.~" ... =c-·" c .--,-;c:;--;~_, = =- - --~""~ -" - -.=..-='-. ';'-.-. cc_.-== __ 

The alcohol/drug abuse units of the hospitals shown do not report under the 
same system. For further information, contact Dr. Diesenhaus, Division of Alcohol and Dru Abuse. 

Of the cases Which were classified as dangerous to othei"S by the mental 
health system, 57 percent Were voluntary commitments, 31.9 percent were 
involuntary-civ"i1, ~nd only 11.2 percent were criminal commitm~nts. A 
Similar pattern holds true for those patients identified as having an of
fense against persons: 64.6 percent were Voluntary commitments, 20.4 per
cent involuntary-civil, and 15 percent involuntary-criminal. 

Survey respondents Were as~ed if there had been a change in the number of 
menta lly ill dangerous or potenti a lUf dangerous persons seen by thei r agency 
since January 1979. 67.6 percent felt there had been an increase, 32.4 per
cent felt there was no change. None of the respondents felt there had been' 
a decrease. The re(~u1ts are shown in the following table by agency type,. 

TABLE 30 

NUMBER OF DANGEROUS MENTALLY ILL 

Mental Health Law Enforcement JJdiciar~ Total 
Greatly Increased .. 

-1\. 

r 

4 D 9.3% 'Oll 8.1% 2 6.5% 12 8.1% ' Increased, 28 65.'1 43 58.1 17 54.8 88 59.5 ,No' ;Change II 25.6 li 33.8 12 38.7" 48 
I 

32.4 \1 _~ 

43 74 :.~ 31 148 
o (] 

() 27 

" 

~; 
... 

?, ~ 

, 

". , 



~. 

, . 

i'\-\ 
"tJ 

cl 

--_ ......... '._-

'j 

I 
~j 
,-
if' 

:j 
I 
" '~ ~~ " I; 
Ii 

Ii 

;1 
~ 
I ~ 
Ii 
i! ,,, 
)\ 

" t{ 

" Ii 
I 

1: 
1< , 
~ ! 

r;:" 

,D 

RESOURCES AND ALLOCATIONS . . 

\) Lack qf resources is the problem,c.i,t;'ed most frequently anc\ by the wi dest 
variety of survey resporydents. As with other sta,te an~ local ag:nS;ies in 
Colorado, th'e mental' health system has not kept pace w1th inflatlon. In 
addition, cuts in federal funding have not been fully supp.lementec:! by fund
ing from otne~ sources and it i& likely that there will be additional federal 
cuts in the future. 4 

" 

The '1981-82 Supplement to the Mental Health Plan describes" the effeots of 
decreasing resourc:es on the' ~are provided by the state hospitals. Several 
pf these affect 'the care and'treatment of the dangerous mentally i,ll. 

• Fort Logan Mental Health Ce~ter has maintain~d a waiting list for 
admi ssi on of cl i ents prescreened by cC:>Inmuni ~y mental health centers 
as needing i npati ent care for the pas'", two Years. 

f' 
, 

• (he psychi~tric bed to population ratio of .3 per 1000 population in 
the Fort" Logan service area is well below the National Institute of 
Mental Health standard of .5 to 1.0 beds p'er 1000 population. 

-; n 

, The'two state hospitals are understaffed in c,linica1 al~eas by a total 
of 74 HE. " 

• Rates of injury to the staff at Colorado State Hospital due to patient 
contact has tr;pl~g .. tn=th<;!_.~~t~~n -.Y~~i:1.r~_.,~=~_~-~~._==",.=~o_" 

• There are few effective treatment models for the violent mentally ill. 
The Forensic Unit at CSH ahd the Closed Adolescent Treatment Center 
in the Division of Youth Services are the only two models 'which exist 
in Co 1 orado .-~ 

The community mental health centers have also been affected by rising inflation, 
cuts in federal funds and increasing patient caseloads. Mental health centers 
receive funding from state, federal and local government, fees, and donations. 
Approximately 40 percent of their funding is through purchase of serv'ice con
tracts with the Division of Mental Health. Every spring, DMH negotiates a 
contract with each mental health center which specifies expectations concerning 
the agency's provision of services during the coming fiscal year. The contract 
specifies a minimum number of admissions by age, severity and ethnic back
ground. The minimum number of admissions ,are determined by analyzing the 
demographic composition of the catchment area population, estimates concerning 
the population in need, the agency's previous workload trends, the existence 
of other mental health resources in the conrnunity, and the agency's capacity 
for effecting change in the workload. Once the contract price is determined 
for the year ~t ~i11 ,not change a~ long aSuthe minimum number of admissions 
lS,jserved. 

The lack of resources available to the state hospitals and mental health centers 
and the nature of the purchase of servi ce contracts have several imp 1 i catt//ons 
for the ca\,::fi! an.d treatmentof the dangerous mentally H1. I; ," IV 
SLlrvey respondents wer~ asked if", the bed shortage at the two state t~;'eat;~ent 
lraci 1 i ti es affects deci s ions to commi t. Two thi rds of· the respondents (66.4 
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per~e~t[.) felt that. thEl)) bed shortage did affect decisions to commit. Release 
dec1s1ohs are alsQ.,'affected by the bed shortagle. Additional discussion of 
the eff~cts of bed shortages is prov,ided in th~~ sections which '-follow. 

The lack of adequate resources and the purchase of service contracts for 
s t~t: funds al so 'affect 'the communi ty mental hea1th centers' will i ngness and 
ab1lltyto accept referrals f~"omcriminal justice agencies and to treat the 
danger~us mentally ill. The lack of state hospjtal beds also affects the 
commun~ ty mental health centers. capabi 1 i ty to provi de a full range of se;,rvi ces 
to the1' catchment ,rea popu1at10n. , . 

Many of the dangerous mentally ill have a long hi§tory of criminal justice 
and mental heal th problems. They are often d'isruptive and resist or refuse 
treatment. They require a large expenditure of staff time and resources 
often with limited results. The resources expended or" these clients must be 
taken from programs for other clients who may be more receptive to treatment. 

The bed shortagi at the state hospitals also drains the resources of the 
m,enta1 health cente~s a~ theY,attempt to provide services to those patients 
Who need to be hospltall,zed. A letter from'Thelma Knight and James Humes of 
Arapahoe Mental Health Center, Inc. to the Editor of the Denver Post on 

", Ma rc;h 6! 19.81 describes the impact-Dn . .that,centerJ.g, servi Cesafla resourceS: 

': Arapahoe Ganter's response to thi s has been to shi ft its resources 
1n order to begin to provide priVate hospitalization when that has 
been deemed most ap'propri ate for the pati ent and the community. 
The cost, however, has been staggering in two major respects. 

1. The 'shift in resources' simply means eroding other program 
elements. For example, as staff vacancies have occurred in 
outpatient servi~es, they have not been refilled in order to 
meet the costs of hospitalization ~f patients in private hospi
tals. To continue, to pur/sue this strategy will result in in
creasingly longer waiting lists and at the extreme a lack of 
availability of services altogether. ~ 

v 
" , 

'/ \" 

2. Through "December 31, 1980, the center has spen~ nearly $40,000 
for hospital costs. It must be noted that the'center recetve~ 
no state funds for this, and that, as noted above, has done s6 
solely by eJimina.ting other, equally needed services. 

'AMHG is rapidly approaching 'the time when we (fsimply cannot afford 
to,continu: to privately hq,~pitalize patients. For us to endanger 
the provislon of ?ther sei'vices would be clinically ir~sponsible; 
to endanger the flscal integrity of.. the entire center would be 
equally irresponsible." . 
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I SURVEY RESPONDENT RECOMMENDATIONS 

, Ad~itional beds should be provid~d .. 0 

II C' 

"' A portion of mental health funding shouldjbe targeted for dangerous 
menta11y ill persons. r " 

.~ a 

48.8% agreed 
29.3% disagreed 
21.9% had no opinion 

, A mental health facility should be provided on the western slope. 

, The funding mechanism for certifying patients shou1d"be ch'gnged tq 
eliminate the disincentive for certifyi:ng patients. 

TASK FORCE RECOMMENDATIONS. * 
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Many of the respon~i'bi'lities are not clearly defined in the statutes and/or 
procedures. Survey respondents were asked who they felt shou'l d have respons
ibility for t!ne dangerous mentally ill. The resu1ts are shown in the follow-
ing table. " 't 

I.r TABLE 4 

RESPONSIBILITV FOR DANGEROUS MENTALLY ILL 

Mental Health 

Criminal'Justice 

Both CJ & NH 

No Opinion 

~ental Health 

19 40.4% 

10 21. 3 

14 29.8 

8.5 

Law Enforcement 

54 70.1% 

10., 13. a 
5 6.5 

8 10.4 

Judiciar~ 

24 61.5% 

3 7.7 

3 " 7.7 

Total 

97 59.5° 

23 14.1 

22 13.5 
r/' 

...2 23.1 21 12.9 • THERE IS A CRITICAL NEED FOR A SUBSTANTIAL INC~EASE IN BOTH THE NUMBER ,I _ 

OF SECURE AND NON-FORENSIC PSYCHIATRIC BEDS IN ORDER TO PROVIDE THE Ii 47 ,)77 _ 39 163 

(, 
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CAPABH.ITY SF TREATING THE DANGEROUS MENTALLY ILL. J', " I \)\. I~ c • 

- There should be' ~or~ beds and a better staffi/patient ratio tit , 'Q <) Criminal justice respondents were more likely 4:0 think that major responsibil-
Co 
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orado 5 ta te Has p 
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1
, Ft. Logan, and the Den ve r a rea;, ' , ity for the dange rou s men ta 11 y i 11 1 i es with the men ta 1 health sYs tern. On]!L ___ 2 .' __ :;~ 

There should b~ ~0~~n~rm~J~~u~~~_~~~~~~~~~=~=~~ __ = __ -=_~40A_~e~cen~f~he-ment~=he~~h~profe~ibn~T=~~ f~f~~i~~s lh~r ~~ --- I 

'HosWital--: --- -- - ~~ sponslbllity compared to about~65 percent of the crimi.nal"justice respondents. 
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- Th're should be a greater number of secure beds in decentralized Menta1 hea1th.p~·acti~ion~rs were more likely to'see.this a's a criminal justice 
l et' 0 f) 0)'" a Joint crlmlnal Justlce/mental health responsibllity. oca 10ns. . ,:;< 

RESPONSIBILITY AND OWNERSHIP ( 

Much of the conflict between the mental health and ct~,iminal justice systems 
in reference to theodangerous mentally ill .. , revolves around issues oJ respons
ibility and ownership. The fact that the individual is dangerous implies that 
the criminal jusfice system should be responsible, and often initial contacts 
with the person are made by law enforcement. However, if the person is men
tally ill, shouldn:,lt the mental health system be responsible? 

Conflicts arise between law enforcement and mental health at the point of 
e'ntry into the system regarding appropriateness of referral, differing defi
nitions of dangerousness and adequacy ot: care and treatment. The law provides 
two commitment processes, one ~ivil, the other criminal. Most of the dangerous 
mentally ill could be committed under either process. The courts are involved 
in the commitment process, treatment decisi.ons and release deci,sions. Many 
mental health practitioners feel that these decisions should be made by them 
with little or n~ court involVement. Conflicts also arise over the .question 
of whether DMIPs'should be held and tre~ted in jails and B,r~sons or "in 
hospital settings. ~5sociated with this issue is the issue of who should 
transport Df1fps, la~tent'orcement or mental health. Who is responsible 

,~r;r;~ 

for fo11owup and 'enforcement of conditions of release is also unclear. This 
issue is further complic9ted when the overlapping responsihi1ities of drug 
and alcohol and social services are considered. Many of the clients being 
discussed also require the services of "these agencies. 

" *TaSk";orce discussions o/recommendatfons are, re~~rted"in the minutes. AppenGix B. 
l' 'I;j '" '''' ." \) 
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Responsibilities of each of the systems appear to be more clearly defined in 
cases Where there is ei ther a seri ous offense of no offense but .. dangerous be
havior. For less serious. cases. dangerousness and mental illness seem to 
create the greatest number of problems in terms of system responsibility. In 
many cases the charges may be dropped and a civil commitmentl'wiJl be pursued. 

The following table shows areas of overlapping responsibility for dangerous ~ 
mentally ill persons. 

TABLE 5 

SYSTEM RESPONSIBILITY FOR THE MENTALLY ILL AND/OR THE CRIMINAL 

Mentally Ill: 
Dangerous as~' a 
Result of MI 

b',;t;,entally Ill: 
Not Dangerous as a 
Result of MI 

Not " 
Menta lly III 

LV 

'" 

More Serious 9ffense Cri~inal Justice Criminal Justice 
ForEmsic c

' Fo)'ensic "Criminal Justice 

Less Serious Offense Criminal Justice 
Forensic or 
Menta 1 Healt~" 

':' 

CriminaJt\Justice II Criminal Justfce 
Foreh'sic or 
'Mental Hea1t~ (Volun) 

No Offense Menta 1 Health Mer\\ta 1 Health No Interventi on ..... .~"'~' .-;..------.-~;;..;...;.;,;;,~;,:,;...-....:.:.;;;.:.:.::.:.:.~;.:;:"..:.::.:~~~~~~~.:.;,:~~...J 
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r~' many cases the primary responsibility for an I!individual is not clear because 
of mental health problems and minor offenses b,r.>th associated with the same case. 

,.~Manyclients have had numerous contacts wit~ b'oth system~. The follo~ing ~ase 
"summary taken from a mental health center flle helps to lllustrate thlS pOHlt. 

The complete case history is included in Appendix 

Patient X 'has a list of 27 contacts with law enforcement and mental health agen
cies dating back to 1970. The first contact with mental health occurred in 1973 
as a~esult of an LSD overdose. The list of police contacts includes offenses 
suc~:as trespassing, hitchhiking, disturbing th~ ~eace, criminal mi~9hief, inde
cent exposure and arson, as well as numerous sUlclde attempts. Patl€~t ~ has. 
been jailed many times, and treated at Fort Logan, a nursing home, a ~~esldentlal 
treatment facility, and CSH. ,~, , 

Associated with the problem of responsibility between the two systems is the 
issue of ownership and catchment or service area. The state is divided into 
20 catchment areas for mental health services. Each catchment h.~s a community 
mental health center which is r@§pongiblafo~~p~o¥idir.g·'egffiprehenslve·eommUirity 
mental health services within that specified geographical area. Mental health 
centers receive funding from several sources which include federal, state and 
county governments, fees, etc. Many of th~,i r funds. can be used only for the. 
clients in their catchment area. This creates problefnS when an emergency arlses 
with a person who is not a resident of the c~tchrnent area in which the incident 
occurs. 

Survey respondents were asked if ownership is a ~erious problem in properly 
placing the dangerous mentally ill. Sixty-six percent felt that it ;'s"a serious 
problem, 16.6 percent disagreed and 17.3 percent had no opinion~ 

\', 

This is especially a problem in the Denver Metro area where there are numerous 
catchment areas but where:;"peopl e often cross catchment area boundari es. The 
foll owi ng case of a 1 aw enforcement agency trying to pl ace a person who they 
felt was in need of mental health services illust.rates some of the problems 
associated, with catchm~nt areas and responsibilities between systems. 

. c 

Police were called by the attorney of a 34 y~ar old man. The man ha.d gone to" 
the attorney to di$cUSS his problems and the attorney believed the man to be 
homlcidal and suicidal. The police and the attorney tried to find a 'pla,cement 
for this indiv'idual. They called the Mental Health Center #1, were referred to 
MHC #2 who referred them to MHC #3 because the man was I'l.pt in thei r .catchment 
area. Mental Health Center #3 was familiar with the case but would not accept 
the c1 i ent because he bad an outstanding b111. they refer"red him back to MHC #2 
which referred 'him back to MHC #3. MHC #3 said he.must pay hisbi1l and that 
he has a drug probl em"; so referredc him to Drug Center #1 who said th~y coul d 
not take him because he was not cUrrently on drugs and referred, hilJ'l back to 
MHC #3. MHC #3 then called Port Logan anQ~sked them not to accept the client. 
The police then told the MHC #3 that they W~)uld ask the judge to <order that the 
person be accepted. MHC #3 then referred ,tlle c 1 i ent to Drug Center #2 wh~re 
he was placed. He was held for approximatejy one hour and was released. The" 

" following day he returned to his attorney's offic,e. The _police were again called 
and took the cl ient to BPI for a72 hour mental health hold. ,He was held for " 
less than three hours and was released as no ris~. 

The state is al~'o divided into service areas for use of the two stat~ hospitals. 
SeveNl respondents felt that these", service areas,wer,enot equitable and that 
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placements are more difficult in the Fort Logan service area. 

The t\oJO state hospita'l s, Fort Logan Mental Health Center (FLMHC) and Colorado 
State Hospital (CSH) received 3,291 new admission~ in FY 1979-80, 868 in FLMHC 
and 2,423 in CSH. Fort Logan provides services for clients from the north and 
east third of the state including the Denver Metro area. CSH provides ser-

- vices to clients from the balance of the state. The map on the following page 
shows the two service areas and rates of commitment to the state hospitals. 
Commitment rates per 100,000 population tend to vary considerably by county, 
but the rates overall are higher in the CSH service area which may support the 
feeling that the service areas are not equitable. Rates tend to be higher in 
the rural areas than in urban centers. Pueblo ha.s the highest rate per county, 
499.3 per 100,000 compared to several small counties which had no commitments. 
Denver has a rate of 82.2 per 100,000 compared to three of the four~Jarge sub
urban counties where the rate is in the mid to high 30s range. El Paso county 
appears to have a relatively high rate, 190.0 per 100,008 when compared to other 
urban centers. 

SURVEY RESPONDENT RECOMMENDATIONS 

• Colorado State Hospital should allocate beds for DMIPs regardless of 
catcr.meht area. 

I Service areas for Fort Logan and Colorado State Hosp';ital should be equalized. 

TASK FORCE RECOMMENDATIONS 

• THERE SHOULD BE IMPROVED STANDARDS FOR THE TREATMENT OFbANGEROUS MENTALLY 
ILL PATIENTS COMBINED WITH ACCREDITATION PROCEDURES FOR THE MENTAL HEALTH 
CENTERS. SITE VISITS SHOULD BE MADE BY SUPERVISING OFFICIALS TO INSURE 
COMPLIANCE \HTH THESE STANDARDS.. 

• THE SERVICE AREAS FOR THE TWO HOSPITALS SHOULD BE ELIMINATED OR REDEFINED. 

• THE STATE SHOULD ASSUME GREATER RESPoNSIBILITY FOR DEVELOPING A CENTRALLY 
CONTROLLED AND ADMINISTERED SYSTEM WITH DECENTRALIZED DELIVERY' ,FOR THE . 
SPECIAL POPULATION OF DANGEROUS MENTALLY ILL PERSONS. THERE SHOULD BE 
A STUDY TO DETERMINE THE NEED FOR AN INTEGRATED STATEWIDE SYSTEM WITH 
RESPONSIBILITIES DEFINED FOR MENTAL HEALTH CARE DELIVERY. A CORE FORENSIC 
CAPABILITY SHOULD BE DEVELOPED TO CONSIST OF SPECIALI~tS~IN THE DIAGNOSIS, 
ASSESSMEN1:~ STATEWIDE FOLLOWUP AND CONTINWITY OF CARE OF DANGEROUS MENT~LLY 
ILL PERSONS. THE FORENSIC SPECIALISTS WOULD RECEIVE TH£ TRAINING AND BE 
GIVEN THE AUTHORITY APPROPRIATE TO THE TASKS~ EACH FPREN~;lC UNIT WOULD 
BE RESPONSIBLE FOR THE FOLLOWING ACTIVITIES CONCERNING THE DANGEROUS MEN-
TALL Y r LL PERSON: ~, 

assessment; 
diagnosis; 

- long term treatment plan; _ 
statewide followup of dangerous mentally ill persons; and 

-'coordination of actions and information within' and between agencies. 
, c' () 

• THE FUNDING MECHANISM FOR CERTIFYING PATIENTS SHOULD B~ CHANG~P TO ELIM1'NATE 
THE DISINCENTIVE FOR CERTIFYING AND/OR HOSPtTALIZIN~ P'ATIENTS. 
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UNIFORM POh!£l~S AND PROCEDURES 

Many agenci es whi ch deal wi th the dangerous mentally, ill do not have'writ~en 
policies and procedures for their care and treatment. In other cas~s, u~lform 
procedures have been established but are not adhered to. The lack.of umform 
procedures and practices can lead to dispara~e treatment of the c11ents., con
flicts between agencies and a risk to the cllent, staff or others. 

As a part of the suy'vey, respondents were asked for copies of written procedures 
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for handling the dangerous mentally ill. ,Many agencies had no written proce
dures which could be provided. Mental health centers, law enforcement agencies 
and emergency rooms, those agencies thought to have the most contact with the 
dangerous mentally ill under crisis circumstances, were asked if they had es
tablished procedures for handling these crises. Only 40.5 percent indicated 
their agency did. Only 19 percent had established procedures for identifying 
dangerous behavior or situations. 

Several practices were identified through the survey where a lack of written 
policies and procedures can result in the inconsistent handling and treatment 
of the dangerous mentally ill. The inconsistencies may be within an agency 
from one case to another or by similar agencies in different jurisdictions. 
The following are examples of practices resulting in inconsistencies. 

• Civil vs Criminal Commitment 

In some ar~Cl~ Qf thla state the district attorneY will pursue a crlmlnal 
corrmitment if a crime was corrmitted and will not drop charges in vrder to 
civil'ly conmit. In other cases the district attorney will assess tlle 
seriousness of the crime and the level o'fmental illness and decide not 
to prosecute in exchange for a civil commitment. 

CRS 27-10-123 provides that proceedings related to 72 hour holds for 
evaluation and certification for short term treatment "shall not be ini
tiated or carried out involving a person chargeg with a criminal offense 
unless or until the criminal offense has been tried or dismissed; except 
that the judge of bhe court wherein the criminal charge is pending may 
request the district or probate court to authorize and permit such pro-

ceedings." This section of the statute is being interpreted differently 
by various agencies and .in various parts of the state. In many cases, 
it is being interpreted by both mental health and criminal justice prac~ 
titioners to,mean that all pending criminal c_harges must be dropped before 
mental health services can be provided. As ~result, law enforcement and 
the district ~ttorney may drop the charg~s against a person so that they 
can receive m~ntal health services. Conflict arises when the mental 
health center then releases the person without P~oviding services. 

• .. Not guilty by reason of insanity pl eas 

Public defenders do not have uniform practices for representing dangerous 
m{;!ntally ill clients. For example, in one area;of~the state public de
fenders enter mental health pleas for most'cases involving violence. 
Another public deifender avoids mental health pleas because of the feeling 
that mental health facilities are worse than correctional faciltties. 

Several respondents indicated:that·their agency has contact with only a few 
cases where the person is dangerous and mentally ill. However, when such a 
situation does occur it becomes a crisis which may result in an inappropriate 
response to the situation. For example, if law enforcement is called to the 
scene of an incident, it is important to be able to recognize if the tndividual 
has mental 'problems in addition to responding to a criminal offense. 

A 1 so, the 1 ack of procedures may result in additi ona 1 agency staff reso~rces 
to determine how to handle a 'case. This was expressed by respondents at several 
levels. For example, one judge indicated that he hears Very few of these cases 
but every time one comes up he and the district attorney spend numerous hours 
researching the statutes to determille how to handle the cas~. 

, 
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TRAINING 
,!l, 

Respondents expressed a need for training in all phases of the identific~tion 
and treatment of dangerous mentally ill person~ in particular: 

1. identification 

2. understanding and knowledge of interagency functions and responsibilities 

3. treatment. 

Both law enforcement and mental health practitioners perceived a need for 
training in identifying persons who are dangerous as a result of menta" illness. 
Mental health professionals lack training on how to handle violent clients and 
law enforcement o~ how to handle problems resulting from mental illness., 

Th~H'@- i g also a great need for er-oss~r-a11i1 fig 1rrtneetlmincri ~ just; ce . and' 
mental health systems. Many problems arise from the lack of knowledge or 
understanding of other agencies' roles, values, responsibilities, legal man
dates and limitations. The people surveyed felt there is a real need for 
this type of training. 98.7 percent of the respondents agreed with the 
statement that staff training programs should include a component on the 
functions and problems of other agencies involved in handling the dangerous 
mentally ill person. 

Responses to open ended questions give further evidence of the need for , 
training. Many responses indicated a lack of knowledge or understandin'g of 
the statutes, case law, and regulations which govern treatment of the ,mentally 
ill. There is also much misinformation about what other agencies actually 
do, misinformation which aggravates relationships which already may be strained 
by trying to serVe too many clients with too few resources. 

The smaller 1 aw enforcement agenci es whi ch infrequently hand1 e dangerous 
mentally ill persons requested regularly scheduled training on statutes and 
regulations. Several respondents felt that a procedures manual which is period
ically updated wDu1d be useful. 

There are very few tt7aining programs nationwide that deal 'with the treatment, 
=:r>dministrative and management issues regarding dangerous mentally ill persons. 
Suthenl~nd~Miller's study reports on training programs in Colorado. H~ asked 
mental health centers about staff training programs and reports that "Nine 
out of the 14 centers who responded to this question proVide no specialized 
training programs for staff to deal with the violent mentally ill client" 
(1980:53). Currently in Colorado, most officers receive only two hours of 
this type of training at CLETA. In a surve,x completed in 'Jefferson County, 
police,mentioned the need-for additional training in basic 'assessment, role 
play crisis training and a session on "how to communicate 'with mental health 
or describing the incident in terms of behavioral characteristics." They 
also felt that if mental health workers are to provide on-the-scene crisis 
intervention services, they need training in safety maintenance. 

Miller reports an active educational program at CSH which supplements bas(~f 
training in the following areas: (1) basic security measures and physicar' 
care aspects of working with the v;ol~nt or aggressive patient; (2) rec097 
nition and treatment of individ~uals prone to se]f-destructive beha~,ior; 
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(3) recognition, evaluation, treatment and release planning for individuals 
prone to violent or aggressive behavior toward others (p. 57). The training 
at Fort Logan, however, is very inadequate, Mil1er says, because of staff 
shortages which preclude staff training time. 

Training is also needed for jailers in how to manage mentally ill offenders. 
In the absence of training, only custodial care is given the mentally ill 
in jail. 

There was also a feeling among several survey respondents that additional 
training is needed for those involved in the court process to include the 
judges, district attorneys, and public defenders. This should include train
ing on the statutes and the process. 

TASl[. FORCE RECOMMENDATIONS 

• MORE EDUCATION/TRAINING SHOULD,.BERRQVIDEll, TQ MENTAL HEAL THAN!) CRIMI NAb 
JUSfICE AGENCiES AND rHE'LEGAL SYSTEM REGARDING WHAT CAN AND WHAT CANNOT 
BE DONE UNDER, THE CURRENT STATUTES. THERE SHOULD BE CROSS TRAINrNG 
BETWEEN MENTAL HEALTH AND CRIMINAL JUSTICE AGENCIES. 

• MENTAL HEALTH AND ALCOHOL/DRUG ABUSE STAFF SHOULD PROVIDE INSTRUCTION 
(CROSS TRAINING) TO JAILERS ON TREAn1ENT. 

INFORMATION EXCHANGE 
,;, "( 

Survey respondents reported that g:erious problems occur when patient records 
are incomplete or»unavailable. There are no standard procedures for the trans
fer of information on criminal history, medication and treatment, but such in
formation is vital for thes,:orrect assessment, placement, treatment and followup 
of dangerous mentally ill pey .... sons. For example, the state hospjtal received 
a patient charged with second degree burglary, and having no additional infor
mation placed the patient in the surgical ward. They later discovered, after 
the patient escaped~ that he had been previously convicted of murder. 

Further, mental heal th centers and;;1aw enforcement agencies do not routinely 
receive files on dangerous patients placed in their area. If the patient later 
decompensates, neither law enforcement nor mental health practitioners have 
information on the patient's problems and treatment plan. This can be parti
cularly serious in"that the type of medication which is, effective is often par-
ticular to the patient. if 'I' 

Police referrals to mental health is another area where needed informati~n is 
not always transferred. In de~eloping policies, mental health centers usually 
have not considered law enforcement's need to know disposition of referred of~ 
fendet'-s. One center's policy on information exchange states that: 

"When a client is referred by another professional or agency it is 
a'cceptable to 'inform the referf-ing partY,that contact has been made 
with the client. It is not acceptable to release any other informa-
tion withoLit a signed release." " 

They also may ~ot value the police officer's account of the incident - an impor
tant SOUrce of information conce~ning the offense. 
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The gaps in information are in part due to problems discussed elsewhefe in 
this report, such as shortage of personnel, standard procedures, conflict 
in mandate and purpose, and fear of liability. The complexity of the sta
tutes also adds to the problem. Information exchange fs covered by both the 
mental health statute and the criminal justice records sections of the public 
records statute. 0 

The mental health statute specifies the conditions under which patient infor
mation can be exchanged. The following proVisions are ve.ry re.$trictive~ but 
many practitioners interpret them even more narrowly than may be required; 
for example, by not replying to a request for information ,if there is some 
doubt .that the recipient is a qualified professional ,person as specified in 
( a ). be 1 ow. " 

27-10-120 Records. (1) All information obtained and records pre
pared in the course of providing any services. under this article 

"to i ndi vi dua 1 s under any proY_i~i o!LQf , thl~_ ~J:.Ucl,e,~Jli!lL bELC,Q.llfJ-. 
-ciential ahdprllillegecnnatter-. -SucnfnTo'rmafion and records may be 
di scl osed' only: 
(a) In communications between qualified professional persons in 
the provision of services of appropriate referrals; 
(b) When the recipient of services designates persons to whom in
formation or records may be released; but, if a recipient of ser
vices is a ward or conservatee and his guardian or conservator de
signates, in writing, persons to whom records or information may 
be disclosed, such designation shall be valid·in lieu of the de
signation by the recipient; except that nothing in this section 
shall be construed to compel a physician, psycholagiSt, sacial 
worker, nurse, attorney,or other professional person to reyeal 
information which has been givenoto him in confidence by members 
of a pat1ent 1 s family; 
(c) To, the extent necessary to "make claims an behalf 'of a 'recipient 
of' aid, insurance, or medical assistance to which he may be entitled; 
(d) For research, if the department has pramulgated rules for the 
conduct of research. Such rules shall include, but not be limited 
to" the requirement that all researchers must sign an oath af con
fidentiality. 
(~) To the courts, as ne~essary to, the administration of justice; 
(f) To persons authori zed by an order of cQj,lrt after noti ce ando 

opportunity for hearing to the person wham the record or informa- " 
tion ,pertains and the custodian of the record or information pur
suant to the Colorado r,u.les of civil procedure. 

o 

The statute makes no provision for the ,disclosure of infarmation specifica.lly 
to police officers. The questt9n is wheth~r they wauld be considered qualified 
professional persons making referrals. 

As not~d earlier, needed information on criminal recards is sometimes incomplete 
or unavailable. The statute aoverning release of criminal justice records tCRS 
(1973) 24-72-301 to 309 as ame~ded) is long·and complex. u A brief reView Qf its 
provisions sho\'1s wh,)t. some .agencies maY~find it difficult to . respond to requests 
for informatidn> Altfldugh criminal 'jUstice records 'are public, the prOVisions for 
sealing and limiting acces~ to criminal records allows the subject of,a criminal 
charge or conviction to ask that records be. closed in certain situations: 
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1. Five years after' completion of a serl~ence for a misdemeanor (or less) 
conviction if there are no intervening formal charges for another crime, 

" other than a petty offense or class 3 0\" 4 misdemeanor traffic offense. 

2. Seven years after a felony under the same circumstances. 

The court, as a matter of course, limits access to arrest and criminal records 
when the record is of an official action in which the individual is acquitted 
or the charges are dismissed. The order for limited acceSS is entered 30 days 
after the dism~ssal or acquittal. Part (l.2)(b) of this section specifjes that 
such records W,ll be sealed to everyone except the subject, a criminal justice 
of this state, or a similar agency of the United States government or any of 
the states of the United States of America. 

Once the order to seal the records has been entered, the subject or the district 
attorney must petition the court for permission to inspect the records. Part 4 

. provi des that: .. .. .-~-

lithe subject official actions shall be deemed never to have occurred, 
and the person in interest and all criminal justice agencies may 
properly reply, upon any inquiry in the matter/that no such action 
ever occurred and that no such record exists' with respect to such 
person. II. . , .' 

When records ({;fe sealed, 811 the agencies involved are notified, including the 
Colo~ado Bure,~u' of, Investfgation., The sealing and limiting access of records 
provlded for In,thls statutI{ apP11es to deferred prosecutions and deferred judg
ments and sentE}nces where the stlpulations of the s~ntence have been satisfied 
and the charges dismiss'ed. "Since this is a mechanism used by the court to ef
fec~ hospitaHzoation of mentally ill offenders, it may "be a barrier to exchange 
of lnformat~Oh?On dangerous mentally in 'persons. The infol"mationis available 
for tpe perlod I~f d~ferment, but if an offense is committed or dangerousness as 
a res~l ~ of mental 111 ness reoccurs subsequent to compl et; on of th.!;! deferment, 
a petl t'l on mU$-;t;s be f11 ed far access to the i nformati on. ; ~ 

An~t~er barrier to, information exbbange is the separation between the civil/ 
crlm~nal commitment process. Where criminal charges are dropped for a c.ivil 
C?m1pltment, ,or ,where a previo~lsly convicted person is civilly committed, criminal 
hlS1t.Ory varlabh~s are ,not aval1able to the court for commitment decisions unless 
they happen to,be record~d in ~he patientls medical fiJe. 

To alleviate the. problems discussed above~!87.5 percent of the survey respondents 
Telt tha~ a legal or administrative mechanism shOUld ,be developed for sharing .' 
lnformatl0n about ~angerouscmentally ill p~rsons wfth other involved agencies. 
Only 7.5 percent dl~agree. The only agency type which opposed information ex
change ~~sthe publlC defender. 55.6 percent of those interviewed oPP9sed such 
a mechanlsm. ~ 

, <, 

SURVEY RESPONDENT,. RECOMMENDATIONS 
.': :;of~"" 

., 

• Mental dhealth shOUld have a be-t.ter system 'Of coardin:tion and information 
exbhange. 

.' Statutes' should be ~hang;d to -allow for case infarmation to be exchanged 
under certain circumstan1es. 
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• Involved agencies and potential victims should be notified and this notifi~ 
cation verified before potetltially dangerous mentally ill persons are re-
leased from CSH orFor~ Logan. ' 

• The Color'ado state Hospital should try to get out more information on con
ditionally released people. 

• The mental health centers should be impressed wi~h the fact that probation 
n~eds more ongoing information. 

• The Judiciary should be'provtded feedback on behavior and progress of patients 
placed by court order. 

TASK FORCE RECOMMENDATIONS 

• COMMUNICATION BETWEEN AND WITHIN THE MENTAL HEALTH AND CRIMINAL JUSTICE 
SYSTEMS SHOULD BE IMPROVED. 

_ _ _"_;;"~"O... "- _. 

- LOCAL JURISDICTIONS SHOULD SET UP A MECHANISM FOR EXCHANGING INFORMATION, 
TO INCLUDE COMMON WRITTEN GUIDELINES. MENTAL HEALTH CENTERS SHOULD TAKE 
THE LEAD. EXTERNAL HELP IN SETTING UP THESE\-MEET~NGS SHOULD BE PROVIDED 
BY TASK FORCE MEMBERS, THE DIVISION OF MENTAL HEALTH OR THE DIVIS10N OF 
CRIMINAL JUSTICE STAFF, OR OTHERS TO PROVIDE PERT~NENT MATERIALS REGARDING 
PROBLEMS OR ISSUES TO 'BE ADDRESSED. 

A FULL POLICE REPORT REGARDING. THE INCIDENT AND CRIMIN AL HISTORY SHOULD 
BE TRANSFERRED ~HTH PERSONS REFERRED TO MENTAL HEALTH CENTERS BY THE 
~PQLICE. 

- BETTER USE SHOULD BE MADE OF THE PRESENT STATUTES REGARDING EXCHANGE OF 
INFORMATION BETWEEN TREATMEN1.AGENCIES. . 

" - REVIEW AND CHANGE, .IF NECESSARY, THE STATUTES WHICH LIMIT THE EXCHANGE 
OF INFORMATION NEEDED FOR THE PROPER CARE, TREATMENT, MID FOLLOWUP OF 
THE DANGEROUS MENTALLY ILL. . 

I: 
~, --" 

- THE STATE HOSPITALS" SHOULD HAVE ~CCESS TO CeIC TERMINALS IN ORDER TO 
" CHECK CRIMINAL HISTORY~~RECORDS OF INCOMING PATIENTS. ' 

\' 
lj 

A MENTAL HE~~ TH "RAP SHEET" TYPE REPORT SHOULD BE PREPARED BY THG\.MENTAL 
HEALTH CENTERS \\,~ND MADE AVAILABLE TO OTHER MENTAL HEALTH OR CRItu:NAL 
JU~TICE AGENCIE~ WHICH MUST PROVIDE SERVICES TO A DANGEROUS MENTALLY ILL 
PERSON. (THIS RE!COMMENDATION MAY REQUIRE A LEGAL OPINION OR A STATUTE 
GHANGE. ), \'0 

\ \ LIABILITY 

The.1Hi9ation whig,h has resulted in a new body ,of mental health law emphasizing 
patHmts righ~e"ih,9-s also created an aura of fear around deci.sions involving 
the care, treatment and release of, and exchange of information concerning, 
the mentally ill. The literature review and the review of Colorado case law 
touched on this i,ssue. ..it· .... 

'\\. 
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Although liability suits have not been frequent in Colorado, their greatpo~ 
tentia1 for destruction of professional reputations and agency capability to 
provide services to the mentally ill requires that the legal ramifications of 
every decision be considered. In Colorado, suits have been filed charging 
professionals and a mental health center with negligence. In the DelaCruz 
case, a mental health cent~r and two physicians were charged with negligently 
permitting David DelaCruz (to remain at large even though they knew he was dan
gerous •. Damages of $11 million were asked. 

Two other cases have recently been filed on behalf of patients whQ have been 
denied care by the Colorado Mental Health System. Thus;, decision makers are 
confronted with the dilemma of protecting the public without violating the 
individual IS rights as a mental patient such as treatment in the least restric
tive setting, informed consent, the right to refuse treatment, and confiden
tiality. It is interesting to note that the suits filed, contrary to fears 
expressed by respondents, are on behalf of patients who have been denied care 
nY' n'~",o,.f ;n ,n.., ';""ro.ll.t:J:~~': ___ ""\ •. v • .-.....,Jb. __ ..t ....... L.!_-- __ .i_ ....... _ •.. __ • 

~. ... ..... ,,"'~ ." « .. I ""U I I I\;; n::lIl.l.Y rt:::n:;rl C1;1 ve se't'tl ng. 

Law enforcement officers are also concerned with the liability issue. In cases 
where no offense hao been committed, the statutes limit their involvement to 
emergency situations involvit1g the dangerously mentally ill. There are laws 
or regu1atiotls governing ·tr~atmentand transportation of the mentally ill, 
which if not followed might result in a liability suit. 

Jailers, too, have specific regulations covering the care and treatment·of the 
mentally ill. Th' conditions of some facilities preclude fo110wirigthese regu
lations, so ,;jaile~s might be, faced w~th the difficu1t choice of illegafly de- ~ 
taining mentally 111 persons or sett1ng them free w1thout treatment. . 

ENTRY INTO THE SYSTEM 

As previouslydescr1bed, 'dangerous menta.lly ill persons may be committed 
to the mental health system in three ways: 

:;' 

1. crimina.l corrrnitment 

2. civil commitment 

3. transfer from corrections 

Before the comm'itment stage can be reached, however, pr'actitioner,s from 
several systems must work togethel'\ to identify and. evaluate the potential 
patient. Although agencies tend to behave as if they are independent\\en
tities. their actions impact other parts of the system as one agencyt~\ 
so 1 uti on becomesfl~otr.er IS problem. " .., 

Problems related to system entry will be disucssed in the following order: .. 
", () " 

1. No unifonn definition or criteria 

b. criterja for mental health referra1s 
[I :1-' 

c. perceived accuracy of assessments 
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2. Criteria for determining whether to arrest or hold for mental health' 

3. Referrals to mental hetllth .. - evaluates, placement or release 

4. The mentally ill in jail 

DEFINITION OR CRITERIA FOR IDENTIFYING OR 
PREDICTING DANGEROUSNESS AND MENTAL ILLNESS 

The lack of an operational definition of the dangerous mentally ill person 
is a source of friction be'tween law enforcement and mental health practi
tioners (see literature review on definitions of dangerousness). In order 
to describe how respondents define and predict dangerousness, they were 
asked to rate a set of possible predictors on a scale from one to five, 
with one meaning the indicator was among the best predictors and five, 
among the least effective predictors of dangerousness to others. Results 
are presented in Table 

Frequency of offenses was rated the most effective predictor of dangerous
ness to others. This was follow~d by recency and the seriousness of of
fenses, respectively •. The relative ranks of the bther predictors are ~re
sentf~d in the table. Overall, respondents rated offense related factors 
as thi best predictors of dangerousness and the social characteristics as 
the 'least effective. Clinician's ~iudgment is rated about average, below 
offense related items and alcohol/drug abuse, but above sOGial character
istH:s. Thus, our respondents conclJr with research findings which indicate 
that'!'offense related variables are thet;~10st reliable,predictors ()f fut~re . 
dangerousness: violent behavior predicts violent behavior. 

",', ~ 

That these, are considered important variables is further supported by 
Miller, whci reported that IiMental health centers generally use several of 
the following criteria to assess a clients's potential for violence: 

r! -
, .. 

1. Histor~ of violent acts or attempts (several centers indicated history 
is th~ best predictor of violent behavior). 

2.," Ooservati on of vi 01 ence. 

3. Threats pr plans of violence. 

4. Delustors/hall ucinations rel ated to vi 01 ence. 
I'ii 

5. Poor "impulse control. 

6. Substance abuse patterns. ;. ( 

T. Accas,S to weapons ana other dangerous, objects 
,~ 

it Clinician's reactions and judgments. 1I (1980:52-53') 

'\ 

• ,'\:, 'II ~. 

~arY,koppi~h Departni'ent of Research and Program Analysi~\ll at CSH has also con
~"'dllcteld research Which supports the propOSition that offeJlse related variables 
are'inl?st reliable in predicting f~tur:e~iol!~ce~.=~K()pjJjn, J'1~o=19]I p'p.P.el',~='l!ll;i-" 
dated'the"=legal=dangsrousnesssca Ie aer1'1eCl l5y Cocotza and Steadman (11974), 
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in a retrospective study of dangerous behC\vior among criminally insane of
fenders in Colorado. 

..' 
To determine whether mental health and criminal justice personnel differed 
on their ratings o~ these predictors, respondents were divided into these 
two groups and matched to the ratings. The results indicate that mental 
health respondents rate the mentally ill person1s recency of violent acts, 
stress in precipitating situation, age and sex higher than criminal justice 
respondents. Cr'iminal justice respondents rate the clinicianls judgm~mt 
higher in predictive value than mental health respondents. The latter find
ing suggests that criminal justice practitioners place more faith in mental 
health assessments than people in the mental health system. Both groups 
essentially agree on the ratings of the other predictors. 

To further explore how agencies are identifying persons who are dangerous 
as a result of mental illness, respondents were asked to rate a set of 
menta1 health indicators to determine what factors best indicate future 
violenCe to others. Table presents the resu1ts of this analysis. Violent 
ideation is thought to be the best indicator of possible violence to others. 
The expression of paranoid ideas is also thought to be an important indicator. 
Intense motor activity was rated the lowest of the six factors. 

Respondents who selected hallucinations as an important indicator sp~cified 
that it is the content of the halhlcinations which indicates dangerousness .. 
Hallucinations such, as those reported by New York1s,IISon of Sam,1I where an 
irresistible authority orders that someone be murd~red, ~re good indicators 
of dangerd~sness. On the other hand, benign haliucinations wQuld suggest the 
patient is not dangerous. 

d 
o 

We also compal'ed crim~nal justice with mental health choices for best indicator 
of mental illness whiGh leads to violence. Mental health respondents rated . 
verbal threats a~ld violent ideas hif'~~r than 'ct"iminal justice respondents, but 
criminal justice respondents rated ~zarre behavior and hallucinatjons higher 
than mental health practitioners. Paranoid ideas and intense motoY' activity 
were rated about :the /.;ame by both mental heal th and criminal justi ce respon-
dents. " . 

, ,,~, ,: 

The suggestion is that the different experiences of criminal justice and mental 
health staff may create some of the disagreements about inappropriate referrals 
and il1'appropriate relea.se. Law enforcement personnel routinely see people who 
make verbal threats and have violent ideas, and mental health ~orkers routinely 
see those who exhibit bizarre behavior or hallucinate. Also, these concepts 
may have different meanings for law enforceme.nt and mental health workers. 

Another fattor' which.,can result in conflict "between the two systems is the 
perception of many clinicians that the sociopath, i.e. one who manipulates the 
system for his own needs, uses valuable resources which could be more fruit
fully spent elsewhere, is resi.stive to.ltreatment and at times dangerous. Not 
all mentirl health profe~sionals agree that sociopathy is a mental illness and 
many respondents fel t tnat thi 5 group shoul d be handled b.y.the criminal justi ce 
syst,em. The following quote from a Fort Logan emp~oyee, 'included iO":bhe Miller 
s,tudy,helps to illustrate this feeling: • 

liThe other side of the court coin is the failure to prosecute a 
sociopath because he can manipulate people into thinking Ilpoor 
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little crazy kid. 1I The upshot is that he is s·ent here as a 
de.ferred prosecution case, but the judge want~, it to work like 
a sentence because .he thinks that he really is guilty." 

"il G .. 

Most of tile respondents believed' i:he"indicators";f dangerousness used by their 
agency were accurate or very accurate (79.5 percent). Very few (8.9 percent) 
thought their indicators were "inaccurate. The results suggest that, as far 
as each agency is corkern.ed, practitioners have confidence in their assessments. 
Responses to other questions indicgte they do not have the same confidence in . 
assessments by other agencies. . • 

These differences in. definition or predictors of dangerousness and the respon
dents belief that the indicators of dangerousness are very. accurate lead 
~o some of the f~eling among law enforcement officers that mental health profes
sionals do not recognize dangerousness and that dangerous persons are not held 

ul 
long enough. Mental health professionals, on the other hand, often question 
the appropri ateness of crimi na 1 j u.~ ti ce referrA t$. . to' the menta lhea.l.th system.-- --1'- - ""-... ~-=O-! --
Theseissu@§ wi 11 be cleseriDed'itr-ii16rl:rdEfta~iTtin the fo 11 owi ng pages. 

~: 

"i' \\ I 
TASK FORCE RECOMMENDATIONS 

\\ 
:1 u 

• A STUDY SHOULD BE COMPLETED TO DEFINE THE DANGEROUS CLIENT AND TO DESCRIBE 
THE FOLLOWING ASPECTS OF THE DANGEROUS MENTALLY ILL POPULATION: 

,. 
- natura"l hi story 

- dem'ogra~lhy 

,'- frequency 

recognition/prediction 

REFERRALS TO MENTAL HEALTH SYSTEM 

Manyof the dangerous melltally ill entet- the mental healtH" system, through an 
initial contact with law enforcement. In (many cases the police'-'are called to 
intervene in a crisis situation which is a threat to the offende}" or others. 
Many of these calls·,are made by family or friends of the offender and, as il
lustrated in the cases, described in ,~ppendix C, include such situcitions as'" 
suicide attempts, carrying and threatening self or others with a wl~apon, 

, .. , starting fires and assaults. Other calls first appear to be routit,lely crimi-';;:;' 
nal, involving offenses such as burglary or theft, with the offende.r's mental 
health problems showing up after arrest.~~'\If symptoms of mental ill\\1ess are 
apparent immed,iately, the police officer may detain the person onlla!)2 hour 
mental health hold. 'Whether to take this act~on or arrest is one~o~ the 
fi rst deci siofls the pol ice officer makes. Some" police departments hlave' es
tablished criteria for making such a determinat'i,\~n. Following is ani, excerpt 
from a po 1i ee p roeedu res manua 1 : ..' " " I .I' 

Criteria for Making the Determination • ~ 1'1""" 
~ " ~ j} !' 

The criteria to be c;onsideredGlin determining whether mental heo/rth t~r-eatment (~! 
is more0appropriate~than an arrest include: .. // \i" I: . 

to 
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TABLE 6 

PREDICTORS OF DANGEROUSNESS TO OTHERS 
BY CRIMINAL JUSTICE AND r~ENTAL HEALTH RESPONDENTS 

Predictor 

Rece'lft Violence 
Mental Health 
I. 

Crim Just 
!reguent Vl nee, 
Mental Health 
Crim Just 
Serious Vlnce 
Mental Health 
Crim Just 
Slress 

Mental Health 
Crim Just 
Age 

Mental Health 
CrimJust 
Sex -,. 
Mental Heal th 
Crim Just 
Race 
Mental Health 
Crim Just 
Employment Stab 

Mental Health 
Crim Just 
Socio"-Economic 

Mental Health 
Crim Just 
Substance Abuse 

.. 
'" Hatlng 

Best , \~orst 
\' 1 2 3 4 5 Total 

28 (62.2) 11 (24.5) 
;(I 

:{ (6.7) 2 (4.4) 1 (2.2) 45 (100) 

59 (55.1) 19 (17.8) 23 (21.5) 4 (3.7) 2 (1. 9) 107 ( 100) 
,-. 

,I 

38 (84.5) 5 (11.1) 1 (2.2) 0 1 (2.2) 45 (lOa], 
" 

78 (72'~9) 19 (17.8) 4 (3.7) 4 (3.7) 2 (1. 9) 107 (100) 

34 (75.6) 6 (13.3) 4 (8.9) 1 (2.2)./ 0 45 (100) 

57 (52.8) 30 (27.8) 12 (11.1) 7 (6.5) 2 (1. 8) 108 (100) 

17 (40.5) 14 (33.3) 8 (19.1) 3 (7.1) 0 ::- ,\ 
42 (100) 

17 (16.7) 36 (35.3) 32 (31.4) 14 (p.?) 3 (2.9) 102 (100) 
J 

" " 
3 (7.1) 10 (23~8) 11 (26.2) 11 (26.2) 7 (16,7~ 42 (100) 

4 (4.4) 6 (6.6) 25 (27.5) '9 (9.9) 47 (5lo6) 91 (100) 
\~::.. 

',) 

5 (11.9) 12 (28.6) 12 (28.6) 5 (11.9) 8 ('19.0) 42 (100) 

4 (4;4) 7 (7.7) 17 (18.7) 13 (14.3) ~O (54.9) 91 (100) 
" 

1 (2.6) 2 (5.3) 11' (28.9)l (Hb~) 17 (44,.7) 3.8 (1~O)' 
3 (3.~) 1 (1..1) 12 (13.3) 19 (?Jo) 5S: (61~'2) 90 (100) 

il" (/ 

2 (4.8) 7 (16.7) 119 (45.2)': 11 (26.2) 3, (7.1)" 42 (lOa) 

6 (6.1) 19 (19.4) 32 (,32.7) 24 (24.5) 17 (17.3) 98 (100) 

2 (~4.8) 3 (7.1) 16 (38.1) 15 (35.7) 6 (14.3) 42 (100) 

4 (4.1) 14 (14.4) "25 ,(25.8) 25 (25.8) 29 (29.~J 97 (100) 

',' 

t4ental Health ~3 (51.1) 15 (33.4) 6 (1,3.3) 

Crim Just " ;2 (36.~) 51 (48.1Y·16 (15.1) 

1 (2~'2) "0 45 (100) 

(;:,/-.'., 

" Clin i c i an Jc:tgmt 

Menta.l Heal tf' 
Crim Just 

" 
9 (22.0) 13 (31.7) 14 (34.1) 

2~ (32.2i'35 (38.9) 20 (22.2) 

5 (4~'7) 

5 (12.2) 

5 {5;O} 

2 ( 1.9) 106 (100) 
.. 

0= 41 (1Q()) 

1 ( 1.1) 90 (100) 
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TABLE' 7 

INPICATORS OF NENTAL tLLNESS' THAT M~Y RESULT IN VIOLENCE TO" OTHERS 
'&'; (" {y ( I:) 

BY CRHlINAL JUSTICE AND MENTAL HEALTH RESPONDENTS 

, Indicator 

. Bizarre Behavior 
Mehta 1 Health 
Criminal Justic6C;:-

" II 

Verbal Threats Ie 

Mental Health 
Crimi nal ~us~io~7" 

~ Paranoid Ideas 
Mental Health 

Cri~inal ~ustice 

'(Viol ent Ideas 

f,>1enta 1 Health 
" Criminal Justice 

Menta lfl'ea 1 th ,j 

Criminal Justice 

Best 
1 

3 (7.1) 

35 (34.0) 

8 (18.6) 

19 (18.6) 

19 (42.2) 

36 (34.0) 

28 (62.2) 

42 (40.4) 

7 (16.3) 

29 (29.0) 

-., 

I 2 

3 (i.1) 

24 (23.3) 

18 (41.9) 

30 (29.4) 

15 (33.3) 

, 37 (35.0) 

14 (31.1) 

36 (34.6) 

,'I' 

13 (30.2) 

34 (33.0) 

Rating 

3 

18 (43.0) 

29 (28.1) 

[!2 (27.9) 

28" ,( 27.5) 

7 (15.6) " 

29 (:27.9) 

2 (4.5) 

19 (18.3) 

12 (27.9) 

23 (23.0) 
iI' 

~ . -"~ ....:OJ-o.(~-:.....:;~=~"=-=Percefrto=-~-,-.=::.."'":---=--=----=---~-=---=-·~-=- -----=:.------=:---;=.--- --=-~-:==~="'" ~-~-~'f--- -~ _--==:---o·~~-_-__ 
I!J .' (, () 

4 

9 (21.4) 

10 (9~2) 

4 (9.3) 

19 (18.lh 

3 (6.7) 

3 (2.8) 

1 (2.2) 

4 (3.8) 

8, (18.6) 

,11 (11.0) 
).J 

Worst 
5 

9 (21.4) 

5 (4.9) 

1 (2.3) 

6 (5.9) 

Total 

I;' 

42 (100) 

103 (100) 

43 (100) 
~ ,.:,: 

102· (100) 

1 (2.2) .' 4~ (lqO) 

1 (0.9) 106 (100) 

o 
3 (2.9) 

2 (4.9) 

6· (6.0) 

3 (7.0) 

4 (4.0) 

45 (100) 

104 ( 100) ,:< 

41 (100), 

101 (100) 

43 (laO) 

101 (100) 
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TABLE' 8 
j}; 

FACTORSdbETERMlNING WHETHER LAW ENFORCEMENT AGENCIES ARREST OR 
'i:i DETAI'N ON 72 HOUR HOLD DANGEROUS OFFENDERS 0, ,.J 

(0 

('\ 

L~.-' 

Rating \"1 '\\ . 
" 

0 Most Import~nt LEas Important 
JI I Factors '(. 1 2 3 4 5 "x:, Rank 

" 

Seri ousnes,s oJ bi~fense (63.8) (23.4) (10.6) d ( 2.1) 
';'~ 3Q 11 5 c 

~');: 1 1.532 1 , I) " 
1\ C Individual's Need for 

(6J) 
0 Treatment or Evaluation 20 (42.6) 23 (48.9) 3 ,,0 1 (2.1) 1. 702 2 

o . " 

(: 

", 
ll,lness l<,44.7) 'I; 2 ib (4.3) 'Si gils of Mental 21 12 (25.5) 10 (21.3) 

0 2 (4.3) 1;979 3 
~'"'i, 

('--;:.;, 

'.:' , Previous Experience With '0 

" " Individual 12 (26.7) 17 (37.8) 9 (20.0) 4'~ (8.9) 3 (6.7) I:' ,2.311 4 " 
" .... -',,~"" ! 

" ";:;/1 ,;~~ Precipitating Situation 9 IJ(20.0) 13 (28.9) 18 (40.0) 3 (6.7Y 2 (4.4) , 2.467(~' &} ';,,' 
" 

1/' V 

o 

o 

" Expectation That Mental " 

~....:: Health Will Evaluate and , 

Release 0 

(14.6) 8 (19.5) 11 (26.8) 6 (14.6) 10 ~C24.4) 3.146 6 6 
-' : c 

0 
.;:< 

Potential Behavior ~:, 

Problem in Jail 8 ( 21.1) 6 (15.8) 6 (15, .• 8) 4 (10.5) 14 ( 36.8) 3.263 7 
" '':. ," 

Overcrowding tn Jail (16. ~) (14.0) (18.6) (14.0) 16 (37.2) 3.419 
J 

8 7 6 8 6 , 
if Ij L It 

I:) 
'I '.~ .;; 

" (rt.-gf '3.80'0; Lack -qf Bed S'pace - -~ - --~B -(20;0) ~r=(2.!)1 ;~" "~3 ('7.S) -7 21 (52~-5-) 9",,,- \ 

1.>.,... t,;~ 
~""' 'I -, " " 

" 

, 

==~.- -~-~""=""f'- --;r- -

OJ , :-~~~~=~~=~~~-o~:~-'l ' 
, b 1 0 

1 # = Frequency 
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1. The seriousness .of the offens~ as balanced against the severity of the 
subject's apparent mental' illness;~D 

surprlslng that many respondents disagree with the statement that mental 
health professionals respond immediately to requests for emergency evaluations. 

2. The subject's wiJlingness to accept_mental health treatment as balanced 
against the subjec,t's competency to-make"a de,cision about accepting mental 

, hea 1 th t rea tmerrt,; , ~ if '. 
o ',j» ;~" 

3. Any,other factorf;which bears upon the "individual officer's assessment of 
the,j;?alance of hardships to,ctheOfhdividual and to society by diverting 
the. subject from the crimiQ,al to the mental health system. . 

Survey ,results indicate th~t these. criteria are generally used whether or not 
they are included in" the procedures manual. As shown ,in Table 8 , seriousness 
of tbe offense is. the most. important factor in making the decision. This is 
followed by the individual's need for treatment or",evaluation, previous ex
eer~e~ce with the individual, and the precipitating situation. Overcrowding 
1n Jalls and the lac;k of bed space were rated very low. 

u 

o 
o 

TAJ3LE 9 

MENTAL HEALTH PROFESSIONALS RESPOND IMMEDI~TELY TO 
REQUESTS FOR EMERGENCY EVALUATIONS 

6 

Strongly " No 
Agree ~~ Opinion Disagree 

.s-' 

Mental Health 12 31.6% 18 47.0% 1 3.0% 7 18.4.%" 
.' 

Law Enforcement 18 15.7 
I 

46 40.4 12 10.5 28 24.6 

Other 1 20.0 2 40.0 0 0 2 40.0 --" 
Total 31 19.·;7 66 42.0 13 8.3 37 23.6 

., 

Strongly 
.,Di sagree 

0 0 ,<I' 

10 8.8 

0 0 

10 6.4 
This i.s important information for it implies, that police arrest the mO.re serious 
of!e~ders . who \'fQU 1 d then be admi tted to the menta 1 hea 1 th sys tern t"hrough the 
crlmlnal lnsamty statutes or through"a transfer from prison, while they opt for 
a mental heal~h .'hold\1 'fior the less serl0US offenders who would then be served 
through the C1V11 system. " 

Sevetal interagen~y conflicts were identified related to the process whereby 
a law enforcement officer suspects that an individual is mentally ill and refers 
the person to the community mental health center. These stem from the lack of 

I 

0 

!9 

<) 

j;' 

" 'I 

It should be noted that slow response time is not a problem in all catchJnent 
areas. Over 5~ percent of the l~w en!orcement respondents reported that' mental 
health professlonals do respond llhmed1ately. Law enforcernent ,respondentsjn 
Colorado We~t catch~ent area prai~ed the work of the mental healtb profess'lonals 
there, and felt thelr system could be used as a model for the state. 

un i forml y accepted criteri a ""for referra 1 and to alack of resources. The prob- ' 
lems identified by the police include: 

• '!, MAc's untimely or inappropriate response, to emergencyflca)ls 

• Inadequate evaluations (evaluate and relea~e) 

o Failure to recognizeOdangerousness 

• No feedback on referred clients 

0 

o 

() 
In fact, mental health policies may function to consistently lower the prior-. 
ities aJsigned to calls, from law e~forcemen~. W~enl~ental health centers are", 
contacted b,Y law enforcemehtagenc1es the sltuatlon 1S usually under controL ' • 
the weapon:/has been taRen away ,~nd/or the person. is in an emergency room or in 
jail. , What i$ c:ons~idered a criSis situatiQn by law enforcement is considered 
a c,ontr9:11ed'Csituation, by mental ~~~lth. T~e following 'excerpt from a mental 
health cen~~r's procedures manuaLhelps to.j,llustrate this point. 

,,? ,,-) , '~\ 

I: I ncom; ng call s, ; n 'the eve~t of a back log, wi 11 be pri priti zed 
lh the following manner: . -

problems identified by mental health practiUoenrs include: ,-" n l.Pe,rsqn'scal1ing.from unstructured'settings, {e.g. ~home~ a phone 

", ~~~: ~h ~~ea riment '.~fa i1 ure to und~rstand 1 imi ta ti ons j~posed by menta 1 ..."~[ J~.. ~. ~~~~~~: ~~ \~;C~! r~ e~i t}\~~~~r~Zo~~;vr~e.~h~ i ~~!_~n~~ ~, danger-

it ."'M"entar'heaHhc'ent~rs' are notP~'i(t':;'~~~~;~ '~v;;'u;t~~~i fo; p~;'~'~e~~'o/·~,j\C - -'~ r '1' ~ -~-~2. = o~~~nt:pc~'~~~1i~;~~:tr:~;~f!~:~e~~/(~s~ns I C~l1 ~~~s:ro~a~~~~~~~~ 
• I? . •• • • ~ . , . I, " C f'J I H~u~e, Comm~!hit~=~CUS3,=NUi"s-i ng-~HomeS"h-~-rrfi~-'i'S-i5eb'alTse -o-{tt1e~~ 

" • POlo1~;,~fflc;:~rs' l~approprlate oreferrals for mental health{"evaluatioTlS ~ c .• ~~L'_,b ~~. ,_, __ ~~_,_,,~=-~- _"l:~~~ed_ ~V~~l~~~~t~"~~~ :x~e,~~,1s~e =~!_~~~~~_~~r!~~,~ff ~~r_s ___ ~_~~ 
___ ", ~h_~ fol1owJr)g_,dlS"c,u_S,SJ,Q~p~p.sents=the=pr{)b:J.ems=from=bGth~the=POli'ce-=,anCi=menta~~---~---'~-~I-'~- o~. Tfilrd prjority 1S 91ven to persons'lnvolved w1th law enforc~lent 
----nealth perspective." ' '~~ officers. Thoug~ "police do 'not have any formal expertise with 

I "~, 0 ,'b Jj mental h~alth cllents, they are capable of providing a bigh 
, 2 , ' Response Time \ () level of' protection for the client ana the community. 

<\ 

u Sin'~e crises often occur in the evening and on weekends, and mental health .0 . £~, '1 4. Fourth priority is giVen to persons calling from hospitals, 
centers usually operate with fuH staff from 8· or 9 AM to 5 PM, it is not /, '-", or hospital emergency rooms. ;Tbe~2'="settings arel,most able to' 

'" "",'provide care to the clien~~ irf the event of a backlog. II 

48 Q 

r 

.. ;:~ 
;, 



.. 

1\ 

';'.':::i. ~~. 

about dangerou~n~ss a~d m~ntal ill~e~s· indicators. For example, whiJe,57 per
cent of the crlmlnal Justlce practltloners considered bizarre behavior as a 
good indicator of mental illness,'only 14 percent of the mental health professionals held that same view. 

Another problem as seen by mental,health professionals is "tryat these evalua-. 
tions becom~ very,~xpensive for mental health centers. Havln.g no contract w~th" 
the ~olice,)themeQtal ~ealth~~nter must attempt toc?ll~c~ for the eva1uatlon 
from soci a 1 'servi ces or, an insurance company. If the 1 nd1Vldua 1 has no 1 nsur- '" 
ance, or is ineligible for support from social services, then the costs of 
evaluation must be born by the mental health center ,since DMH does not pay 
for s~rvices provided to unenrol1ed (uhadmitted) clients. The other side of 
the argument is that mental health centers are supported w~th.p~blic fu~ds. 

o for the purpose of serving, the mental hea lthneeds of a 111 nd~ Vl ~u~ 1 s w~ thi n 
. their cafchment area, with charges for services based on the lI'!dlVldual s 
ability to pay. 

'0 

One way some mental "health professionals reduce the cost is to conduct the as~ 

Law enforcement'. respondents~1so indicated that often they q,re not provided 
feedback regardlng the treatment or release of the individucfl they referred to 
menta 1 hea 1 th. Se~era 1 1 ~w enforcement officers felt tha t if the menta 1 hea 1 tho 
worker"~oes not thln~ ~hat t~e referral is appropriate, the law enforcement 
agency should be notlfle~ prl0~ to release. '!his would.give them the oppor'tunity 
to.h9l~ th~-"person and fr!)leCrlmihal charges IT .approprlate, and to re$pond to 
crl tl O'lsm fr-om the community about the rel eas.e of the person. """ 

sessment by telephone . Menta lhea 1 th respondents tended to call these te 1. e
phone interviews "screening~," while police officers."called them tele.phone 
evaluations. The respondents overwhelmi.ngly (96.2'1 percent) felt that tele-, 
phone evaluations are inadequate. .~ f:. " I, . ~ 

SURVEY RESPONDENT RECOMMENDATIONS" 

10 

Mental. heal~h profe~sionals felt that at times the criminal justice' s;stem re-
9ues~s speclal serv~ces such as irrmediate evaluations and treatment of c~'iminal 
JUStlC: referrals wlthout providing funding for the provision of these services. 
Commu01tY'!lental health centers a\'e under considerable pressure to generate '.' 
local fundlng sources, not only to expand services but also to replace state 
and federal funds.L;f,mited inpatient care resaurc~s may also affect the mental hea~~h worker's decision to release the individual. ' 

'.: • '. <> 

o Mental health evaluati~ns should be available on a 24 hpur basis. , Thete have been attempts to resolve Saine of these"'issues "~n cert~iIII areas of 

If 

""0 0 the sta~e. For example, the law enforcement agencies and the mental health o Mental health ce~te'r~' should re1y.on better qUaiified personnel to conduct c~nter ln Jefferson Cqynty recent1rnegotiated a contract for services to be 

eva 

1 

"at.! ons .' {~:LuAT~:N TREATMENTQR RELE8S: '" , I~~~l ~:e ;~::::; 1 :::;:I~t:~:::~:::~~~: ::;f:o,,;:~::::, s:::~:e d::O:i:::~, ::r~~,l: 
Law enforcement's most, strongly felt problemwith the mental heal!h s,Xstem is .. (f) 0 gency unit at a central location." 

., that' persons referred for evaluation are back on the street".almost.immediatel,Y _ .':(_' 

"be! are I get bac k to the depa rtment. " Law enforcement res pon~ents, felt. tha t , 2.' The Men ta 1 Hea lth Cen ter s ha 11 p rovlll'e "face to face eVa 1 ua t ions by 
this problem is the result of several factors. Probably mo~t. 1mportant 15. the qualified staff at the central 10caMon. 'c ~fact that the person has calmed down and been somewhat stabl11Zed by the tlme 

tha t the off! cer trans ports the perso n ,to the menta 1 health cen te r or em~rg~ncy 3 . Fa~e to faceev a 1 ua t ion s c~ii 11 be provi ded to .11 pe rso ns b roug ht to the 
' room. For example, a police officer is called to the scene where a '!'On lS ~r- @ 0 unIt by any ~,eace officer CO"'"jssloned by any jurisdiction within the Ii rational "'has a gun and is threatening his life and otherso. The pollce offlcer county,,,,,, 
, takes th~ gun away and r'lJlloves the person from the. aggrav,atl ~g sHu~ti on. ~y • ~ 
;1 the time the mental health worker seeS <:the person.,ln a "sterllef':nv~ronment I 4. The face t? face'evaluations will, be""performed withii'ri a reasonable time' 
!" to eva

l
uate him, he has calmed down "and is" no 1 anger seen as an 1 ","went . danger of the offl cer: s .rrlva 1. Reasonable time in thi s context shaul dnot 

il to hi mse 1f or others'. However, when hei s re ll!~sed and returns to the s, tu a-exceed fa rty-fWe (45) mj nu tes . ' .. ' ij t Ion he may ~ ga i n .decompens a te and become d~ngerous. and the po] i ce a re ~a 11 ed 0 "' n .. , , 
ii ,a~a"ln. See the case descriptions in Appendlx C for a further l11ustratlon of D I \." 5. The Center will be.attentlve'to police input, will consider the aspect ~ thfscase. 0" f" c" " I \ "" of danger and publlC safety. 

" " ,-~# Lawen f orcemen ta
l ~o felt tha ~ thel r _ i n~u.l\. r~_ga,!"" 1, ng the inc I den t and the i nd i - 6. The cen te r sha 1 ~ p rov I de feed~ack to the po 1 i ce a~encl es of efa 1 ~a ti on 

o ']-" JII 0, • - v i dual's beha vi<> r 1S often n o~ reques tea or 1 s 1 gnored, even ~haugh both the 0 res u 1 ts on a c.se by ca se baS] s . , ' r 1 itera tu re rev I ew and s u ~ve.x, resu] ts show a. cons ens us on the 1 mpo rtance .of Of-lit , ) , ': . ' ." 

f.'" 

ii\ fense related variables In asSess"ng dangerousness., ' .. 7. The center s~all work wit~ the police agenCl~S, of.~!_l co~ntYmunicjpalitj.es_ 
I' , , ,,' . . . ,,~d, ~h~ phe!:, fLto ,es,ta,bhsh .ppropr~ a teo"lofill>6W'"Ro'revn!w'procedures 

I' ',,, '-"";" -Y "-eati OilS" -of '5.100' llT tOO' mental ileifl til wo r~ers who do the eva 1 ua t 1 on S • There was • _ '" ,,, '" , ' 
,,,' ' a feeling' in some areas of the state that the mental health centers assigned ._ SURVEY RESPONDENT'RECOHNBNDATIONS 

. " ' eva 1 uations to less experfenced peop1 e. • \" "" () ,,' '0 ,,,,,, .. • .. 

' " 0 , ". ,; 0 ~enta 1 ~ea 1 th cen te rs s hou 1 d rely on better qua 1 i fl ed pe rsanne 1 to conduc t i Mental health agencies, on the other.nand, felt that oftenl~~~ enforc~ment ~gencles "I eVi!1~a~,10ns. " (, , 
i' ,fJmake inapprop'r-iaterefel"t'als. This issue is related to the '~Jl'rTi€!r,dlsCUSS10n "" i¥-

~ 'I,. ,c '7 
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". Mental health shoUld take, input' from law enforcement offic~ts, rega~ding 
the behavio'Y' of the offender especially regarding the nature and,clrcum-

,stances of the offense. 1\"". C' 

~ 

!' 
1 

, 
~ 

I'. Mental health agenCies should" notify liiw. enforcement agencies prior to 
releasing client - law enforceme:ht may want to pursue criminal. charges. • \ .l 

TASK FORCE RECOMMENDATIGNS' 

~; STATUTE 17-10-107 (1) SHOULD BE CHANGED TO REQUIRE SHORT TERM TREATMENT' , 
IF THE PERSON HAS BEEN EVALUATED AND MEETS TltE CONDITIONS FOR CERTIFICATION. 
THESTATUTE SHOULD READ: IIIf a person detained for seventy-two hours under 
the provisions of section 27-10-105 or a respotide~t under court ~r::der for 
evaluation pursuant to section 27-10-106 has rece1ved, an evaluatl0n he shall 
be certified for not more than three months o,f short term treatment under 
the fo1'lowing conditions: (a) The professional staff,of the agency or 
facility providing 12 hour treatment and evalua~ion has analy~ed the person's 
condition and has found the person is mentally rll and, as a result of ~ 
me~tal illness, a dahger to others or to hi~se1f or gravely disabled; . ~ 
(b) The person has been advised of the availability 0(, but has not, 
accepted, voluntary treatment; but, if reasonable grounds, exist to ~elieve 
that the person will not remain in a voluntary treatment,p:ogr?m, hlS ac-
ceptance of voluntary tl'1eatment should not preclude certlflcahon; , 
(c) The facility which will provide,short term tre?tment ';has been deslg
na ted or approved sy the executi ve dl rector to provl de suoh trealtlment. 

• THF- 72 HOUR HOLDil.SHOULD BE EXPANDED TO UP TO SEVEN D.4\YSo 

THE MENTALLY ILL IN JAIL 

Jail is.a familiar place to many mentally ill persons. Police "may ~~il per-,,:,,,, 
sons Who appear to be mentally ill and, as a result of such mental'11lness, 
appear to be an imminent dangen" to others' or to themselves or, appe~r to ~e\ 
gravely disabled, for 24 hours exclud~ng Saturdays; Sundays and holldays lf 
no approved facil i ty Js avail able (27-10-10p (1-.1»). Jai led offenders pre
senting symptoms of mental 'l11ness ma,V be h,andled in several ways: , " m ,'. 

' ~ ~ 
1. Charges may be dJsmissed in order to a'l;low c,ivil commitment. 

..... ' '·~K.'·, 

2. The court may order civil cdmmitm~nt with charges pending (27-10-123). 

3. The court may order commitment as a"con9ition of probation, parole de
aferring prosecution or judgment. . 
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4. The persofl may be held in jail j~l'ld,char'BedwlttLthe, Qffense=and~requi~i"e~~'~~ =~~~=~.~\ t'~- ='/IA

J 

.. "-'-~~~~~~menta"} heali;IT-servl"ces~;'~" ~ ... ~~~'.~---., 
. . 

" "c,. "";" 

Holding the rr~ntally ill in jail 7reates m~ny problems .Whic~ threaten to in-
tens i fy 0 ve r the n ex t few yea rs Wl thout ;correc t lYe actl on. ' , 

c 
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Some of these problems have already been discussed, however, it is Worth re
viewing them .. ~ .. The problems include: 

1. Inadequate facil iti~~ . '(' 

2. In~dequately trained staff 
3. Overcrowded facilities 

4. High$tress environment 

5. Li abi 1 i ty~ 
~-"::;:;,-~",,.;::.;-~ 

,'..=-=-~-

0;"':'-" 

6. Transportation 

A person taken into custody under 27-10-105 may be "jailed for 24 hours (ex- u 

clUdiri'g Saturdays, Sundays and holidays) if no other suitable place of con
finement for treatment and evaluation is readily available. However, certain conditions must be met: 

1. The person shall be detained separately from charged or convicted offenders. 

2. The person must be examined every twelve hours by a peace officer, nurse, 
or physician or by an appr"'opriate staff profeSSional of the nearest desig
nated or approved mental health treatment facility. 

Many jails in Colorado, especially in the rural al"eas, 'do not have the faci
lities and staff to comply with these conditions. cThey may lack space for 
segregation, and seVeral jails do not provide 24 hour ".staff«,supervision of 
the jail. In addition, few jails have mental health profeSSionals on their 
staffs and most dail personnel receive little or no training on how to handle mental health problems. 

c::; 
According to a survey of county jails completed in Ji.iYtuary 1981 by the Colo-~'I\ rado Jail Standards/Criteria COlllTlission, thel condition of t>ver 20 percent of 
,these jails was rated as poor or very poor. " Most of the poorly rated jails 

'''are located in rural areas. Approximately one third of the county jails had 
been sued or had suits pending at that time. Many of the suits involved 
overcrowding as well as other general conditioris.. , fi 

A study 0 f "Psycho t j cs in Ja i1" in Boul de r Coun ty wa s pres ented by Ri CharI 
Warner, Medical Director of .the Mental HealthCenterot BOUlder, Inc. W-,::::..;ne 
winte~, of 1981. A study of"prisoners in .the' Denver County Jail and Ward 18 
is cUrrently being conducted by the Denver Anti-Crime Council. In addition, 
several cases involving dangerous mentally ill persons in a;f:'ural county 
were reviewed and the problems identified are summarized. These studies are 
presented on the following pages and are useful in further defining and il
lustrating the problems identified in the survey of practitioners. 

.. ; ,;~h. ~" .' ~=. -.-'-"=------'_-=-_-.- -_--== -:c~~"===-;-o;----= __ "_.-"+!.-____ -=-_=--..:._-::..=--"'-='--~_ 

Boulder Count~ Jail 

Unlike many jails in Colorado, the Boulder County Jail has trained nursing 
and profeSSional mental health staff, and the Mental Health Center of 'Boulder 

"County provides a programof mental health servj,~esto jail fnmates a~d 'con-~ 
, v .. -
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sultation to correctional staff. These services include 24 hour crisis res
ponse, drug abuse counsel'ing, and twice'weekly psychiatric treatment_ard 
evaluation provided by a psychiatrist and mental health professionarY~' 

During the period from.O~~ober 1~79 through Septemb~~ 1980, 119 individuals 
were~valuated by the Jall psychlatry team, and 71 were found to be psy
chodc, possibly psychotic or suffering from an organic brain syndrome." A 
small number of acutelY~ psychotic peopl e Were seen by the Mental Hea,lth Center 
crisis services in the jail and immediately transferred,'elsewhere.The 71 
non-acut~ psychotics account for only 1. 3 percent of the jllri 1 admi ssi ons duri ng 
that year, but because of their extended length of stay they represented ap:-~~, 
prox·imately ten p~ercent of the inmat,e P9Pulation. This figur~ compares to ,,' 
nationalfigure§ 'which show that up to eight percent of the population in u.s. 
jails are psychotic offenders,and that they are more likely"to be detained 
lpnger"than other lawbreakers. Table" , shows the type of offenses for'which 
p~ychotic individuals were detained in the jail. 

" 
Fewer than half Oif the, non ... acute psychoti cs eva] uated were transferred to 
treatment elseWhere; the remainder stayed.')in jail. Half of the non-acute 
psychotics seel'1 '1n the' Boulder County Jail remained there be,cau$e they were 
considered too I,nildly disturbed, in some cases (24) for involuntary treatment, 
andjn other c~$es (11) for residential care. Three patients remained in 
j~,il because th'ey were too violent for community placement and long term 
state hospitaldcare was not available. . ', 

I. IF " 

Th~ detention ~f psychotics in jail and, in particular l the small "gtoup of 
vi61ent indivi~uals, places a burden apon the correctional system. Staff 
and other lhmates suffer from their unpredictable behayior and the patients 
themselves deteriorate. For exa'!lple, one patient in his early 30s for sev
eral years has held delusional b~1iefs that' he is being pursued by IIj,unkies," 
and that metall ic implants in hi'S brain cause him mental angui!:;h. \ClAlthough 
at times he becomes suicidal and retreats to his room for weeks itt a time out 
of fear of others, for most of the period of~his psychosis he has lived an 
active and satisfactory life without psychiCl-tric treatment. In jail he was 
seen ~.~ delusional but not gravely disabled"~pr a danger) to him%elf or others. '. 
He dio'not, therefore, meet the criteria for\%,nvoluntary treatment under the 
Colorado mental illness statute and he refused voluntary treatment. After ,\ 
several weeks ,in jail, the str~ssof detention broughtr about a ~orsening in \ 
his psychosis, inducing features of volatility, fearfulness, disorganized f'\ 
thinking ar)d suicidal ideas. At this point he was transferred to a hospital "~~?,"o 

'for involuntary treatment. 
'':.''. .~ 

N Three violent psychotics Were treated in the jail because, after several" 
» attempts at hospital and residential treatment, the patients haa proved too 

jQ) 

\ ) 

\) 

fJ 

11 violent clnd ,destructive for community care. The proper ~etting~,for these 
i! people Was considered to be long term institutional care' in a secure psy- 0 d 

" ...... ' 

TABLE 10 

OFFENSES FOR WHICH PSYCHOTIC INDIVIDUALS SEEN IN 
BOULDER COUNTY JAIL BETWEEN OCTOBER 1979.AND SEPTEMBER 1980 

. WERE DETAINED 

OFFENSE 

Major 

Burglary 
,Assault 
Sexual Assau11t 

. Felony 'Menaci~\g 
Arson, 
Reckless Endan'germent 
Theft " 

MinQr 

Ca rryi ng Conceall ed Wea pon 
Criminal Impersonation 
Extorti on . 
K:l;dnapping 
Prohibited Use of Weapon 

() 

Tota 1 Major Offenses 

Trespass 
Harassment 
Failure to Appear 
Bond Revocation» . 
Driving Under Suspension 

o Indecency 
Possession of Marijuana \.0\ 

Posses!;"; on of Open Container of Liquor 
Violation of Deferred Sentence .' 
Violation of Restraining Order 

Total Minor Offenses 

~!7 

~ 

~UMBER PERC'ENTAGE 

9 12 
8 11 
6 8 
3 4 
2 3 
2 3 
2 3 
1 1 
1 1 
1 1 
1 1 r.::.:v 

1 1 
.~:. 

3,7 50 

0 

15 20 
4 5 
4 !'?- 5 
1 1 
1 1 

i.l 1 
1 1 
1 

(l 1 
1 1 
1 1 

30 co' " 41 

II 
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Ii chi~tricfaci1ity such as a state hospital. However, Fort Logan Mental, , Not Known 9 '" 
I"..i Health Center had a waiting list of around 100 patients during this period. I _' __ IIi!!!!'!!!!!!!I!!IIII!IIII!'!'!!!'\!'!!!II!JI!II!I!~~~!'I.!I"!'!~~~~~~~~!!!!'!"~~~~III!I!II!III!'!"'~~III!I!"!"IIIIIIi!IIIIl~~ •. ~c_:::.,"~,=-,,=" -:-. ---"-T-'-~-'-""-'~ 
r~t~E~~~~~~~J~~~:~~:~~~;r~~~ ~---;.~.~-.--- ~~- - ---------- -- -----,-- '~ 

I i II (j. 0 J () Ii ;! 
. Denver Ci ty and County~Jai 1 ~ U I) \:, 1.1 \I ': .... 

A study is currently being conduqted by the Denver Anti-Crime Council (DACC) 
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I 
of the mentally disturbed offenders Ii'eld in the Denver jails. Freliminary 
data from the study shows thcrt 1,031 people were booked into tlie Denver County 
J~il with possible mental fh~\~lth problems from Janu2!\ry 1980 to June 1981. ' 

':.:!he fol1owing t~ble shows th~ reason tt}.at th~l~1ients"'''were being held in jail. 
'I' ' " -- 'l, 
\i 0 

~\ Violent crime !\. 9 .• 3% 
'i, Non-violent felony/misdemeanor 28.8 
( "Ordinance violatibn 61.0 

:1, " Hold "fot other jurisdiction 10."g~\ 
\'> " 

DJ'CC also reviewed a small sample (44 cases) of clin'icetl records at the infir
mcl',ry at the jail to look'at the diagnoses of these clients. Forty-two percent 
we .. re diagnosed as severe/chronic, 12.5 percent as acute and 2.3 percent as or-
ga\hic brain syndrome." II <7 

'" 

Fi "~ hundred and ni nety-two of these cases or 57.4 percent were trans1ferred 
. to Ward 18' at uenver General liospital. The balance of 439 were treated "at 
thE~ jail. The aVerage\,\length of time from arrest to release is 14.8 days. 
ThH, two charts on the ,fo1l9wing pages show the disposition of cases. 

/Al \) . 

Rural Jail 

An interview wa's held with a she\"iff and m~tal health center wor-ker of a 
rura1 county to review the handling of recent cases involving dangerous men

" tally ill persons. Two,cas~s are ~r~s~nted here which ~elp to illustt~,ate. 
1)' some of the problems found 1n rural Ja11s. Several add,tional case descrlp-

tions are 'included in Appendix C. " . 
'I 

In the first case, the sheriff's office was called to the scene of a burglary 
in progress. A 39 year old male wa~ ar.rested a short distance from the scene 
andwas booked intQ the county jai1 for second degree burglary. The indivi-' 
dual was diagnosed as a bQrderline psycnotic and spent one month and ten days 

,in the county jail while the mental health center tried to secure a bed for 
I him. During th1's time the individual C created "chaos", in the jail and thad to 
j\ be physJcally restrained on severa,l occasions. The mental healtl1 shff tc~ied 
cI on repeated occasions to treat th~ individual, however, he refused treatment. 

l t;he individual wfis then trallsported to Fort Logan for a 30 day 'hold with the 
I " pending burglary charge. The individual h~s since ,escaped from Fort Logan " 

.,,". 
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.. ~ 

'll .. 
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f~o~ CSH and transport him ba~k to his jurisdiction. Two aays later the in
d1vldual became Violent again and was transported to St. Joseph's Hospital 
in Denver on' another 72 hour hold. Ten days 1 ater the she~i ff was called by 
St. Joseph's and told to ~ome pick the person up and t~ans~ort ~im to Fort 
Logan for further evaluatl0n and possible treatment. Approximately 'one 
month later, ~he individual.was once again picked up and transported back 
to t~e communlty for a\he~rlng on a pending assault charge., In total, the 
sherlff deputies made tWo round trips to Pueblb,o four round "trips to Denver, £1 
at a cost to the .countyof apprQximately $480 in sa~aries;" 1648 miles at 20 
cents per mile equalling $329; ~ight visits from mental heaJ~h for evaluation 

"~ ,~nd.m~dic!tion at a cost of approximately $503, plus the co~i of seven days 
'In Jall t1me. " 

In ~nother case, an individual was sent to CSH for an evaluation. He was 
later returned0to jail to await trial. CSH mails their report directly to 
the District Court Which may ta.ke several days. As a result,neither his 
staff nor the local mental health center are informed of the resuHs of the ' . 
evaluation and instructions regarding treatment or medication while the indi-
vidual is in jail. '. " 

Thes! studies and the cases presented illustrate several issues which were 
also identified through the survey. 

\'\ \ I 

• In many areas of the state, jai1 is the ~n1y,alternatfve available for 
holding dangerous mentally ill. 

• Clients are~held in jail because the, state hospitals are full. 
.l (j c'; 

• ManY"jails, e,spec1ally in the rural areas, do not have adequate facilities 
and trained'staff to confine the mentally ill. When a dangerous person is 
he'ld and has to be segregated it creates crowding problems for the rest 
of the pri soner~. . 

• MenIal health prob1ems often become worse while the individual is held in jail. 'f, 

" ~ra~sp~rting "a~:}ien'l;s' ~o mental' health,/acilities and back to the l'ocal 
JUrls~lction ~~t'i!,hearlngS, etc. creates prob.lems for sheriff's departments, 
especlally in,rUral areas where mental health faci"lities are great distances 1 and is still at,large., " , '" . 'Q; 

j The second case illustrates the problems related to' placement and transporta- •. Lackof adequate mental t1ea:]th services in jailsi:,ncreases the likelihood 
\ tio~. i'he sheriff"was called by a neighp",Qr I?f a man who was",trYi~g to start 0 e,Of, lawsuits. ," ., 

away and manpower is very 1 il1lited. ", 

'<lo 0 1 a f1 re in another person's yard. The Shl\ri ff offi cers pi cked up the 29 year <? 
Qil, 0 ii 0 old male who was displaying very strange and \bizarre beha'\iior. This indivi- "'0 SURVEYr,RESPONDE!lT A~D STUDY RE'c~r:rMI£.NDA'1!IONS 1 \'i 

), dual was placed in the jail. He had been placed on a 72 hour hold once before. v 

• ,1 in 1978. The mental~health unit was ca'led ahd<evaluated the ~erson as pos- ~~~, ,~ __ ~_~_~! .~~he~~h, ~a~.!~, P~~~h~_~~~n~1~aj~~~~~ __ ~_~--= 
=--:~----l-~--- ,~~i~itn~~~T~~~!~~~;~e~~~~n:l~re~~~~!ti~:!~~~t~~:f~;i~!1¥;~~~~~~~;w~~~~~.~"-~-~=::~~. ,. 'l~ ~ · Jails should have a place to segregate mentall;y ill 'off~nders, as required ~ 

ii state" for placement, but because he was viole!Ot, CSH was the only place that 0 by law.". Il' ,) 

U would ad:ept him. After spending seven dalfs irFjail"while pla~ement was being 0 ," 'I if, ';;] 

il arranged, the indiVidual was transported to PUieblo for a 30 day eva1uation o~:y • .. ~I 0 •. Mental h~~lth facilities shoul'a provide instructtons to jailers on treat- .' ! : 
E a court. order. Four days later the sheriffwa;s called to p1ckthe person UP",'" ment,med'1ca,tion and cafe of mentally fn while they arehehk'in jail. : 
Ii!! "' _, II .. f ' 

.~: 
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Cases with Possible Mental ~ 
Problems Entering Denver Jail in 18)lt19nths 

(ffi 
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Denver Anti-Crime Council 
August 19, 1981 
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'r' Returned 0 to Court for Disposition 
"f 172 (29%)= 
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Transferred to Mental Hospital 
. 296(50%) "'" 

'. ' Retur'ned to Ja'i 1 
- 124 (21%)~ 
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• Treatment instructions(';for individuals transferred to the local jail from 
the state hospitals for hearings should be provided to the jail staff andl 
or 'the local mental health center prior to or When the indiVidual ';S, trans-ferred. (,.1 , 

.::,~evis~ menta1 illness. sta~ute to clarify the, grey areas w"gere the need' 
fJ~O enforce treatment 1S not presently clear. A necessary change in the 
~statute would combine the criteria for certification with those fo~ incom
petency to .refuse medicaticm. This revision would insure that trecttmemt 
agencies could not D~ ~eft",;in the Pos~tion of detaining patients whom they 
were subsequently enjo1ned from treat1ng. , . , 

• For the gt~oup Of-;pSY~hotic (15 percent QJ those evaluated in the Bou'rde~ \) 
County Jailr' wh9se condition does not appear to warrant ,residential-,treat..,." 
ment~ but whom the judge 1,s.unWJlling to release for outpatient treatment, 
a local criminal jusUce PsY~hj~atric unit shou1 cl be. de~eloped to pro"'icle .. 
needed treatment. SUchca'unlt,could also prov]de a sU1table setting -Bor 
those psychotics who do not meet the criteria,'for involuntary treatment. 

(~'\ " , "', ,',c " ' ", 

• .There ~hould be an expansion of the number"of non-forensic state hospital 
beds for the severely disturbed psychotics who are too violent forcommunit,y . 
pl acement.", .... . , il" . 

(', C) c 

• Everjthing poSsible should be done to speed the dudtcial process for those 
bffend~rs(-:)'I~ose circumstances~'clearlY require placement in the state hospital" 

,.,;"",. forens1c llnlt. ImproVed corn.U1unication' between menta" health services, attor-' 
(l neys and the .courts', within the limits of client confidentiality, may allow a 

reducti9n of the time that these seriouslyodisturbed psychotics remain in jail. ' 

TASK FORCE RECOMMENDATIONS 

" MENTAL HEALTH AND ALCOHOL/DRUGABUSE STAFF SHOULD BE AVAILABLE TO ALL JAILS 
TO PROVIDE EVALUATIONS AND TREATMENT SERVICES. . 

)1 

PLACEMENT AND TREATMENT" I SSUES,=' 
il .' \> \', 

/I (',. ',". '~,' 
Mental health care should,;~nsure that there is a continulty of 

relevant care from the initiation ofllservices until ttte client 
terminates from service and· that there are no gaps in ,service 
that will be detrimental to the welfare of the client.1I 
(State of Colo/ado Mental Health Plan, 198'0-1985, " "Principles 
of Mental Health·A:are,u P.l1.4). 

ip! 

The mental h~~lth system's ability to act upon the principle quoted above. 
is sev~r~ly l1mit~d by funding constraints and organizational problems. . 
The Walt1ng\)lst.,9t Fort Logan and the placement of dangerous patients on 

" the sUrgical Ward at CSH give evfdence that the system is not functiof),ing , properly. C) ~ 

if () , 

BED SHORTAGE 

o On&) of the most freqyently cited':2lprobJerns in providing s~?rvices for the dan-
gerous mentally ill is the. Tack of adequate beds pace at the two state hos-" 
pitals. Survey respondents, were asked about the effect of oV"ercrowd;ng on ::p 
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placement decisions. If the"state' treatnient facilities are full, what is 
the next best alternative and what c~n b~ done with these people. ' Some 
respondents indicated more<:;thanone alternative. -

4.5.5% '- Jail , 
15.6 - Ihtensive outpatient treatment by mental 
14.4 - Local hospital 
7.2 - Private institution 

12.6 - Other communi'ty treatment or facilHAes. 
2.4 - Release I'.' 

health center 

Jail is tbe only alternative available in many of the rural areas of the stat~. ' 
Emergency rooms in local hospitals are often reluctant to take' these people 
because they are disruptive and potentially violent. 

" \1; • 

There is no longer a waiting list at Fort Logan. On July 1, 19B1 Fort Logan 
allocated beds to the mental health centers, from two to nine beds per,center. 
Thefef~re, the waitfng li,st is kept by the individual centers and a,n accut'a,'te 
count is not avan~ble., In addition, 24 high. risk beds at Fort,Log:an should 
be availabl~, by OctobE!r 1, .1981. ,,'these .changesshould offset some oft the 
problems related to cinadeq'uate bedspace. However, until the bedshQrtag~ , 
problem is completely resolved, it is important to look at the type, of people 
who are awaiting admissi'on. "= - "', \ . . "0., . 

A study w~s completed by Di~v(ElliS of FLMHC bn 'the\~i15 ~lients on .theIori,e"o',,', 
,Logan waiting 'liSt .. as of December 19,1,980~, The following table shows t,he 
nt.{mber cP f people on. the waiting li~it by r'efe~ring cen\.~er."! 

REFERRING CENTER 

Colorado West 
Larimer. 
Weld 
Centennial 
Bethe,sda 
Arapahoe 

. Adams " 
Jefferson '''1 

Boul der i~, 0. 

Park East 
, G'Denver Health 

o Aurora 6'7 

: ~" 

& Hospitals 

TABLE' 11 0 

N % :,' i~' 

~~ 

1 0.9 
0 '0.0 
4 3.8 
3 2.B 
3 2.8 
4 3.B 
6 5.7 

14 1~.2 
10 9.4 
12 11.3 

~ 44 41..5 
'.J' 

4 3.B 
106 .,99.9 

I"~,) 

":i/'~ __ '" 

% FY7.9-BO 

11.0 
., 1. 7 

1.0 
5.2 
1.7 

2'1':.4 
"fl 1. 7 

7.3 
2.7 

. 3.7 
"lO.B 
23.0 

Q 100.1 

,Percent of a,dul t cfientsr,admitted from Fort logan, CIA :=N = 4,82 

ADMtTs 

" 

i;) 

0"' ~\ '::..:. ''\1 0 ' 

Table 12 shows Cthe len9th 5ftime on the waiting li:st. The maj()~;ity of clients, 
59.4 percent, have been on the waiting list fQ.r five or more months. An addl'i: 

"tiopa126(~40perce~t have been on the list for. two to four months. a" 
,\~ ,; 0, 
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TOTAL 

TABLE 12 

LENGTH dF TIME ON LisT 

N 
q 

15 
1111 

5 
12 
9 

11 
17 
23 

---1 
106 

! 

14.2/ 10.4 
4.7 

11.3 

.) a.5/ ' 910.4 , 
16.0 
21.'7 
2.8, 

100.0 

26.4% 

59.4% 

The clients on the Waiting list are very ~~imi1ar to.those admitted and ,to 

/1 

those in treatment in Fort Logan last fiscal year. The majority of them are 
schtzophrenic (61.3 percent) or persont\~ity disorders (13:2 percenot), which 
were also the leading diagnostic admission groups. A compa~ison with the 
adult admissidhs to the same cpllJ!Iun!ty mental health cen,t~rs- (th?se in For~ 
Logan I s Service Areal., however, lndlcates that these are"'not tYPlcal of cl1ents 

,treated in those faciliti-es. For example, only 8.1pe\fcent of the community 
_,mental health center,2.client casJ~load _~re djagnosed schizophrenic. Severity 
'in combination with diagnosis determInes whether a client is referred to FOrt 
Logan, as shown in Table'/14.. . , 

)} 

TABLE 13 
tl., ,;;! 

c, 0 

{J <J 

Diagnosis 

5chi zO'pht"'eni cl 
Non~chiz. Ps:ychosi s 
Depre'ss i ve''';Ne'uros i s' 
Other ,t" " 
Personal ity disorders 
Transient Sitl~ational 
Al.l i,Others ;' 

, (incl. Dt~ug~ DD) 
Blank/Unknown . G 

"TOTAL 
"I'~ " 

N 

65 61.3 
10 ':9.4 
1 0.9 
1 0.9 

14 13.2 
1 0.9" 

5.7 
7.5 -

FY 79-80 
Admits 

i~ 

59.2 
, 13.9 ," 

5.4 

17.8 
1.7 

"z- 1. 7 

,; 

~.!, 

'~? :e 
I,.V~ )J 

%FY 79-80 
"'& CMHC Adm~ 

8.1 
2.~ 

16.,3 
6.2 

15.3 
D1,5.7 

34.2 
1.9 

.~ 

* FLMHC Catchtn.~nt Area CMHCs 
'~-----------;~~~~~~~------------------~--~~~---

" 1\ 'If.! \', 
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The following table shows the level of functioning for thecliehts on the 
waiting list compared to admissions to FL~H~,:~nd.to o~her mental health 
centers. (;\96.4 perc,ent of those on the waltlng llst were mo~er~telY or . 
severely disabled compared to 98.8 percent of the FLMHC admlssl0~s.and . 
80.9 ,percent of'MHC"admissiops. 53.5i)ercentof those on the waltlng l1st: 
were con'sidered to be severti:ly disabled compar~d to only 11.9 percent of tile 
MHC admiss1.9ns. 

"\\' 

---------____________ ~ __ --__ ~,*,-f __ ------------~~, ______ ~ 
• ,~,f (,,' 

TABLE 14 (j' 
j/ 

LEVEL OF FUNC!ION;rNG. - SEV,ERIrV INDEX (~TOP 3 SCALES) 

Score Range % Waiting List 

61 o,d • 
, 61-70 2.4 ~ 

71-77 1.2 
0 78 0.0 

79-80 0.0 
81-90 3~6 

Moderate 91-100 3.6 
f01-110 11,9 
111-120 ~ 23.8' 

{ 
121-130'= {26,2 

,Severe 131-140 53.5% 19,0 
141-150 8.3 

,TOTAL 100.0 

96.4% 1/ 

70.7% 

% FY"79-80 
FL Adm; t,s 

1.0 
Ii 0.2 

% FY 79';'80 
MHC Admits 

5.3 
t17. a 
6.a 
0.7 
3.7 

16.3 
17.8 

0.0 
0.0 
0.2 
1.2 
3.3 
7.2 

16.1 
98.8% 18.0 

{ 
29.8 
2fJ.9 

. 14.0 

" 12.6 

{ 
7.3 

11.9% 3,',7 
OI~,9 
"'-'J-t 
'".' 

ao.g? 

'Table 15shoW~ what happens to clients who are waiting for admission to Fort Logan. 

,. TABLE 15 

" , ,,-

'Time )Nl Waiti ng Lj st ~ 
1 Month" 2::4/ Months 'f' 5+ Mon,ths curren~, Residence '\ 

,: Jai 1 2 1 1 
Private Psych. Hosp. 4 3 2 
CPH 3 1 

'CSH 1 1 
QGH 3 ,"< 1 
~ursing Home" -2 ~Q.. 4 
Other 24 Hour 9 10 
Home ," 0 : 2 10 18 
Out of State 2 4 
Suicide Victim 1 

~B_l_a_nk_/_u_nk_n_ow_n ____ ., _______ 4_. __ ~_, ~~I~_6 __ ~ __ ~U~1 _11 ____ ~ 
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Ellis st~teli that most):lients on the.c~aiting Jist""~re !irst placed ~or 11,1 

rehiain) in an alternative 24. hour facl1ity. A few remaln at home. A \;) 
sl{rprisingly large, percentage (37%), are st1n in or have ~e~urne~ to the 

"intensive setting 5-9 months after being placed on the waltlng l1st. Those 
c at home are also at risk; one client died of.self-lnflicted aunshot wounds. 

It al so should be pointed out that the est,jJnated scores fP! dangerousness 
estitbU~shed during the initial interview with the client may not be, accu-
rate at a later point in tim~~ For ex'cunple, twqclients from one ment,al " 
health center, Who were on FQrt Logan's waitingliSt;'are currently the 
most disruptive and difficult clients to handle, of the center's pres,ent. 
client population. Both rated IInoll on danger to seJ,f and 'others' at adm1ss'lon, 
and both have gone lntocrisis! since that time and have displayed violent be
havi or. In one'~'case, the pat; ent hi t! another person, cauSi':ng, him to need 
seven stitches'~'fnthe other case, the clien.t held a knife to tne throat of 
a receptionist at a doctor's office, and later that day took an overdose. 
The main potnt is thatmost clinicians rate clients on the dangerousness 

I" scales';n terms of imminent dangerousness to self 'and others, rather than in 
terms of trying to determine future dangerousness (Ellis" 1981:9-10). 

r~~: 

(i ,\ 

SURVEY RESPONDENT RECOMMENDATIC2!!§.. 
/I --

Ii; 0 ' <:. \~ ',' 

• Fort Logan shou 1 d all oca te beds on a county by county bas is. 
allocated to mental health centers fi'eginning-Jul,y 1, 1981.) 

o 
" Additional in-patient bed~i should b@' avail~ble". 

'Y~ ,.;;:r:-,·";I 

,i TASK FORCE RECOMMENDATIONS 

(aeds~~ere 

() 

Several, ~ecommendations were made by the task force regarding the need for a,q-
di ti onal beds. See an earl i er secti on on Res'ources. " 

, . " REV) EW OF COMMITMENTS 

There are other problems, hOWever, in"additio~ to those caused by overcrowding. 
",,,,'"-'Once the pati ent h~'s"befi!n certd1fi ed as dangerous as a re~ul t of mental i 11 ~ess , 

the mental health center, the j stri ct attorney, the pat1 ent: I s attorney ana 
the court may be involved in placement. Without standard procedures" to guide 
actions of the diverse agencies~which participate in mental health de~~ions, 
plpq~ment and treatment decisions often" do ,not serve the best interests of 
the client'or the publi~. Problems have been identified in (1) the review pro
cess for civil commitments, (2) placement for'')nenta'J health treatment as a 
condition "of deferred judgment or probation, (3) the patient's right to .r~fuse 
treatment, (4) secure placement. for'DMIPs, and (5) placement for the!, ¥lUntreat-
able ll client. Q ,. 

The civil cOl11Tlitment statute, 27-10-107, Certiflcation for short term treatment, 
'gravi des for court rev; ew of all certi fi cati ons fo~ shortterlll treatment: 

;1 ,,\ " \ "',') '. ~, 

11(6) the respondent for short term treatment or his attorney may 
at any time file a written request that the ~ertification for 
short term 'treatment or the treatment be reviewed by the cQurt or 
that ,;treatment be on an outpatient basis. If review is requested, 
the court "sha 11 hear the matt'er, 'Withi n ten days afte~ the request 
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and the court shall give notice to the certifying and treating 
professional person of the time and place thereof., The hearing 
shall be il'l accordance with S"ection 27-1,111. At the conclu
sto~ of the hearing, the court may enter' or confirm the certi
fication for short term treatment, discharge the respondent, 
or enter any other appropriate order.1I . 

The wording and requirements of the statutes create a tendency for technical 
o errors to be made. 

I Requests for reviews of shQrt te~m cOl11T1itments are mor~ frequent in the 
Denver Metro area and Pueblo. S,nce the courts in these area8 have very 
heavy caseJoads, the review process creates logistical and scheduling prob
lems. Although courts in rural areas have fewer requests for reView, sche
duling is a problem there also because of the distance factor. The require
ment that the hearing be held within ten days requi,res hurried preparations 
by mental health centers and county or district attorneys. Coordination of 
involved parties within the time limit is also difficult,· particularly in 
the rural' areas Where the judge', public defender, district attorney and men-
'~al health center all serve several and not necessarily the sarna counties. 
If the ten day deadline is not met, the certification process must be re
peated""f.'om the beginning. A judicial survey respondent suggested that the 
reView process pe made automatic so that preparations could be routinized. 

TASK FOROE REOOMMENDATIONS 
G'- I) , 

• A MIJL TI-DISCIPLINARY COMMITTEE SHOULD BE ESTABLISHED TO REVISE AND 
DEVELOP MODEL STATUTES. 

Ii 

,J; 

-:.:" 

!\- DRAFT A STATUTE TO GLARIFYTHE GREY AREAS WHERE THE NEED TO ENFORCE 
MEOICATION IS NOT PRESENTLY CLEAR FOR THOSE" INDIVIDUALS WHO ARE 
VIOLENT TOWARDS OTHERS. A NECESSARY CHANGE IN THE STATUTE WOULD 
INTRODUCE A PROCEDURE WITH CRITERIA SIMILAR TO THOSE IN INCOMPETENCY 
PROCEf;DINGS. THIS SHOULD BE INCLUDED IN WITH' OTHER SiJiATUTES TO BE 
LOOKED AT AND POSSIBLY CHANGED. 

DEFERRED ,PROSECUTIONS AND SENTENCES 
~, 

Sections 16-7-402 and 16-11-204, CRS 1973', as amended, provide' that if an 
accused or convicted criminal appears to require mental health treatment, 
the judge may as a ,condition of probation, or as a condition for deferred 
prosecuti on or deferred sent~nci ng, requi re the crimi na 1 or~! 1 eged crimi
nal to obtai'n mental health treatment. The judge may issue an orderre
.'luiring the state hospital to treat the client for up to a y~ar. 

• f ~ a' 

TheGolorado State Auditor~ recently completed a performance audit of the' 0 

Department of Jnstftutions. They found that at anf'one time up to one out 
of five· inpatf'ent beds at Fort Logan Mental Health Center milY be occupied 
by "cl ie,nts on gefer-red prosecution or deferred sentence. The number of de
ferredj~udgment c'Hents admitted in FY 1979/80 was 20 and was estimated to 
'be 24 1n- FY 1980/81. The auditors also found that deferred judgment clients 
were hospitalized an average of 2.4 times longer than other adult c'lients

3 Qt 76 da,ys compared. to 31 days~'\) ., ~~j 
~-i \~) ,;,: t.:' 

Fort .Logan objects to tRese court ordered pl acements on several~rou~ds: 
co , 
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1 ~ ~ The deferred prosecutt~in M~ senten~ing procesS does not requH'e' an 
~, examination and findings o(menta1 111ness. 

'~'Pif tl 

2. Th'ere is no definit~on of "mental condition" 0,1" "rehabilitation treat-
ment, II and nO 'standards or procedures :to be followed. ~",~ 

~~.~ ," 

jl '-~ 

A treatment team (Adul t Team I) /I'reviewed the 1 i st o~ J.~5 for ~he period~f 
July 1 1977 through December 31, 1980 and gave thelr lmpress10ns of the1r 
appro'p~iateness/inappropria,teness for admission to .For~' L~gan. Staff were 
able to impressionistically evaluate 52'Hf th,e 115 adm~~~lons. The follow.,. 
i ng is a \ breakdown of recommended pl acement for these C'i8.ents. 

TAB~E 16 

APPROPRIATE PLACEMENT FOR DEFERRED JUDGMENTS 

Appropriate/ 
Not Approp:"i a.t~f;, 

Apprqpriately placed 

J'ai1· 

Alcoholism/Drug 
out patient 

r; 
'(~ 

Community Corrections 

Lo~ Term Custodial 
Care I' 

-
CSH, Forensic Unit 

*Rour'(ded to 100% 
'1~ 

Deferred 
Prosecution 

'\, 

10 19.2% 

4 7.6 

2 3.8 

4 7.7 
I~, 

I] 2 '. 3.8 

9 17.3 

31 I;; 

<~ 

Conditions of Percent 
Probation >'Of Total 

'-"fro--

G" 12 23.0% 42 
), .. 

4 7.6 15 

4" 

3 5.8 14 
0 

{ ;:,c

4 a, 
2 3.8 .n orr--

21 100* 

'.:-~ 0 

. N 

22 

8 

2 

7 

2 

11 
52 

... ;"" 

+'1;~ 

Of the 52 that staff was able to rate as to a''¢Qtopriateness of admission 
to Fort Logan, only 22 of the 52 (42.3 percent) were felt to be appropriate 
admissions. As shown above, treatment staff~e11eve that many deferred judg-" 
ment·patient~ would be more appropriately plac,d:in a c~rrectional se~ting. 
Survey respondents- report that t~is group of patlents d1srupts operatlons, 
resists treatment, and interferes with;the recovery ?f other patjents. 

, '0--Q:. j", 

Al so;, merytalt1e~ft{l, pro.fe~s'ionals an~ the cout't may d'ifferently interpret 
the provlsfons of ~he statute regardlng length of treatment. Sutherland 
Miller (1980)"~discussed th,is issue:' " ~ 
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"Judges appear to interpret the Col orado $'t~tute 16-]-4'02~ to 
mean that they can place someone in a mental health factlity, 
for a year. Mental health facHities interpret the samecsfa
tute to say that the person can stay no longer than a year. 
From these interpretations and their uses flow widely different 
expectatiqns. 

II ,(~~_ 

Judges often" p~rcei ve thei r act'! ons a~ sel'1tenci n9 the perso'n 
for a definite period of time. They expect the mental health 
facility to incarcerate the person for a year, make sure no:' 
escapes occur, cure the illness t and release only with their 
permi ~,s i on • 

Mental health facilities behave as if the person becomes a 
patient once in their program.! To them this means the person 
will be treated like any other patient, subject to the same 
rules and risks. Release decisions will be made by them strictly 
on the basis o~iwhether the person is ready to function out~ide 
the institution in a reasonable manner according to mental ~ealth 
standards" (p.38) ~I 

. :1 

The different interpretations of the prdvisions of 16=7 ... 402 reflect other 
problems discussed "elseWhere in "this report. 

Q , ,,>", :' ~,,; 

\1 1. 

2. 

No criteria or proceaures establ ishing: clear re~sponsibi1 jty for commit-
men't and release of dangerous mentally persons";. t, In some of these cases ~ 
the courts have become involved through the' efforts of community mental "v 
heal th centers to get certain ind,ividual s committed. The state hospUal ~ 
in one case, had evaluated and released the client sevetal times. Over-

"croWding makes it necessary for the state hospitals to assess "relative" 
dangerousnes's, thus thei r assessm~nt mayo di ffer from'that of the commu-
nitymental heal tho tenter. (:", 

lj Q 

Different values and perspectives of the participating agencies. The 
preva Hi ng theory of m~,nta 1 health therapy says that coers ion precl udes 
effective treatment. 'The court, however{'needs dependable alternatives 
for placement in cases involving the mentally 111 offender. 0 

, 
These problems are also reflected in community placement decisions. Offenders 
may be required t as a condition of a deferred j~dgment or probation, to ac
cept mental heal th treatment 'as an outpatient at a'communi ty mental heal th 
center. Very few,mental health professionals a~e trained to work with as
saul tive Qroextremely res1stan~f"patierhs. One 'respondent describeq a case 
in Which the patient had ,to b~ifound and brought in by the police and ~ept 
in handcuffs under police guard'during the therapy session. Community mental 
healxh centers have been criticized for not making stronger effo~ts to find, 
treat and supervise these cl ients. ~ 

o ~ 

"Survey respondents \'{~re asked to agree or disagree with a series of state
men,ts about deferred's sentences.", The resul ts are presented in the fo 11 owi ng 
tab"l es. ~ ({' 
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TABLE 17 

A DEFERRED SENTENCE IS NOT AN EFFECiIVE 
MEANS OF INSURING TREATMENT 

FOR A DANGEROUS ~1ENTALLY ILL PERSON 

61.6 % 

29.8% 

8.6 % 

Agreed 

Disagreed 

Had No Opinion 

Feelings about the effectiveness of deferred sentences varied by type of 
agency the respondent was associated with. Public defenders support the 
use of deferred sentences. The judiciary and the district attorneys tended 
to feel they were effective. The majority of respondents from other agencies 
did not feel they were effective. 

TABLE 18 

THE DANGEROUS MENTALLY, ILL PERSON IS 
NOT ADEQUATELY SUPERVISED WHEN 

ONA DEFERRED SENTENCE 

74.1' % 

8.9 % 

16.4 % 

Agreed or Strongly Agreed 

Disagreed 

Had No Opinion 

TABLE 19 

THERAPISTS INVOLVED IN TREATING DANGEROUS MENTALLY ILL PERSONS 
SERVING A DEFERRED SENTENCE SHOIJLD NOT BE REQUIRED TO MONITOR 

COMPLIANCE WITH THE TERMS OF THE SENTENCE 

M,ental Health Law Enforcement Judiciary <. 

Agree 16 39.0% 11 15.1% 8 24.2% 35 

Disagree 25 61.0 ; 6~ 84.9 25 7S.~o" ' "" 112 
0-,-

'" 

41 73 33 
'.'~.,~ 

147 

Total 

23.8% 

76.2 

Criminal Justice personnel are more likely to disagree w~th the ~tatement 
than mental heal th pracJi ti bners. , However, 6~ percent of the menta 1 health 
practitioners also disagreed. . 
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SURVEY RESPONDENT RECOMMENDATIONS 

• Deferred sentences should not be used fot the dangerous mentally ill. 

Ii If deferred sentences are used, their use should be properly monitored. 
Clients should be closely supervised and provided with effective treatment. 

46.7 percent of the respondents who commented believed that deferre::i 
sentences could be a good tool if pro)erly used, especially for the 
young, first time offender. Specific suggestions included: 

- strict criteria 
- close supervision 
- prior consultation with mental health and make mental 

health treatment a part of the terms 
- recidivism should be corisidered in the decision 
- should be supervised and administered by the Department 

of Corrections. 

TASK FORCE RECOMMENDATIONS 

No recommendations were made. However, the Division of Mental Health discussed 
with the task force the fact that they are planning to request an amendment to 
Section 16-7-402 to require a psychiatric examination to determine need for 
treatment, to allow professional assessment of length of treatment needed fol
lowed by release of the patient back to the court, and to clarify some of the 
language. 

THE RIGHT TO REFUSE TREATMENT 

AS,a r,esult of Goedecke v. State Department of Institutions, the court b~ ... 
came involved in another mental health issue ., the right to refuse treat
ment. A person may be committed as dangerous ~o others as a result of 
mental illness without losing the right to refuse anti-psychotic medica
tions or other types of therapy. Thus, to involuntarily detain and in"" 
voluntarily treat, separate'legal actions are required, This process has 
become an impediment to commitment and treatment in cases where mental 
health centers do not have the time and m6ney to spend on case preparation. 
The violent acts of many dangerous mentally ill individuals can be con
trolled with medication. The right to refuse treatment can lead to dis-' 
ruptive and violent behavior in the hospital setting and the jail, re
quiring additional staff re~ources to control the individual. Also, as 
discussed earlier, the dangerous persons Who are controlled while receiving 
treatment and medication in the hospital and are then released into the 
community become threats to themselves and/or others when they refuse to 
continue the treatment in the community. 

The survey included several items to measure respondents I attitudes toward 
the right to refuse treatment. 'Although attitudes varied with client sta
tus, the majority opinion is opposed to the patient's right to refuse treat
ment. The following table shows the results by agency type. 
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TABLE 20 

PERCENTAGE OF RESPONDENTS BY TYPE OF AGENCY 
WHICH AGREE THAT CLIENTS HAVE A RIGHT TO REFUSE TREATMENT 

Awaiting 
Incompetency 

Voluntarily Involuntarily Conditionallj Hearing in 
Jail Admitted Certified Released 

Mental Health 11 25.0% 21 48.8% 6 12.8% 10 21.3% 

Law Enforcement 43 58.1 26 35.1 '8 11.0 8 n.o 

Judiciary/DA/Attys 16 48.5 20 55.6 11 28.9 3 8.6 

% of all agencies 70 46.4 67 43.8 25 15.8 21 13.5 

Responses considered by clien't status, however, show that most law enforcement 
agencies agree that those awaiting competency hearings in jail should have the 
right to refuse treatment, and,slightly over half of ~he judicial respondents 
agree that the voluntarily admltted should have the rlght to refuse treatment. 
As can be seen, only 25 percent of the mental health respondents agreed that 
those awaiting an incompetency hearing in jail should have the right to refuse 
treatment, and 35 percent of the, law .enforcement respondents agreed that 
patients voluntarily admitted sh~uld ~ave this right. These responses, 
reflect some of the differences 1n phllosophy already dlscussed. Mental 
health workers are less inclined to support the right to refuse treatment 
for jailed offenders, law enforcement respondents, for patients voluntarily 
admitted. One explanation given in interviews for this attitude is "why 
admit them and use beds pace if they are not going to be treated." A c0'!l
parison between mental haalth ~nd,j~dicial responses a~ros~ the categorles 
shows their differences. The Judlclary ate much more lncllned to support 
the right to refuse treatment except for the.con~itionally releas~d,pat;ent. 
Mental health prof~ssionals who supported thls rlght for the condltlona~ly 
released explained that although the right should be respected, the patlent 
should be recommitted if he exercises it. . 

A July 31, 1981 report by the Disability Law CO'!lm!ttee of the Colorado Bar 
Association also discusses how the Goedecke dec1s10n has affected the s1stem: 

liThe most recent contributing factor to the funding problem 
has been the implementation of the right to refuse medication, 
announce~ by the Colorado Supreme Court in Goedecke v. State 
Department of Institutions, ~b'o. __ : 603 P.2d 123 (1979). 
The right to refuse has had a-s1gnificant impact on the resources 
of the, mental health sys tern as a who 1 e, as found ina recent 
article in the Denver Law Journal .. Shavill, 'Patient's Rights 
vs. Patient's Needs: The Right of the Mentally III to Refuse 
Treatment in Colorado', 58:3 Denver Law Journal (1981). Patients 
who refuse treatment disrupt the treatment milieu, and are some
times out of control and thus violent. This requires extra 
staff time (Shavill, supra at 593)'. Further, treatment is dis
rupted and hospital stays are longer 1!£. at 602) which both 
increases the cost of treatment dramatically (an average hospital 
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day in the Denver metropolitan a'rea costs $165)' and prolongs 
the suffering of the patient. Hospital stays are also 
lengthened and costs increased by delays of up to one to three 
weeks in getting to court ,o:'or a medication order (Jd. at 598)." 

But as Miller (1980) and others have noted, the right to refuse treatmer.t'seems 
to be firmly established. Thus, a more effjcient means of administerinq Goedecke 
is needed. One judge interviewed felt that Goedecke could be handled admini
stratively. Another suggestion was that commitment and treatment hearings 
be combined. As shown in the following table, however, respondents felt that 
the courts shQuld maintain at least their current level of involvement. 

TABLE 21 

THE COURTS SHOULD BE LESS INVOLVED 
. IN TREATMENT DECISIONS FOR DMIPS 

Menta 1 Hea"' th Law Enforcement Judiciary/DA Total 

Agree 18 40.9% 25 35.7% 8 22.2% 51 34.0% 

Disagree 26 59.1 '45 :64.3 28 77.8 99 66.0 

44 29.3 70 46.7 36 24.0 150 100.0 

Many survey respondents felt that if an individual had committed an offense 
the;district attorney should prosecute if he refused treatment. Respondents 
were asked to agretl or di~agree with the statement that district attorneys should 
prosecute on criminal charges a'll mentally i 11 persons who refuse treatment. The 
results are shown in the following table. 

TABLE 22 

THE DISTRICT ATTORNEY SHOULD PROSECUTE ON CRIMINAL CHARGES 
ALL MENTALLY ILL PERSONS WHO REFUSE TREATMENT 

Aqree 
-.~~ 

Disagree No Opinion 

Menta.l Health 70.5% 

Law Enforcement ' 68.9 

Judiciary 57.1 
\ \ 

Public Defenders 100.0 
.' 

District Attorneys , 72.7 ' 

, Total 59.1 .34.0 6.0% 
K1: 
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1here was a wide divergence in opinion by agency type. Public defenders were 
unanimously opposed to this notion. Mental health practitioners were the 
~ost likely of any group to agree with this statement. 

TASK FORCE RECOMMENDATIONS 

o THERE SHOULD BE AMUL TI-DISCIPLtNARY COMMITTEE ESTABLISHED TO REVISE 
CURRENT STATUTES'AND TO DEVELOP MODEL STATUTES. 

SECURITY 

As indicated in the quote from the Colorado Bar Association report, security 
is an ever present concern in the treatment of dangerous mentally ill persons. 
Respondents were asked for their opinion on desirable security levels. Al
most one third see a maximum security level as desirable. As the table shows, 
more law enforcement respondents favored maximum security than mental health 
or court related agencies. 

TABLE 23 

SHOULD THE SECURITY LEVEL FOR HOLDING DANGEROUS 
~1ENTALL Y ILL. PERSONS BE MINIMUM, MEDIUM OR MAXIMUM 

Menta'i Health Law Enforcement Judiciar~ Total 

Minimum 7 15.9% 33 4.lL6% 8 25.8% 48 32.2% 

Medium 3 6.8 1 1.4 0 4 2.7 

Maximum 0 0 0 0 

Based on Indiv. Assessment 34 77.3 40 54.0 23 74.2 97 65.1 
44 74 31 149 

Respondents were also asked for their perceptions of security at the state 
hos ital. The results are, shown In the following table. 

Agree 

Disagree 

TABLE 

SECURITY LEVELS ASSIGNED TO FORENSIC 
PATIENTS AT THE ST~TE HOSPITAL ARE ADEQUATE 

~.tal Health 

16 66.7% 

8 33.3 

24 28.9 

Law Enforcement 

8 19.5% 

33 80.5 

41 49.4 

Judi ci ar:l, 

7 38.9% 

11 61.1 

18 21. 7 

Total 

31 37.3% 

52 62.7 

83 100.0 

The tabl~ shows th~t most mental ~eaJ~h respondents perceive security as ade
quate, W1 th most dlsagreement conn ng t'rom 1 aw enforcemellt and court rel ated 
respondents. 
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A State Security Study was completed in the Spring of 1981 by Wilson, Rose 
and Ellis of the Division of Mental Health as a result of one of Miller's 
(1980) recommendations. The following table shows the incidence of unauthor
ized departures and return rate for involuntary patients, those classified 
as "return urgent", those on Maximum and Medium Forensic Units, and many of 
those on Minimum Forensic Units who might be considered potentially dangerous. 

TABLE 25 

FLMHC AND CSH ADULTS SERVED, INCIDENCE OF 
UNAUTHORIZED DEPARTURES (UAD) AND RETURN RATE 

FY 1978-79 

UnauthOl~; zed 
Patients Departures (UAD) 
Served Ratio 

N N UAD/pt served ----
Fort Logan Involuntary 547 92 .17 

Colorado State Hospital 
Involuntary 758 150 .20 

Forensic 656 69* .10 

Totals 1961 311 .16 

FY 1979-80 

Unauthorized 
Patients Departures (UAD) 
Served Ratio N ~' 

.JL~O/pt served 

Fort Logan Involuntary 455 102 .22 

Colorado State Hospital 
Involuntary 1113 175 .16 

Forensic 682 51* .07 

Tota 1 s 2250 328 .15 

*None of these occurred from Maximum Security Units. 

\ 

Returned 
N % 

71 77 

118 79 

64 93 

253 81 

Returned 
_N_-L 

83 81 

149 85 

48 94 

280 85 

According to the study, the table clearly demonstrates a very low ratio of 
departures to patients served which wou1d be even 10wer with an unduplicated 

.:"~Jpatient count. However, "this ratio has decreased at CSH from FY78-79 to 

. FY 79-80 while the number of patients served has increased, perhaps due to 
the recent tightehing of security practices and heightened awareness of the 
consequences of misjudged risks. The results are less promising for Fort 
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Logan, where the numbers are reversed" (P.19). Within three days, 79-85 percent 
of unauthorized departures have returned. By the end of a week, 92-94 per
cent are bacK. 

The study describes complexities of the security issue in the context of pa
tients rights legislation, changing treatment philosophies, and physical 
structure/staffing constraints. 

The main theme of the study is the integration of security practices with 
treatment. The study describes how the historical development of CSH and 
Fort Logan have led to their present operation. CSH was constructed as a 
custodial institution, went through deinstitutionalization in the 60s, and 
changing treatment philosophy in the 70s. Fort Logan, which opened in 1960, 
was designed as a model mental health treatment facility, with open door units 
allowing maximum patient movement and freedom. Some units have since been 
convert.gd to closed units which are more secure, but "because of the patch
work nature of these changes, these buildings cannot be considered secure in' 
the same sense that the old state hospital buildings or a modern jail might be" (p. 26). 

Thus, the "closed" treatment philosophy of CSH and the "open" treatment 
philosophy of Fort Logan have changed and come together. Differences remain, 
however, as a resuH of the physical structures and different types of pa
tients. At first, CSH was responsible for chronic patients~ criminally com
mitted patients, and extremely violent patients. As Fort Logan has assumed 
more of the Northern Colorado caseload, however, its population is becoming 
more like that at CSH. 

The patients rights laws have been largely responsible for the integration 
of treatment and security. Following are several quotes which pertain to 
the effect of their implementation. 

On The Right to Treatment: liThe thrust for accountability and 
associated requirements for documentation developed in conjunc
tion with the right to treatment •.• have placed unmeasured in
creased demand on staff. Staffing levels have not increased 
in proportion to the requirements for documentation, hence the 
very documentation that purports to assure quality of care may 
very well result in increased qual ity of recoy'ds but decreased 
quantity of tr~atment." 

lilt is a paradoxical I catch-22 , situation for staff when they 
are required to provide treatment to someone who seems for most 
practical purposes 'untreatable.' When such individuals must 
be treated as required by law, it should be in specially de
signed and staffed units. II (p. 35) 

On Due Process: HThe principle that 'nothing of value be taken 
from a person without due process of law' has been applied to 
movement of forensic patients to more secure settings. Such 
moves are not made capriciously nor on some vague suspicion of 
risk. In addition, secure units are usually full and the clinical 
judgment frequently holds tha~ cont'jnuity of treatment is better 
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served by not moving a patient unnecessarily. Unfortunately, 
this can result in not moving patients to more secure a~eas in 
time to prevent acting out. The reluctance to transfer patients 
to a less secure ar·ea even wnen clinically indicated is partly 
related to the regulatory and clinical difficulty of reversing 
the move even if it turns out to be in er'ror." (p. 37-38) 

On Use of Restraint and Seclusion: "It has been estimated ... that 
meeting the m'inimum (regulatory) requirements of R/S requires 
a minimum of five staff hours per day. This alone, regardless 
of common humanitarian motives, leads staff to view R/S as a last 
resort. II (p. 39) 

On the Right to Refuse Treatment: 1I ••• current case law and 
associated hospital regulations require that a court hearing on 
the issue of medication be held if the patient refuses medication 
and the physiciqn in char<ge feels that medication is essential 
to treatment. From our discussions with staff, it appears that 
there is some variation among courts as to what is considered 
f,'es~ential, II but the general feeling in both hospitals is that 
1t 1S not productive to petition a court for permission to medi
cate until there has been actual physical assault or self-injury. 
In many units this is interpreted to mean that if patients refuse 
medication (and they must be informed of that right), staff must 
wait until someone has been hurt before seeking court permission 
to administer medication. As with issues about R/S, such attitudes 
are now unaminous.fI (p. 41) 

The study describes why IIsecul"ity cannot be easily viewed independently of 
t~eatment in a treatment setting where physical control is necessaryll (p.2). 
Slnce security and patient safety are primarily provided by direct care staff 
the level of staffing directly affects the adequacy of security. . ' 

IIOverall, for both hospitals (the DMH hospital system), it is 
project~d that,to provide safety and treatment the average in-
crease In stafflng should be 2.6 ward level Positions per ward. II 

The study reports that increased demands create a "feeling of impatience con
cerning inability of staff to do their jobs adequately ... " 

"Although this feeling was typically related to complaints about 
staff shortage,it is important to realize that the many factors 
increasing daily workload can transform once adequate staffing 
levels into inadequate levels. We have seen these effects 
stemming f~om ~he numerical increase of admissi~ns, the increasing 
con~entrat1o~ lf no~ actual.number of violent patients in the popu
latlon, the 1ncreaslng requlrements for documentation of treatment 
need~, treatment plans, actual interventions, and treatment outcome. 
The lncreased arena of patients rights requiring more laborious 
procedur~s in assuring the observation of rights, more workload in 
attempts to treat patients who refuse medication and much more 
preparation for the increased number of court appearances related 
to increasing propo.rtions .of involuntary patients and readier access 
to court challenge embodied in patients rights legislation. While :' 



these factors and more have been involved in increasing staff 
workload, because the number of patients present (the average 
daily attendance 'ADA') has shown relatively little change, no 
increase in the number of funded positions has matched the in
crease in actual workload, staffing that might have been adequate 
ten years ago is no longer sufficient.1I 

TASK FORCE .RECOMMENDATIONS 

The task force made no recommendations related to this issue. 

SPECIAL PROGRAM TO HOLD A~D TREAT THE DANGEROUS MENTALLY ILL 

As di scussed, there are many probl ems assCJci ated wi th the care and tr€!atment 
of the dangerous mentally ill. There is the question of what system should 
have primary responsibil ity for them, the criminal justice or the mental heal th 
system. Criminal justice personnel are not trained to deal with mental health 
problems and mental health practitioners are generally not trained to deal 
with violent behavior. The dangerousITIentally ill are generally very difficult 
to treat and sometimes are untreatable. They require a significant e~penditure 
of resources even though their numbers are relatively small. For some practi
tioners this is difficult to justify in times of limited resources which must 
be taken from other clients who are more responsive to treatment. 

Survey respondents were asked if a special program is needed for holding and/or 
treating the dangerous mentally ill. The results are shown in the following 
table. 

TABLE 26 

A SPECIAL PROGRAM SHOULD BE DEVELOPED FOR HOLDING AND/OR 
TREATING THE DANGEROUS MENTALLY ILL PERSON 

Agree 

Disagree 

Mental Health 

42 89.4% 

5 10.6 

47 

Law Enforcement 

65 89.0% 

8 11.0 

73 

Judiciary 

26 83.9% 

5 16.1 

31 

lotal 

133 88.0% 

18 12.0 

151 

~----~----------------------------------------'----I----~ 

Those who agreed were asked to describe the kind of program they felt was 
needed. The responses were categorized as shown below. Most respondents 
answered in more than one of the categories. 

36.8% - Intermediate care facility 
34.8 Locked setting staffed with treatment and security people -

an isolated self-contained unit 
33.7 - Expansion or modificat'ion of existing system 

76 
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27.0 

21.7 
15.9 -

Separate hos\pital facility with good diagnostic service 
to determine placement 
Maximum secw'i ty treatment un; t 
Community Mental Health forensic division 

14.5 - Community psychiatric ward 
9.6 - CMHC Cleat~inghollse for information exchange -- holding DMIP 
6.1 - Forensic treatmel'1t program for DNIP in community with emer-

gency psychiatric care available at the State Hospital 

Several survey respondents felt that some dange:rous mentally ill persor.s are 
untreatable.a~d that these people should be housed in secure facilities with 
humane c;ondltlons, but that they should not be l"'eleased and valuable re
soUrces should not be expended for the ineffective treatment. 

SURVEY RESPONDENT. RECOMMENDATIONS 

t Forensic services should be more available to all areas of the state. 

• The Denver area needs one central coordinating point to deal with DMIPs. 
It should look at all aspects and be comprehensive in its frame of refe
rence. 

• Fort Logan should have "halfwayll facilities for uncel"tifiable clients 
who need 1 ong term care" 

TASK FORCE RECOMMENDATIONS 

• A FORENSIC OBS~RVATION UNIT SHOULD BE ESTABLISHED IN THE METRO AREA. 

I MENTAL HEALTH SERVICES IN THE DEPARTMENT OF CORRECTIONS SHOULD BE 
EXPANDED. 

• A MULTI-SECURITY DOMICILIARY UNIT FOR LONG TERM VIOLENT PEOPLE WHO 
ARE INCAPABLE OF SURVIVING IN AN UNSUPERVISED SETTING WITHOUT ENDANGER
ING OTHERS SHOULD BE BUILT. 

~ fl 
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RELEASE AND FOLLOWUP 

Several issues related to re'lease and fol'owup have been identified by the 
survey and other studies to include: 

Assessing when a person is no longer dangerous 

Who should make the release decision? 

Followup care 

Each of these issues wi 11 be di scus\,ed in the fo 11 ow; ng pages. 

ASSESSING DANGEROUSNESS FOR RELEASE DECISIONS 

Assessing dangerousness and some of the difficulties associated with it were 
di scussed in the entry secti on of the report. Another assessment (at" a 
continuous pr'ocess of assessing dangerousness) must be completed in order 
to make the decision to release the patient back into the community. The 
assessmE'nt which is made at entry ; s usually .based on recent events and is 
more of a process of identification. At the point of release, the decision 
takes into account the person's history of violence, but must also weigh the 
eff\~ct of treatment and predi ct whether or not the person wi 11 be dangerous 
in i;he' future. 

Many factors are taken into account in making the release decision, some 
objective and many subjective. However, there are no uniformly accepted 
indh::ators of dangerousness which can be used by clinicians. 

Survt~y respondents in the mental health system were asked to rank a set of 
factors repoy'ted by t40nahan (1981) to be impol"tant in clinical determ'inations 
that a dangel'ous patient is ready for release. The results are shown in 
Table 27 on the following page. 

The table shows that the client's ability to articulate resolution of stress 
producing situations was the highest rated factor considered. The duration 
of institutional treatment was the lowest rated factor. The top rated fac
tors generally focus on the individual's behavior and psychological state 
of mind. The lower rated factors focus on institutional r'ated factors such 
as maximum institutional benefit or duration of treatment. 

In the State Hospital Security Study, Wilson, Rose and Ellis describe how 
clinical evaluations of risk are dete'rtTlined. The c1inic.~al evaluation usually 
includes knowledge of the following: 

• the patient's recent and distant history of violence, if any, 

• any threats the patient has made recently, . 
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TABLE 27 

IMPORTANT FACTORS IN DETER~~INING WHEN A PERSON IS NO LONGER DANGEROUS TO OTHERS 

Rating , 

Best Horst 
Factors 1 2 3 4, 5 -x - -
Development of Ability 
to Articulate Resolu~ 13 (29.5) 17 (38.6) 11 (25.0) 2 (4.5) 1 (2.3) 2.114 tion of Stress Pro-
ducing Situations 

Acceptance of Guilt 
12 (28.6) and Personal Respons- 13 (31.0) 10 (23.8) 6 (14.3) 1 (2.4) 2.310 

ib'i1 ity for Offense 

Behavior During 
(31.0) Hospitalization or 10 (23.8) 13 (31.0) 13 5 (11.9) 1 (2.4) 2.381 

Treatment 
--

Fantasies of Violent 12 (30.0) 11 (27.5) 10 (25.0) 3 (7.5) 3 (7.5) 2.500 Behavior 
, -

Seriousness of 5 (14.3) 13 (37.1) 10 (28.6) 5 (14.3) 2 (5.7) 2.600 Anticipated Conduct 

Change in Community 2 (5.0) 15 (37.5) 14 (35.0) 6 (15.0) 3 (7.5) 2.825 Circumstances 
~ 

Achievement of Maximum 
Benefit from Hospiti- 6 (15.4) 7 (17.9) 9 (23.1) 6 (15.4) 11 (28.2) 3.231 
lization or Treatment 

Duration of Institu-
tionalization or 1 (2.6) 8 (21.1) 7 (18.4) 15 (39.5) 7 (18.4) 3.500 
Treatment 
N = 40 # = Frequency ( ) = Percentage 
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• the current level of control, hostility, anxiety and depression shown by 
the patient, 

• recent changes in the patient's life situation, 

• whether these changes are affecting the patient in a positive or negative 
manner, 

. ( 

• the patterns of previous actin~ out or threatening~ 

• whether a g\'adual progression of reliable warning signs can be expected 
for this patient and wheth~r those have occurred, 

• the kinds of external control measures effective for this patinet; 

• t~e op~ortunity for dangerous behav'ior permitted by alternative possible 
sltuatlons, ' 

• situational factors that might enhance the potential for danger for the 
particular patient. 

This ,list of indicators used in the state hospital contains many of the same 
indicators rated in the survey as important. 

In order to assess what respondents felt about the state f,6spitals ' assessment 
of dangerousness, respondents were asked to indicate if they were satisfied 
with both agency's ability to determine when a patient is no longer dangerous. 
Regarding Colorado State Hospital, 19 (18.8 percent) of the respondents were 
satisfied with the hospital's ability to determine dangerousness and 78 (81'.3 
percent) were not satisfied. For Fort Logan, 16 (20 percent) of the resp,ondents 
were satisfied with the facility's release procedures and 64 (80 percent) were 
not satisfied. The 'results by agency type are shown in the following two tables. 
Mental health practitioners were generally more satisfied than criminal justice 
practitioners. 

TABLE 28 

PRACTITIONERS SATISFACTION WITH CSH PROCEDURES 
FOR DETERMINING WHEN A PATIENT IS NO LONGER DANGEROUS 

, ' ' 
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Yes 

No 

TABLE 29 

PRACTITIONERS SATISFACTION WITH FORT LOGAN PROCEDURES 
FOR DETERMINING WHEN A PATIENT IS NO LONGER DANGEROUS 

Mental Health 

11 39.3% 

17 60.7 

28 

Law Enforcement 

3 9.1% 

30 90.9 

33 

Judic;ary/Attys 

2 10.5% 

17 89.5 

19 

Most survey respondents (84 percent) felt that the state hospitals should 
hold dangerous mentally ill persons for a longer period of treatment. Many 
of the respondents cited cases of people with a long history of mental health 
and/or criminal justice problems who have been placed in a state hospital, 
released after a very short period of time, and then have committed another 
violent act. The following table shows the results of a question regarding 
longer treatment by type of agency. Although most respondents were dissatis
fied, it is interesting to note that rate of satisfaction for mental health 
and judicial respondents, who have some control over release decisions, was 
higher and almost identical. 

Agree 

Disagree 

TABLE 30 

STATE HOSPITALS SHOULD HOLD DANGEROUS MENTALLY ILL 
PERSONS FOR A LONGER PERIOD OF TREATMENT 

Judiciary 
Mental Health Law Enforcement Attorneys, 

27 75.0% 53 93.0% 20 76.9% 100 

9 25.0 4 7.0 6 23.1 19 

36 57 26 119 

Total 

84.0% 

16.0 

Some of the interagency problems related to length of stay and release from 
the state hospitals result from differences in philosophy, such as the con
flict between the duty to protect the public and the need to respect the 
individual rights of a given patient, and misunderstandings of the statutes, 
Which require that clients have the right to be released when they are assessed 
as no longer dangerous. , 

Limited resources within the system may also lead to the premature discharge 
of some dangerous mentally ill persons, which also' contributes to the dis
satisfaction with the length of stay. 
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Survey respondents were asked if their agency ever discharged a dangerous 
mentally ill person because of failure to find a long term state hospital 
placement. 20.5 percent of the respondents said their' agency had. Respon
dents were also asked if there are any unofficial reasons why mentally ill 
persons are released from their facility. The following reasons were ranked 
at least a three on a scale of one as most important and five as least im~ 
portant. 

TABLE 31 

UNOFFICIAL REASONS FOR RELEASE OF MENTALLY ILL PERSONS 

% N 

Need for bed space 28.1 ( 9) (32) 

Behavior problems which 
disrupt normal operations 34.3 (11 ) (32) 

History of treatment failure 38.2 (13) (34) 

Don't want to use resources 
to treat "un treatable" cases 16.6 ( 5) (30) 

Criminal offense not serious 
enough to prosecure 48.3 (15) (31) 

Mental illness does not meet 
criteria for certification 76.4 (26) (34) 

The number of practitioners who responded to this question was small. This 
can be accounted for in two ways. One, many respondents are not involved in 
release decisions; and second, several respondents objected to the question. 
As Miller reported, treatment personnel maintain that dangerous patients are 
not released unti 1 the pat; ent is ready, and as Mi 11 er also noted, IIwhen the 
patient is readyll is defined 'in the context of pressure for new admissions. 
This again raises the issue of dangerousness assessment and release and 
followup procedures. 

As discussed earlier, respondents felt their own assessments were accurate. 
There are several plausible explanations in the disparity between perceptions 
of accuracy of indicators used by self and others. 

Subjective Bias: It is normal to thfnk your ,own method is better. As wilson, 
Rose and Ellis (1981:12) reported, II ... each clinician depends very heav'ily 
upon his/her own clinical intuition. 1I 

Other Pressures are Operating Which Affect Assessments of Dangerousness: Over
crowding which requires an assessment of relative dangerousness; a practi
tioners belief that this may be thg only means of providing needed treatment; 
belief that the patient will refuse treatment. 
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Different Timeframes: One can be more confident of short term predictions. 

Predicting to Different Situations: Police see people in the community and 
predict they are imminently dangerous· in the community; treatment personnel 
use behavior observed in a treatment setting to predict behav.ior in the com-
munity. ' 

§!l!VEY RESPONDENT RECOMMENDATIONS 

• Colorado State Hospital should set up an independent group for evaluations 
and release decisions. 

TASK FORCE RECOMMENDATIONS 

No specific recommendations were made related to this issue. 

WHO SHOULD MAKE THE RELEASE DECISION? 

As discussed above, there is some disagreement regarding the release ofpa
tients who were admitted as dangerous mentally ill. There is also stime , 
disagreement between mental health and criminal justice system practitioners 
regarding whci should make the release decision. Several questions asked on 
the survey related to t,his issue. 

As shown in the following table, most respondents felt that the courts should 
be more involved in the discharge of a dang,erous mentally ill person who was 
civilly committed. 

~--------------------------------------------------------~ TABLE 32 

COURTS SHOULD BE MORE INVOLVED IN THE DISCHARGE 
OF A DANGEROUS MENTALLY ILL PERSON WHO WAS CIVILLY COMMITTED 

Mental Health Law Enforcement Judi ci ar,Y Total 

Agree 23 56.1% 32 57.1% 25 83.3% 80 63.0% 
Disagree !§. 43.9 24 42.9 5 16.7 47 37.0 

41 56 30 127 

Respondents were also asked about court and district attorney involvement in 
the release of criminally committed dangerous mentally ill. The results are 
presented in the folloWing two tables. 

TABLE 33 

THE COURT SHOULD BE LESS INVOLVED IN THE DISCHARGE 
OF A DANGEROUS. MENTALLY ILL PERSON WHO WAS CRIMINALLY COMMITTED 

,Mental C~a 1 th Law Enforcement . Judiciar,Y Total 

Agree 6 ·13.3% .,l6 22.9% 3 8.6% 25 16.7% 
Disagree 39 86.7 54 77 .1 32 91. 6 125 83.3 

83 

. ... 



, ... :-, ____ ~_woii~ 

~ 
:~ t 

Agree 

Disagree 

TABLE 34 

THE DISTRICT ATTORNEY SHOULD BE MORE INVOLVED IN THE 
DISCHARGE PROCESS FOR DANGEROUS MENTALLY ILL PERSONS 

Mental Health 

10 35.7% 

18 64.3 

28 

Law Enforcement 

42 77 .8% 

12 22.2 

54 

Judiciary 

15 53.6% 

13 46.4 

28 

Total 

67 60.9° 

43 39.1 

110 

Many respondents felt that the release decision for the dangerous mentally 
ill should be made by the court and mental health. According to Table 36, 
41.9 percent of the 143 respondents thought the court and mental health 
should make the release decision for criminally committed persons. This was 
the most common response. Other respondents were equally divided between 
placing the decision with the courts (25.9 percent) or mental health pro
fessionals (21.7 percent). Mental health professionals are more likely, as 
might be expected, to place the respunsibility on solely mental health prac
titioners than representatives of the criminal justice system. 

A related question is when should civilly committed persons be released to 
the community from the state hospitals. Most of the respondents suggested 
that they be released after the case has been reviewed and assessed. These 
respondents then offered recommendations as to who should be involved in civil 
commitment releases. The results of their thoughts are presented in Table 

In total, 15.7 percent thought that when the court approved of the release 
it was appropriate, 49.4 percent thought mental health approval was suffi
cient, 27.7 percent thought both mental health and the courts should be in
volved in the release decision, 3.6 percent thought the district attorney's 
office should also have input, and some (3.6 percent) suggested the court and 
treatment facility should make the decision. The table reveals a tendency for 
criminal justice respondents to place more emphasis on relying solely on the 
courts~ and mental health on the mental health system. 

Several other problems related to recommendations and input on the release 
decision from various agencies were identified by survey respondents. Release 
procedures for forensic commitments require notification of the court and district 
attorney when the patient is diagnosed as no longer dangerous. If there are 
no objections, release procedures may proceed. The district attorney, however, 
may contest the decision. In contested cases, the DA has the burden of proof 
in bringing a preponderance of evidence that the patient is still dangerous. 
Several district attorneys expressed frustration at the difficulty in case 
preparation caused by the concept of "preponderance of evidence." There is no 
objective means of knowing when this point (of preponderance) is reached, 

The defendant or his attorney may request a release hearing. If the chief of
ficer of the institution contests the release, the burden of proof is on the 
defendant to provide a preponderance of evidence that he is no longer dangerous. 
Judicial, district attorney, county attorney and public defender respondents 
reported that conflicting testimony of mental health professionals creates a 
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TABLE 35 

WHO SHOULD BE INVOLVED IN THE RELEASE OF CIVILLY COMMITTED PERSONS FROM STATE HOSPITALS 

Court/ 
Mental Health Court/ Mental Health/ Court/ 

Court Professional r~ental Heal th Distr.ict Attorney Treatment Facility 

Mental 
Health 2 (9.5) 13 (61.9) 5 (23.8) 0 1 (4.8) 
System 

Crimi nal 
. Justice 11 (17.8) 28 (45.2.) . 18 (29. 0) 3 (4.8) 2 (3.2) 
System .' 

Total 13 (15.7) 41 (49.4) 23 (27.7) 3 (3.6) 3 .(3.6) 

# = Frequency 

( ) = Percentage 

"" 
~l\· ... 
~ 

, 
. '" 

// \ 
... "'.". 

d . ; 



. ' 

.------------------------------------------------------------,--, ---------- ,-----------------==---------------~--------------------.. -----------------... 
f--·----··--
J 

\ 

: 

", 

TABLE 36 

WHO SHOULD MAKE THE DECISION TO RELEASE CRIMINALLY CO~1MITTED DANGEROUS PERSONS FROM CSH 

Court -Mental 
Health 7 (19.4) 
System 

Ct'imina.1 
Justice 30 (28.0) 
System 

Total 37 (25.9) 

# = Frequency 

( ) - Percentage 

I . 
l 

I (') 0 
. "'''''~,,,.... .. - ."',",u~·~·'·r" _~"' .... -~ ..... - ,~ ... ,,.~_,._'_,, 

d 

Mental Health Court/ 
Professional Mental Health 

15. (41.7) 12 (33.3) 

16 (14.9) 48 (44:8) 

31 (21.7) 60 (41.9) 

. , 

-Court/ 
Mental Health/ Court/ Court/ 
District Treatment District 
Attorney Facility Attorney 

0 2 (5.6) 0 

8 (7.5) 3 (2.8) 1 (1.0) 

8 (5.6) 5 (3.5) 1 (0 .. 7) 

0 D 0 

----..---

-
DOC/ 
Treatment 
FCl:cil ity. 

-, 

0 

1 (LO) 

1 (0.7) 
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credibility problem in release hearings. With no consensus of opinion among 
the mental health professionals, the court must rely on other information in 
tendering a decision. Another similar problem ;s the'reluctance of mental 
health treatment personnel to testify. According to the respondents, these 
treatment personnel are either afraid of revenge or have become sympatlietic 
to the defendant through daily contact in the treatment setting. 

If a hearing results in an order for release, or if the institution or 
district at.torney does not contest the telease, the patient can no longer 
be legally held. Although CSH reports that this is not usually a problem, 
there have been cases where the defendant has demanded immediate release. 
In these cases, there is not sufficient time to plan fo~ the followup of 
the patient. 

TASK FORaE RECOMMENDATIONS 

No recommendation was made regarding this issue. 

FOLLOWUP CARE 

lilt is the responsibility of the mental health service delivery 
system to assure that persons discharged from inpatient care 
will receive planned, adequate, appropriate followup care which 
will prevent or minimize the need for further inpatient care and 
promote the best possible social adjustment. Responsibility 
for followup care generally rests with the catchment area mental 
health center. However, in specific cases, followup care may be 
provided by CSH or FLMHC if the responsible center and the hospi
tal agree that such is in the best interest of the client. 1I 

This quote is taken from the State Mental Hp.alth Plan prepared 
by the Division of Menta" Health. 

According to Division of Mental Health policies the planning for release and 
followup care begins at the time of admission to inpatient care or during the 
preadmission process. It is a joint process between the community mf!ntal health 
center and hospital staff. The client is involved in the process to maximum 
extent possible. When the client is released the need for followup care is 
assessed and the client may be discharged with no further followup assigned or 
may be released with a plan for continuing care in the community. 

Survey respondents were asked how satisfied they were with the state hospi
tals' followup procedures. Over half of the respondents indicated that they 
Were not satisfied with the procedures. The responses by agency type are 
shown in the following table. Mental health respondents were more satisfied 
than ei ther the judi ci ary or 1 aw enforcement. However, 46 pet'cent of the 
mental health respondents indicated dissatisfaction with the procedures. 
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TABLE 37 

HOW SATISFIED ARE YOU WITH 
THE STATE HOSPITALS' FOLLOl~UP PROCEDURES 

Menta 1 Health. Law Enforcement Judiciar~ Total 
Very Satisf'ied 1 6 1.6.2% 6 6.7% 

2 8 21.6 2 5.1 1 4.3 11 11.1 
3 6 16.2 13 33.3 10 43.5 29 29.3 
4 11 29.7 15 38.5 9 39.1 35 35.4 

Very Dissatisfied 5 6 16.2 9 23.1 .l. 13.0 1Q. 18.2 
37 39 23 99 .. 

Sever-al respondents from menta." health centers indicated that patients have 
been released from the state nospitals without their knowledge. Similarly, 
a patient may be relea!.ied into a catchment area and become the responsibility 
of a center whi Cii di d not refer the cl i ent and has never wor'ked wi th the 
cl ient before. 

The State Auditors reviewed the continuity of care procedures in the mental 
health systems during their performance audit of the Department of Institu
tions, completed July 1981. They found several problems related to compli
ance with the Division's and hospitals' policies and procedures designed to 
ensure continuity of care for discharged patients, monitoring of community 
mental health centers' policies and procedures, information flow between the 
hospitals and centers, and release of patient information. Discharge sum
maries were often prepared late and at CSH, 62 percent of the discharge sum
maries contained no recommendations concerning what ongoing treatment is 
appropriate. There was an over-reliance on verbal and telephone contact 
between the hospital and thle IIreceiving agency. II 

The auditors made the following recommendations regarding continuity of care, 
all of which have been or are bei'ng implemented by the Division of Mental Health. 
These changes address some of the coordination and infc)rmation exchange issues 
identified in the survey. 

" Both hospitals should cease to rely on varbal and telephone communication 
for discharge planning and transfer of patient information and should 
back these methods up with the more reliable method of timelYt written 
commuinication for the transfer of vital patient informati'Qn. 

Thi s was impl emented at Fort Logan on February 25, 1981 and wi 11 be lm
plemented at CSH by September 1, 1981. 

• Both hospitals should establish a regular procedure for reviewing dis
charged patients' charts for compliance with hospital policies concerning 
discharge planning, discharge referral and discharge sumnary content and 
timeliness. 

This was implemented at Fort Logan on July 1, 1981 and will be implemented 
at CSH by September 1, IS81. 
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• Colorado State Hospital should adopt a procedure similar to that of Fort 
Logan Mental Health Center for the completion of a Discharge Referral at 
the time of discharge. . 

Thi s has been accompl i shed as part of 'the revi s i oQ of there'fer~a 1 proc~
dure at CSH. Discharge referral shall be accompllshed at the tlme of dlS
charge. 

I The Di vi 51 on shoul d regul arly revi ewall continuity of care written pol i
cies at community mental health centers and clinics and designated faci
lities. They should fur~her., undertake an evaluation of the extent to 
which such written policies,are followed. 

The Division will conduct a detailed review of the Continuity of Care 
policies of each center and clinic within the next three months. 

Persons who are involuntarily civilly committed as dangerous as a result of mental 
illness must be released when they are no longer dangerous. As discussed earlier, 
they can either be discharged with no followup care required or they can be re
leased with a treatment plan which outlines continuing care. Upon release the 
patient may choose to follow or not follow that plan. 

One complaint of survey respondents, especial'ly law enforcement, concerns follow 
through on medication and treatment after release. A dangerous person may be 
referred to the mental health system and h'ls violent actions can be and are con
trolled in a hospital setting. Once released, he refuses f~lrther treatment, does 
not continue medications and once again becomes violent. 

The mental health system has no way to force compliance with the treatment 
plan or to revoke release if it is not followed. If the person becomes dan
gerous, the commitment process must be started again. 

Persons who are criminally committed, on the other hand, must be released by 
the court and CRS 16-8-115 (3) allows the court to "impose such terms and con
ditions as the court determines are in the best interest of the defendant and 
the community." According to survey respondents, often there is not ade~uate 
followup and enforcement of conditions of release .. 

Senate Bill No.1 IIConcerning Conditional Release From Confinement After a 
Verdict of Not Guilty by Reason of Insanity" outlines the procedures to be 
followed for the enforcement of conditions and revocation of conditional re
lease from commitment if the conditions are not followed. The bill defines 
responsibilities of various people in the criminal justice and mental health 
systems. The bill also provides for the transfer of information between the 
two systems. CRS 16-8-115 (3) is amended to read iI(e) As long as the defen
dant is granted conditional release and is subject to the provisions thereof, 
there shall be free transmission of all information, including clinical infor
mation regarding the defendant, among the Department of Institutions, the 
appropriate community roental health centers, and appropriate district attor
neYSt law enforcement and court personnel." 

The implementation of this bill which became effective July 1, 1981 should 
resolve some of the problems associated with the conditions of release for 
those found not guilty by reason of insanity. 
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SURVEY RESPONDENT EECOMMENDATIONS 

• The state hospitals should provide halfway houses for releases on an 
ongoing basis. 

TASK FORCE RECOMMENDATIONS 

• FnLLOWUP AND CONTINUATION OF CARE SERVICES SHOULD BE EXPANDED. 

DANGEROUS MENiAllY III PERSONS SHOULD BE PROVIDED FOlLOWUP AND 
CONTINUATION OF CARE SERVICES ON A NON-CATCHMENT AREA BASIS. 

THERE SHOULD BE DECENTRALIZED SHELTERED WORKSHOPS. 

THERE SHOULD BE INCREASED FUNDING TO lOCAL MENTAL HEALTH CENTERS 
FOR CONTINUATION OF CARE FOR NON-DANGEROUS CRIMINAL JUSTICE CLIENTS. 

9,0 

, ,.o;! 

", F} 

~ 
~ /,1 ,h a 

&7 ',~ 

"Il 

it 

v REFERENCES . ", \'~""" , 

" 

,,' '\:.. -' 
" \~ 

\" oj' 

o col ,,~~ \:~ 

,0 

" :) 

Q ,Ii 
o 

II 

,'if ,r. ,0:;, 

". ,(' 

Ir=~ 
~p-'--- -'il ': 

" 

0' 

" ' 

a I' 

.IJ' 

o 

, 
,.' v;:! 

, 

'" 



.t) ,l 
; 

.. 
~ 

I 

------_. -'-. 

» 

REFERENCES 

Abramson, M. (1972) "The criminalization of mentally disordered behavior: 
possible side-effect of a new.mental hea'lth law./I Hospital and Community 
Ps,Ychiatry 23 (April) 101-105 •. 

Agee, V.L. (1979) Treatment of the Violent Incorrigible Adolescent. 
lexington, MA: Lexington Books. 

American Psychiatric Association (1974) Clinical Aspects of the Violent 
Individual - Task Force Report. Washington, D.C.: American Psychiatric 
Association. 

Appelbaum, P.S. and T.G. Gutheil (1980) "Drug refusal: a study of psy
chiatric inpatients." American Journal of Psychia"try. 137: 340-346. 

Ash, P. (1949) "The rel iability of psychiatric diagnoses." Journal of 
Abnormal and Social Ps,YcholoQ¥, 44: 272-276. 

As~ley, M.C. (1922) ttOutcome of 1,000 cases paroled from the Middletown 
State Homeopathic Hospital." State Hospital Quarterly (New York) ~ . 
8: 64-70. 

Babigian, H.M., E.A. Gardner, H.C. Miles and J. Romano (1964) I'Diagnostic 
consistency and change in a· follow-up study of 1215 patients. II American 
Journa 1 of Psychi atry, l21: 895-901. 

Bach-y-Rita, G. arid J.R. Lion (1970) "Pathological intoxication: a clinical 
study. II Ameri can ,Jgurna 1 of Psych; atrl" 127: 696-703. 

Bach-Y-Rita, G., J.R. Lion, C. Climent and F.R. Ervin (1971) "Episodic 
dyscontrol ~ a study of 130 violent patients. II American Journal of Psy-
chiatry, 127: 1473-1478. . 

Bassuck, E.L. and S. Gerson (1978) "Deinstitutionalization and mental health 
services. 1I Scientific American, 238: 46-53. 

Bauer, W. (1970) liThe other side of the coin." Illinois Medical Journal" 
137: 158-161. 

Beck, A.T., C.H. Watd, M. Mendelson, J.E. Mock and J.K. Erbaugh (1962) 
"Reliability of psychiatric diagnoses:. a study of consistency of cl inical 
judgments and ratings. 1I American Journal'of'Psychiatry, 119: 351-357. 

Birnbaum, M. (f974) liThe right to treatment: some comments on its develop
ment." In: Ayd, F. (ed,) Medical, Moral and Legal Issues in Mental Health' 
Care. Baltimore: Williams & Wilkins, pp. 97-141. 

93 

Preced~ng page b\ank 

c 

"1 

o 



Cloninger, C.R. and S.B. Guze (1973) "Psychiatric disorders and criminal 
l'ecidivism." Archive~ of General Psychiatry, 20:266-69. 

Cocozza; J.J.!) M.E. Melick and H.J. Steadman (1978) IITrends in violent crime 
among ex-mental patients. 1I Crirninolog,Y., 3: 317-334. 

C6cozza, J.J. and H.J. Steadman (1974) II Some refinements in the measurement 
and prediction of dangerous behavior.1I American Journal of Psychiatry, 
131: 1012-1015. 

Cocozza, J., and H. Steadman (1976) liThe failure of psychiatric predictions 
of dangerousness: clear and convincing evidence." Rutger's Law Review, 
29: 1 048-11 01 . 

Cohen, L.H. and H. Freeman (l945) IIHow dangerous to the community are state 
hospital patients?" Connecticut State Medical Journal, 9: 697-700. 

Cohen, M.L., A.N. Groth and R. Siegel (1978) "Clinical prediction of dangerous
ness." Crime and Delil1quency, 1: 28-39. 

Colorado Bar Association Disability Law Committee (1981) "Report Concerning 
the Implementation of the Colorado Act for the Care and Treatment of the Menta lly Ill}l 

Colorado Division of Mental Health (1981) "Colorado Mental Health System Issue: 
Shortage of Psychiatric Beds." January 15, 1981 White paper. 

Curran, W.J. (1978) "Psychiatric emergency commitments in Hawaii: tests of 
dangerousness." New England Journal of Medicin~, 298: 265-266. , 

Dawson, Lynn (1980) State of Colorado Mental Health Plan. Denver: State of 
Colorado, Division of Mental H~alth. , 

Dershowitz, A. (1969) liThe psychiatrist's power in civil commitment: a 
knife that cuts both ways. II .!:§ycholo~ Toda,}!" 2: 43. 

Dershowitz, A. (1970) liThe law of dangeroIJ,sness: some fictions about pre
dictions." Journal of Legal Education, 23: 24-47. 

Diamond, B. (1975) liThe psychiatric prediction of dangerousness. 1I Univer
sit,}! of Pennsylvania Law Revi~, 439: 447. 

Dix, G. (1976) IiCivil commitment of the menta'ily ill and the need for'data 
on the prediction of dangerousness. II American Behavioral SCientist, 19: 318-333. 

Durbin, J.R., R.A. Pasework and D. Albers (1977) IICriminality and mental 
illness: a study of arrest rates in a rural state." American Journal of 
Ps,}!chiatr,}!, 134: 80-83. 

Ennis, B. and T. Litwack (1974) "Psychiatry and the presumption of exper
tise: flipping coins in the courtroom." California Law Review, 62: 693-752. 

Ervin, F.R. and J.R. LiOn (1970) "Clinical evaluation of the violent patient. II 
In: Crimes of Violence. Washington, D.C.: National Commission on the Causes 
and Prevention of Violence. Volume 11-13, Staff Study Series,. U.S. Government Printing Office. 

) I 

, \ 

", 

i I 

I ) 

) 

Fagin, A. (1976) "The policy implications of predictive decision-making: 
.'likelihood' and I dangerousness , in civil commitment proceedings." Public 
Policy, 24: 491-528. 

Foucault, r1ichel '~1adness and Civilization, New York: Vintage Books, 1973. 

Frederick, C.J. (ed) Dangerous Behavior: A Problem in Law and Mental Health. 
Rockville, MD: U.S. Department of HEW, National Institute of Mental Health, 
Center for Studies of Crime and Delinquency, 

Frederick, C.J. (1976) IIDetermining dangerousness. In Bradley, V.J. and 
G.J. Clark (eds) Pa er Victories and Hard Realities: The Implementation 
of the Legal and Constitutional Rig ts Qf the Mentally Disabled. Washing
ton, D.C.: The Health Pol'fcy Center, Georgetown University, 

Geller, J.L. and E.G. Lister (1978) "The process 'of criminal commitment 
for the pretrial psychiatric examination: an evaluation. II American Journal ,of Psychiatrl" 135: 53-63. ' 

General Accounting Office (1977) Returning the ~1ental1y Disabled to the 
Conmunity: Government Needs To'D6:More. Washington, D.C.: U.S. General Accounting Office. 

Goldstein, Y·and J. Katz (1960) "Dangerousness and mental illness: some 
observations on the decision to release persons acquitted by reason of 
i nsan ity. .. Va 1 e Law Journal, 70: 225-239. ' 

Gordon, R.A. (1977) "A critique of the evaluation of the Patuxent Insti
tution, with particular attention to the issues of dangerousness and re
cidivism.11 Bulletin of the Arrierican Academy of Psychiatry Law, 5: 210-255. 

Gottschal k, L., R. Fox and D. Bates (1973) IIA study of prediction in a 
mental heal th crisis clinic. II American Journal of Psychiatrl, 130: 1107-1111. 

Greenland, C'. (1978) liThe pr~diction and management of dangerousness be
haVior: social policy issues. II Interna~ionalJournal of Law and Ps,}!chiatr,}!, 1: 205-222. 

Greenland, L. (1971) "Evaluation of violence and dangerous behavior asso
ciated with mental illness." Seminars in'Ps,}!chiatrt, 3: 345-:-356. 

Gulevich, G. and P. Bourne (1970) "Mental illness and violence." In D. 
Daniels, M. Gilula andF. Ochoerg (eds) Violence and the Struggle For 
Existence. Boston: Littl e, Brown. 

Gunn, J. (1977) "Criminal behavior and mental disorder." British Journal 
of Psychi~trl' 130: 317-329. ' 

Guze, S.B. (1976) Criminality and Ps,}!chiatrie Disorders. New York: Oxford University Press. 

95 



Haddox, V. and D. W~x (1974) "Enuresis, firesetting and animal cruelty in 
male adolescent ~ellnquents: a triad predictive of violent behavior." 
Journal of Psychlatry and Law, 2: 45-72. 

Hafner, H. and W. Boker (1973) "Mentally disordered violent offenders." 
Social Psychiatr~, 8: 220-229. 

Halleck, S.L. (1978) "P.$ychodynamic aspects of violence." In R L Sadoff 
(erl) Violence and RespansibilitX. New York: Spectrum Publicatio~s. 
Halleck, S. (1971) Psxchiatrx and the Dilemmas of Crime. Berkeley: Univer
sity of California Press. 

Hedlund, J.F., I.W. Sletten, H. Altman and R.C. Evenson (1973) IIPrediction 
of patients who are·!dangerous to others. II Journal" of Cl inical Psxchology, 
29: 443-447. ~. 

Heilbrun, A.B. Jr. (1979) "Psychopathy and violent crime. II Journal of Con
sulting and Clinical Psxchologx, 3: 509-516. 

Jacobson, D., W. Crave~ and S. Kushner (1973) "A study of police referral 
of allege?ly mentally 111 persons to a psychiatric uni.t." In J. Snibbe 
and.H. S~lbbe (e~s) The Urban Policeman in Transition: A Psychological and 
SoclOlog1cal Revlew. Springfield, IL: Charles C. Thomas. 

Justice,. B., R. JlIstice and LA. Kraft (1974) IIEarly warning signs of vio
lence: is a triad enough?1I American Journal of Psychiatrx, 131: 457-459. 

Kipnis, D. (1974) "The police officer's decision to arrest." Presented 
at ~he 45th Annual Meeting of the Eastern Psychological Association 
Aprll 18-20, 1974, Philadelphia, PA. ' 

Kittrie, N. (1971) The Right To Be Different: Deviance and Enforced Therap,y. 
Baltimore: Johns Hopkins Press. ' 

Kolb, L.~., W.A. Carnahan, H.J. Steadman and J.B. Wright (1978) The Insqnitx 
Defense 1n New York. Albany: State of New York, Department of Menta" Hygiene. 

Koppin~ M.K. (1977) A FollowUp'StudX of Disruptions Among Released Forensic 
Outpatlents. Unpublished study, Colorado State Hospital. 

Koppin, M:K: (1977~ IIA validation of the legal dangerousness scale with re
leased crlmlnally 1nsane offenders." Paper presented at the 3rd National 
Conference of the American Psychology-Law,Society. , 

Kozal, H., R. Boucher and R. Garofalo (.1972) "The diagnosis and treatment 
of dangerousness." Crime and Del"inguencX, 18: 317-392. 

96 

d 

" 0: 

I 

I 
I 
I 

,,. f1\j 

d 

1 :1 
I 

,r~ 'j 
.. 'j ? 

, \'1 

J 

:1 

1'1 

1 .!t I 

,I 

I 
i 

I 
I 
i 
!"", 

j 
,) 

I 

oW 

I) ~ 

Kutztler, U. and J.rL Lion "Treatment of the violent patient. II In 
Steppacher, R. and L. Leaff, Handbook of Clinical Psychiatrx. Philadelphia: 
Addison-Wesley, in preparation. 

Lagos, J.M., K. Perlmutter and H. Saexinger (1977) "Fear of the mentally 
ill: empirical support for the common man's response. 1I American Journal 
of Psxchiatry, 134: 1134-1137. 

Laves, R. (1975) liThe prediction of 'dangerousness ' as a criterion for in
voluntary civil commitm~nt: constitutional considerations." Journal of 
Psychiatry and Law, 3: 291-325. 

Levine, D. (1977) liThe concept of dangerousness: criticism and compromise." 
In Sales, B.D. (ed) Psxchology in the Legal Process. New York: Spectrum 
P.ublications. 

Levinson, R. and M. York (1974) liThe attribution of 'dangerousness I in 
mental health evaluations." Journal of Health and Social Behavior, 15: 
328-335. 

Liberman; R. (1965) "Personal influence in the use of mental, health resources. 1I 

Human Organization, 24: 231-235. 

Liberman, R. (1969) "Police as a community mental health resource." Commu
nity Mental Health Journal, 5: 111-120. 

Lion, J.R., G. Bach.-y-Rita and F.R. Ervin (1968) "The self refet"red violent 
patient." Jciurnal of the A!nerican'Medical Association, 203: 503-505. 

~ , 

Lion, J.R., G. Bach·-Y .... Rita and F.R. Ervin (1969) "Violent patients in the 
emergency room" American Journal 6fPs.~chiatrx, 125: 1706-1711. 

Lion, J.R. and G. Bach-y-Rita (1970) IIGroup therapy w'ith vio1ent outpatients.1I 
International Journal of Group PsYchotherapy, 20: 185-191. 

Lion, J. (1972) Evaluati.on and ~1anagement ofthe'Violent Pat'ient. Spring-
field: Thomas.' -. 

Lion, J. R., L. Levenb.erg and R\o'L .. "Strange.~1972l .. IIRestraining vi 01 ent 
patients." 'Journal' of' PsYclii'iitrlc' Nursi,'ng' and: r~enta l' Heal th 'Servi ces, 
10: 9 ... 11. 

Lion, J.R. (1972) IIEmotional hazards in the treatment of the violent 
patient. II In .~gression and Violencein'Childhood: Proceedings of th~ 
Fifth Annua'j Seminar of the Children's Medical Center and University: 
Oklahoma Health Sciences Center. 

Lion, J.R. (1972) liThe role of depression in the treatment of aggressive 
personality disorders. II 'American Journal 'of Psychiatry, 129: 347-349. 

97 



Lion'II J •R .. and.R.R. Monroe (1975) "~l~~ical research of the violent indivi
dual. (edltorlal) Journal of Ne:rvous and Mental Disease, 160: 75-76. 

Lion, J.R: (1975) "On the ~ev~lopment of a violence clinic." In Pasternack, 
S. (ed) Vlolence and the V1Ctlm. New York: Spectrum Publications. 

Lion, J.R. and M. Penna (1975) "Concepts of impulsivity." Diseases of the 
Nervous System 1 .3?: 630-631. 

Lion, ~.R. and.N. Schnaper,' (1976) "Violence." In Proceedings of the U.S. 
DHEW.Blcentenmal Emergency Medical Services and Traumatology Conference. Baltlmore. ' 

Lion, J.R.,.D.J. M~dden and R.L. Christopher (19~6) "A violence clinic: 
three years experlence. 1I American Journal of PsYchiatry, 133: 432-435. 

Lion, J.R •. (l977) "Tr~atment o!v~olence:" In Wolman, B. (ed) International 
fncxclopedl~ of.Psychlatry, Psychoanalyslsand Psycholo~. Boston: Aescu-aplUS Publ1catlons. . 

l~on, J.R., R •. Chris~oph,er.and ~~J~ ~ad~~n (~97?) "A group approach with 
vlolent outpatlents,. InternatlOnal Journal of Group Psychotherapy, 27: 67-74. 

Lion, J.R. (1978) 1I0utpa~ien~ treatment of psychopaths." In Reid, W.H. (ed) 
Jhe ~SY~hopath: A Comprenenslve Stuqy'ofAntis6cial Disorders and Behaviors ew or: Brunner/Mazel. . " .. 

Lion, ~.R. and D.J. Madden (1~78) . "Management of the violent patient." 
In Bal1s~). G.U. {ed) Th~ P~y-chlatrlc Fouriqations of Medicine: 'Psychiatric 
Problems 1nMedlcal Practlce. (4oburn, MA: Butter'Worth Publications. 

Lion, J.R. and D.J. Madden (1978) "Treating the violent offender." In 
Kutash, I.l., S.B. Kutash and L.B. Schlesinger (eds) Violence Perspectives 
on Murder and Aggression. San Francisco: Jossey/Bass:-

Lion, J.R •. (1979) lt~rgan1c deter.minants,of stress and violent behavior." 
In Proceedln ~ of the Col1~ ~ium'6~ Stress and Crime. National Institute 
of t e law Enforcement Adm1nlstratl'on ,Agency, r lngton, VA: Mitre Corp. 

Lion, J.R. and M.S. Furth '(:1980).o"Vi,olence.in ,adolescence. II In Shen, J.T.Y. 
(ed) The Clinical Practice'of'Ad61escelit oMeditine. New York: Appleton-Century
Crofts. 

Lion, J.R. "Countertransference and other therapeutic 'issues in the treat
ment of antisocial personalities." In Reid, W. (ed) Treatment of Antisocial 
Syndromes. New York: Van Nostrand-Reinhold, In press. 

98 

')j 

, 

j 
t"i' :1 
'~', "I , 

) 

J,!1" ~ , 
i 
, 

I 

r'! .. ; 
I} l 

\~: 
~ 

r 
I 

Ii 
I: J 

I 
I 

It 

lion, J.R. "Medical treatment of violent individuals. 1I In Proceedings 
'of the Twelfth Annual TRIMS Symposium on Violence. Houston, In press. 

Lion, J.R. IIClinical and social aspects of violence in man." The Susan 
Brodsky Memorial Lectureship. In Transactions and Studies of the College 
of Physicians of Philadelphia, In press. 

Litman, R. and N. Farberow (1961) "Emergency eval uation of sel f-destructi ve 
potentiality. II In N. Farberow and E. Schneidman (eds) The Cry For Hele. 
New York: McGraw-Hill. 

Lunde, D.T. (1975) Murder and Madness. Stanford, CA: The Portable Stanford. 

~1acDonald, J. (1976) Psychiatry Clnd th,e' Criminal: A Gyide to Psychiatric 
Examinations for the Criminal Courts (3rd ed). Springfield, IL: Charles 
C. Thomas. 

Madden D.J., J.R. Lion and M.W. Penna (1976) "Assaults on psychiatrists 
by patients. II American Journal of PsYchiatry, 1,33: 422-425. 

Hadden, D"J. (1977) "Voluntar.y .. and involunta-ny treatment of aggressive 
patients." American Journal·6f:ps.Ych,~atry, 134: 553-555. 

Martindale, D. and E. Martindale (1973) Psychiatry a~d the Law: Th: C:usade 
Against Involuntary Hospitalization. St. Paul, MN: Wlndflower Publlshlng Co. 

Matthews A. (1970) "Observations on police policy and procedures for emer
gency detention of the mentally ill." Journal of Criminal Law and Criminology 
and Police Science, 61: 283-295. 

" 

McDonald, M.C. (l978) "U.S. court upholds danger exam standard." Psychiatric 
News, July 7, 1978, p.l. 

r~echanic, D. (1962) IISome factors in identifying and defining mental illness." 
Mental HY9iene, 46: 69-74. 

Megargee, E. (1970) liThe predictio~o~.viol:n~e with psy.cho19gical tests." 
In Co Speilberger (ed) 'Current TOP1CS 1n Cllnlcal and Communlty Psychology. 
New York: Academic Press. 

Megargee, E. (1969) liThe psychology of violence." In D. Vulvihill and M. 
Tumin (eds) Crimes of,ViolehCe (Volume 13). Washington, D.C. U.S. Govern
ment Printing Office. 

Megargee, E. (1976) "the prediction of dangerous behavior." Criminal Justice 
and Behavior, 3: 3-22. 

Melick, M.L, H.J. Steadman and J.J. Cocozza (1979) "Tne,medicalization of 
criminal behavior among mental pattents." J6urnal of Health and Social 
Behavior, 20: 228-237. 

Mendel, W. and S. Rappeport' (19.69) "Determinants of the decision for psy
chiatric hosp;taliz~ti()n.JI Archives of General Psychiatry, 20,~ 321-328. 

Mentall Disordered Vi01ent Offenders: Interim Hearing, Assembly Health 
Committee. Ca lfornia State Legis ature, 1980. 

99 

, 



--------~------------------~---------------.. -. --~~----------------------------------~ 

Mesnikoff, A.M. and C.G. Lauterbach (1976) "The association of violent 
dangerous behavior with psychiatric disorders: a review of the research 
literature. II The Journal of Psychiatry and Law, 4: 415.,.445. 

Miller, K. (1976) Managing Madness: The Case Against Civil Commitment. 
New York: Free Press. 

Miller, S. (1980) Violence and the Mentally Ill: A Response to an Executive 
Order by Governor Lamm of Colorado. Denver: Department of Institutions. 

Minnesota Supreme Court Study Commission on the Mentally Disabled and the 
Courts (1979) Civil Commitment in Minnesota. 

Monahan, J. (1973) liThe psychiatrization of criminal behavior. II Hospital 
and Community Psychiatr,t, 24: 105--107. 

Monahan~ J. and L. Cummings (1974) "Prediction of dangerousness as a function 
of its perceived consequences." 'Journal 'of Criminal Justice, 2: 239-242. 

Monahan, J. and L. Cummings (197.5) '!Social policy implications of the in
ability to predict violence." 'Journal 'of Social 'ISsues, 31: 153-164. 

Monahan, J. (1975) liThe prevention of·violence." In J. Monahan (ed) 
Community Mental Healthand·theCr'iminal'JusticeSystem. New York: Per
gamon Press. 

Monahan, J. (1975) "The prediction of violence." In D. Chapman and J. 
Monahan (eds) Violence and Criminal Justice. Lexington, MA: Lexington Books. 

Monahan, J. (1976) The Prediction of Violent Criminal Behavior: A Methodo
logical Critique and Prospectus. Commissione,d by the Panel on Research on 
Deterrent and Incapacitative Effects, National Acaden~ of Sciences. 
Unpublished manuscript. 

Monahan, J. and G. Geis (1976) "Controlling: 'dangerous' people. 1I Annals 
of the American Academy of Political and Social Science, 423: 142-151. 

Monahan, J. (1978) "Prediction research and the emergency commitment of 
dangerous mentally ill persons: a reconsideration." American Journal of 
Psychiatry, 135: 198-201. ' 

Monahan, J. C. Caldeiro and H.D. Friedlander (1979) "Police and the mentally 
ill: a comparison of committed and arrested persons. II Internati'onal Jout'na 1 
of Law and Psychiatry, 2: 509-518. ~ 

Monahan, J. and D.B. Wexler (1978)'!A definitive maybe: proof 'and probabil ity 
in civil commitment." Law and Human Benavior, 1: 37-42. 

Monahan, J. (1977) "Empirical analyses of civil cOlmlitment: critique and 
context. II Law ,and Soci ety Revi ew, 11: 619-628. 

Monahan, J. (1981) The Clinical Prediction of Violent' Behavior. Beverly 
Hills, CA: Sage. 

100 

.... 

'\ ! 

'"'1 
1 

1 

I ! 

I 
I r) 

1 
~j ~ 

j 
1 

Monroe, R.R., G.U. Balis.and J.R. ~ion-'1978) "I'!1~lica~i~n of findi~gs.1I 
In R.R. Monroe (ed) Brain Dysfunctlon Tn Aggresslve Crlmlnals. Lexlngton, 
MA: D.C. -Heath & Co. 

Morris, N. (1968) "Psychiatry and the dangerous criminal. 1I Southern Cali
fornia Law Rev;e\'1, 41: 514-547. 

~1ullen ~.M. and H"K" Dudle.,y (:1~,78),,:Deye~9pm~Ii~',of ~n,Ac::tuari.al Model for 
Predi'ctin~l' Dange,rous.ness.: of'M.axthlum Secur1.ty Mental Patlents: 12t? e~n~lal . 
Sympos:ium Spons'ored by Texas Researcn, Ins:tttute of Mental SC1 ences. 10 ence 
and the. Vi.olent I'ndivtdual. 

. . 
Note, ci vil cOl1Jl1i tment of the :menta lly.'~l1 ': theori es and procedures. 
Harvard'Law Review" 79.~ 1288 ..... 1321 ()9661. 

Panel Report (1973) "When is dangerous, dangerous?1I Journal of Psychiatrx. 
and Law, 1: 427-461. . 

Peszke, M. {1975} "Is danglerousness,an ~ssue for physicians in emergency 
conmitment?" American Jouronal'of'Ps,Ythiatry, 132: 825-828.' 

Pfohl, S.J. (1978.) Predicti,~~rD~r'l~~r6us~~s~~ TheSocial Cons'truction of 
Psychiatric Reality. Lexington, MA: Lexington Books. 

Pfohl, S.J. (1979.) i'From whom will ,w7 b~~ro~e?t~~?, Comparative approaches 
to the assessment of dangerousness. 't Inter.,natlonal Journal of Law and 
Psych ia try, 2: 55-78. 

Pollock, H.M. (1938) Ills the paro'led pati'ent a menace to the community?" 
Psychiatric Quarterly, 12:' 236..-244. 

Pruesse, M. and V. L. QUlns:ey (1977) liThe dangerousness of pa ~i ents rel eased 
from maximum'security: a replication." The Journal of Psychlatry and Law, 
Summer: 293-299. 

Quen J.M. (1978) "A history of the Anglo-Americ'an l~gal psychiatry of . 
viol~nce and responsibility. II I~ R.~. Sadoff (ed) Vlolence and Responll
bility. New York: 'Spectrum Pub" catlons. , 

Quinsey, V.L., M.G. Pruesse and R. Fernley (1975) itA fo~low ~p ~fltpatient~ 
found 'unfit to stand trial' or 'not guilty becaus'e of lnsan1ty. Canadlan 
Psychiatric Association Journal, 20: 461-467. 

101 
I . 

,~ . 
'I L_---.:..._~ _______________ ____.J,\~· ---....-._-L-------"--~~_'______"___~~_~~_~_~ __ ~ ___ ~ .. ___ _ 



- , ----------------------------------------------------~--------------~---='.~-------------------------------------

Q~insey, V.L., M.G. Pruesse and R. Fernley (1975) "Oak Ridge patients: 
prerelease characteristics and postrelease adjustment." Journal of Psy-
chiatry and Law, 3: 63-77. I 

Quinsey, V. L. (1979) IIAssessments of the dangerousness of menta 1. pati ents 
held in maximum security. II International Journal of Law and Psychiatry, 
2: 389-406. 

Quinsey, V.L. and R. Ambtman (1979) "Variables affecting psychiatrists I 
and teachers I assessments, of the dangerousness of mentally ill offenders." 
Journal of Cons.ulting and Cl inica) "PsychOlogy, 2 = 353-362. 

Rabkin, J. (1972) . "Opinions about mental illness: a review of the litera
ture. 1I fsychological Bulletin", 3: 153-171. 

Raphling, D.and J.R, Lion (1970) I'Patients who make repeated use of psy
chiatric emergency room facilities.'" Community 'Mental Health Journal, 
6: 313-318. 

Rapp(.!port, J. and G. Lassen (1965) "Dangerousness: arrest rate comparisons 
of discharged patients' and toe 'genel'al population. II American Journal of 
Psychiatry and law, 121: 776-783. 

Rappeport, J., G. Lassen and F. Gruenwalk (1967) ,"Evaluation and followup 
of tlOsp'ital patients who had sanity h.eari,ngs. II 

Rla,ppeport, J. and G. Lassen (1966) liThe dangerousness of female pati ents : 
01 comparison of th.e arrest r.ate .of. .di,scoarged, psychiatric patients and 
the general population," 'ArilerfcElti 7IJouhial'of'psychiatry., 123: 4.13-419. ' 

Rappeport, J. (1978) .'!The violent .. i'ndiv:iduab .. m'ad or bad? - punish or treat?" 
In R.t. Sadoff (ed) Violence~~n?'Resp6nsiDility. New Yo}'k: Spectrum Public. 

Reding, J. and R. Maguire (19,73}' .. !!Nonsegr:egated,acute, psychiatric admissions 
to general hospitals. t" New England'Jotirna.lofMedicine, 289: 185-192. 

,.~, 

. Roesch, R. and S. Golding (1979) "Treatment and disposition of defel1dants 
found incompetent to stand trial. II International t,lournal of Law and Psy
chiatr~, 2: 349-370. 

Rock, R.S., M.A. Jacobson and R.M. Jahopaul (1968) Hospitalization and 
Discharge of the Mentally Ill. Chicago: University of Chicago Press. 

Rofman, E.S., C. Askinazi and E. Fant (1980) liThe prediction of dangerous, 
behavior in emergency civil commitment. II American Journal of Psychiatr,y~ ., 
Sept: 1061-1064.' . , 

Rosen, A. (1954) "Detection of suicidal patients: an example of some limi
ttrtjons in the prediction of infrequent events. II Journal of Consul ting 
(PSYCh 0 1 oJll., 18: 397-403 • 

102 

< 

't, ' . 

( I) 

! 
I 

Roth, R., r·L Dayley ,and J. Lerner (1973) I~rnto the abyss: psychiatric 
reliabi1ity and emergency statutes,lI'Santa Clara Lawyer, 13: 400-446. 

Rubin, B. (1972) "Prediction of dangerousness in mentally ill criminals. II 
Archives ()f General Psychiatry, 27: 397-407. 

I 

Sadoff, R. L. (1975) Forensic Psychiatrl. Springfiel d IL: Charl es C. Thomas. 

Sadoff, R.l. (1978) "Violence in juveniles,li In R.L. Sadoff (ed) Violence 
and Responsibilit.t. New York: Spectrum PUb'iications. 

Sarbin, T.R. (1967) liThe dangerous' individual: an outcome of sucial identity, 
transformations." British Journal of Criminology, 7: 285-295. . 

Saul, L.J. and B. Wruhel (1976) The Pyschodynamics of Hostility. New York: 
Jason Aronsen. 

Schlesinger, S.E. (1978) "The prediction of dangerousness in juveniles: a 
replication." Crime and Delinguenc,y, Jan.: 40-48. 

Schog, S.D. (1977) Predicting Dangerousne~s: An Anal,ysis of Procedures In 
a Mental Health Center and Two Police Agencies. Unpublished Dissertation. 
Santa Cruz: University of California. 

Scott, P.O. (1977) "Assessing dangerousness in criminals,lI British Journal 
of Ps,ychi atr,y:, 131: 127-142. 

Shah, S.A. (1978) "Dangerousness: a paradigm for exploring some issues in 
law and psychology'," A.merican Psycnologist, 33: 224-238. 

. 
Shah, S.A. (1975) "Dangerousness and civil commitment for the mentally ill: 
some pUblic policy considerations. II American Journal o'r Ps,ychiatr,y, 132: 
501-505. I 

Shah, S. (1974) IISome intera,ctions of law and mental health in the handling 
of social deviance." Catholic University Law Revie\f, 23: 674-719 . 

Shah, S. (1976) "Dangerousness: some def.initional, conceptual and public 
policy issues,lI In B. Sales, (ed) PersPectiVesi" La\'1 in Ps,ycholog,y (Vol. 1) 
New York: Plenum Publications . 

Shawver, l. and C. Jew (1978) IIPredicting violent behavior from WAIS charac
teristics: a replication failure." Journal of'Consulting and Clinical Ps,y
fholo~, 1: 206. 

Skodol, E.A. and T.B. Karasu (1978) "Emer1gency psychiatry and the assaultive 
patient. II American Journal of Ps.YchiatrY!I 135: 202-205. 

Slovenko, R. (1917) "Crimi.nal justice procedures in c,;vil commitment. II 
Hospi~al co~unity Ps,ych,ia,trl, 28: 8.17 ... 826. 

Smith, A.C. (1979) "Violence.1I Briti"sh'Journal'of Ps,ychiatr,y, 134: 5~8-531. 

103 



.... , 

.Sn,lbbe, J. (1973) .IIThe po,lice and the mantany ill: practices, problems and 
some solutions." -In J. Snib'b'e and H. Snibbe (eds) The Urban Policeman in 
Transition: A Psychological and Sociological Rev·jew. Springfield, IL: 
Charles C. Thomas. . ' . 

Sosowsky, L. {1978} "Crime and violence among mental patients reconsidered 
!n view of ~he new legal relatio~ship between the state and the mentally 
111. II Amerlcan Journal of Psycfi1atrl, 135: 33-42. 

Spitzer, R.L. and Klein, D.R. (eds) (1978) Critical Issues in Psychiatric 
Diagnosis. New York: Raven Press. 

~Eate of C01orado; Department of Instttut1onsPerformance-Audit (19,H~'Denver
State of Colorado, Report of the State Auditor. 

Steadman, H.J. and'J.J. Cocozza (1978) "Selective reporting and the public's 
misconceptions of the criminally insane." Pqbl it: Opinion Quarterl,l., 41: 523-533. 

Steadman, H.J. (1973) "Follow up on Baxstrom patients returned to hospitals 
for the criminally insane. II Americtl.n Journal of Psychiatry, 130: 317-319. 

Steadman, H. (1972) liThe psychiatrist as a conservative agent of social 
contro1. 11 Social Problems', 20: 263-271-

Steadman, H. (1973) IISome evidence on the inadequacy of the concept and 
determination of dangerousness in law and psychiatry.1I 'Jpyrnal of Psy.
chiatry and Law, 1: 409-426. 

Ste~dman, H.J. an~ .. J.J. Cocuzza (197~) Cai"eers'of'the.Criminally Insane. 
Lex1ngton, MA: Lexlngton Books·. . 

Steadman, H.J., J.J.Cocozza and M.E. Melick (1978) "Explainipg the increased 
arre~trate amo.ng menta~.eati·ents:·tl\e ch.a,~gipg 'cli:entele of state hospitals." 
Amer1can Journal of Psydhatry, 135,: 816..,820.. 

Steingarten, J. (19.76) "Report from Colorado: the new commitment law." 
Journal of Psychiatry and Law~ 4~ J05-124. 

" 

Stoller, R.J. and R.H. Geertsma (.'19.65),,!!The cons'istency of psychiatrists' 
clinical judgments. 1I ~ournal 'of'N~rOOO~'6~d'Me~t~1'Dis~ase, 137: 58-66. 

I, :/! 

Stone, A. (1976) ~1ental Health and Law: A System in Transition. New York~ 
Jason Aronson. 

Sweetl and, J. (1972) III usor,X- COrrelation' and the Estimation of Dangerous 
Behavi or. Unpublished di ssertati'on, Indi'ana University. 

Talbott, J.A. (1980) "Towa~~d a public policy on the chronic mentally ill 
patient. II Am~rican Jo~rnal of Orthopsychiatry, 50: 43-53. 

Tardiff,K. and W.L Maurice (1977) liThe care of violent pat'ients by psy
chiatrists: a tale of two cities. 1I Canadian Psychiatric Association Journal, 
22: 83-85. ....- - . 

104 

( ·t 1 ' 
'\ . 

t! 
II J 

~ 
n 

II 
:~ ,I 

1 

I 
I 

1) 
l 

I 
I 
.! 
1 
I~ 

I 
1 If! 
I 
I 
l 

1 
I 
I 

)1> 
",'{ 

J 
} . 
cl 

1 

Tardiff, K. and A. Sweillam, (1979) "C~aracteristics .of violent patients. 
admitted to public hospitals. II ,. Bulletln of. the Amer1can Academy of Psy
chiatric Law, 7: 11-17 •. 

Tardiff K. and A. Sweillam (1979) liThe relationship of age. to assaultive 
behavio~ in mental patients." Hospital and Community Psych1atry, 30:709-711. 

Termerlin, M.K. (1970) IIDiagnostic bias in community ~:,dntal health. II 
Community Mental Health Journal., 6: 110-117. 

Thurn D H. Wechsler and H..~I. Demone Jr. (1973) "Alcoh~l le~e~s of emer-
gency s~rvice patients injured in fi ghts and assaul ts. Crlmlnology, 10: 487-97. 

Tutt, N.T. (ed) (1976) Violence.' London: Department of Health and Social 
Security, HMSO. ." 

Usdin, G.L. (19,67) "B.roader as.pects' of da,ngerousness<' 
.. 

t~alker, N. (19.78) "DangerQus: people. '.1;, International Journal of Law and 
Psychiatry, 1: 37-50. -

W - Rl'~h-"'d (1981) "PsychQti'cs in Jail .. 11 Presented at the Mental Health arneY', I,; or , • 'C 't C 11 
Center of Boulder County Sumposium "Controvers1al Issues 1n ommum yare, 
Boulder, Colorado, March 27~ 1981. . 

,,_.-... ~ n_t...: ___ .... __ ..! ~ ~ ... ';"'h t107?\ 1I('::on \,;nlt>nl"'t> ht> nY'prlil"tpcl?" 
wenK~ t:.., tJ. t\ULJln::;un altu u • ..:;JIII'\#" \~.;,~a;;..1 vu" TIVI_ttv_ -- r l -"".-----

Crime and DelinquencY, 18: 393-407. 

Westley, W. (1970)' The Police: A Sodolo ical Stud of Law, Custom and 
Morality. Reading, A: Addison-~Jesley. 

Wexler D.B. (1975) Criminal Corrmitments and Dangerous Mental Patients: 
Legal Issues of Confinement, 'Treatment· and Release. USDHEW, ADAMHA, NI~lH, 
DHEW Publication, (Amo 77-·331-

Whltmer G.E. (1980) "from hospitals to jails: the fate of Califor~ials 
deinstitutionalized mentally ill."'American Journal of Orthopsych1atry, 
50: 65-74. 

White, L., W.V. Krumholz and L. Fink (969) .. "The adjustm~nt of c~iminal1Y 
insane patients to a civil mental hospltal. Mental HYQlene, 53.34-40. 

Wicker A (1969) "Attitudes versus actions: the relationship of v.erbal and 
overt beh~vioral responses to attitude objects." Journal of Social Issues, 
25: 41-78. 

~Iilliams, W. and K.S. Miller (1977) "~i1~ role of.pe,rsonal cha:acter~stics 
in perceptions of dangerousness." Crlmlnal Justlce and Behavlor, 3. 241-252. 

Williams, D.H.,' E~C. Bel1is and S.~,~. W~l1ington (1980) lI~einstit~tionalization 
and social policy: histo~ical perspectlves and present d,lemmas. American 
Journal of Orthopsychiatry, 50: 54-64. 

\ 105 

_
________________________________ ........ ____ ---=-_---'---...~___"'""_"_~__110_~ ____ '"'""'_~ ___ ~_~ __ ~~_.~_~_~~_. 

"" ~,., " --



" 

Wilson, Nancy, David Rose and Richard E.l'lis (l981) State Hospital Security Study, 
Denver: State of Colorado, Department of Institutions, Divis.:)n' of t4ental Health. 

Wishnie~ H.W. and J. Nevis-Olsen (eds) (1979) Working With The Impulsive 
Patient. New York: Plenum Press. 

/! 
If 

Wolfgang, ~1.E: {1g78} "Family vio'Ience}and criminal behavior.: In R.L 
Sadoff (ed) Violence and Respons,i5ilitft.' New York: Spectrum Publications. 

Zi~kin, J. (1975);C~pin~ W'ith,'p~ycfii'a~rit:Testi~o~y (2nd ed). Beverly Hills, 
CA:' Law and Psychology Press. ' 

Zitrin, A.', A .. Hardesty~ E. L S'urdocR;' ,and .A.K~'.Drossman (1976) "Crime, and 
violence among mental patients." Arh$ricari'J6i1rna16f Psychiatry, 133: 142-148. 

'I 

II 
I 

'\ I, 
II 

Ii 
!I 
I 
\, 
,I 
II 

1\ 

\\ 
'-:\ 

II 

1106 . ..;::;:..:'(\ 

~1' ... 

iJ' 

~ 

• 

~ 
I 

i 

:\ 

I 
1 
! 
I 

l 
,.J 

I ," " " 
I 
! 
~& 
1 

j 
1 
( ~, 1 ~' 
J 

'j 
I 
I j! 
I .' 

J 

. ) 

') 

i) 

D 

t) 

-

APPENDIX A 

',;\ 

1, 
,11 

';:"'-;:; 
::;.::'-

" 

1)" 

d;;;;" 



( 

( 

( 

( 

( 

c 

APPENDIX A 

METHODS 

The purpose of this study was to collect and ,analyze information on the 
following is~ues: " 

• Is a more integrated data system with unified procedures and practices 
for facilitating information exchange and addressing common problems 
needed? 

• What conditions are necessary for a dangerous person to be civilly 
committed and held, and for how long? 

• What kind of and amount of security and treatment is necessary and 
legal to control the dangerous civilly committed patients? 

• At what point in a criminal commitment to the mental health system 
ot a civil commitment for dangerousness to others should a patient 
be released'? 

• What should be done with a dangerous and mentally ill person who 
appears to be untreatabie? 

• What procedures are needed for release and followup of dangerous 
mentaJ1Y ill persons? 

To address these issues and other research questions, the Division surveyed 
a sample of agencies involved in identifying, detaining, admitting or commit
ting, treating, releas'ing and following up the mentally ill dangerous or 
potenti.ally dangerous person; and established a task force to analyze the 
issues and make policy recommendations to the Department of Institutions. 

THE 'STUDY 

For purposes of this study, the dangerous mentally ill person was defined 
as follows: 

Dangerous Mentally III Person (DMIP) - any individual who is suspected of 
being or has been diagnosed as mentally ill, and who has either been ar-
rested for allegedly committing or attempting to commit a crime against a 
person or has been hospitalized for allegedly committing such an act even 
though the act was not formally defined as a criminal offense by a law 
enforcement agency. Crime~ against persons include homicide, sexual as
sault, assault, robbery, kidnapping, and arson. 

Three types of data were sought on this popu-lation: 

Infqrmation provided by agencies included in the sample, such as reports 
and copies of procedures and organizational structure, were collected when 
interviewers con(jucted the survey. The documents were used to describe 
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the crganization and characteristics of Colorado', mental health system. 

Agency level infonnation was collectE?!d, where available, on the number and 
type of cl'ients (mentally ill dangerous persons) processed by each agency. 
Data elements asked for were type of intake (emergency, mental health hold, 
aJ"rest, etc.) and type of disposition (relea~~, comm!tment, NG~I~ incompe
tent evaluation, etc.). We also asked for lnformatlon on tra1n1ng programs, 
law ~uits and assaults on staff. Only four agencies were able to provide 
a part of this information. 

Intervie\'/s with agency representatives were conducted in order. to describe 
relationships between agencies, problems, procedures and pract1ces. 

A purposive sample of criminal justice and mental health practitioners from 
11 catchment areas throughout the state were interviewed. The catchment 
areas surveyed were: 

Adams County Mental Health Center 
Arapahoe Mental Health Center 
Aurora Mental Health Center 
Mental Health Center of Boulder County 
Centennial Mental Health Center 
Colorado West Regional Mental Health Center 
Denver Health and Hospitals Mental Health Program 
Jefferson County Mental Health Center 
Larimer County Mental Health Center 
Park East Comprehensive Community Mental Health Center 
Spanish Peaks Mental Health Center, 

Table 1 indicates the variety of agencies whose staff ~embers were interviewed 
in the course of the DCJ survey. The number of responuents from each agency 
type is also shown to assist the reader in judging the scope of the survey. 

TABLE 1 

AGENCY TYPES AND NUMBERS OF RESPONDtNTS 

Agency 
Co'lorado State Hospital 
Fort Logan 
Mental Health Centers 
Emergency Rooms 
Psychiatric Wards 
Judici'ary 
Public Defenders 
District Attorneys 
County Attorneys 
Probation 
Police Departments 
Sheriff's Departments 
Jai 1s" " 

, Community Correcti(j~s 
Parole 
Other 
TOTAL 

:' 

Number.of 
Respondents 

7 
3 

22 
5 
7 

16 
9 

11 
3 

10 
37 
8 

13 
2 
7 

. 3 
163 l~. 
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Design of the rese(!rchinstrument was based on information fram past 
research, interviews with mental health and criminal justice practi
tionets, and meetings with staff from the Divisian of Mental Health. 

'., The .. guestionna!re included close-ellged and scaled-response questians 
to. measure att1tudes, and open-ended questions to allow exploratian and 
discussion of the issues. . 

Computer.an~lysis was done at the C?lorad? Bureau af Investigatian using 
the ~ta~1st1cal Package for the Soclal SClences. Simple descriptive 
stat1 stl cs (frequencies, percentages., measures of central tendency, 
crosstabs,and correlations) Were used' in the analysis. ,In same instances 
categories weI": collapsed to facilitate comparison of attitudes by ageilcy , 
type. CategorleS were combined as follaws: 

Attitudes 

Strongly Agree 
Agree Agree 

Disagree 

Strongly Disagree I Disagree 

'. 

Agencies 

Mental Health Center 
Emergency Roam ) 
Psychiatric .Ward 
Ft. Logan Mental Health \ 

C~~~~:~o State Hospital )k 
Private Psychiatrist 

Police Department 
Sheriff 
Jail 
Cammunity Carrectians 
Probation 
Parole 

Judiciary 
Public Defender 
District Attorney 
County Attarney 
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APPENDIX B MINUTES 
1J',~SK FORCE MEETING 

on the 

DANGEROUS MENTALLY ILL PERSON 

June 26, 1981 
DelnVer Police Department Auditorium 

1331 Cherokee Street, Denver 

Th~ Tas k Force on the Dangerous Mentcllly III Person (DMI P) meeti ng was ca 11 ed 
to order at 9:40 a.m. on June 26, 1981 at the Denver Police Department Auditorium, 
with the following attendance:' 

PRESENT 
A.M. Patrick Ahlstrom 

Steven Block 
Tarquin Bromley 
Richard Castro 
Herman Diesenhaus 
Robert Glover 
Laurence Greenwood 
Dennis Kleinsasser 
Doris Kyle 
Raymond Leidig 
Dennis Pierson for Haydee Cort 
Murray Richtel 

P.M. 

Ambrose Rodriguez 
Donald P. Smith, Jr. 
S.Z. Sundell 
Frank rr"aylor 

Pltrick Ahlstrom 
Steven B10ck 
Tarquin Bromley 
Herman Diesennaus 
Laurence Greenwood 
Dennt. Kleinsasser 
Doris Kyle 
Roymond Leidig 
Dennis Pierson fa\" Haydee Cart 
Murray Ri chte1 ~''ir 
Ambrose Rod\"iguez 
Donil~ P. Smith, Jr. 
S.Z. ~undell 0" 

"Fran.k Tray' or 
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Donald Al}ram 
Thomas Gilmore 
James Joy 
Gregory Long 
Leo Lucero 
Betty Neale 
Yuolon Savage 
John Tagert 
Nancy Terrill 
Dan Tihonovich 
Guy Till 
Ruben Valdez 
Ed Vandertook 
Gregory Walta 



Mr. Bi11 Woodward, Deputy Director, Division of Criminal Justice, opened 
the meeti'ng by thanking everyone for attending and then introduced Dr. Raymond 
Leidig, Executive Director of the Department of Institutions. Mr. Woodward 
also introduced the staff who conducted theDMIP Study at Dr. Leidig's request 
through the State Council on Criminal Justice: Ms. Patricia Malak, Planning 
Director, Division of Criminal Justice and Hs. Mary r4ande, Project Director 
for the DMIP Study. r·1r. ~Joodward then introduced the Chair of the Task 
Force, Dr. Dennis Kleinsasser, Director of the Division of Medical/Mehtal 
Health Services for the Department of Corrections. 

Dr. Kleinsasser stated that the agenda for the day would involve disseminating 
information to the Task Force during the morning session and discussion of 
the issues during the afternoon. He stated that the Task Force would spend an 
estimated three meetings devoted to discussion of the DMIP. Dr. Kleinsasser 
reviewed the Task Force Objectives. He said that the Task Force would work 
toward establishing recommendations for permanent mechanisms for addressing 
problems that are common to all the systems represented by the Task Force; 
further issues directed toward public policy in terms of preventative deten
tion, i.e., what are the conditions necessary for an individual to be civilly 
committed and held, and for how long; what kind and what amount of security is 
necessary; at what point (whether its a criminal commitment to the mental 
health system or civil commitment for a DMIP) should a patient be released; 
and what should be done with a oMI? who appears to be untreatable. These are 
some of the suggested policy issues to be discussed. During today's meeting 
the Task Force would be asked to clarify these issues as well as add more 
issues if appropriate. And finally, the Task Force was being asked to generate 
recommendations for concrete procedures on admission, on length of stay, security 
and conditions of commitment, release and followup of the DMIP. 

Dr. Kleinsasser turned the meeting over to Dr. Ray Leidig who explained how the 
study originated. 

Dr. Leidig said that in September of 1979 through March of 1980, the visabi1ity 
of this issue was brought about by four events resulting in four homicides. At 
the same time, there were many other incidents that took place which did not 
receive as much public recognition as the?e four events. but were attributed to 
mentally ill people. A study was conducted last Spring within a very ishort 
timeframe by Dr. Sutherland Miller which led to a series of recommendations for 
research and analysis and for defining the responsibilities of the mental health 
system, i.e., what is the responsibility of the state hospitals and wh'at is the 
responsibility of the community nlental health system. Several of the recommenda
tions dealt with inter-system problems such,as information sharing,.accoun±ability, 
ahd responsibility of roles in the various elements of the sytem, i.e., mental 
health, and criminal justice systems. The public policy issue is similar to 
that seen in corrections or any area where violence will polarize both of the 
professions and. to a lesser extent, the community. The community's prim~ry 
interest is in being able to 1 ive their 1 ives safely and not have the ~~ind of 
unpredictable violence that has recently taken place in Colorado. 
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Dr. Leidig as~ed the Task FOI'ce members as they read the study, to keep in mind 
thattheprob1 ems and recommendations are based on opinion a.nd perceptions. 
The purpose 1S no~ to dete,"mine which system or which element of which system 
can handle someth1ng better than another. There is a tendancy on the part 
of the mental.health system to avoid responsibility. This is based on facts 
that are not Hlcluded in the study. There are very few people in the mental 
health field trained to treat the violent mentally ill. The field of mental 
health h~s as much technolqgy in social activism as it has ;n therapeutics. 
In the f1el~ of 'men~al health there are many standards that veer away from 
excellence 1n.the.f1e1d. Th~re are.contradictions between the respon~ibilities 
that a therap1st 10 the publ1C doma1n has versus the private, that have never 
been reconciled. The role·of enforcer ;n the mental health profession is -
an unwelcome one. But.if the public c~arge is accepted (by accep~ing public 
fun~s) then t~e t~erap1sts are responslble to the public. Th'is;s a very 
ser10US confllct 1n the mental health field. 

Mos~ t~a~ning is provi~ed ?n the job. EdUcation is available, but it is up 
to lnd1vlduals to provlde lt for themselves. It takes very well educated 
peopl~ to detect and treat the violent mentally ill. It takes a different 
consclous,ness and awareness on the part of the professional regarding their 
resporysibility in a.public system which is quite different than a private 
practlce where the lssue does not have to be dealt with unless you desire to 
do so. . 
Dr. Leidig said that th~ Division of Criminal Justice, as a result of his 
reque~t to the State Council on Criminal Justice began a series of inquiries 
and dialogUES as to the views and opinions of peoj:,ie across the system ; e 
mental health land criminal justice. It is his hope that by becoming aW~i"e· of' 
the entire system's expertise, procedures and problems, a public policy can 
be developed, followed by pt'ocedures which will make the individual responsible 
and more accountable to the system. thereby making the system more responsible 
~nd,m?re accountable to the public without violating the precious rights of the 
lndlvlduals involved. 

Dr. L~urence Greenwood stated tnat he agreed with what Dr. Leidig had said. It 
was hlS experience that he too found a lack of skill and experience among 
mental health workers. at least in the out-patient setting with the violent 
mentally ill. When encounteredwithaviolentmentally ill case, they are com-
pletely unaware of how to handle it. . 

Herman Diesenhaus stated that the acceptance of public money leads to an ac
ceptance of responsib1ity. In the alcohol and drug abuse field w:~ere many of ' 
the practitioners are paraprofessionals t and use to dealing with the so cailed 
"normal" alcohol/drug abuser, it becomes even more difficult. The borderline 
between these two treatment fields is one of the system interfaces that needs 
improveTent, i.e., how to tell the agencies that are contraoted with what their 
responslbilities are. 

Dr. Robert Glover provided an update on new legislation which might impact the 
w~rk of the Task Force., He said that there were almost 100 bills that had in
dlrect and direct relatlollships to mental health, and 40 bills that had very 
direct impact on mental health. There were five bills that were passed that 
r~late !pecifically to the criminally insane. There has been a shift in at
t,tude ln Col?rado> toward the protect'iQn of society. Of the 40 bills there 
was not one b,ll that ~ddressed p~tients' rights in terms of protecti9n of 
those rights~ ATl declsionmakers should have an awareness of patients" rights 
he said. ' 
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Or. Glover also state~ that as far as resources are concerned, the mental 
h~alth system has been mandated to open up a forensic unit in Pueblo, expand 
the maximum-medium security potential, close down some of the programs that 
involve the violent mentally ill, and open a 24-bed facility at Fort Logan 
for the violent patient. The resources that went to the Department of Insti
tutions were earmarked specifically for the violent mentally ill. 

At this point, Dr. Glover gave a review of legislation impacting upon the 
issues being discussed. The five bills that passed are~ 

1. Senate Bill 1; Concerning Conditional Release From Confinement 
After A Verdict Of Not Guilty By Reason Of Insanity (Senator Ezzard) 
Status: Signed by Governor Lammon June l2~ 1981. 
Summar~: Establishes procedures to revoke conditional releases of 
NGRI patients when the defendant has violated one or more conditions 
of the release. 
Impact: In general, S.B. 1 appears to be an improvement compared 
to the current procedure. The current procedure is inferentially 
based upon a State Supreme Court decision dating to about 1975. 
There are no clearly defined procedures being used statewide, and 
there seems to be variation even within judicial districts. This 
law will c1arify the situation regarding revocation of conditional 
releases, and will lend statutory credence to the revocation of 
conditional releases. 

The Division of Mental Health supported the bill as amended, and 
was in agreement with the revisions which removed the Y'equirement 
that a person be automatically taken to a 72-hour treatment and 
evaluation facility. The revisions provided that a person would 
be taken to one of the state hospitals or a jail, based upon what 
is determined to be appropriate. The final bill allows for re
voking conditional releases when the condition has been violated 
and the person is considered to be dangerous. 

A potential problem with the law will be the difficulties involved 
in tracking patients, especially those who are out of contact with 
mental health providers. 

2. Senate Bill 100: Concerning The Confidentiality Of Information And 
Records Regarding Mentally III Persons (Senator Zakhem). 
Status: Signed by Governor' Lamm on ~'ay 18, 1981. 
Summary: 'Provides that information cdncerning a criminal offense 
committed in an institution providing mental health treatment or 
against staff shall not be privileged or confidential. 
Impact: The Division of Mental Health opposed S.B. 100 as intro~ 
duced; howev~t, amendments were adopted Which ensured the protection 
of pati ents I ri ghts. A 1 though thi s ,had been the primar~( concern of 
,DMH, it had been addressed by the amendments. 
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3. House Bill 1021: Concerning Procedures In The Criminal Insanity 
Statutes (Representative Spelts). 
Stat~~-= Si gned by Governor Lamm on Apri 1 30, 1981.' 
Summary: Provides tha~, unless the court ~ermits, for good cause 
shown, a defendant 1S not entitled to a release hearing for at 
least one year subsequent to the initial release hearing. 
Impact: Th! advanta~e to this law is that it should reduce the 
~umber ~f 1napproprlate release hearings and should save staff time 
1n hearlngs at both state hospitals. 

4. House Bill 1960: Concerning Release Hearings For Criminal Defendants 
Found Not GU11ty By Reason Of Insanity (Representative Johnson). 
Status: Signed by Governor Larnm on May 13, 1981. 
Summ~ty: Authorizes ~he court to deny a request for a release 
fiearlng made by a cr1minal defendant committed after being found nat 
guilty b~ r!ason of insanity, when none of the release examination 
reports lndlcates the defendant is eligible for release. 
Impact: This legislation seems to s~reamline the procedures for 
conditlona1 release in that it does not require a court hearing 
when none of the r'elease examination reports (prepared by the staff 
of the Forensic Unit at CSH) indicates the defendant is eligible 
!or ~~le~~e~ ThiS should rsduc~ th£ amount of time staff sp~nd 
1n court hearings, when the hearings are not necessary. 

5. House Bill 1281: Concerning Procedures When A Criminal Defendant 
Is Determined To Be Incompetent (Representative Skaggs). 
Status: Signed by,Governor Lamm on June 12, 1981. 
~ummary: Allows certain community treatment options for persons 
Judged 1ncompetent to proceed. 
Impac:!!.: The primary impact would seem to be beneficial, as it would 
allow defendants to be examined and/or treated in factltties other 
than mental health institutions with security capabi1ities~ There are 
cases w~en ment~l health treatment of the incompetent to proceed could 
be carr1ed ou~ !n non-secure hospital or outpatIent settings. There 
is the possib1l1ty, however, that the number of tncompetent to pro
;eed p~eadings and findings would increase and the cost of services 
could 1ncrease. 
This 1egi~lation also e1i~inates a potential constitutional problem 
by requirlng a review of lncompetenoy every six months and terminating 
criminal proceedings if it is detai'mined that the defendant will not 
be restored to competency. 

Or. Glover Stated that it is too early to tell what impact these five bills will 
have o~ the mental hea1t~ system but he will report to the Task Porce members in 
approxlmate1y three to S1X months the noted impact. 
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A discussion followed involving the shift away from patients' rights to concern for 
publ ic safety; and the lack of funding available which crMtes more problems, 
such as not being able to provide secure settings and having to chain patients 
to beds. Dr. Glover stated that the Task Force members need to acknowledge 
that chaining patients to beds does happen, and take a stand against this type 
of inhumane treatment. The renovation being dbne at this time will brfng Pueblo 
to the point where they will only be able to take care of the existing population. 
It is very frustrating, he said, to not be able to,provide the services needed. 

Judge Richtel stated that even though he is not a' psychiatrist, he has heard 
enough testimony to lead him to believe that there are some people who cannot 
be treated. He said this should be recognized and a balance struck between 
the interest of society and the interest of those individuals and do something 
about it. If it means going back to, some kind of "wa\"ehous'ing" then that is 
wha tis needed, because the shortcomi ngs ,of the abil iti es to treat have to be 
~rI • + ... ,..t Do."",h~n~ "'h~ 1 ~"",...tl~"o. .;.'" 4l-&-.a r-+.!"'l. .... tt+"" .. ,.. ,..h ....... ,,.1 t...._ u.-U'~ __ ... ~_'- . ____ , _ •.• t..._ 
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are not treatable". He said he hop~d he had not shocked anyone, but this was 
his perspective. 

Dr. Greenwood stated that anyone can be treated. The question arose as to 
whether or not they could be improved. He said he is optimistic about some 
degree of improvement in some people. He felt that the concern stated is a 
valid one; punishment may be a form of treatment for some individuals, but for 
many others, obviously, it is not. The Task Force should direct themselves 
to respecting the individuality of the mentally ill and be flexible ,in ad
dressing the problem and trying to keep a full r~nge of treatment and using 
it appropriately. 

Dr. Kleinsasser introduced Mary Mande, the project director of the Dangerous 
Mentally III Person Study, who proceeded to explain to the Task Force members 
the methodology and results of the study undertaken by the Division of Criminal 
Justice. The study involved interviews with approximately 200 people throughout 
the mental health and crimi na 1 justice system. (A cO,PY of the stud.y is attached 
for those Task Force members who were unable to attend the meeting.) 

Ms. Mande said the survey was conducted in 11 catchment areas. The sample was 
taken from law enforcement agencies; courts, and other agencies handling the 
OM!P from each of those catchment areas. Ms. Mande stated that Dr. Leidig 
was correct in saying that there is a a great deal of polarization within ' 
agencies deal'ing with the DMIP. A lot of polarization. comes about ~r?m having 
to use the concept of dangerousness to make some very lmportant deC'IS10ns 
which impact on peop1e 1 s lives. The cDncept of dangerousness brings together 
bolO systems: the criminal justice system which ;s mandated to provide public 
safety and the mehtal health system which seeks to serve the needs' of the in
dividual. Violence, or the threat of violence, triggers a chain of events 
that can lead to the inVoluntary confinement and treatment of someone that is 
found to be dangerous to others as a result of mental illness. At first 
giance, this might seem to be a simple task - to identify someone who is 
dangerous and mentally ill. A closer l~ok, however, shows that the process 
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for committing and treating such individuals is very complex. Ms. Ma.nde 
stated that the staff·is currently working on a description of the agencies 
and the statutory authority that governs them as well as a 1 iter'ature revi ew 
on dangerousness to others. The results will be distributed to Task Force 
members upon completion. Ms. Mande said that many of the issues identified 
in the Division of Criminal Justice study were identified in Dr. Miller's 
study. The Division of criminal Justice has added the perspective of criminal 
justice agencies. 

Discussion of the findings coincided with Ms. Mande's presentation. Dr. Pierson 
stated that he believes part of the confusion experienced by all is the 
lumping of civil commitments and criminal commitments into one group and dealing 
with release procedures collectively. If they had been separated out there would 
be fewer contradictions. There are two entirely different sets of statutes 
dealing with the criminal vs. the civil commitment. leading to a great amount 
of confusion. 

Dr. Sundell stated that one area of confusion lies in using the word prediction 
of dangerousness vs. looking at the issue as recognition of dangerousness. An 
example he said, is a person playing Russian Roulette, clearly involved in a danger
ous situation that can be recognized. That is very separate from the issue of 
whether you can predict whether or not he will in fact, kill himself if he pulls 
the trigger. The legislative or philosophical question is whether we wish to 
intervene in those sorts of presumptions, i.e., that something can be recognized, 
and not necessarily predicted. We do this in many areas, he said. The question 
we really want to come to grips with is whether we want to handle the mental 
health area the same way we handle other areas even though we may not be able 
to predict. Based on recognition of certain kinds of dangerousness do we then 
want to intervene based on that recognition. Ms. Mande suggested that perhaps 
the Task Force members could accomplish the task of setting criteria which 
could be used. 

Dr. Diesenhaus pointed out that a perspn under the influence (drug and/or 
alcohol) is not automatically an alcoholic or drug abuser and therefore, may 
or may not be the responsibility of the Division of Alcohol and Drug Abuse. 
Even if they are, there ;s a very sophisticated diagnostic nuance being used 
and that is distinguishing between a primary alcoholic and a secondary alcoholic. 
The alcohol/drug abuse system in Colorado was not built to treat the secondary 
alcoholic, it was built to treat the primary cflcoholic and the differentiation 
has not been made, leading to confusion. 

Dr. Leidig said that the issue of recognition vs. prediction and the differentia
tion between primary and secondary should not be a police responsibility. 

It was expressed by several Task Force members that a lack of knowledge of the 
laws and lack of information sharing between the systems is a problem. 

, . 
Mary Mande resumed the presentation of the data in the DMIP study, ta1king about 
agency interactions and problem identification. The major problems identified 
most frequently by those interviewed are: 
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THE MENiAL 'HEALTH SYSTtM DOES NOT HAVE SUFFICIENT RESOURCES TO DEAL WITH 
THE NUMBER OF DANGEROUS MENTALLY ILL PERSONS IN COLORADO AT THIS TIME 

and 

ORGANIZATIONAL PROBLEMS, SUCH AS CONFLICTING MANDATES ANO VALUES, OVERLAPPING 
RESPONSIBILITIES, FAILURE TO ADHERE TO STATUTES OR ESTABLISHED PROCEDURES; AND 
APATHY AND INCOMPETENCE OF PRACTITIONERS, REDUCE THE SYSTEM'S ABILITY TO SERVE 
ITS CLIENTS AND THE PUBLIC EFFECTIVELY. 

Ms. Mande continued, stating a number of specific problems relating to the two 
general problem categories. When specific recommendations were made by those 
interviewed, the suggested recommendations were also included in the report, 
beginning on page 25. 

Following Ms. Mande's presentation, Dr. Kleinsasser asked the Task Force members 
to begin thinking about how they should ()rganize themselves to approach the 
task before them. He also asked the Task Force members if they felt they needed 
more information before beginning. . 

Dr. Greenwood said that he felt there are three questions to be answered: 

1. What is the best way of taking care of the dangerous mentally 
ill ; 

2. What changes need to be implemented in the bureaucracy; and 

3. What kind of changes need to be made in the statutes. 

It was suggested that once the issues have been organized, small groups could 
be organized to discuss each issue. 

It was decided that the TaskForce should read the report in its entirety 
and meet aga~in on August 7, 1981 and begi n then to organ; ze the issues and 
themselves; Dr. Kleinsasser stated that Division of Criminal Justice staff 
would have the option to call any of the Task Froce member-s prior to the 
meeting 6n August 7th to discuss any issues that might arise, an~ ~h~ Task 
Force members should feel free to call the staff as well. The D1V1S10n of 
Criminal Justice staff can be reached at'866-3331. ' 

The meeting was adjourned. 
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TASK FORCE MEETING 

on the 

DANGEROUS MENTALLY ILL PERSON 

August 7, 1981 

Denver Police Department Auditorium 
1331 Cherokee Straet, Denver 

The Task Force on the Dangerous Mentally III Person (DM!P) meeting was called 
to order 9:2,0 a.m., Friday, August 7, 1981 with the following people in at
tendance~ 

PRESENT 
Donald Abram 
Patrick Ahlstrom 
Herman Diesenhaus 
Irene Cohen 
Tom Gilmore 
Robert G1 over 
Laurence Greenwood 
James Joy 
Dennis Kleinsasser 
Doris Kyl e 
Gregory Long 
Harriet Hall for Yuolon Savage 
S. Z. Sundell 
John Tagert 
Guy Till 
Murray Richtel 
RHa.,Barreras for Ruben Valdez 
Nancy Ti~rri 1 1 
Steven I~l ock 
Ambrose'; Rodri guez 
.John Simonet 
Dennis Pearson for Haydee Kort 
Sal"ah Sammons for Tarquin Broml ey 
Linda Schuman 
Tiana Yeager 

Ed VanclertoQk 
Betty Neale 
Richard Castro 
Donald Smith 
Greg Walta 
Frank Traylor 
Leo Lucero 
Dan Tihonov;ch 
Ray Leidig 

Dr. Kleinsasser began the meeting by askin,g all members to introduce themselves. 
He then summarized what had taken place at the Task I='orce meeting of June} 26, 
1981 i.e., that the Div.ision of Criminal Justice staff had presented the results 
of the survey taken and the Task Force members had discussed a variety of in
formation pr1esented. the question at the end of th~t meeting had been how to 
structure the Task Force in order to accomplish the task before them. Ideas 
were presented as to how to divide the task and how to structure the group 
around those tasks. Since the meeting of June, the staff along with Dr. Kleinsasser 
created a 1.ist of four areas to be discussed and had divided the Task Forc:einto 
subgroups to discuss each area • 
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Dr. Kleinsasser stated that prior to the meeting today, several people 
(Dr. Kleinsasser, Dr. Sundell, Dr. Greenwood and Greg Long) had met and dis
cussed. the four topic areas and how best to structure the Task Force. Out 
of this meeting there arose the feeling that the primary questions to be 
answered are: who is responsible for the dangerous mentally ill and does the 
system need a complete overhaul, or only changes to certain areas of the system? 
Dr. Kleinsasser asked for comments from the Task Force members. 

Judge Richtel stated that he felt it was not a good idea to break into smaller 
groups as it would be more beneficial if the entire group interact.ed together. 
He also said that since there appeared to be several areas among the four 
groups that overlapped l the first two groups should be eliminated, leaving 
systems entry, systems treatment and systems release to be discussed. He said 
that he felt the Task Force should concentrate on an ideal, sensible systern 
and determine whether that system would work for Colorado and whether it would 
involve a major overhaul of the present system. 

A variety of opinions were expressed: definitional, statutory and policy issues 
cannot be handled apart from the specific procedural que~tions; s~ecific procedural 
issues cannot be handled without knowing the larger, definitional~ statutory and 
policy issues; how entry is set up within the system, what type of treatment, 
and who does the treatment, etc., is very dependent upon the larger issues; the 
ability to develop and refine ideas would be increased by interacting within a 
smaller subgroup; the Task Force as a whole should discuss the major question 
and then attack the smaller issues in subgroups, also that definitional, statutory 
and policy issues could be merged into the three systems areas of entry, treatment 
and release; and finally, it would be very difficult to separate out the legal 
issues and then }1emerge them once having made decisions. 

Dr. Greenwood stated that Colorado's multiple systems are destructive in taking 
care of the dangerous mentally ill. The concern of the Task Force should be 
public safety and that treatment of the mentally ill is only a tool in the direction 
of achieving public safety. Public safety is under the jurisdiction of the 
criminal justice system, it ;s not under the jurisdiction of the mental health 
system or the alcohol/drug abuse treatment ~sy.stem as a primary goal. The 
direction of the Task Force should be to establish care and management of the 
dangerous mentally ill within the crimin~l justice system, with hired mental 
health and alcohol/drug abuse consultants as required to manage the problems. 

Dr. Kleinsasser suggested that the Task Force members discuss further clarification 
of the issue at hand, i.e'$ the goal of the Task Force. He opened the floor for 
further discussion. 

Dr'. Diesenhaus stated that what Dr. Greenwood suggested involved a major policy 
change for the state requi·ring legislative, budgetary and institutional change. 
He stated that he agreed with Dr. Greenwood with the exception of hiring con
sultants - he felt that a forensic treatment system that ties into the civil 
system should be built "into the criminal justice system. 

Judge Richtel said that he didn't understand that position because ~e deals 
w.eekly. with: mentally ill peoPlle: that;a¥'e' notcriminals:.ttte. •.• h~ve not 
committed any criminal act} and it ;s wrong to put them into a system where 
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where the stigma of criminal behavior is attached to them. He felt there should 
be something similar to an ombudsperson in a particular county who is responsible 
for entry level decisions. For example, an experie'nced lawyer can tell whether 
or not a district attorney is likely to say "this person ;s evil and we're going 
togocr;minalor"this person is crazy and we're going to go civil" and that de
cision could be made on the front end instead of having a police officer or a 
mental health professional make a decision about which system is best for the 
person. To summarize, he said, he disagrees with having the criminal justice 
system responsible and he would like to see front-end decisions made. 

Greg Long said he didn't feel it was right to put a non-criminal person who may 
be acting dangerously in with criminals and he didn't feel the legislature would 
fund the idea. It was his feeling that the mental health system in Colorado feels 
that if a person is dangerous and difficult to treat, they should be incarcerated 
and handed over to the criminal justice system. He said the system works well 
fgr approximately 90 p@rc@nt of the people in it, out the subcategory of 10 per
cent is not handled well because no one knows how to treat them and facilities 
are not available. The problem of how to handle this type (the 10 percent 
category) should be looked at rather than dumping them off on a "new" agency or 
fad 1 ity. 

Irene Cohen stated that she agreed with Judge Richtel in that there should be 
someone at the front end, on a county level, to make the decision as to which 
treatment would most benefit the person involved. As long as the question of 
"what is the ideal system" is not addressed, to include statutory changes, there 
will continue to be problems ~ith shifting people from one system to another. 

Dr. Sundell stated that he disagreed with the premise that the criminal justice 
system should be responsible because when one looks at the present system what 
is happening is that forensic patients are being made out of chronic, psychiatrical
ly ill patients. What Judge Richtel was saying requires that there be two adequately 
functioning systems so that someone can make the decision as to which system 
a person belong in. The person making the decision would have to have confidence 
that the appropraite response would be provided by either system. Presently, 
the criminal justice system does respond - there is a long term, viable disposition 
fOl~ dangerous mentally ill people - after the fact, and that ;s the forensic 
division of the Colorado State Hospital. People can be reasonably sure that if 
someone is crimim~lly committed there, be it incompetency or insanity, that long 
telrm treatment wiil be provided. The inve."se is not true. If people are re-
moved from the criminal justice system for some charge, whether it be misdemeanor 
or felony, and sent into a civil system, the fact is, the way the civil system 
now functiQns, is that long term treatment is not provided and what; we get 'is 
cr~isis intervention with the person recurring back into the system via another 
mental health contact or another crime. People push toward forensic dispositions 
in cases after they have tried the civil system three and four times and often 
yoW have someone who is not really a criminal but whose crimfnal acts continually 
bring t.hem into the criminal justice system. Finally someone says "all right, 
weIll go ahead and pt'oceed through the criminal justice system via criminal commit
ment 'to the forensic division and this, Dr. Sundell said~ is not appropriate. The 
other manner of people getting into the criminal justice system inappropriately 
is, again, th,e forcing of a major criminal act to which the criminal justice 
sysl~em has, to respond, after seven or eight attempted civil treatments that do 
not work becuase of the absence of an appropriate resource. What is ne~ded, he 
stated, is a mental health system that provides long term civ'fl treatment which 
does not exist at this time. 
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~h~ef Ahlstrom s~ated that what Dr. Sundell just said is exactly what causes 
lnltlal fru~tratlon for th~ pol~cemen and the prosecutor - to see a person that 
one knows, 1f not helped, 15 g01ng to be back into the system. . 

Judge Richtel said that we should admit that we are unable to help 10 percent 
of t~e people and start working on a constitutional solution to the problem. 

Dr.: ~iese~hau~ stated that,there is an interf~ce between mental health and 
crlmlnal Justlce that requlres specialization to deal with that 10 percent of 
the people who are ~eemed untr~atable. We need to be able to identify that . 
10 percent and provlde the tralned staff and appropriate facilities to handle them. 

Greg 'Long stated that in th~ ~ural areas there are a lot of people who are un
treatable, but are not rece1vlng the nelp they require at the time they need 
help the most, and therefore, end tip in the system at a later time. 
n", (!~ ____ ._._ ....... ..J _.&..-.-*-_...J ____ L_~ _ _&__1 ____ .* __ .'! _____ .• 

VI, ur :CI.II'VUUU. sl;d~ea '{;nal; l;ne autnorlty of the system needs changing so that 
the ci.lmlnal JUstl~e sy~tem has more authority to manage the group of people 
~~h: __ ~n~reat~?l~s ) .b~ln~ spoken of. A ground level expansion of facilities 
IS neeaea so tnat cr1minal justice would have a greater degree of authority over 
these people. 

D~. Pearson sai~ that he felt the issue was much broader than what was being 
d1s~usse~. It ~s very rare to see adults who have not had extensive histories 
9f ~uven11~ ~el1ngu~n~ behavior. The problem is much more basic than whether 
1t ~s a.cr1mlna~ Just1ce or mental health issue. It is a broad-based social 
polley lssue ~hlCh requires ~ solution for example, to the young child who, 
at age seven 1S caught steallng and progresses on to a series of minor crimes 
and as he gets o!~er, the crimes ~ecome more serious. The basis that we need 
to operate from 1S toward preventlon, he said. If a kid is not diverted he 
ends up usually as an adult felon. ' 

Guy Tin said that another" type of patient is the one who does respond to treat
ment, but only accepts treatment.when in a locked setting •. The only criminal 
off~nse t9 ch~rge them with is reckless endangerment, When they have gone off 
thelr med1catlon.and en~ up hu~ting someone. A method of controlling this type 
of person should be aval1able. The person does not hecessarily need to be 
"warehous~d", ~ut he. doe~ need tracki·ng and he needs to be aware that if he 
stops ~ak1ng hlS medlcat1<ln, he will be brought back into a locked setting. 
For thls type of person, until a crime is committed, he cannot be contained. 

Greg L?n? said one type of solution ~o thi~ problem is to have supervision 
~uthorlty over the person for a longer per10d of time (currently the limitation 
1 s two y~ars). ' 

Dr. Diesenhaus said maybe what is needed is a change in the commitment statutes 
Dr. Sund~ll stated that he was ~ot clear as to whether the statutes are adequat~ 
or not; lt has n~t been defin~d as to who is IIholdable" and who is not. The 
p~esent system d1scourag~s uSlng th.e.present statutes. It discourages proceeding 
w1th.ane short term commltment.after another. and discourages filing a long term 
~ommltment. The real issue is providing a civil system that has inherent in ' 
1t, for. these 19 ~ercent of the~patients, a different system of funding that does 
not deflne speclflc dollars, but proVides statewide, long term available inpatient~ 
beds that could be used b-¥ the state if ~e want to pursue those civil cer,t5fications. 
The messag~ th~t.w~ now.glve as a stat~ 1S that unless it is after the fa~t in 
the forenslc d1v1s10n there are essentlally nO people in our state who really 
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can be, or should be held for long term, civil, structured treatment - not neces
sarily locked up in a hospital, but long term, structured f91lowup. The way the 
state provides facilities at the present time, the message lS that these people 
do not exist. The fi,,'st issue is to recognize that they do exist and then pro
vide adequate beds, both inpatient, half-way houses, and out-patient continuity 
of followup within a system that is set up separate from the di~isio~~ ?f the 
catchment areas in the state, and allow deferrment of the chronlc, dlrflcult, 
expensive, dangerous, repetitive patient to th~s sytem for contin~ous m?nitoring 
followup and evaluation to the level of treatment ne~ded at any g~ven tlme, 
rather than bouncing them b~ck and forth and evaluatlng them 12 tlmes a year. 
In order to operationalize this concep~,.essentia1ly.there woul~ be 22 ~r 27 
centers receiving IIX" dollars for provls10n of all klnds of serV1ces. GlVe them 
"X" minus "V" dollars for provision of services, outpatient treatment fo~ the 
80 percent and crisis inpatient hospital treatment for the acute and seml:acute. 
The "V" dollars should be taken back from each of those centers to estab11sh 
a c@ntra11z@d svst@m foy' the orovision of continuity of care to the difficult -
not-the-dangerous:-bui-the difficult patient, the chronic, the severely impaired 
patients, and that every center in the state ha~e th~ abi11ty to refer these 
people to the centralized system. Once the patlent 15 admltted, he stays t~ere. 
The centra.lized system becomes responsible for determining whether that pat1ent 
needs to be hospitalized or is able to recei~e out-pati~nt treatment. The re
sponsibility for this would not shift everytl~e the patlent ~oved, thereby 
eliminating the necessity for further evaluatlons of the patlent. 

Dr. Sundell was asked how th~ system would work for th9se p~op1e way outsid~ 
of the "centralized ll area. What would happen to a pat1ent In Durang~, for In
stance, who had no desire to be relocated to Denver. Who would provlde the entry 
and followup services for patients in rural areas • 

Dr. Sundell said that since the premise that no major felonry crime is invol~ed,. 
it would be a mental health issue, so i.tw{)uldbe Uliderthe Department of I\lst1~utlons. 
The hospital beds wouij'<fhave to.be centr..al iz'eo for inpatient services. -rhe ou~
patient treatment roles can be dispersed throughout the stated. It lS a slngle 
system, it is not bouncing responsibility back and forth. 

Judge Abram said that Colorado does not have a system by which a pe~son can be 
treated in a uniform manner. He works with the Colorado State Hospltal and 
presides. over all the mental health hearings for the state, with the exception 
of the Denver catchment area. He said that once a perso~ is released, even on 
an out-patient basis, there is no treatm~nt program provl~~d. CSH has no control 
over ~he program in other areas. There 1S no ~ystem by WhlCh that.can be done. 
The present mental health statutes do not provlde a method of forc1ng a person 
to be involved in a progrant. The person is eit~er c~rtifie~ ~r uncertified. 
If he is not certified, there is no control. If he 1S cert,fled and released 
on an out-patient basis, once the state hospital loses control by, referring the 
patient to a health facility, there is no requirement by court order as to what 
the person is required to do. The legal system is not responsive to the state's 
needs. 

Dr. Pearson stated that there is a provision where the ~ourt ca~ order a dispo
sition of legal disability, but he has never once seen 1t used 1n long term 
treatment. 
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Dr. Sundell said that Judge Abram presented a very good point in terms of the 
question IIwhy don't we have people pursuing those kinds of alternatives ll and 
also, how many people in the state are presently certified for long term treat
ment? Very few, because the system reinforces not doing it. If the beds 
are provided and the mental health centers are not penalized in terms of dollars 
for pursuing that sort of disposition, these people would surface. The people 
are there, but the mental health centers are not pursuing that alternative be
cause it is not in the mental health centel"s'best interests to do so. A new 
centralized system that does not build in these negative aspects can do some~ 
thing. There would be a lot of people being certified under oUr preSent statutes. 
Then look at the statutes and determine whether they are adequate. Until then, 
we don't know. 

A question was asked about financial arrangements at mental health centers. 
Dr. Glover responded that mental health centers contract statewide for a variety 
of services. Part of those services relate to inpatient care. There has been~ 
n1storicaiiy, Ilsweetheart ceaisl! with some centers whereby they didn't have to 
purchase inpatient beds - they W8r8 given them. Some centers purchase inpatient 
cara from public and private providers within their catchment area and are on a 
priority list to get patients into Ft. logan, for example. Nationally, inpatient 
costs have skyrocketed. The centers have IIX" amount of money budgeted at the 
beginning of the fiscal year for inpatient care. They want to minimize that amount 
because if they exceed that budget amount, they then have to take it out of other 
budgeted options including the outpatient budget. The way to do this, when 85 
to 90 percent of the money is going to personnel, is to layoff staff in outpatient 
care to pay for inpatient care. It is, over time, a debilitating issue _ costs 
are increasing and length of stay is increasing. There are presently 132 people 
on the waiting list for Ft. Logan. As a result, when inpatient beds are needed, 
you either purchase or go for a less restrictive option that doesn't really meet 
the needs. A study of the waiting list was done in December (there were 108 at 
Ft. Logan at that time) and 65 percent of the people on the waiting list were in 
24-hour structured settings, i.e" jails or very expensive ($250 to $350 a day) 
inpatient care. The centers are very resistive, financially, because the process 
eats up their budget and forces them ta get out of the preventive outpatient care. 
It shifts to more expensive, more intensive and more restrictive care, which they 
do not want. Philosophically, the community mental health centers movement was 
not set up to address the spec~alized, criminal mentally ill or the violent mental
ly ill. ~Iost people are not trrlined to deal with this type of patient. There is 
a resistanlce and a feeling that they will end up duplicating law enforcement a,cti
vities. The centers are also resistive: to having to track people. They have 
not been trained to do it. To some clinicians, it is anti-therapeutic to force 
treatment. 

Dr. Glover stated that'protection of society is important, but there is a right 
to' tre&tment as well, and patients' civil rights cannot be iqnbred. 

Dr: Glover spoke about exi sti ng resources and requests for the comi ng year. There 
is a new 24 bed, high ~isk unit centralized at Ft. Logan for the Violent patient 
which will open in October. Planned length of stay is 90 days to six months. 
In October there will be an increase of 29 beds at CSH in maximum security as 
a new forensic unit is being added. These ~re beginning resources to address 
the prob"lem. For next year, 120 adult community-based, residential beds are being 
req~ested through the budget. These will be a transition from the inpatient 
setting, either at CSH or at Ft. Logan, to an outpatient setting with 24-hour 
superVision. There is also a request for an additioha1 18 intermediate security 
beds. There are now 332 forensic beds at CSH~ Approximately 100 beds have been 
transferred from th~ intermediate and minimum to medium and maximum security. 
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Dr. Diesenhaus asked Dr. Glover what outpatient followup unit is being built 
to handle Ft. Logan 'bed releases? 

Dr. Glover said that the necessity for a forensic coordinator.for ea~h mental 
health center has been defined in their contracts. The coor~lnator 1S sup~osed 
to deal with the continuity of.fo110wup aftercare. A ~t~tewlde workshop wl11 
be presented dealing with the lmpact ~f S.B. 1, ~n~0~d~t10n~1 release ~tatus, 
etc The centers do not want increas1ng responslbl11t1es wlth decreaslng r~
sou~ces. There will be a 25 percent reduction in federal dollars to ,commun1ty 
mental health centers next year, Dr. Glover ~tated. 

Ambrose Rodriguez said that the mental health centers are ~equired to provide 
fo110wup services for conditional release patients. He sa1d that another ef!ort 
being made involves the Continuity Care.Committees (at CSH and Ft. Logan) Wh1Ch 
provides an interface between the hosp1tals and the centers. 

Dr. Glover said that a pe~formance ~udi;./b~.the ... L~gisl~:lv:,_~~~i~_C~~~i~~:~_l-. 
J..~~ ol .. _"" ... --~ ----,,,,.j.-~ \:J~lt~1 the maJ~or I Inl'lng uSing !.Jlell. I.lIl::n:: I:> IIUI. I::JlUU!:III IIQ\.I J U;) I. UCCJI I..UIIIJJ n: 1.1::\.1 .. v " • h 1 th t 
exchange of information between state facilitie~ and.com~un1ty ea. c7n ers. ) 
There is a bind between patients' rights (the d1ssem1nat1on of pat1ents records 
vs. the continuity of care issue. 

Dr. Diesenhaus said he believes what is needed ;s structural changes as the . 
procedural changes put into place in the past few years a~pear to not be worklng. 
The same people keep reappearing in the system; the chron1c repeaters are not 
getting the help they need. 

Greg Long said that one statutory change that could be mad~ is to giv~ judg~s 
authori ty that they now do not have'. Give them the author1 ty to say .Y~u. W1 11 
go to the state hospital until you reach this point. ~hen y~u are ellg1b11e 
for rel ease under these cr'j teri a, you wi 11 cooperate W1 th thl s 1 oca 1 ment~ 1 . 
health center and follow whatever treatment plan the state hosp1tal says 1S ~n 
your best interest. You will follow the treatment plan under penalty o~ hav1ng 
to go back into a closed facility and the lo~al mental health genters w111

11
not 

be able to refuse the pat; ent simply because he ~i ght be. a ~ro~ 1 e~l to. them . 
In other words, the court has to ~ave th~ author1ty and Jurlsdlctlon 1t does not 
now have. Mr. Long asked Judge Rl~hte1 1f he couJd now tell a person ~ha\they 
will follow a specific treatment plan upon release from the state hosp1tal. 
Judge Richtel l"epl ied that they could not M there was no "hold" ove~ them. ~1r. Long 
stated that the courts need that IIhold" under the statutes. The Judge~ are .. 
not now ina pos i ti on to tell a 1 oca 1 mental health center that they wl11 provl de 
fo110wup treatment, he said. ,Mr. Long stated that right now, mental health centers 
will not even exchange information. His local mental health center cannot get 
followup information from Ft. Logan or Pueblo. 

Judge Richtel asked if he meant information sharing was a prriblem? ~t. Loga~.~ 
cannot give their information to a local mental health center? .He d1rect!d 1~ 
uest;on to Dr. Glover. Dr. Glover stated that mental ~ealth centers, belryg 

~rivate, nonprofit entities are very concern~d abo~t ~e,~g.s~ed. They hesltate 
to even acknowledge that they have patients ln thelr lacll1tles. 

Judge Richte1 said that they should confer with their 'lawyers - it i~ insani~y 
to be that scared of being sued. He said that you should not be afrald of belng 
sued if you act in good faith. 

129 

, 



I 
I 

I 

i 

f, 

~. 

'----~---------------------~--------------,~------------------------~-.-------------
p 

Dr. Sundell said that is one more reason why community mental health centers are 
not adequate, because they £Q. ~ave to be afraid of being sued. Insurance companies 
settl~ on the face of economics. The doctor loses his reputation. It is as 
simple as that, he said. The insurance companies do not care whether the doctor 
is innocent or guilty. They care about whether it is cheaper to settle or 
to go to court. But the doctor's reputation is ruined either way and medical 
directors will never be less apprehenSive~of being sued. 

Judge Richtel stated that he had spoken to the Boulder Medical Society recently 
analyzing statistics in malpractice suits. There is nothing that the system can 
do to prevent people from being sued. The answer though, is that the system 'is 
excellent in terms of results. There has not been a medical malpractice verdict 
in Boulder for eight years. There have been lots of suits, he said, but to the 
extent that doctors are doing a decent job, they are winning in those law suits, 
or they are being settled for peanuts. He said he cannot understand their fear 
of being sued. 

Dr. Pearson stated that as a state agency, they receive different advice from 
their lawyers than do private mental-health centers with private attorneys. 
they' have a certain interest in what can be divulged - the state and the attorney 
general's office has a different interpretation of the law than private entities. 
The centers are running scared, he said. Senate Bill " which was passed in the 
last legislative session, mandates that certain information sharing for a NGRI 
patient will occur, Inaking the job much easier of getting information from the 
mental health centers when dealing with forensic patients. A'lready, the mental 
health centers are hesitating, saying that their la\l/yers tell them they cannot 
divulge that kind of information to anyone. 

Dr. Sundell said that Judge Richtelis absolutely right. but the issue is that 
the system is using one reason to cover another. An ~xample, he said, is one 
he hears all the time - "this patient is not certifiable; I cannot possibly 
certify him, per the present statutes ll

• What the mental health centers are 
really saying, he said, is "we don't want to spend the dollars on this personl/. 
The jUdicial issue is used, he said. There are a lot of reasons why information 
is not shared, but you always hear the fear of being sued because of patient 
confidentiality. That is not the real issue. We l'eally don't know what the 
statutes allow, or don't allow, because no one has used them yet because of other 
reasons that have nothing to do with statutes. 

Greg Long said that part of the surface problem could be solved by a modification 
of the statutues to provide specifically for permission to release information 
to another treatment agency. 

James Joy said that theidea~,tbat.conf.i.dentia.1i:ty gets in the way is really a red 
herring. If someone calls him and says that he objects to the fact that the 
stai:e hospital had shared their files with a community mental health program 
tha1/was under contract wi th the state, tr.us acting in behalf of the state, he 
would say that they had no case at all. He couldn't guarantee what a private 
attd'l~ney might attempt, but it would not be a case that his office would accept. 
To 1lhe contrary~ he said, as long as a patient is not free to walk the streets 
unhiindered by the state, the state has a right to give a patient as good a treat
ment plan as can possibly be given. If a communications breakdown is interrupting 
that treatment plan, he felt that the liability goes the other way because of 
1 ack ()f communi cati on. 

Guy Till and Judge Abram both stated their opinions that the confidentiality 
statutes should be changed so that facilities will not be afraid of exchanging 
information. 
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Dr. Kleinsasser sllmmarized the discussion by saying that there.appeared t~ b~ 
a reasonab 1 e consensus among the Task Force members that some kl nd of spe~1 a llZed 
program (whether it be centralized or decentralized) is n~eded to ~eal w~th 
the subgroup of people not being helped by the system as lt now eXlsts. ~tatutory 
changes are needed also, as well as improved information/communication flow and 
giving the court system controls they now do not have. 

It was also decided that defining the subgroup of people being discussed was 
yet to be done. Following lunch, Dr. Kleinsasser stated that ~u~ing the after
noon session concentration would be applied to the task of deflnlng the subgroup 
discussed during the morning session. 

In order to do this, the Task Force would break up into three groups, meet in 
separate rooms for one hour and then reassemble for further discussion. The items 
to be discussed would be: 1) definition of the subgroup; ~) what sho~ld a new 
system or program consist of; and 3) who should have overslght authorlty for the 
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The three groups are as follows: 

§'roup 1: Systems Entry Grout> 2: Systems Treatment Group 3: Systems Release 
Greenwood, Chair Sundell, Ghair Long, Chair 
Abrams Cohen Yeager 
Schuman Ti 11 Joy 
Neale Lucero Block 
Ahlstrom Kort Gilmore 
Simonet Richtel ~vle 
Glover Savage Smith 
Diesenhaus Kileinsasser Traylor 
Walta B~'omley Valdez 
Tihonovich Terrill 

Each group reported their findings as follows: 

Group 1 discussed whether to expand facilities or create a new !acility. T~is. 
group discussed changes to the ~xisti~g system which would provlde for contlnulty 
of care for dangerous mentally 111 cl1ent~. A system of ca~e manage~s to be 
hired by a state agency would be used to lnsure that the cllent rece1ved the 
proper treatment. Group 1 also discussed the resources that would be needed to 
provide continuity of care. 

Group 2 discussed the subgroup population definition. They agreed'upon the 
following: 

itA dangerous mentally ill person is any patient who is dangerous 
to others or who has an extra ordinary capacity to commit yiolence. 
In addition, the following factors (as shown on th~ folloWlng.page) 
shall be taken into account, with no one factor belng concluslve 
nor carrying more weight than any other factor.1I 
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Predictors 
History of Violent Acts: 

How Frequent 
How Serious 
How Recent 

Drug or Alcohol Abuse 
Clinician's Judgment 
Stress in Precipitating Situation 
Employment Stability 
Sex 
Socia-Economic Status 
Ar;;e 
Race 

Indicators 
Violent Ideas 
Paranoid Ideas 
Ha 11 ucinati ons 
Verbal Threats 
Bizarre Behavior 
Intense Motor Activity 

Group 3 came to the conclusions that they did not envision any radical changes 
to the system as it now exists. but legislative emphasis needs to be m~de Gleer; 
Statutory changes and treatment plans should be regulated. 

It was stated that different solutions apply for different areas (i.e., Denver 
vs. rural imeas). A need for more statistics was voiced by several Task Force 
members. It was requested that the staff of the Division of Criminal Justice 
determine the cost factors involved for a patient who is seen over and over 
again within the system vs. a patient who spends six months at Ft. Logan. 
Other statistics asked for included a summary of availab1e resources and how 
they're presently being used, broken into rural and urban areas and a sample of 
case histories within the systems. 

After further discussion, it was decided that the Task Group would meet again 
on Tuesday, September 22, 1981 at the Denver Police Department Auditorium. The 
meeting was adjourned. 
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TASK FORCE MEETING 

, on the 

DANGEROUS MENTALLY ILL PERSON 

September 22, 1981 

Denver Police Department Auditorium 
1331 Cherokee Street, Denver 

-

The Task Force on the Dangerous Mentally III Person (DMIP) meeting was called to 
order at 9:15 a.m., Tuesday, September 22,1981 with the following attendance: 

PRESENT 

Dennis Kleinsasser, Chair 
Patrick Ahlstrom 
Irene Cohen 
Herman Diesenhaus 
Robert Glover 
Laurence Greenwood 
Bob Husson (for Ruben Valdez) 
Doris KYle 
Betty Neale 
Denn;;, Pearson 
Ambrose Rodriguez 
You10n Savage 
Linda Schuman 
S.Z. Sundell 
John Tagert 
Nancy Terrill 
Guy Till 
Ti ana Yeager 

ABSENT 

Donald Abram 
Steve Block 
Tarquin Bromley 
Richard Castro 
Tom Gilmore 
James Joy 
Greg Long 
Leo LUcero 
Murray Ri chte 1 
John Simonet 
Donald Smith 
Dan Tihonovich 
Frank Tray10r 
Ed Vand&rtook 
Greg Walta 

The Chairman, Dr. Dennis Kleinsasser spoke briefly explaining that a meeting had 
taken place prior to th~ ~eeting today! with DCJ staff, several people fr~m the 
Department of Institutiors and Dr. K1elnsasser. The purpose or that meetlng was 
to determine whether the Task Force was meeting the goals of the original charge 
given to them and to CliH"'ify the objectives. One of the subjects of th~ meeting 
was the amount of time Sfr~nt by members, of' the Task Force balanced agalOst ~he 
impact of the outcome. Yhe consensus of those at the meeting felt t~a~~ny 10-
fluence that the Task Force would have would be through whatever actlvltles 
individual members would take once a final report was issued. 

At the last meeting most of the focus was on developing a program for a new 
structure. Dr. KleiMe:l~ser asked the members to consider alternatives that could 
be put into effect within the present system (i.e., ways of improving the current 
system). Dr. Kleinsas$~r asked Dr. Glover to read the original charge to the 
Task Force. 
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Dr. Glover read the original charge from Dr. Ray Leidig, former Executive 
Director' of the Department of Institutions to Richard Dana, Chairman of the 
state Council on Criminal Justice: 

1. To appoint a Task Force consisting of ~·epresentatives from the 
Oivision of Mental Health, the judicial system, the law enforce,
ment system and the Department of Health to begin on or before 
October 1, 1980 to consider the need for: 

a. a more integrated data system; 
b. more unified procedures and practices; 
c. methods for establishing more mutual understapJing of the 

three systems; and ' .. 
d. a permanent mechanism for correcting common problems. 

Dr. Glover said that he felt the Task Force had spent ~ great amount of ti~e.t~ 
date, and had perhaps delved into too much detail for the level ~f responslbl11ty 
shct.ed by Task Force members. He spoke further of the current tlme frame: the 
Department of Institutions had submitted their budget request for 1982-:-83 
to the Office of State Planning and Budgeting. The Division of Mental Health 
and the Department of Institutions had requested an increase of 18 intermediate 
security level beds at Pueblo f~r the v~olent pat~ents. Maximum security b~ds 
have 'increased by 90 beds, but'lntermedlate securlty beds were lost, resultlng 
in difficulty in moving patients down through lower level:) of ~e~uri~y. The 
budget request for community mental health centers and the ~lvls10n ~n total 
has also been submitted. The request was for a 20 percent lncrease lngeneral 
funds, omitting any request for new programs. The prob~bili~y of getting the 
20 p~rcent increase is next to ze~o, he sa~d. The cont~nuatlon b~dge~ for 
mental health centers for the comlng year lS $700,000 wlth a decllne ln federal 
funds. The first priority is maintenance of effort before adding ~nynew 
programs. Thementa1 health centers last year received no do~lar lncrease at . 
all to accommodate inflation resulting in approximately a twelve percent reductlon 
in capacity, statewide. 

Dr. Glover stated that he and jl,mbrose Rodri guez had met wi th Gove~nor Lamm ~n 
Friday, September 18, 1981 to discuss the current status of the Vl01ent pat~ent 
in conjunction wit~ Sutherland Mi11er ls report. The Governor was pleased ~1th 
certain areas but' understands that it is a 'systemwide issue and problems w11l 
not be solved overnight. 

Dr. Glover asked the Task Force members to keep their task small enough to be 
able to accomplish the objectives within a reasonable time frame. He suggested 
looking at major areas involving possible appropriate legislation. 

Dr. Glover asked Tiana Yeager to give the results of a legislative audit which 
was recently conducted in the Department of Instit~tions. Ms. Yeager stated th~t 
the committee had recommended an amendment to Sectlon 1684-2 of the statutes WhlCh 
currently permits, as a condition of deferred pro~ecu~ion, a ~erson to be placed 
in mental health treatment. What has been occurrlng 1S that Judges have been. 
ordering people to be placed in Ft. Logan for treatment for up to a ~e~r and ln 
many cases the person has not needed treatment or when Ft .. Logan b~11eves that 
treatment is completed, the court will not release the patlent untll the y~ar . 
is up, creating a bottleneck.at Ft •. L?gan. The audit recomm~nded that le~;nslat1on 
be modified so that a releas)ng facll1ty can release the patlent back to the court 
upon completion of treatment. 
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Dr. Glover stated that if changes to the statut~s are to be recommended by the 
Task Force, the time ;s now, not three to six mo!~ths down the ~oad. The Task 
Force needs to come up with concrete products and given the time frame, he 
wasnlt sure this is possible. He felt that issues the Task Force should address 
should consist of larger systemwide problems such as information sharing. 

Ambrose Rodriguez stated that one thing that had become clear through the 
meetings of the Task Force was that better dialogue is needed. The DiVision 
of Mental Health, as a result, will assign some staff time in an ongoing effort 
to improve I,;ommunications between the various systems (i .e., law enforcement, 
judicial, corrections) and the Division of Mental Health. He anticipates having 
a fu11time staffperson working in this area. 

Dr. Kleinsasser suggested a possible agend~ for the day. He said that as a result 
of the steerlng committee meeting held im~ediately f0110wing the last Task Force 
meeting~ it was felt that there was a need for better definition of the sub-
group (approximately 10 percent of the mental health population) being discussed; 
and there was a nee.d to look at a variety of cases involving the DMIP. The 
staff of the Division of Criminal Justice has put together data involving several 
cases and wished to present the material to the Task Force for their review. 

He asked the members of the Task Force to remember that what is re~uired at 
this point are concrete ideas. He asked that the members come up ~ith specific, 
prioritized recommendations for improvement of the system by the end of the day. 
This would be accomplished by breaking up into two small groups which would 
meet in separate rooms and discuss their ideas followed by a combined group 
discussion. If this is accomplished at today's meeting, 'followed by a meeting 
of Dr. Kleinsasser, Division of Criminal Justice staff and anyone else desiring 
to submit input, then a draft final report could be generated. This would be 
followed by one more short meeting of the Task Force members to r~view the draft 
final report, with the goal of the Task Force being met. He asked foy' reaction$ 
from the members to -this plan. 

Guy Till felt that the scope could not be restricted. He stated that the reason 
there were many people from thf.l criminal justice system attendi'ng the Task Force 
meetings is because so many mental health clients are ending up in jails and 
in courts. They probably do not belong in jails, but they are not getting the 
kind of help they need, he said. To put them into jails is frustrating to 
wardens, it's hard on other prisoners and it creates many problems. From a 
financial stanppoint, people in Denver County are upset because they are spending 
vast amounts of money (1.8 million dollars p€:" year Mr. Till had heard quoted), 
on people with meiltal health problems in the Denver criminal justice system 
in terms of jail and hospital expenses.· Some of the people involved do not 
have the same kind of interest in public safety as the police department or the 
district attorneys I office and their theory of action is to just slam the door -
get the people out - and Mr. Till wondered where they were supposed to go. 
He felt that in a couple of 'ye~rs a major problem will occtl,r with these people •. 
He felt that we were on pretty thin ice in handling these people from a legal 
standpOint and financial incentives to improve the situation are not present. 
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I~ was his pe~sonal opin1o~ ~hat without changing the economic structu~e or 
wlthout chang~ng the ~efln't'on of 27-10, the system cou1d not be improved. 
He felt that Just trYlng to make the differeht parts of the system fit 
t?gether better would not solve the problems. Budgets are getting very 
t1g,ht; the state does not want to pick up the difference, and the'counties 
ei(j,no~ w~nt tO,do what they percei~e ;'s a state responsibility. Mr. Till 
sa,d lt 1S a ~,g ~roblem now and wlll ~et much worse in a couple of years. 
The ,way the ~,strlct ,attoY'neys become lnvolved now is as a result of police 
offlcers havlng learned that by arresting a person rather than taking them 
to a mental health center~ the person will be confined for a length of time 
and become somewhat stabilized, as opposed to the person often being back 
on the 'street before the police officer can fill out his repo.rt. From a 
~ati~nts' rights standpoint, this is pretty shaky ground for the criminal 
JlIstlce system. 

-

C~ief JOhh Tagert agreed with Mr. Till that the problem wi11 accelerate. In 
hlS ~rea there is a significant lack of facilities. They are unable to help 
people who are voluntar'ily wanting to be committed,because there is no room for 
~h~m, he sai~. Lack of bedspace is a daily problem. There is no room in the 
Jalls, he sa,d, as all three counties are in a crisis situation regarding jail 
space. Jefferson county transports people to Pueblo in order to try and house 
people on a short term basis. The transportation costs are enormous. Jails 
are not the answer. He said that in additioh to specific recommendations from 
the Task Force, a very clear message should be sent to the Legislature letting 
them know that money has to be spent in this area which is not being spent now 
or there will be a tremendous crisis. ' 

Dr. Sundell said that the issue of money has com~. up several times and he is 
concerned about that, as one of the things discussed at the last meeting was 
not spending a single extra dollar. He felt that a lot of money for the cur
rent ~ystem is being wasted and one of the things to look at is how to re
organlze the present system to change for the better in order to spend present 
dollars in a more effective, efficient manner. If we ask for larger sums of 
money to start new programs, we are not going to get the money and we shou1dn ' t get the money, he said. 

Other Task Force members expressed doubt that large transfetls of fUhds from 
one agency to another is pOl i ti ca l1y feas i b 1 e - no agency wi 11 be wi 11 i ng to 
give ,up a part of its budget. 

Dr. Greenwood asked Dr. Glover to clarify what the Department of Inst'ltutions 
wanted !rom the Task Force. He said that he thought he heard Dr. Glover giving 
a negatlVe request to the Task Force (i.~q don't be expansive, don't look for 
big solutions, etc.). 

Dr. Glover stated that the original charge of the Task Force was for one 
p~ss1blY two meetings ~nd then for the Task Force members to .Work individually . 
wlthln the system for lmprovement. The role definition of tne group became much 
larger than what was expected. Within the Department of Institutions, there is a 
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five year long range planning committee that is looking at the role of community 
health centers and state hospitals. It is very important, he said, to consider 
\,!hether we have the Ylight match of people who have the responsibility and authority 
to carl~y out the recommendations of the Task Force. He stated that the Task Force 
is not currently justified in holdihg ongoing meetings, unless the original charge 
is expanded. If we want to take the expansive charge then we have to deal with 
the problems differently than what he saw as some very gross and fine tuning of 
the existing system rather than coming up with a brand new model. 

Dr. Greenwood asked Dr. Glover if he felt from a personal standpoint that it 
makes more sense to stick with the original directive. 

Dr. Glover stated that he 'is wondering if we have not made the charge too large 
to handle by this group given where various entities are, including the Legis
lature, the Governor's Office and other departmental entities. 

Dr. Greenwood asked what good would come if we narrow our focus in conjunction 
with the original directive. 

Dr. Glover said that there are many concrete actions which can be taken. We need 
changes in procedures, and better communications between the criminal justice 
and mental health systems. All of the Task Force members could take these kinds 
of recommendations back to their agencies and implement them, he said. We can 
work individually and through the various associations to SUPPOy't statute changes 
Which are needed. On a state level, in the long run, we need more resources, he 
said. We don't have enough beds for the clientel. There are logistics that are 
being done inappropriately, (i.e., obsetvations at Colorado State Hospital includes 
60 percent from the Denver area with 75 percent of psychiatric time from the 
Denver area) with the result-being that costs are considerably higher than if 
observations were done in the Denver area rather than in Pueblo. 

Dr. Sundell areed with Dr. Glover. He said that we are under-resourced at 
this time, but to talk of nioY'e'resourcf':l ~t a time when clearly we may not get 
any more shOUld tell us to look at better use of what we now have. 

Mr. Savage said that for the first time since he's been with the mental health 
system, the: community mental health program lost money, in terms of dollars 
available, coupled with a 12 to 16 percent inflation rates so the same amount 
of resource$ are not avail~ble. In addition, there are not enough beds. In 
the interest 'of patients' rights we have had to give up controls that society 
has been able to exercise along with a reduction in not only the'use of in
patient facilities, but in a more functional sense, in the number of needed 
inpatient facilities that are available. The consequence of not having enough 
inpatient beds is that you can't get some people in when they need it and 
others are ,being pushed out, before they really should be. 

Dr. Diesenhaus questioned the a~ea of the original charge relating to an in
tegrated data system. He asked for specific information as to What is needed. 
He spoke of practices, and how do you 'institutionalize better practices? 
Maybe, hesaip, that would be aJob fOY'a followup group to the Task Force. 
He said that in His agenqy he has made some changes already as a result of the 
Task Force meetings 1\1 tha,t he has named Irene Cohen as the crimjnal justice 
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and civi"l commitments specialist. They teo, he said, would have ane fulltime 
person who will interface with other syste,ns and .try to develop better guide
lines for working with this particular' type of patient, in both acute and long 
term treatment sttuatiol1s ip the agencies they fun~ and license. 

Dr. Glover asked Dr. Peijrson ,to share an experience he had recently regarding 
information sharing. Dr. Pearson said that recently a man was sent to the 
state hospital for an evaluation following a burglary that he had comm"itted. 
When the state hospital social worker asked for information concerning the 
patient, particularly the investigative reports, the sheriff's office dutifully 
complied and sent inform~tio.n concerning the burglary. The patient \1aS not 
physically restrained and was not in a secure ward. The patient escaped, 
and following the escape, the state hospital learned that the man had committfld 
a murder while in jail on the burglary charge. l'he state hospital had been 
charged to do an evaluation of the person following the burglary incident. 
The last the state hospi~al knew of the person was that he was being held in 
a New Mexico prison for another murder he had committed. The point being that 
the state hospital was not informed of the murder charge against the person. 
The state hospital had no knowledge of any violent h~story of the person; he 
was a good ,patient while at the state hospital and presented no management 
problems. 'Obv'iously' there was a serious lack of communication involving the 
reports on the person between the sheriff's office and the state hospital. 

Dr. Glover said that the. incident points out an area in need of improvement 
and should certainly be one,of the recommendations made by the Task Force 
members (i.e., better communication between systems). 

Dr. Glove.r stated that a study was completed recently by the Department of 
Institutions of the 12 most violent people. The commonality of these people 
are as follows: 11 out of the 12 that were looked at had either no father or 
a very poor father image; the ,mothers were either very passive or protective, 
or didn~t have much of a relationship with the child; their ~amilies had a 
long history of interactions with the legal system; 11 out of the 12 were chronic 
substance abusers; seven out of the 12 were high at the time of the incident; 
all 12 were unemployed; all 12 had no permanent residence; all 12 had a history 
of not wanting to be in the mental health system. Dr. Glover asked the Task 
Force members what kind of menta1 health system could be set up in order to 
track and monitor and assure compliance with this type .of person. Dr. Diesenhaus 
said that from a scientific perspective the characteristics of 12 violent 
people could not be generalized, that the first two characteristics do not 
differentiate betwee the violent and non-violent. 

Dr. Diesenhaus said that in the model system proposed there are no geographical 
boundaries established with case mal' ... gers, which should bea:first principle in 
establishing control. Dr. Glover said he sees the Task Force as possibly 
promising .. something that they carlnot deliver. . 

Dr. Sundell said that he felt the. Task Fo.rce should be able to make some very 
concrete immediate recommendatiods about how to proceed in the present system 
while at the same time looking at more long term solutions. 
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Dr. Kleinsasser suggested that the agenda he had earlier suggested for the day 
would probably work as long as the scope of the recommendations was not re
stricted. He asked for comments. Dr. Greenwood proposed that the Task Force 
discuss comparativBly minor proposals that would involve no huge tranfer of 
funds from one state agency to another, which may make the eXigt1ng system 
work a little better and then during the aftel'noon address SpeG1',I{C recommenda
tions. 

Dr. Kleinsasser suggested that the staff present the data'they had collected 
involving a sample of cases foY' the Task Force members' review. Pat. Malak 
said that what the staff out together in terms of a profile does not meet all 
the needs that were expressed at the last meeting - staff if very limited 
at the pres~nt time at the Division. Information from studies that are pre
sently being done was pulled together along with specific cases from the law 
enforcement area. In the area of law enforcement, a rural and a subuY'ban 
community were each looked at. 

Ms. Malak said that case #5 on page 3 illustrates many of the problems we are 
dealing with as far as placement is concerned. Chief Ahlstrom said that is a 
classic case - it shows the "dumping ll problem that occurs illl of the time. 
Ms. Malak said that some of the problems in rural areas are ~ifferent from those 
in the metro aroa. In the metro area is the lIoverlapping catchment areas ll 

prob 1 em ; n tryi ng to fi gure out w:,ere the person belongs. The problems in 
the rural areas relate to the lack of mental health facilities available, 
along with transportation problems and jail overcrowding problems. 

Ms. Malak referr'ed to two studies of the mentally ill ift ,jail: one is on the 
Boulder county ;;jails and was conducted by Dick Warner of the Boulder Mental 
Health Center. The other study ts being .. done by.theJDenv.er.Ant.i--Cr,ime Council 
on the Denver jail and Ward 18. 

Dick Warner looked at 119 individuals placed in the Boulder jail from October 
of 1979 to September of 1980. He found that some violent offenders are being 
held in jail because there .wasno other place for them, that people were being 
held in jail because they were not bad enough to b~ transferred t~ m~ntal . 
health facilities for inpatient care and that the Judge was not w1111ng to let 
those people out of jail without any alternative placement. In ~0f!1e cases the 
person being held in ~ail .wa~ ~ot dangerous wh~n brought to the Ja11, but 
after spending some t1me 1n Jal1 became more vlolent and was then transferred 
to the mental health center or to the state hospital. 

The study being conducted ~n Denver is somewhat preliminary and a lot Of. .... 
information is not yet avallable. Over 1,000 people were held who were 1dent.l
fied as having mental health problems and 9.3 percent of.th~s~ peop~e were 
considered violent. They spent an average of 14.,8 days 1n Jal1 or 1n Ward 
18 befo\~e being placed. 

Dr. Sundell referred to a case he was familiar with wherein decisions regarding 
the patient were apparently made because of economic reasons on the part of 
t~e mental health system and personal reasons on the p~rt of an on-call clinician. 

Ms. Malak pointed out the recommendations made relating.tq ~ails. T~e~e ~e~om-. 
mendations aretak~n front the survey conducted by the. D1V1S10n of Cr1mwat uustlce 
and 'from the study conducted by Dick Warner~ 
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M,s. Malak cQnti,nued through '4he data pointing out the recommendations given. 
There was some general discussion reg~rding the cases presented and the 
reconmendations shown. Dr. Pearson asked the Task Force memb'ers to be 
careful in viewing these statements asrecommehdations, when in some'in
stances they were simply opinions expressed by a variety of practitioners 
across the system. ' 

Following lunch, the Task Force members bl"oke into two sepa,rate groups. Each 
group was told by Dr. Kleinsasser to come up with specific recommendations 
in two categories: cost and no-cost to the present system and to also state 
reactions to the model presented at ,the last meeting. The individuals wiithin 
the two groups were: " 

Group 1" 

Facilitator: Pat Malak (DCJ) 

Ahl strom 
Sundell 
'Terrill 
Schuman 
Yeager 
Savage 
Husson 

, Group 2 

Fac,; 1 i ta'tor : Bob Burke (DCJ) 

Cohen 
'Neale 
Glover, 
Pearson 
Greenwood 
Kyle 
Till 
Rodriguez 

The two groups reconvened at 3:00 p.m. Chief Ahlstrom preseni;eda summary of 
Group 11 s recommendations and Dr., Greenwood summarized Group 21s recommendations: 

GROUP 1: RECOMMENDATIONS 

NO-COST RECor1~1ENDATWNS 

High Priority 

IMPROVE. COMMUNICATION BETWEEN SYSTEMS (Le." criminal justice Clnd mental health) 

• COMMUNICATION BETWEEN AND WITHIN THE MENTAL HEALTH AND CRIMINAL 
JUSTICE SYSTEf·1S SHOULD BE IMPROVED ' 

" 

- Local jurisdictions sbou·ld set up a mechanism for exchanging 
information, to include wr;<t:ten guidelines (MHC should take 
lead). Externa~l, help in setting up th~se meetings should be 
provided by;Task Force members, Division of Menttrl Health or 
Division of Critn1nai Justice staff or others to provide per
tinent materials regarding problems'dr issues to be adgressed. 

: Rev;ew anc{change, +f<n~ecessary, the statutes whi eh. 1 imit~th~~ 
exchange of information needed foi' th~ proper care, treatment " 
and fo 11 owup of the ,dangerous mentally ilL" ':; 

- Better use should be made Of the pre~ent statutes, regarding" 
exchange, of information between treatmentagenci'es. 
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- A full police report regarding the incident and criminal 
hi story shoul d be transferred wi th pet'sons referred to mental 
health centers by the police. 

- The state hospitals should have access to a.CCIC.termin~l 1n 
order to check criminal history records of lncomlng pat1enl.s. 

... A mental health "rap sheet" type r~port should be prepared b~+ 
mentai health centers and,made ~val1ableto ~ther merytal heal~h 
br criminal justice agencles WhlCh ~ustprovlde s~rvlces to a. 
dangerous mentally ill person. (rh, s recommendatlOn may requ 1 re 
a legal opinion or a statute change.) 

- There should be bette"r transfer of information between the 
courts and mental health facilities. 

- All information should be verified before it ;'s transferred to 
another agency. 

FUNCTIONS OF CURRENT SYSTEMS 

• THE DEPARTMENT OF INSTITUTlONS SHOULD ASSUME GREATER COORDINATION 
AND SUPERVISORY FUNCTIONS OVER LOCAL MENTAL HEALTH CENTERS 

• THERE SHOULD BE A STUny OF THE NEED FOR A REORGANIZATION AT THE 
STATE LEVEL TO DEAL WITH t4ENTAL HEALTH PROBLEMS AND DETERMINE 
RESPONSIBILITIES 

i» THERE SHOULD BE AN INTEGRATED STATEHIDE SYSTEM WITH RESPONSIBILITIES 
DE:FINED 

• IF A PERSON IS KNOWN TO A.t~ENTAL;HEALTH CENTER AND HAS BEENEVA~UATE~ 
AND/OR TREATE:D, RE-EVALUATIONS SHOULD NOT BE RE:DONE .IF THE PERSON MOVES~ 
TO A NE~J CATCHMENT AREA. Cm~BINING CATCHr,1ENT AREAS SHOULD BE A CONSIDERATION. 

CROSS TRAINING 

• . THERE SHOULD BE CROSS TRAINING BETWEEN MENTAL HEALTH AND CRIMINAL 
JUSTICE AGENCIES. 

\ 
, \ 

STATEWIDE BED ALLOCATION 

• 'PHE SERVICE AREAS fOR THE TWO HOSPITALS SHQl1~,.D BE ELIMINATED OR 
REDEFINED. 

, if" 
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Medium PriorHy 

STArUTES 

• MORE EDUCATION/TRAINING SHOULD fiE PROVIDED TO MENTAL 
HEALTH AGENCIES REGARDING~JHATCANAND CANNOT BE DONE 
UNDER THE CURRENT STATUTES 

• STATUTE 27-10-107 (1) SHPULD BE CHANGED TO REQUIRE 
SHORT TERM TREATMENT IF THE PERSON HAS BEEN EVALUATED 
AND MEETS THE CONDITIONS FOR CERTIFICATION. 
THE STATUTE SHOULD READ "If a person detained for' 
seventy-two hours under the provisions of section '27-10-
105 or a respondent ~nder co,lJrt order for e"al uation 
pursuant to section 27-10-106 has received an evaluation 
he shall be cert'ified for not more tha.n three months of 
short term treatf!1ent ufider the following conditions: 
(a) .Tryeprofesslonal staff of the agency or facility 
proVld1ng seventy-two hour treatment and evaluation has 
~nalyzed the .pe!,son1s condition and has found the pp.rson 
1S mentally 111 'and, as a result of mental illness ,a 
danger to others or to himself or gravely disabled; 
(b) The person has been advised of the availability of 
but has not accepted, voluntary trea tment; but) if, ' 
reasonab~e ~rounds exist to ~elieve that the person will 
not rema1n 1n .a Voluntary tre~tment program, his accep
t~nce.of voluntary treatment S\~ould not preclude certi-flcat10n; ~ 

(c) The fac~lity which will pY"?vide short 'term treatment 
, has been deslgnated or approved\by the executive directhr 
' to provi de such treatment.. ,I 

FurmtHG 

• 1\1-IE FUNDING ~1ECHANISM FOR CERTIFYING PATIENTS SHOULD BE CHANGED 
141 ELIMINATE THE DISINCENTIVE FOR CERTIPYING PATIENTS. 

TRAININ~~ 
\" 

• THE\ CRITERIA FOR INVOLUNTARY HOSPITALIZATION SHOULD BE FOLLOHED. DO 
NOT \;\NEED STATUTE CHANGE. 

,\ 

oj 

1 
.~~ 1 

LO: P;;:;;C~~t~~e!~~~~S.i ~t~~~t~r!~e~U~i r{ e;~:X;;~~:~~:. ~>;~~;:;h;n~~~~' ~ .. , ... , ..... ··~':~:~I. j 
statui\e would combine_~the, criteria for certification with those- for . 1 
;'ncompetency to refuse medicat~on. It shpuld also include a de,fjnt~.ion _ O,j 
Gf.9rar h'··~"a"'1"o"S"4'neollipetenrtif:naKrt1f(!C1 ~l olfS " ", . .' " . ! 
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COST RECOMMENDAnONS (numbered in priority order) 

1. THERE SHOULD BE ADDITIONAL NON-FORENSIC BEDS. 

2. ADEQUATE CONTINUATION OF CARE AND FOLLOWUP CARE FOR THE DANGEROUS 
MENTALLY ILL SHOULD BE PROVIDED ON A NON-CATCHMENT AREA BASIS. 

3. THERE SHOULD .BE A FORENSIC OBSERVATION UNIT IN THE METRO AREA. 
PSYCHOTIC MISDEMEANANTS (NON-DANGEROUS) SHOULD BE REMOVED FROM 
JAIL. A LOCAL FORENSIC OR CRIMINAL JUSTICE PSYCHIATRIC UNIT IS 
NEEDED. 

4. MENTAL HEALTH AND ALCOHOL/DRUG ABUSE STAFF SHOULD BE AVAILABLE 
TO ALL JAILS. 

5. THERE SHOULD BE INCREASED FUNDING TO LOCAL MENTAL HEALTH CENTERS 
FOR CONTINUATION OF CARE FOR NON-DANGEROUS CRIMINAL JUSTICE CLIENTS. 

6. MENTAL HEALTH AND ALCOHOL/DRUG ABUSE STAFF SHOULD PROVIDE INSTRUCTION 
TO JAILERS ON TREATMENT (CROSS TRAINING). 

GROUP 2: RECOMMENDATIONS 

NO-COST RECOMMENDATIONS (numbered in priority order} 

1. A CORE FORENSIC CAPABILITY SHOULD BE DEVELOPED WITHIN EACH MENTAL 
HEALTH CENTER. THIS CAPABILITY WOULD CONSIST OF ONE OR MORE PER
SONS SPECIALIZING IN THE DIAGNOSIS, ASSESSMENT, STATEWIDE FOLLOW .. 
UP AND CONTINUITY OF CARE OF DANGEROUS MENTALLY ILL PERSONS. THE 
FORENSIC SPECIALISTS WOULD RECEIVE THE TRAINING AND BE GIVEN THE 
AUTHORITY APPROPRIATE TO THE TASKS. EACH MENTAL HEALTH CENTER 
FORENSIC UNIT WOULD BE RESPONSIBLE FOR THE FOLLOWING ACTIVITIES 
CONCERNING THE DANGEROUS MENTALLY rLL: 

- Assessment 
- Diagnos.is 
.. Long term treatment plan 
- Statewide fol10wup of dangerous mentally ill persons entering 
), the system in that particular mental health center 
- Continuity of care for dangerous mentally ill persons released 

Din thttt area ~ 
="--~-~~~~=-=~-~~-=~=;-'=-=:-coordinati-~~~ of a~ti ~hS -and informati Oh wi thi n and between agenc:i es 

J/ 

I ,t) 
1 ' 

2i
• THERE SHOULDhBE IMPROVED ST.L\NDARDS FOR THE TREAn1ENT OF PATIENTS 
. COMBINED WITH ACCREDITATLON PROCEDURES FOR THE MENTAL HEALTH . 

CENTERS. SITE VISITS SHOOLD BE MAD.E BY SUPERVISING OFj:ICIALS 
::: -- = .. 

" 
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~. 'INCREASED TRAINING, LIAISON, COMMUN] CATION , ACCOUNTABILITY BEn~tEN 
LAW ENFORCEMENT AGENCIES AND MENTAL HEALTH CENTERS. AN Ef"FORT SHOUL:D 
BE MADE TO HAVE CONTINUITY OF PERSONNEL (STAFFING TEAMS THAT WOULD 
BRIDGE TWO AGENCIES AND LET IT BE A TWO-v/AY PROCESS. ' 

4. THERE SHOULD BE BETTER INFORr4ATION SHARING. 

5. THE COURTS SHOULD HAVE THE OPTION OF HAVING COMPETENCY EVALUATIONS DONE IN THE JAILS. 

6. THERE SHOULD BE A MULTI-DISCIPLINARY COMMITTEE ESTABLISHED TO REVISE 
AND DEVELOP MODEL ST/~TUTES. 

7. THERE SHOULD BE A STUDY TO DEFINE WHO THE DANGEROUS CLIENT IS AND TO 
DESCRIBE THE FOLLOWING ,'SPECTSOr: THE DANGEROUS ~!ENTALLY ILL POPULATION: 
NATUF~AL HISTORY; DEMOGRAPHY; FREQUENCY; AND RECOGNITION/PREDICTION. 

COST RECOMIMENDATIONS 

1 . THERI.: SHOULD BE INCREASED BEDS AND BETTER STAFf'J'PA'rrENT RATIO AT 
COLQiRADO STATE HOSPITAL, FT. LOGAN AND THE DEN,VER AREA. THERE 
SHOULD ALSO BE MORE INTERMEDIATE SECURITY BEDS AT COLORADO STATE HOSF'ITAL. 

2. THERE SHOULD BE SECURE BEDS IN DECENI·RALIlED LOCATIONS ~ 

3. THERE SHOULD BE INCREASED SERVICES FOR FOLLOWUP OF .rilL TYPES. 

4. THERE SHOULD BE INCREASED MONEY FOR lOCKED, LONG TERM,NON-HOSPITAL BEDS. 

·5. THERE SHOULD BE INCREASED' MONEY FOR PSYCHOLOGICAL S~RVICES IN THE 
DEPARTMENT OF INSTITUTIONS.J 

6. THERE SHOULD BE SHELTERED DECENTRA~IlEDWORKSHOPS. 

7. THE 72-HOUR HOLD SHOULD BE INCREASED TO SEVEN DAYS~ 

NEW MODEL (Group '2 Response) 

The model needs more discussion under the areas of: ' laws, money; public 
relations and a new institution. 

A date of November 13, 
was adjourned. 
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MINUTES 

TASK FORCE ON THE DANGEROUS ~1ENTALL Y ILL PERSON 

Friday, November 13, 1981 
Denver Police Department Auditorium 

1331 Cherokee Street 
Denver, Colorado 

The Task Force on the Dangerous Mentally III Person ~nMIP) meeting.was called, . 
to order at 9:10 a.m. on Friday, November 13; 1981 wlth the fol10wlng attandance. 

PRESENT 

Donald Abram 
. Tarquin. Broml ey 
'Irene Cohen 
Herman Diesenhaus 
Laurence Greenwood 
Doris Kyle 
Dennis Pearson 
Ambrose Rodriguez 
Youlon Savage 
S.l. Sundell 
Guy Till 
Tiana Yeager 

, Sarah 'Sammons 
ilohn Slimonet 

ABSENt. 

Patrick Ahlstrom 
Steven Block 
Richard Castro 
Tom Gilmore 
Robert Glover 
·James Joy 
Greg Long 
Leo Lucero 
Betty Neale 
Murray Richtel 
Donald Smith 
Nancy Terri'll 
Frank Traylor 
Ruben Valdez 
Gregory Wa1 ta 

The Chairman, Dr. Dennis Kleinsasser~ spoke briefly stating that as a , 
formal task force, today's meeting is expected to be the last one. There 
is a possibil ity that small er groups may eman~te from the task force. to 
work on spacific issues, he said. The goal of the task force fo~ t~l~ 
meetin~ is to adopt the final report ,of the tas~ force a~d to prlor~tlZe, 
the Tinal recommendations. Informatlon ~o~cernln~ eac~ teco~nendatlon 
will be given to the task force~ there wl1l be ~rl~f.dlS~usslon, and 
then the task force members will vote on the prlorltlzatlon for each 
recommendation. 

Dr. Kleinsasser stated that time wi1l also.be spent.on refining t,he ~odel 
which had been partially developed In prevlous me~~t1ngs .. A "lot Of tune 
an~t eff()rt,~~sb~~nR!J~:f(H:tn)y,t1le~~t~s,~ fo}"ce n'lember-s, .HlprQd!J~'lng the 
~m(fdel -and hopefully, w~th refl nement, 1 t can be used. as a b! ueprlnt fo~ 
the future. The final goal for this meeting 1s to dlSC4SS lmplementatl0n 
strategy for the hishest priority recommendatlons. " 

"'- , 
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Dr. Kleinsasser asked Pat Malak to make any comments she might like 
regarding the final report. He p~rsonal1Y commended the staff for 
the excellent job they have done 111 putt1ng together the report for 
the task force. 

Pat Mal\~k stated that the report includes a review of the literature 
and statutes, data from other studies conducted in Colorado and the 
findings from the Division of Criminal Justice survsy ~f mental health 
and criminal justice practitioners. The problems and lssues are broken 
down into system issues with secti~ns on en~ry.~ treatmeryt and. rel ease. 
Preliminary task force recommendatlOns a~e lncl~ded. ~lSCUSS10~ amo~g 
the'task force members on each of these lssues 1S not 1ncluded 1n th1s 
draft she said, but a copy of the minutes of each meeting will be 
included in the final report. We will also inc.lud~ ;n the final report 
task force discussion of each group of recommendatlons. 

Dr. Diesenhaus agreed with Dr. Kleinsasser that the report. i~ exc~l1r;nt. 
He said that there are obviously two divergent poles o! Opll110n.wlth1n 
the task force and discussion of the issues should be 1ncluded 111 the 
final report: in order to accurately ~e!lect the varying ?pinions. 
Dr~ Diesenhaus said that he had speclf1c comments regard1ng the report. 
On page 25, Table 2, a footnote shou1d be added to reflect that the 
alcohol/drug abuse units of the hospltals shown do not ~eport under the 
same system, or, Dr. Diesenhaus stated, they could prov1de parallel 
data to be included in the chart. 

Dr Pearson stated that there have been some changes made that took ef
fe~t in July of 1981 and more that will take effect in January, 1982 
that should be reflected on pages 19 and 20 of the report. The one 
change is in'regard to "releases of criminal commitments" and the other 
change is in conjunction with uincompetent to proceed". 

Dr. Green\lJood stated that the style of the report i,s well done, but he 
felt that the content is disappointing. He felt that tbe proble,!, has 
not been ad~resse(.!, he said. The,pro~len1 appears to be overwhelmlng 
in the context of current social t~ond1tions, and he thQught perhaps that 
statement should be in the report" if one is looking for solutions .. If 
one is looking for doing the best that can be done under current soc1al 
conditions, then the report is adequate. A qualifying statement~hould 
be made, he said. 

Dr. Kleinsasser asked Dr. Greenwood \lif he feels that the report fr;l1 
short? Dr. Greenwood said that the ''.repo~t needs to ref!ect the d1f
ficulty that the task fo~ce .members 11ad 1n term~'of cam1ng to closure 
on many of the issues, w1th1n the na~,~row econom1C structure that we are 
dealing with. 

Dr. Kleinsasser asked if perhaps the )task force should have st~ongly 
. suggested a specific and concrete program? ~r. GreenWood repl1ed that 

he wasn't .sure, but i'f the model \\ere; put aS1de the task force ~ , 
has not addressed the ,[probl em of What: happens to these J,eopl e ."/hen t,r~y re 

\' _ '..-4, -:"'" __ ~_ ... ______ "-_____ ~ _____ . __ .J,.._ •. _._._...t._.!;----....i--...... ~-..J.- _ 

otitfrrthEfcomm1tfilty~~ -Tnere-aY'e COl1 ryJcr~cout:noe-~oT~Tecom~~nacr~1 ~ns -,,;owan;r,---
the end of the report rega~din~_that ~ssue, hesa1d: !~,s ObVl0US ~hat 
these pr.ople can be a publ1C me-nnce ~:hen they are w1th1h' the com~nlty. 
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As Dr. Glover pointed out in an earlier meeting, these people have 
no homes and no money and these are the kinds of issues We need to 
address, Dr. Greenwood said, in addition to some of the other tech
nical details. The report, exce~lent as it is, he said, in terms of 
describing, collating ~nd addressing technical details seems to bypass 
the larger issues. 

Mr. Savage asked for clarification from Dr. Greenwood. ~Jas he saying 
that the report falls short in terms of the way it was put together, 
or has the task force not addressed the basic issues? Dr. Greenwood 
replied that it was some of both. The task fqrce did add\~ss the basic 
issues more than was shown in the report and that because they were more 
abstract, non-technical statements that the task force members stated, 
the report did not really cover it. There is nothing in the report 
that says that the members of the task force feel bad about the cut'rent 
situation. The introduction says that the public feels bad, but says 
nothing that reflects the suffering that the task force members, as 
individuals and as professionals have experienced in dealing with and 
struggling with this problem to try and do the best that can be done 
with it. 

Dr. Diesenhaus said that he agrees - it's not the report's fault that 
the task force came up with two contradictory recommendations. Pages 
91 and 92 of the report reflect the tension af the task force group, 
he said. He. said that we as a group have not done, anything more than 
to initiate some processes of dialogue with law enfoY'cell1ent people -
even with.in the mental health system there are barri'el~S over juris~ 
dictions. This task force, in his opinion, is not going to resolve 
those tensions. The minutes of the meetings reflect this, he said. 
Much of the discussion by the task force members has focused on lack 
of additf'onal resources· to build a neW system, therefore We are trying 
to IIjury"~i.g,:· .,the old, system and we are not wi 11 ing to attack some 
of the underly1ngpremises of the old systems. 

.Dr. Gre~nwood stated that he felt it should be said that the task force 
mem. bers share the p~blic co.nc~rn regarding the population tthe dan,gerous 
menta)ly ill person); and that the recommendations the tas~ force ~a.ve 
finalized are th~ best the.Y., can come up' with under the circum~tance$, 
whether 'you c,pange the system or add to the current system. 

Mt·. Savl1'ge stated that a brief statement to that effect should be in
cluded in the beginning Qf the summary conclusions. ~e also pointed 
out that on page 90 of the .report, under "Uniform Practices and Procedures", 
was what he felt 'to be a misstatement. The f'irst onereaqs liThe Department 
of Institutions should assume greater coordination and supervisory functions 
over" local ·'mental nealth centers,." He said that 18 of the community mental 
heai thcenters are priVette ,non-profitagenci esand two are coun\~y agencies ~ 
The state of Colorado buys services from them and the state portion of 
their budgats ranges from as much as 90 percent to as little as 20 percent . 
It should be cguched in terms of the state deciding what .services it wants 
to buy from those agencies rather than coordinating or controlling. 

" 
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Or whet~e~, in fact,.Dr. Sundell said,the state wants to continueth~1manner 
of provlslon of serv1c . .es at all. Th.e summary and conc'/usion of the 
~ep~rt do reflect !he tensions of the task force, he said, but reflect 
lt 1n a way that wl11 not be very ,helpful. That is, two of the four 
major groups of recommendations are diametrically opposite and suggest 
~pproaching the problem from totally different directions. This will 
Just f~rt~er confuse the !ssue, rather than.help, he said. Perhaps rather 
than llstlng the alternatlves, the actual dlScu5sion of the clear conflict' 
and the two basic alternatives that have been suggested might be more 
helpful. ' 

Dr.·Oiesenhau~ !;tated that none of the recommendations really address 
the issue of ",jurisdictional ownership" responsibility. He said that 
the task force was clearly not charged with coming up with a redefinition 
of the mental health system, but 'j,f the reader of the report wants to 
make a redefinition, let him do it. ' 

It's importan! that the issue be addressed clearly, Dr. Pearson said, 
because that 1$ the central focus of what has been discussed at the task 
force meetings - whether the existing rnental' health system as a IIsys tem ll 

really exists, and if it does exist, does it do the iob? fhat is the 
basic questt6n, he said. U ' 

It may be that the only concrete recommendation that can bEl made is to 
say lithe current mental health system should be looked at very carefully 
and a decision made as to whether to keep it intact or scrap it and 
start all over." The law enforcement issues, the information iSSues, 
the treatment and custody issues all are secondary to 'that p.rimary issue. 

Dr. Sund£l~ stated that the basic Single question is whether the present 
men!alheal!h system can, in any ways provide services to the group of 
patlents belng talked about (the dangerous ,mentally ill). The task fotce 
Should state one answer or the other to that question: yes~ it can, and 
these are the changes necessary ••. or else, no, and sornething entirely 
different needs to be done for this particular group of people. It is a 
fundamental question and if it is not addressed the task'force will 
not have been helpful. 

Judge Abram aski!d what the goal of the report is. Does the legislature 
intend on doing something with it? If it doesn't, how much more time 
and.effort shollld be put into. it? If financial changes (through the 
leglslature) .are not forthcomlng, thenth@ only oth.er changes that can 
be made are 1.n the statutes.. The report, generally, iSi110re sociological 
than it is legal; he sa i d. He sa i d, he can understcmd why the task force 
committee is polarized; the legal -issues, which involve the criminal 
justit~ systel~l, .mustbe,ana~Yzed as ajla'rtof a)e9a1system (i.e., pe·ople 
are gqlng.t~ J,n1, or ~nterH)g the me-ntal health system through the civil 
or t~e cnmlnal ~ourts) and the psychiatrists, psychologi$ts, and s,pci
OlOglStS are seelng peopJe as not necessa)''HY in the legal system b\~t 
as someone who needs assistance. These are tw:'~~Jiffet1ent issues •... 
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Mr. Savage stated that Judge Abram made some very pertinent comments~ 
among them, the comment regarding finances, which is a very basic issue. 
The dangerous mentally ill constitutes a comparatively small percentage 
of the total number of people who are served and to suggest removal of 
dollars (equal to that proportion) from the budgets of the mental 
health centers does not make sense. The money is needed badly in order 
for the mental health centers to be able to adequately budget for ser-
vices provided. . 

Dr. Kleinsasser said the task force needs to address this issue. ~lhat 
responsibility is the task force willing to take, through indi.vidual 
associatiov • or as a smaller group to work on specific issues. Several 
people str an interest in working on model legislation. Bill Woodward 
told the task force that the Division of Criminal Justice would make 

---_. -_. ~ .. - " 

staff available to groups interested in working on the statutes, procedures, 
or training. There was then further discussion about what impact the 
report might have. 

Dr. Greenwood said he didn't think there was any way at this point to 
determine whether the report will be useful. The report will be the 
most current body of useful information provided by proressionals within 
the systems. If certain social changes evolve over the next couple of 
years, then the report can be useful. 

Mr. Savage stated that the report captures a lot of useful information 
that someone will have to decide how to use in relation to current 
priorities. 

The discussion of issues was then resumed. Dr. Peal"son stated that fOi~ 
the dangerous montally ill population there needs to be a supervisory, 
cont.rolling, responsible state agency. 

Mr. Savage said that the basic issue still is that if the state has pro
cedures for the dangerous mentally ill and the state buys services from 
agencies Which carry out some of those procedures, there is no problem 
with the state having some prescribed guidelines for those contracting 
agencies. The population which the task force is studying - the danger
ous mentally ill, is a small population, therefore, it can be better 
served in some kind of centralized system which can relate to community 
men~al health centers and other kinds of pr\og~'amsin some Hllqnner, 
but th~ overall notion is that there ,is som~ central coordinating body 
to cleal with this small population. It is a special population requiring 
special kinds of skills to deal with it effectively, he said.. 'fhat idea is 
one of the essenti a 1 premi ses ,of the report, he said. It is a sped ali zed 
population that needs some kind of central administrative control and 
that all parts of the system relating to this should be "plugged in" 

-to that central mechanism. ' , 

Dr'. Sundell. said that dea1s with the underlying question. He would like 
to ~ee the task force make a statement regarding this issue so that members 
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of the task force can e'ither agree or di sagree and then proceed. Unti 1 
tnat is done, the.~ame kinds of argume~ts. oVer wordi n9, etc., wi 11 occur 
OVer and over with e'Clch sitlgle recommendation that is made, because there. 

,are two obvious different directions. 

Mr. Savage said that he thought the task force members were essentially 
agreeing that the dilngerous mentally 'ill are a comparatively small popu
lation needing specialized services. 

Dr. Sundell said that the dangerous mentally ill population is a compara
tiv~1y ~mall population~ but it is a very expensive populati'on to deal with. 

Judge Ab'ram suggested changing the wording of the first recommendation 
from the "Department of Institutions ll to lithe state. 1I 

Dr. Kleinsasser suggested that the wording of the first recommendation 
or. page 90 be changed to be more generic; more of a statement of the 
output that is desired and reflect the discussion that had taken place 
in the meeting's minutes. 

Mr. Till said that one thing he has come to believe over the past' few 
years is that the key to the Whole issue and why there is no concensus 
is that there is never a united front presented~ 

Dr. Diesenhaus stated that the~fte is a fundamental iS$ue here that is not 
being dealt with and that is the fact that communit'i health centers are 
looked upon as the primary vehicleL We are talking about two par~f11el . 
systems: forensic mental health and community mental health. ColoY'ado 1S 
one of the states that in 1963 adopted the fE;!deral model whichgava the 
community mental health center a franchise in the catchment area, and 
that has created all kinds of tensions and problems, particularly in the 
Denver metro areq. That model will not work for special populations. 
You have torecortceptualize the delivery of mental health services to 
look at para 11 el systems and deci de whether ~you ca~ save enougp money by not'nay; n9 
multiple evaluations of the dangero~s .mentally 111 p?pulat~on, _ or whet~er 
you need a new source of money requ1rllig a very detalled flScal ana1ysls. 
The conceptual, legallstic thi.ng that perhaps ColOl~ado ~hould look at 
is moving away from the franchised model. Mayb&' there 15 a need for a 
new forensic mental health agency that fs separate from the current 
agency. Maybe there's a ne~d for.,a new 1ineHe'!1 in the bUdg~t. If the 
task force could tonceptual1ze that and present 1t to the leglslators 
pe-rhaps it would help them brii'.!ak away from taking mone.y from one, pot for 
another pot and leaving each pot. half full. ' 

Mr. Savage sai.d that the ter(i1 forensicwou1d have to ~~_ de!i~t;:pYc~tY._ 
ti ghtly. vIe I re tal ki ng about ~he ~a)1gerous mentally n-,! and w~. work 
with the courts on a daily basls \,Ilth many o,ther populat'?n~, .WhlCh, 
because they are related to. the court, could, fQr_ our, defln1tH~n. be 
called forensic. The dangerous mentally ill is it spetial population 
and there needs to be some special way of deal ing \,/ith them. 
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Dr. Kleinsasser suggested that the task force stav-t going through each 
recommendation, discussing each one individually, then make a final vote 
on each"recommenation. Nary Mande reported the results of a preliminary 
ranking of each recommendation. The task force then discussed and modi
fied the recommendations and voted on final priorities. 

Following are the tow Cost Recommendations as agreed upon .by the task 
force members along with the average. score of the final votes and ranking 
of priorities: Low cost refers to minimal new money expenditures. 

• 
RECOMMENDATION 

COMMUNICATION BETWEEN AND WITHIN THE MENTAL 
HEALTH SYSTEM fiND THE CRIMINAL JUSTICE 
SYSTEM SHOULD BE IMPROVED. 

- LOCAL JUR!SDICTIONS SHOULD SET UP A MECHAN-
ISM FOR EXCHANGING INFORMATION, TO INCLUDE 

-

COMMON HRITTEN GUIDELINES. MENTAL HEALTH 
CENTERS SHOULD TAKE THE LEAD. EXTERNAL HELP 
IN SETTING UP THESE MEETINGS SHOULD BE PRO-
VIDED BY TASK FORCE: MEMBERS~ THE DIVISION 
OF MENTAL HEALTH OR THE DIVISION OF CRIMINAL 
JUSTICE STAFF, OR OTHERS TO PROVIDE PERTINENT 
MATERIALS REGARDING PROBLEMS OR ISSUES TO BE 
ADDRESSED. 

Discussion 

Uniform written guidelines should be dev~'foped. 
These should serve as a basis for local agree-
ments. At the local level~ mental health and 
the criminal justice systems should ~et Upa 
mechanism for exchanging information. 

REVIEW AND CHANGE~ IF NECESSARY, THE STATUTES 
WHICH LIMIT THE EXCHANGE OF INFORMATION NEEDED 
FOR THE PROPER CARE, TREATMENT, AND fOLLOWUP 
OF THE DANGEROUS MENTALLY ILL. 

Discussion 

Regarding the ~riminalJustice Records Act, 
in any case whiqhis di,smissed the access 
to the information regarding that case . 
automaMcal1 y bB\comes 11 mi ted a fter30 days. 
The i nformati on'i s limited tt) other pol ice
type agencies an'd mental heai,th centers are 
not i ncl uded .under"' tha,t defi nit; on. Thi s 
is unfortunafu, as the mental health centers 
should be able to see the IIrap sheets. 1I 

fhe suggestion for this recommendation is 
that the statutes'should be looked at from 
both mental health ana law enforcement per
spectives, 
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RECOMMENDATION 
't;' 

_c, BETTER USE SHOULD BE MADE"'OF THE PRESENT 
STr~TUTES REGARDING 'EXCHANGE OF INfORMATION 
iSETWf;EN TREATMENT AGENOIES. . " 

A FULL POLICE REPORTBEGARDING THE INCIDENT 
AND CRIMINAL 'HISTORY SHOULD ,BE TRANSFERRED ~ 
WITH PERSONS REFERRED TO MENTAL HEALTH 
CENTERS ~y THE POLICE. 'I" 

, " . 

- THE STATE HOSPITALS SHOULD HAVE ACCESS TO 
CCIC TERMINALS IN ORDER TO CHECK CRIMINAL. 
ArSTORY RECORDS OF INCOMING PATIEN\TS. 

RANK PRIORITY 
'" 

1.73 #7.5 

, 1.25,#1 

2.0 #1"1 

- A MENTAL HEALTH "RAP SHEETtI , TYPE.REPORT 
SHOULD 'BE ,PREPARED ,BY THE MENTAL HEALTH 
CENTERS AND MADE AVAILABLE TO On"E~ MENTAL 
HEALTH OR CRIMINAL JUSTICE ,AGENCIES WHICH' 
MUST PROVIDE SERVICES TO A DANGEROUS 
MENTALLY ILL PERSON. (THIs" RECOM~1ENDATION 
MAY REQUIRE A LEGAL OPINION OR A STATUTE 
CHANGE. 

~.23 #14 
Discussion 

The discussioncentered.around how this 
recommendation would be implemented. 
Whereshovld the repositorY for the "rap 
sheet'l be located; at the last mental . 
health center where the patient staYed; 
or at the Department of Institutions,'or 
the law enforcem&~t agency? It might not 
be posstble to implement this recommenda
tion because of confidentiality laws. Some 
members felt that the recommendation shoUld,' 
only apply to the 72-hour holds that were 
initiated out of Some sort 'of criminal ,type. 
behavior and a rap sb,eet is ne~ded concerning 
those f?ehaviors. Others felt th~t it is , 
speciflc behavioral aspects of the individ
ual's'presentation at various times that 
would be of; interest to other.tlinicians, 
1 aw officers and. offi cers of the courts. c, 

The problem wjth the subpopulatlon (the 
DMIP's)' is th~t they "fall through the " 
cracks II ; then) behavior is not defined 

-'i$l"eithersystem~=~'How do YOli'''get a suf:';c~=~~~ 
ficient databaise needed to make~the de~' 
cision on whether to detain or release? 

,,? ' . 
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RANK PRIORITY . ~ 

THERE SHOULD BE A BETTER TRANSFEf~ OF INFORMA
TION BETHEEN THE COURTS AND MENTAL HEALTH 
FACILITIES. THE SOURCE OF ALL INFORMATION 
SHOULD BE IDENTIFIED BEFORE IT IS TRANSFERRED 
TO ANOTHER AGENCY. 1.54 

Discussion 

Mr. Savage ~aid that he had made the 
\~ecommendation ori gi na lly and he sai d 
that his intent was that presentations 
should be based on factual data and not 
the emotional presentation of isolated 
incidents. This refers to information 
exchanged between agencies. 

• MORE EDUCATlON/TRAINING SHOULD ~E, PROVIDED TO MENTAL 
, HI:AL TH AND CRIMINl\L JUSTICE AGENCIES AND THE LEGAL 
SYSTEM RE~ARDINGWHAt CAN AND WHAT CANNOT BE DONE 
UNDER THE' CURRENT STATUTES. THERE SHOULD BE CROSS
TRAINING BETWEEN MENTAL HEALTH AND CRIMINAL JUSTICE 
AGENCIES. ' 1.75 

Discussion 

The task force v:oted to combine two 
earlier recommendations into the one 
given above. 

• STATUTE 27-1 0-107 (1) SHOULD BE CHANGED TO REQUIRE 
SHORT TERM TREATMENT IF THE PERSON HAS BEEN EVAlU-
ATED AND MEETS THE CONDlTIO~S FOR, CERTIFICATION. 3.3 

THE STATUTE SHOULD READ IIIf a person detain~d for 
s'eventy-two hours under the prQvisions of §27 .. l0-l05 
or a respondent under court order for eva lua t1 on pur";', 
suant to §27-10-106 has recei~ed an evaluation,he 
sha.U. be certifi ed for. not more than three montrs' b~ 
short term trea tmen t under the fall owi ng cond i tj on s !: 
'(a) The pro.fess'iona1 staff of the agency or facl~it!Y 
prov; di ng seventy-two hour tre~t,!,e~tand, eva1 u~ ulon 
has anal.Kze~ the person:s condltlon andllas fo~n\1 
the person 15 mentally 111" and, as~ result of m~mtal 
illness, a danger to others or to hlmself or gravely 
disabled; (b) The person has bee,n advi5ed of the " 

. aVanability of, but has notaGcepted, yolu.ntarytreat
ment; but. itt' reasonable grounds exist to oelieve that, 
the person ~,n 1 not rel11a in ina Vo lunta r j trea ~ment ' 
progra\n, his acceptance of vbluntary tr~~!I1J,em: ~hou1d 
not preclude certification; (c) The facl nty whlC:h 

,- \~ill provide, ,short term t\reatm~nt has been de~ignated , 
' or approved by the exeClutive di rector to provl de SUCf;l " 

treatment. . ,.". '! I) 
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Discussion 

Several task force members dis~9reed 
with thls recommendatipn, expressing 
the view that the way the statute 
change reads, it would be too con
venient for people to dispose ,of a, 
"nuisance" person. To requite certi
fication is going several steps back
wards and a lot more people would be 
hospitalized. The intent of 27-10 is 
to make treatment voluntary. The 
proposed change would cause,more';pr'bb
lems for an overcrowded system. The 
intent of the proposed changes is to 
get around the cases where someone is 
certif'iable, refusing treatme'nt, and 
there are not adequate r€lsources. The 
'statute has a tendancy to lump all, 
types to'gether - it neeQ$ to, be defi ned , 

, as to '\'/hat can be done for those who 
are dangerous to t.hein~elv~s and ·th,ose 
that are gravely disabled. The statute 
should be more definitional of treatment 
allowable for each category qf mentally 
ill person. It should speti'fy the 
nature of the condition and the! nature 
of treatment. We ctl"n take care .of those 
who are gravely disableQ: Dangetous'to 
··dthe~s .. ·i~-- --a' ,broa-d~·~de·f~i:n·i:,tivn:·-= ~maybe"- ~-::,-." 

they can be taken care of through an 
imposition of a legal"',disabil ity pro-

, blem. ' This is an inpa'tient treatment 
statute; . it does not speak to -the out
patientprogr~m. If we're,goj,ng,to .lo?k 
at the statutes we should"'1o-ok at It 1n 
'terms of an inpatient and outpatient 
program' under> cour~ supiervi,sion, ,par~i-
.c~larly where we talk about thosep,eople 

, who -ar,e dang,erous to other.s. Ther~~ has , 
been ~n attempt'eto correct the prohl em 

,. throutlh~§125 (bY imposing3ithe legal 
disabil ity), but that was a "back. door" f 

:procedbr~. ' 

" • A MULTI-DISCIPLINARY COMMITTEE SHOULD 'BE ESTABLISHED 
TO REVISE AND' DEVELOPf10DEL STATUlES. 1.62 

.~,~ .~, , t 

Discussion :' 

The, task force members decided that the:f followiil9. 
r,~commenda'tion be inclOded as discussion ,under 
th,is recommendation: " ' 

- Draft: a .s1tatute tocla.,rifythe grey areas,where ~ 
t.he heed to enforce m~dlcatron is not presently'
clear'for those inCliv)duals w~,Oare vi~~ent °to_ 
wards others. A ne'cess~r;yOchangein the statute 
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would introduce a procedure with criteria 
similar to those in incompetency proceedings. 
This should be il1clud,~d in \l/ith other 
statutes to be looked at and possibly 
changed. The change in wording will 
address the fact that thE!re are sQme 
"gr.eY area peopl ell who a1"e viol ent 
and there is not current'ly a procedure 
to deal with them. 

• THE SlATE SHOULD ASSUME GREATER RESPONSIBILITY FOR 
DEVELOPING A CENTRALLY CONTROLLED A,ND ADMiNISTERED 
SYSTEM'WITH DECENTRALIZED DELIVERY FOR THE SPECIAL 
POPULATION 'OF DANGEROUS MENTI~LL Y n.L PERSONS. THERE 
SHOULD BE A STUDY TO DETERMINE THE 'NEED FOR AN IN
TEGRATED STATE1~I[)E SYSTEM WITH RESf>ONSIBILITlES 
DEFINED FOR MENTAL 'HEALTH CARE DEL:[VERY. A CORE 
FORENSIC CAPABILITY SHOULD BE DEVE!LOPED TO CONSIST 
OF SPECIALISTS IN THE DIAGNOSIS, A~SSESSMENT, STATE
WIDE FOLLOWUP AND CONTINUITY OF CARE OF DANGEROUS 
MENTALLY ILL PERSONS. THE FORENSIC SPECIALISTS 
WOULD RECEIVE THE. TRAINING AND BE GIVEN THE AUTHOR:" 
ITY APPRORPIATE TO THE TASKS. EAC:H FORENSIC UNIT 

" WOULD BE RESPO~:SIB~£ FOR THE FOLLOWING ACTIVITtES 
CONCERNING THE DANGEROUS MENTALLY ILL PERSONS: 

- assessment; 
diagnosis; 

-long terll1tteattnefitplaYi; 
statewide fol1bWUP of dangerou~ mentally ill 

persons; and . , 
coordination of actions and irtformation within 
and between agenci es. 

Discussion 

This recommendation Goinbines the follow~ 
i ng fi,ve ori gi na 1 recoimmendati ons: .-

l' 

1. The Department d!f Institutions should 
assume greater qloordi nation and super
visory function*ovet)pcal mental 
health centers. ;" -""';.;;;, .... 

The statement' sihQuld be more abstract -
suggested wordijhg;, "Th.e state should 
a' ssu'!'~e res pons -jIb'; 'Ht", ./:0'" ..1"",,10"''; "'g III . .,l 'I I'T'J',I." ut::vt::! pili 

a centrally cqhtrolled and admlnst~red 
system wiih,de:centa 1 i zed del i very for 
the spectaJ, pd'pul ation of the danger
ous mentally, il~l\~11 Some felt that 
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IIdecentraliz~dU should be omitted and 
let the state decide how and what should 
be done •. Discussion centered around im
plementat10n and financing. Others ' 
f~lt that centraliz~d poliCY guidelipes 
w,th decentral1zed lmplementation should 
be specified." . 

There shoul d be a, study of th~ need for 
a reor~anization at the state level to 
deal w,th mental health problems and 
determine responsibilities. 

3. There sh?uld be an integrated statm'lide 
syst~m wlth responsibilities defined. 

,'. 

4. A core foren~ic capability should be 
d~veloped. This capability would con
S1St of specialists in the diagnosis, 
asse~sm~nt; stat~wide followup and . 
cor,rt,nu1ty of care of dangerous mental
ly ,11 per~ons. The forensic specialists 
would r~ce~ve the tra~ningand be given 
the author1ty.appropr1ate to the tasks. 

Each, forensi·c unit would,be respotlsible, 
for. the fo 11.Qwing . acti v~ttii!s.,cOllcerni og' 
th.e dangerous mentally ill: ' 

- assessment 
- dlagnosi'~:": 
- long term treatment plan . ' 
- s~atewide., followup.ofi4angerous mentally 
. 111 ~er~ons .~nter1ng the system in that' 

partlcular mental health center '.' 
- ~ontinuity of care for dangerous mentally 

111 persons released in that· area 
- coordination of actions and information 
~ithin and between agenclt~s ,"., 
~"I .. -

Each ~e~tal health center sho~ldhave a ", 
capa~lty t? recognize and know what to 
dQ~l1ththl=.t::)t~pe,of patient,obut may' . 
not be the dellVetgr. ,If tn'is recom- " .,. 
~~n~~ t~~~' ~ f~~~~!1~~~~'p~~i~tTI~n i~'!~Offd-~~'.~ ... ~.; ..•.. 
rna kes sen.se, because in sonte Cel tchment \areas 

. J:pe 1 oc~ 1 menot~ 1 health cenfer \'/ants to and 
can, lmr.l"ement It. )n other catchment areas 
perhaps Qther options are needed. . 
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RECOMMENDATION RANK PRIORITY 

5. If a person is known to a mental health 
center and has been evaluated and/or 
treated, re-evaluation ~hou1d not be 
done if the person moves to a ne\'I catch-
ment area. 

The issue isn't really re-eValuation, it 
was intended to get at the mere fact that 
if someone moves, it doe.s not necessitate 
the need to start all ~~er. The system 
should make maximum use of available diag
.nostic 'information. Problems arise because 
no one will claim resp0rlsibility. There is 
a, group af people for whom catchment area 
maintenance makes no sense, or there are 
peaple for whom centralized care makes sense. 

Discussion" !'_r,-

The task force members felt that all of the 
recommendations could be combined into one 
to insure that any changes to the system 
would be well thought out as to the effect 
on the total system. There was also a con
cern that people reading the report would 
get the impression that the task force 
thinks that the entire mental health system 
is not functioning well, In fact, the mental 
health centers are doing a good job for the 
majority of ciientswith mental health prob
lems. Hot;lever, the centers were fiot set up 
to deal with dangerous clients; the staffs are 
not adequately trained for this purpose and 
thi s proport'i onate am.o~nt of reSOiJrCeS needed 
for the care and treatment Of the dangerous 
m~ntally i 11 is not availapl e. 

• THERE SHOULtBE IMPROVED STANDARDS FOR THE TREATMENT 
OF DANG,EROUS :MENTAl-LY IL~ PATIENTS COMBINED WITH 
ACCREDITArWN PROCEDURES FOR THE MENTAL HEALTH CENTERS. 
SITE VISITS SHOULD BE MADE BY SUPERVJSING OFFICIALS' TO 
INSU~~COMPL1ANCE WITH THESE STANDARDS. 

« . 

OJ scuss\i on ' 
'. I '( , 

This j~ ~;iJ 'implementation issue in terms of 
the currett,t sysfem around t~e larger issue 

.. ~6efng -dBcu~s'ed-;c aboutstandardi'zed pY'oGeciures s ··· 

some sort ot, minima1'leve1 quality, etc. ',' That 
; f, i nfact,:ro:lhi ng changes , if the current 
sys tern A s ~s k~d to han~n e the dangerous menta 1-
1y ill,Jlersons,'some.lnethod is.need€.d to force the 
i.sslle. Man.v proplems aris'ing are duet0 :the 
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RECOMMENDATION 

i,nterface of t~m systems, procedures 
and standards need to be applied to . 
law enforcement, mental health and 
the courts. SystE~m interface i s really 
the.issue and tha~ is What' needs ,to be 
momtored and have, some type of quality 
assurance mechanism. . 

• THE SERVICE AREAS FOR THE TWO HOSPITALS SHOULD BE 
·ELIMINATED OR REDEF.INED. ' 

Discussion 

This recommendation does not totally ad ... ' 
dres~ the problem ~f inqdequate bed space, 
but l~ wo~ld help If the beds we~e eqUita
bly dlstrlbuted between the two sJerv;ce 
areas. In.the Colorado State Hospital 
(CS~) serVlce area, where more beds are 
av,all able, the:re i'snot much interest 
in developing alternatives. ' 

8 THE FUNDING ~E~HANISM FOR CERTIFYING' PATIENTS SBOULD 
BE ~H,AN(lED 30 ELIMINATE THE DISINCENTIVE .FORC~RTI~ ',' ," 
FYING AND/OR HOSPITALIZING PATIENTS. " 

B~caU~E!'of. the high, C9S~ of providing clients 
wlth lnpatlent care, cl1ents requiring this 

1.69 

3.23 

, typ~ of car~ are often treated on an out
~atle~t basls.' If too much is' spent for 
lnpatlen't; Slare for a few clients", services )' 
cannot be provided to large numbers of I 
clients wi'th less severe mental health I 

problems and relatively minor problems ji 
can escalate if left untreated. ' :, :" ~ rtf 

~' ~ STUDY SHOU!~~Q" B; COMPLETED TODEFI'NE THE DANGEROUS ,._' l,' (' 

PRIORITY 

#6 

1115 

Ii' 

, CLIENT AND TO DESCRIBE THE FOLLOWING ASPECTS OF THS<l f ii 
DANGEROUS .MENTALL Y ILL POPULATION: 'I ;l'.iits! #12 
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COST RECOMMENDATIONS 

There are eight major recommendatiohs in this section. Because it is 
unrealistic to expect that all of the cost recommendations will be 
funded in tht:fse times of tight money, Dr. Kleinsasser asked the task 
force members to rank the top five. the highest priority gets the 
highest number'-- 5 is the highest. The papers were collected and 
Division of Criminal Justice staff computed measures of central tenden
cy and rankings. The results and task force discussions are as follows: 

Reco~nendation Rank 
• THERE IS A C'RlTICAL NEED FOR A SUBSTANTIAL INCREASE IN BOTH 

THE NUMBf;R OF SECURE AND NON-FORENSIC PSYCHIATRIC.BEDS IN 
ORDER TO PROVIDE THE CAPABILITY OF TREATING THE DANGEROUS 62 
MENTALLY ILL. ' 

There shoul~' D.~ more beds and a better staff/patient 
ratio at Colorado State Hospita1, Ft. Logan, and the 
Denver- area. 

There should be more intermedi'ate security beds at. 
Colorado State Hospital. 

There should be a gr.eater number of secure beds in 
decentralized locations. 

. 'Discussion 

Therr;w~,~ some discussion that the recomrilendation would 
mean mqre if there was a spedficrecommendation as to 
the number of beds that are needed. Howe~er, the Division 
of Mental Health has the best data available and even they 
cantt tell how many beds are needed. Mr. Till suggested 
that, on an in'tultivebasis, an~3timation could be made' 
of 250 b't~ds required. I Other members felt that the number 
of beds is not as important as the type of beds available 
(what treatment classification, what security classification, 
what is the cost of th~ bed.~er~atient, etc.)~ The short
age of beds is a critical Pt'oblerrr;';'\'Ihen a bed is needed for 
a dangerous mentC!lly ill person, it is not there, and 
when it ts needed'; ,it is needed immediately. After further 
discu~s.:ion, it was suggested that. a specific number' of 
beds'llot be stated, but say for example, a substan'tial 
number of beds are needed. ,'\:.' . 

I ~i, 
1 4t ,} (i l , 

n ,_':~_,!,~!,-~=~,~~ --'_~~.=='!i-~O,LJ-T;SEC~itiyji()~CJL~J8~V~~U~J1~QB=}'P,~~IE~[1_~~Y,lQL~tJ!J;aEJ.,E." 
\: WHO ARE INCAPABILE OF SURVIVING IN, AN UNSUPERVISED SETTING 
j r; 0 WITHOUT ENDANGERt'NGOTHERS SHOULD BE BUILT. ( 
,I 

' • ' -~,~' 
"",'n 

i ® c/ if Discussi~~n"'!' ""~ 

j 
/1 

.I 

I'~ 

Both low security and high security domic'il,~ iaries 
are needeti. ,here are untreatable "people - "'tbis 

~, -.-1.\\\,.:::':>' 
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RECOMMENDATION RANK PRIORITY 

fact has geen i gnor~d for years!. Some people 
are likely to be violent if put in an unstructured 
setting where they ca,n discontinue medication. 
There is a tendency on the part of the system to 
move peopl e "to a 1 ess structured program than where 
they fupction well. A statute change would be 
needed in order' .to commit people to this type of 
facility. ' 

, , 

o A FORENSIC OBSERVATION UNIT 'SHOULD 'BE ESTABLISHED IN THE 
METRO AREA. 38 #2.5 

Discussion 

Forensic meal/ls those people with felony crimes before 
the court., Currently clients are transported to 
Pueblo from the metro area for observation and then 
psychiatris'ts are al so ffown to Pueblo from Denver 
to perform the evalllation. ' 

til r~ENTAl HEALTH SERVICES IN THE DEPART.MENT OF CORRECTIONS SHOULD 
BE EXPANDED. 19 

i FOllOH-UP AND CONTINUATION OF CARE SERVICES SHOULD BE EXPANDED 38 

- DMIP I S SHOULD BE PROVIDED FOlLOH-UP AND CONTINUATION OF CARE 
SERVICES ON A NON-CAYCHMENT AREA BASIS. ' 

- THERE SHOU~:O BE SHELTERED DECENTRALIZED HORKSHOPS. 

- THERE SHOUIL.D BE 'INCREASED FUNDING TO LOCAL MENTAL HEALTH 
CENTERS. FOR CONTINUATION OF CARE FOR NON-DANGEROUS 
CRIMINAL JUSTICE CLIENTS. 

Dr. Greenwood expressed the opinion that workshops 
ar"e one of the most effective forms of treatment 
few (some clients. Decentra 1 i zed works hops are 
needed to prov; de some pl ace for peopl e to structut'e 
time and some place to ~ave contact between the 
psychotic indiviudal and a rational individ~al, 
which is c~rrently missing in the discharge of 
patients •. Decentralized work,shops don't have to 
be necessarily in catchment areas, or run the 
the mental health c~hters. 

c THE 72-HOUR HOLD SHOULD BE EXPANDED TO SEVEN DAYS. 

Discussion 
'? t. 

It would provide morr::! time,'i:;for cl i.nical work with 
the patient and one wouldn't have to spend as 
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RECOMMENDATION RANK PRIORITY 

much time on paperwork. One would get a lot 
more voluntary patients, avoiding the judicia"' 
system altogether. Several members felt that 
this change is not necessary. 

• MENTAL HEALTH AND ALCOHOL/DRUG ABUSE STAFF SHOULD BE 
AVAILABLE TO All JAILS TO PROVIDE EVALUATIONS AND 
TREATMENT SERVICES. 

GMENTAL HEALTH AND ALCOHOL/DRUG ABUSE STAFF SHOULD 
PROVIDE INSTRUCTION (CROSS TRAINING) TO JAILERS 
ON TREATMENT. . 

7 #6 

6 #7.5 

Following this, Dr. Kleinsasser,asked the group "where do we go ,from here?1i 
and opened it up for discussion. 

Mr. S~vage, t'eferre~ to the Model for Care of . the Dangerous Mentally Iil: 
he sald he wQuld llke to make a change on pOlnt #3, where it suggest that 
funds be held out of mental health center's allocations for the state 
opera,ted progr~m:), etc. He sa i d he bel i eyed thi s shoul d not be in the 
model because ,t creates the illusion that dollars can be removed without 
any harm"done t.o the rest of the program and secondly, it creates the 
illusion that enough dollars can be taken out of the programs that were 
!unded. The characteristics and the financing of a system are different 
"Ideas. 

It was discussed whether to refine the model during the last hour of 
the meeting or whether to decide to meet again as a task force and spend 
a half day refining the model. 

Several members felt that ~he deve'lopment of the model was one of the 
most important aspects of the WG~k of the task force, but unless they 
had time to fUlly develop it they did not feel that it should be included 
in the report. Mr. Bromley said that if the task force is to have any 
meaning the model should be completed. It needs to be in the final report 
and it needs to be done right. Everyone should feel comfortable with it. 
It would be a long-range proposal for futur~ planning. The task force 
members decided th~t they would 1 ike to meet again to develop the model 
furth~r.and finalize plans for implementation of recommendations. A date 
of Frlday, December 11, 1981 was decided upon. 

.The meeting was adjourned. 

, , 

" 

161 

_____ ~ _____ , __________ '_'··m~-; ___ DD ____ '_'t ___ ~ __ ~ ________________________________________ ~1 ______________ ~ __________ ~ ______ ~;~.=,~_~~~~~ _________ ~~ ________ ~ __ ~~ ____ ~~ ___ ~ ______ ~~ ___ 



.. + 

TA,SK FORCE MEETING 

ON THE 

DANGEROUS MENTALLY ILL PERSON 

December 11, 1981 

Denver Police Department Auditorium 
1331 Cherokee Street, DenVer' 

The Task Force on the Dangerous Mentally III Person (DJ~IP) meeting was 
called to order at 9:30 a.m., Friday, December 11, 1981 with the fol
lowing attendance: 

, PRESENT I 

Dennis Kleinsasser, Chair 
Stephen Block 
Tarquin Brom1 ey 
Herman Diesenhaus 
Larry Greenwood 
Dennis Pearson 
Sara Sammons 
Youlon Savage 
John Simonet 
S.Z. Sundell 
Tiana Yeager 

ABSENT 

Pat Ahlstrom 
Donald Abram 
Richa\"d Castro 
Tom Q'flmore 
Robert Glover 
James Joy 
Doris Kyle 
Gregory Long 
Leo Lucero 
Betty Neale 
Murray Richtel 
Donald Smith 
John Tagert 
Nancy Terrill 
Frank Traylor 
Ruben Valdez 
Greg Walta 

Dr. Kleinsasser opened the meeting with the statement that the Task 
Force members'would be working on finalizing a model during this final 
meeting. He also conveyed the regrets of several task force members 
who were unable to attend this meeting. Representat-;ve Betty Neale 
had a prior commitment~ John Tagert had surgery and Gregory Long, Donald 
Abram, Tom Hi 1 more, Murray Ri chte.i, Nancy Tel~ri 11 and Dori s Ky1 e had 
hearings or trials scheduled. Dr. Kleinsassersaid thatf01lowing today's 
meeting, Bil; Woodwat?d of the Division.of Criminal Justic"e, had solne comments 
to make concerning possible further subgroups gf .the Task Force (i.e., 
several task force members had expressed an interest in dOing further work 
on statutes, information exchange between systems, etc.). 

Dr. Kleinsasser then reviewed the processthfQugh which the pr'eliminary 
mode 1 for deli very of men,ta 1 hea3 th servi ce's to DMI P • s had been developed. 
In an earl i er meeti ng of the task ',forcl;! the members had broken up into 
three~eparate grotJps, each di scussi ng a possigle model.~ Foll owi ng that, 
the entire task force met again"and discussed eachgroup's mode1~ From 
t~lese three model s, a framewor~ hadvbeen put together. Task fQrce members 
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VJere asked to review and analyze the model in terms of the following 
elements, or any other element task force members felt to be important. 

1. Target population 

Estimated numbers 
Needs 

.Predictors and indicators 

2. System Design 

Treatment 
Staffing 
Control (decentralized vs. centralized) 
Flmding 

3. Results and outcomes 

Dr. Diesenhaus said one element he would like to see included is a focus 
on the target population - not just identifying who they are, but the cir
cumstances under which violence may be committed, In addition, programs 
should be designed not necessarily to contain or confine people, but 
to reduce the probability of the occurrence of the dangerous event. 

The group then discussed a definition of the target population ~ the 
dange.rous mentally ill person. The question was asked if the. target 
population would consist of those people who are predicted to be dangerous 
but who have neVer had an overt act or are they people who have had a 
long history of violence. Does the task force mean, only the preventive 
detention kinds of civil commitments or are they only tal king about criminal 
commitments? Or both? 

A comment made in reply to that statement was that we are talking about 
prevention as well as actual violent actions, but only in the context of 
those individuals who are defined as being a number of things, and one is 
having a serious psychiatric illness or mental illness. The second criteria 
would be that there is some evidence that in the past, the person has shown 
a propensity, as a result of that illness that has caused them to put them
selves or other individuals in potential danger. The charge of the task 
force was to focus on the group of people who have come to the attention' 
of authorities in some way - an assessment has been made of their past; they 
may not have committed a dangerous ,act, but they can be identified as being 
potentia11y dangerous. How shoul d they be treated fY'om that point on? 

It has been dis,cussed in ~arlier meetings that the nondangerous mentally ill 
can be handled within ~he existing system, but that we do not have an . 

'adequa;t,e sys,tem for ha~ .. -4li ng,.the' dangerous mentally ill. The 
dangerous mentally ill pe~s9n can fall into either the mental health system 
and sometimes the c'riminaT Justice system and wh';at the task force is at
tempting to do is to interface these systems.oTllere needs to be an inter-
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vention system avail abl e to reduce the probabil ity that a mentally ill 
person will engage in a dangerous act to himself or others. 

~ 10 • .. ~~ 

After mor(~ discussion it was decided that the task force was being too 
abstract; an operational definition is needed {i.e., operational meaning 
civil commitment, referral to a forensic unit, etc.}. Dr. Greenwood 
stated that he was attempting to make this operational definition in . 
order to combine some understanding of the intake process with the defi
nition, 'with the idea that if you have a model treatment program the 
people will be defined. Dr. Sundell stated that the on-line clinicians 
should be able to define the person's behavior as being of concern to 
them and have a system available to the clinician so that the patient 
can be treated. 

It was stated that the problem showing up in society that brought about 
the task force and its charge is the person who has not been in the system 
before; who has never peen picked up; who is seriously troubled and is on 
the street. The task put before the group by the Department of Institutions 
was to determine how these people can be identified and how can the state 
intervene to prevent further dangerousness to others. 

Dr. Greenwood stated that if a program is available, a population will be 
created for that program. If you define services that have been rendered 
to people who have been civilly committed for potential dangerousness to 
others, then agencies will civilly commit people who are potentially danger
ous to others in order to get into the program, when it is clinically in
dicated. 

Further discussion of the predictors and indicators ofa da~gerous mentally 
ill person was held. Among the items discussed were the deletion of sex 
and race on the list and the decision to label the "predictors and indicators" 
as concerh fa~tors. It was decided also that employment instability and 
housing instability should be included on the list. This list of concern 
factors should be listed as qualifyers to the definition. 

It was stated that regardless of how the target population is defined, if 
a system is available that will provide treatment~ that with some positive 
reinforcement to the referring agencies, the patients will be referred 
into this system and they will be defined by the cl inicians handl ing the 
cases. 

The definition that was decided upun by the task force members follows: 

liThe dangerous mentally ill patient is defint;p as a person 
with a mental disease or defect who because of it either is 
dangerous to others or has a demonstrated capacity to commit 
violence." 

The following factors should not be used.as predictors of dangerousness 
but as variables of concern which should alert criminal justice and mental 
heal th practitioners that further e\'al uation may be appror.n-i ate in thi s case. 
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History of Violent Acts . 
How Frequent 
How Serious 
How Recent . 

Drug or Alcohol Abuse 
Clinician's Judgment 

CONCERN FACTORS 

Stress in Precipitating Situation 
Employment Instability 
Housing Instability 
Socio-Economic Status 

SAL 

Violent Ideas 
Paranoid Ideas 
Hallucinations 
Verbal Threats 
Bizarre Behavior 
Intense Motor Activity 

The task force then discussed the estimated size of the target population: 
it was said that the number of the target population is ,important to deter-. 
mine approximate funding required •. It was also ~ta~ed that the~e was a heSl~ 
tancy to use specific numbers when lt would be dlfflcult to valldate them, 
but if the "perceived need" that is felt.is ignored, the ~a~k force w~uld 
be making a mistake. A high and low estlmate based on cllnlcal experlence 
is appropriate. 

One method of approximating is based on Colorado's population*: in Colorado, 
there is one patient who has been clinically assessed as dangerous to others 
and as having committed an offense against persons for every 1,600 people. 
Based on this method, a figure of 1,805 was determined. The figure of one 
in 1,600 is found on page 24 of the DMIP r:port and this figure is based on 
admission episodes for 1979-80. The rate 1S based on the 1980 Colorado popu
lation. The 1,805 figure is underestimated, it was concluded by the task 
force members, as any time you deal with public and st~te hospital and st~te 
administered systems you are under-reporting. Also, S1nce there are dupllcate 
admissions, not all of these people would need a bed at the same time, but 
the estimated number of beds would be required in order to serve the popula
tion so that when a bed is needed, it is available. The bottom line is the 
prOVision of continuity of care of services for these people, not necessaril~ 
providing them all with inpatient beds all of the time. Another reason 1,80~. 
is a conservative estimate is that the figure does not include those already 1n 
prisons, jails and'state hospitals. 

As a low estimate, it was decided to use the figure of 613, as determined in 
the report done by S~ther1 and Mi 11 er. Dr. Sutherl and's fi guY'es came from 
data collected from mental health centers on cases they felt were dangerous. 
He used a definition similar to the task force 1 s definition of the dangerous 
mentally ill person. It was stated that recidivists should be taken into ac
count as well. 

The question was asked as to why don't we use Dr. Mi11er's figures for people 
in the community who are not getting the treatment they need? The answer 

* Colorado's population in 1980 was 2,888,834 

165 

________ ... __________________________ .... d ____ ...... ______ ;,..... __ ........ _ __ -L.. __ --" __ ~ _____ "__~ ______ ~_~ ____ ~~_~ ____ ~ __ ----"- ___ L •• -"""- __ 



---~-.- _.-

given was that by doing that, some people are excluded (i.e., jails, de
toxification centers, etc.). 

Dr. Oiesenhaus pointed out that on page 25 of the DMIP report, in Table 2, 
it shows that there is a clinical rating showing the minimum population of 
3,233 which should be screened. By using a correction factor of 10 percent 
to correct for multiple admissions, a figure of 2,900 emerges. 

The task force members agreed that there should be a qualifyer which says: 
the estimated number of persons includes those people needing to be in the 
DMIP intervention system at any 'level of service at anyone time. The number 
of new admissions to that system each year and the number of discharges from 
that system each year should also be included. The number of new admissions 
will exceed the number of discharges. It was. felt that these type of data 
could be researched thoroughly once the system is put into effect. The in
tent of the task force is to arrive at two estimates: 1) people in the entire 
program, at all levels; and 2) a gross estimate of the number of beds required. 

A discussion of the Denver County Jail took place, with John Simonet stating 
that at this time there are 50 potentially dangerous people in his juris .. 
diction: 30 people within the jail itself and another 20 potentially danger
ous people in the community. It is a "revolving door" situation; some people 
are let out into the community but will reappear at Denver County Jail within 
a short period of time. All of these people should be within the system; they 
are hard-core people with mental illnesses - but because of the present 
system, they are not committed. If beds were available, these people would 
fill them. 

The next item to be discussed by the task force was the system design. The 
consensus of the task force was that the system should be separate from the 
current system and should be state managed and operated. Evaluative services 
is a mental health center function; intervention services would be a function 
of the state managed and operated system. Old dollars should not be moved _ 
there should be new dollars. A funding mechanism should be provided as there 
appears to be a disincentive for mental health centers to provide needed ser
vices. If there is enough evidence to suggest that a patient be ;n the state 
system on the basis of the criteria, they should be put into the system and 
evaluated further. It would simplify the majority of cases, cut down costs 
at the evaluation level, and people would not be over-evaluated when they 
really don't need it. ~ 

Cases may be self generated or referred by any ~ource and the mental health 
centers will .be provided with additional funds for evaluative purposes. 

Case managers would be employees of the state. The state should not simply 
contract with the mental health centers to provide a case manager. The case 
manager, however, could contract for services (e.g., in rural areas of the 
state); in the Denver metro area where the bulk of the population is, the 
system would own and operate facilities. Case managers would be established 
throughout the state. There was 1 en-gthy debate over whether specific programs 
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should be identified or whether case managers should be given the discretion 
to identify needs and create the ·necessary programs. Dr. Greenwood felt 
strongly thdt separate sheltered workshops are a critical need for DMIP's, 
but several other members thought that need for specific programs had not 
been researched enough to make such a recommendation. A compromise was reached 
Whereby a statement was included to say there "mayll be a need for separate 
workshops. 

The system to treat the dangerous mentally ill should have the following 
characteristics: 

• It should be state managed and operated to insure continuity 
of care 

• In addition to their existing caseload, the mental health 
centers shall provide the evaluative services for those 
persons suspected of being dangerous as a result of mental 
; 11 ness who are referred from jai 1s, courts, drug and 
alcohol facilities, or other mental health entry points. 
The state system shall reimburse the mental health centers 
for such eval uat;ons. 

; A person identified by a mental health center as dangerous 
as a result of mental disease or defect would be referred to 
the state system. 

• A long term treatment plan for eaeh client would be developed, 

e Inpatient services should be centralized ;n one or more lo
cations in the state. In addition, the system will provide 
all level s of partial care B:,nd outpatient treatment. 

II Resources shoul d be provi ded to purchase or Cl"eate needed 
services. Independent sheltered workshops or boarding houses 
may be needed separate from currently existing community 
mental health centers and community corrections facilities. 

• A case manager system should be established throughout the 
state. A case manager would arrange and monitor the necessary 
long term services: group and individual·'t'he~~py, counsel ing, 
A.A., halfway houses or sheltered workshops. The case manager 
would supervise a case regardless of the. type of service being 
delivered. 

, The case manager would be :employed by the state. 

I The Case manager wou1 d need the foll owi ng resources: 

The case manager shall have clinical training in working 
with the dangerous mentally ill persons. 

Authority of a peace officeI-" as defined in C.R.S. (1973) 
27-10 and 25-1-311. 
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The au/thori ty to pUyi~ch~se or create needed services 
(e.g. ~i group and inq~ividualtherapy, counsel ing, A.A., 
hal fWalY houses or shel tered workshops). 

,. 

- Autho'rity to insitit'utionalize, in accordance with 
the 1 a\lJ. 

- Access to all client records. 

- Authority to arrange for the administration of involun
tary medication, in accordance with the law. 

- Access to placement alternatives. 

• Continuity of care procedures should be followed when exiting 
from the system. 

Following discussion of the model, Dr. Kleinsasser stated that the staff 
will put together the "informa:tion discussed at today's meeting and in
corporate it into the final report. Copies of the final draft report will 
be sent to task force members for their comments. Task force members 
should respond back to staff with their comment.s on the report within 
one week. 

Pat Malak stated that the summary and recommendations were written to 
reflect the concerns of the task force members in deal 'ingwith the 
issues; the discussion is shown for each issue identified in the request 
from the Department of Institutions; also shown are the final recommenda
tions given by the ta~k force. The recommendations along with the model 
will be included in an executive summary pf the report. Included also will 
be a' literature review~ the problem statements aM the complete minutes 
of the task force meetlngs. The low cost and the cost recommendations with 
their individual rankings will be included in the appendix of the reoort. 
Each recommendation is listed with the highest priorities first. . 

Dr. Kleinsasser officially adjourned the task force meeting and turned the 
meeting over to Bill Woodward of the. Division of Criminal Justice. 

Mr. Woodward stated that there had been a number of members of the task 
force who had expressed an interest to the staff in working further on 
certain issues (statutes, information exchange betwe~n system and cross 
training), He asked the members present whether they would be interested 
in forming subgroups to pursue these issues, and if so, the staff would 
be available to help., 

Dr. Greenwood stated that he was interested in doing further work, but he 
felt the work would be of more value if the task. force had the authority 
to continue. Officially, the task force had completed the charge given 
them from the Department of Institutions by issuing a report. 

Dr'. DiesHlhaus said that out of the task'force meetings has emerged the 
recognition of the fact that the Division of Alcoholm'1d Drug Abuse needs 
to take more ownership of their share of the problems. He stated that he 
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will discuss this with Dr. Traylor and will also inquire at the same 
time about fUrther authority to pursue the subject of subgroups continuing 
discussions. 

Tiana Yeager said that she would discuss the subject with Dr. Glover as 
well. Or. Kleinsasser said that the report will also be given to Governor 
Lamm, who could act as an appointing authority as well. 

It was suggested that the need for further work be included in the report 
as well as the expressed desi re of many of the task force members to con
tinue the work. 

Dr. Kleinsasser adjourned the meeting at 1:05 p.m. 
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APPENDIX C 

CASE PROFILES OF DANGEROUS MENTALLY ILL PATIENTS 

Many of the violent clients enter the system through an initial contact 
with law enforcement. The following is a description of types of cases 
encountered in a rural county, a suburban community, and in Denver. Most 
law enforcement agencies do not cate90rize offenders by offense or '!lental 
health problems. Therefore, these cases were selected by the agencles and 
are not a random sampl e, and may tend to be the worse cases rather than the 
typical. The cas~ pr:sented on the last page i11ust~ates th~ interface 
between criminal Justlce and mental health agencles 1n handl1ng dangerous 
mentally 111 clients. 

," 

Suburban Community 

" " 

Case 1 - Moth~r called police be~ause her son was violent and had barr-ica,ded 
himself in the house. He had been held 11 times since 1969 on 
mental hea1th holds. The police arrested him for disorderly conduct 
and. transported him to Jefferson County Jail. Approximately four 
hours of officer time Was involved in this case at an average 
cost of $10 per hour. 

. 
CaSe 2 - Police were called by the family 'of a 21 year old male who was 

discharging firearms. The officers saw the person walking down 
the street with a shotgun in his hand. He put the shotgun in his 
mouth. Police believed him to be suicidal. Police did not file 
charges and took the person to Boulder Psychiatric Institute (BPI) 
for a 72 haul'" mental health hold. BPI held the person for 45 minutes, 
conducted a 15 minute evaluation, and gave him back to the police 
who rel easad him to a rel ative. ApprOXimately 1.2.5 hours of offi cer' 
time was involved. . 

Case 3 - A citizen called the police to report that a man was on top of a 
building shouting at spirits. The. 25 year old man was taken into 
custody by pol h~.e who transported Mm to BPI. Appr'oximately two 
hours of officer time w;~s involved in this case. The police have 
no further information on the outcome of the case. 

Case 4 - A 29 year old male barricaded himSelf in his hOljse after starting 
a fire on the porch. He aimed a gun at the police and threatened 
them. He was arr.ested for second degree arson and felony menacing 
and was taken by police to th,e Adams County Jail •. He was released 
on bond \.the following morning and was not evaluated by mental health. 
Approximately eight hours of officer· time was involved in the case. 
Criminal charges ,are being filed i.n this case. 
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I Case 5 - Police were called by the attorney of a 34 year old man. The man 
had gone to the attorney to discuss his problems and the attorney 
believed the man to be homicidal and suicidal. The police and 
the attorney tried to find a placement for this individual. They 
ca 11 t:d the Mental' Health' Center' #1, were referred to MHC #2 who 
referred them to MHC #3 because the man was not in their catchment 
area. Mental Health Center #3 was familiar with the case but would 

,not accept the client because he had an outstanding bill. They 
referred him back to MHC #2 which referred him back to MHC #1. 
MHC #1 said he must pay his bill and that he has a drug problem, so 
referred him to Drug Center #1 who said they could not take 
him because he was not currently on drugs and referred them back to 
MHC #3. MHC #3 then called Fort Logan and asked them not to accept 
the client. The police then told the MHC #3 that they would ask 
the judge to order that the person be accepted. MHC #3 then referred 
the client to Drug Center #2 where he was placed. He was held for 
approximately one hQur and was released. The following day he returned 
to his attorney's office. The police were again called and took 
the client to BPI for a 72 hour mental health hold. He was held for 
less than three hours and was released as no risk. Approximately 
seven hours of officer time was required. 

Case 6 - Police were called by the family of a 25 year old male because he was 
having mental health problems. The client's doctor grranged for the 
person to be placed in Bethesda. The police arranged for ambulance 
service to the hospital. Approximately three hours of officer time 
was required. 

Case 7 - Police had received repeated complaints from neighbors of a woman 
in her late 30 ' s. She was arrested for assaulting a day care center 
worker and had made a bomb threat· against the center. She was taken 
to the County Jail and charges were filed "50 that the courts would 
take some action." She had been placed in outpatient treatment before 
but would not report. She is currently receiving alcohol treatment 
as an outpatient under court order. 

Rural Community 

Case 1 - The sheriff was called by a neighbor of a man who was trying to 
start a fire in another person's yard. The sheriff officers 
picked up the 29 year old male who was displaying very strange 
and bizarre behavior. This individual was placed in the jail. 
He had been placed on a 72 hour hold once before in 1978. The 
mental health unit was called and evaluated the person as possibly 
paranoid schizophrenic, and medicated the individual since he ~ 
was displaying violent behavior. The mental health center called 
lIeveryone in the statel! for placement, but because he was'\ 
violent, CSH was the only place that would accept him. After 
spending seven days in jail while placement was being arranged, 
the individual was transported to Pueblo for a 30 day evaluation 
on a court order. Four days later the sheriff was called to pick 
the person up from CSH and transport him back to his jurisdiction. 
Two days later the individual became violent again and was transported 
to St. JOseph 1 s Hospital in Denver on another 72 hour hold. Ten 
days later the sheriff was called by St. Joseph's and told to come . 
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pick the person up and transport him to Fort Logan for further 
evaluation and possible treatment. Approximate1y one month 
later, the individual was once again picked up and transported 
back to the commun'ity for a hearing on a penning assault charge. 
In total, the sheriff deputies made two round trips to Pueblo, 
four round trips to Denver, at a cost to the county of approxi
mately $480 in salaries; 1648 miles @20~ per mile = $329; eight 
visits from mental health for evsluation and medication at a 
cost of approximately $503, plus the cost of seven days jail 
time. ' 

Case 2 - The sheriff's office was called to the scene of u burglary 
in progress. A 39 year old male was arrested a short distance 
from the scene and was booked into the county jail for second 
degree burglary. The individual was diagnosed as a borderline 
psychotic and spent one month and ten days in the county jail 
while the mental health center tried to secure a bed for him. 
During this time the individual created "chaos ll in the jail 
and had to be physicallY restrained on several occasions. 
The mental health staff tried on repeated occasions to treat 
the individual, however, he refused treatment. The individual 

. was then transported to Fort Logan for a 30 day hold with the 
pending burglary charge. The individual has since escaoed 
from Fort,Logan and ;s still at large. ' 

Case 3 - A dispatcher at the sheriff's department was threatened by a 
36 year old man who walked in off the street holding a knife. 
The individual was subdued by a deputy who was in another 
room. The individual was booked for felony assault. The 
records showed that this individual had been in a hospital in 
another pal't of the state and was released against the patient's 
wishes. As a result, he "acted out ll in order. to receive the 
help that he felt he needed. The individual spent three days 
in jail with daily medication while the mental health staff 
tried to place him. Because he was booked for assault, none 
of·the placement centers would take him and Fort Logan and CSH 
were both full. After the three days the sheriff contacted 
the individual's sister Who paid a $5,000 bond and got the 
individual admitted to a private hospital. The individual has 
since been placed in Fort Logan and is being evaluated for long 
term care. 

Case 4 - ihe sheriff's department received a wire from a California law 
enforcement agency indicating that a 25 year old male from ' 
the Colorado community was wanted on a warrant in California. 
In reviewing their records the sheriff found that the individual 
had a very extensive record of juvenile crimes and mental health 
treatment. The individual had been charged with assault when 
he was.17, drinking and traffic Violations when he was 18, and 
raping hi\~ mother whe'n he was approximately 19. However,. charges 
had a 11 been dropped. The mentaJ health records showed tha t as 
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a juveni1e, the i'ndividual was referred to them numerous times 
by both the law enforcement agencies in the community as wel~ 
as the individual's parents. The records also reflected that 
the individual was diagnosed as'>potentially "vEry" violent; 
however, the individual was uncooperative and rarely showed up 
for appointments. After receiving the warrant from California 
the sherifrofficers apprehended the individual and returned 
him to California. Several months later he returned to the 
community looking for employment. Finding none in the community, 
he moved to the state of Oklahoma. Approximately one year 
later he was charged with three counts of murder and ;s currently 
serving time in the Oklahoma State Prison for the insane. 
However, the sheriff and mental health center have been notified 
that the individual may be released in the near future and return 
to his home community. 

Case 5 - A 31 year old man was arrested by sheriff's deputies for trying 
to sell drugs to a deputy in a bar. The individual's record 
showed that he had a long history (11 years) of priors and had 
been previously committed to the V.A. Hospital in Denver. The 
mental health staff contacted the V.A. and learned that the 
individual had a psychologicel discharge from the military and 
had recently walked out of the V.A. Hospital without authorization. 
The individual spent one day in the county jail and was transfp,rred 
to the Dehver V.A. Hospital via a 27-10 action. The individual 
is still in the V.A. Hospital at this time. 

Case 6 - The sheriff's department received a call from a woman who 
reported her car had just been stolen. Several minutes later 
a suspect was arrested and booked for car theft. At the time 
of booking it became apparent to the sheriff's deputies that 
the man Was deranged and possibly suicidal, so they called 
the mental health center. The mental health staff evaluated 
the person as violent suicidal and' started arranging to transfer 
the individual to CSH. One month later the individual was 
transported to Pueblo by two sheriff's deputies for a 30 day 
evaluation. During the. one month in jan the individual 
received weekly visits from the mentalnealth staff. The 
individual was transported back to the county jail to await 
trial for auto theft one day before this interview. The 
sheriff stated that CSH mails their report directly to the 
District Court and that often takes three or four days. As 
a result, he does not know, nor has the mental health center 
been notified, of the results of the-:evaluation and instructions 
regarding treatment or medication While the. im:livid,ualis in 
jail. The she\~iff recommended that CSH change their' procedures 
to allow the deputies to bring "sealed ll reports back with them 
when they pick up the prisoner in Pueblo and deliver the repoy't 
to the judge. The judge could inform the sheriff and mental 
health worker of any appropriate information. The cost to the 
county for this transient indi\liQ:1Lql_:t.9-_Qate has b~en$240 in 
salary, $169ir. transportation 'costs; $777;n jaii time costs, 
and"$419 in mental health costs. . 
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Case 7 - The sheriffls office received a call from a woman who reported 
her 14 year old child had been sexually molested. A few 
minutes later a 30 year old man called the "hot line" of the 
mental health office and said he was going to commit suicide. 
The mental health staff person called the police department 
to pick up the individual 'and meet them at the hospital emergency 
room. Upon arrival at the hospital, the indiVidual pulled a 
knife on the mental health worker and physician. When the 
individual was subdued he was transported to the county jail 
where he was identified as fitting the description of the 
child molester reported earlier to the sheriff's office. The 
mental health staff, in conjunction with the hospital and 
sheriff's staffs, were able to get the individu.al quickly 
into Fort Logan whel~e it Was discovered he had a long history 
of sex offenses. After the evaluation at Fort Logan he was 
returned to the county to await trial on the sexual molesting 
charge •. At the time of his conviction on this charge the 
individual had spent approximately three months in jail, had 
been transported to and from Fort Logan once, and received 
approximately 12 visits from the mental health staff at a 
cost to the county of approximately $2994. 

Case 8 - A woman called a rural sheriff's office and said she had been 
raped. A 22 year old male suspect was later booked in the 
county jail and charged with rape. The individual exhibited 
strange behaVior so the mental health unit was called in to 
do an evaluation. The individual was evaluated as having 
severe learning disabilities and as possibly violent. The 
individual spent five days in jail prior to being bonded. At 
this time the individual is serving time in the Colorado State 
Pen'itentiary, having been conVicted on the rape charge. 

Case 9 - Tha police department was called to the scene of a burglary. 
They picked up a 26 year old suspect and booked him in the city 
jail on a burgla.ry charge. The individual was evaluated by 
mental health staff' during the two days he spent';n jail before 
he was bonded. The individual was evaluated as being paranoid 
schizophrenic and possibly violent. The individual then volun
tarily admitted himself to a hospit"al in a nearby community. 
After spending a short time at the hospital the individual left. 
Since he was a voluntary pat1ent and on bond he cQuld not be 
held. When he left the hospital he wrote a letter to tbe police 
chief suggesting that he was a lot l'ike Mr. Hinckley and maybe 
he shOUld kill the President of the United States. At the 
time of this writing the individual is still on bond and the 
case files have been turned over to the Secret Service for 
investigation. 
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Case 1 

. Denver Canter:, 

Continued Treatment Program 

-A 20 year old single white female W1th ~istory,of ~rea~ment 
since age 14 has six previous psYChlatrlc,hospltallzatlons. 
Her most frequent diagnoses are psychoactlve drug abuse a~d 
schizophrenia. On car theft charges she was found not gUl1~y 
by reason of insanity. She was released from CSH on probat10n 
and .has remained unemployed. 

Case 2 - A 33 year old divorced ,white malt;! is on conditional ,release. 
from CSH forensic unit for'sexual assault. Revocatlon hearlng 
is pending. Client is presently in work training program'. 

Case 3 

Case 4 

Case 5 

Case 6 

Case 7 

- A 25 year old single white male has a history of 15 ~o 20 
hospital izations in the, past six yeats \:C' He was ~on\flcted of 
assault and fined. He is currently irla protectlVe employment program. 

- A 30 year old Single white male is on pa,s status from CSH 
forensic unit for sexual assault. He has had 11 years of 
psychiatric treatment with,num~rou~ suicide ~ttempts and at 
least six.psychiatric hosp1tallzatlons. He 1S currently 
working in a family business. 

A 23 year old single white female has two ,conv~ctions for 
shoplifting in the past year and numerous preVlous arre~ts. 
She has made numerous suicide attempts and has had multlple 
psychiatric hospitalizations. She ~s curre~tly unempl?yed 
but is using vocational rehabilitatlon serV1ces. She 1S on 
probation in two counties. 

Short Term Treatment Program 

- A 24 year old white male, married with a ~oun~ chird, 
broke into an apartment siX months ago wh1le lntox1cated, 
When the apartment owner woke up, the pat~ent began to 
~hoke ~im te:ayoid being caught. The patlent was ,not ~aught 
but was very f~~ightel1ed by the incident. The patlent. 1S 
presently involved in one-to-one outpati~nt care and 1S on 
medicat.ion. He was' previqusly in treatment at age 16 and 
again at age 23 following sUicide gestures. He has no 
criminal record. , 

- A 39 year old white female was admitted for outpatient . 
treatment after recently moving to Denver from an outlYlng 
county where ~he had $tarted psychiatric treatment some 
months before" Her olnfy other previ ous therapy occurred 
in conjuncti on wi th t'he sexual afius'e of her son caused by 
her 'husband several years before. She was unemployed g.~ the 
time of intake 'but had previously.been employed as an alde 
in a nursing h,eme. No previous criminal history was reported 
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Case 8 -

but, on this occasion, it appeared as though she had acted 
impulsively and angrily in punishing her ten year old 
retarded daughter; this outburst left several superficial 
scrapes,and scratches on the child. The case was referred 
directly to the ,family ~risis unit and to their AND program 
for assistance. In addition, intensive 'work was begun with 
the identified patient and all of her children. 

A 21 year old white mal~ has two CMHC admissions sinc~ 
July, 1979. He was hospitalized for hine days in 1979 
after pulling a knife on a man Who refused to hire him. 
He did not attack the man and subsequently turned the 
knife ovar to him. He has a poor employment history, no 
kQown criminal record, and reports severe abuse by his 
father. He received outpatient treatment through August 
and September of 1979 and was readmitted on May 8, 1980 
following a temper outburst at his aunt's home where he 
put holes in her wall with his fist. 

Child/Adolescent Treatment Program 

Case 9 - An 18 year old Single white male who resides with his 
current girlfriend Was convicted on three incidents of 
aggravated robbery and placed on probation in January, 1979. 
At this time he entered outpatient treatment at the CMHC on 
court order. In March~ 1979 he ran away, dropped out of 
schoo l, and stopped treatment. In April, 1980 he turned 
himself in, has completed restitution payments and has 
reentered treatment with his girlfriend. He has had no 
further arrests and is employed. 

Case 10 - A 34 year old divorced black mother of three children pleaded 
guilty to misdemeanor child abuse and received a one year 
deferred sentence. She had no previous convictions or 
history of mental illness. The victim was har three year 
old nephew Who had been left in her custody for several 
months. She has a stable employment history and sought 
treatment voluntarily dfter the incident. 

Suburban Communit~ 

Case 1 - "Tom" is a 28 year old white male who murdered his estranged 
Wife on Januray 11, 1980. He has no history of prior in •• 
patient or partial care psychiatric treatment. He was 
admitted as an outpatient at Adams County Mental Health 
Center on October 11, 19,79 and was seen for a total of e; ght 
treatment sessions between October 11, 1979 and December 27, 
1979. This client Was unemployed during the time of treatment. 
He had no known criminal history; he never exhibited any 
impulsivity Dr aggressive behavior, nor did he relate any 
incidences of this type of behavior in his past. 
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Case 2 - "Anthony" ~s a 30 ye~r old Chicano ~ale who has a diagnosis 
of depresslve neurosls, and of passlve aggressive personality. 
He held up a store at gunpoint, then in making his getaway 
accidentally'shot himself in the leg. He was convicted of' 
armed'rob~ery and is ?n probat~on and,in mental health therapy 
as a co~t1ngency of h1S probatlon. Clrcumstances of his divorce, 
poverty, etc;., led to the desperate holdup, and I believe he 
i~ making significant progress in treatment. He works full 
tlme and, his divorce and child visitation issues are resolved. 

Case ·3 - IIFred
ll 

;s a 26 year old \'/hite male \vho is unemployed and who 
has a diagnosis of depression, schizo-affective schizophrenia 
d7pressed type. He was convicted of 14 out of 16 counts of ' 
hlt.and rury, our, evading, etc. in Colorado Springs this year. 
He 1S cons1dered a chronic high suicide risk. He is considered 
more dangerous to himself than to others, however obViously 
does not think much about other people. ' 

Case 4 - IIWilliam
ll 

is a 39 y~ar old Chicano male who was convicted 
?f hara~sment·of his wife and being violent toward her. He 
1S con~ldered da~ger9us by the court. He carries a diagnosis 
of manlcdepress1ve 1.11ness and apparently was in a manic 
phase when,he,was, vi~lent: ,He is currently in a depressive 
phase of hlS 11lness and 1S cooperative in his therapy. 

Case 5 - IfJune
ll 

is'a 20 year old white female who was arre·sted for 
burglary. She had been previously arrested once on an armed 

Case 6 -

~obbery charge. She was in outpatient treatment beginning 
1n October, 1974 for t~r7e months and again in July, 1975 
for two months on condltlon of her probation. She has a 
sporadic history of employment, usually lasting less than 
several m~nths. At ,disposition she had only been seen twice 
in outpatlent treatment, having been sent to jail with plans 
to transfer her to Fort Logan for drug' rehabil i tati on following 
sentence. No further contact was made by this agency. . 

liT d'" 32 ld b e 1S a. year 0 . lack male with a history of psychiatric 
problems Slnce the age of 17. Before moving to this catchment 
area, "Ted

ll wa~ in Louisiana State Hospital for approximately 
four years.havlng been involved in an act of arson. "Ted II 
~ame to thlS office voluntarily seeking medication and help 
1n str~cturjng his living situation, such as participation in 
~ par.tlal care program. Treatmen~ di~ not progress very far as 
Ted was arreste~ a week after h1S flrst therapy session here, 

and was charge9 wlth a~son 1n the burning of his brother's apart
ment. The faml1y was 1n the apartment at the time of the fire 
but no one w~s sev7rely injured. The apartment was severely , 
damag~d. ThlS offl~e was contacted by the police after tlTed ll was 
arrested, consultat1on was given around medication and no 
further contact was requested by the police. 

Case 7 - "Julian
ll 

is a,36 year old Chicano male \'/ho has a history of 
~reatment dat1ng b~ck to June, 1975. His first hospitalization 
1 ~ June, 1976 was 1 nvo 1 untary fo 11 owi ng an attack on his 
mece and nephew. He has a history of famHy violence and 
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violence toward significant others (i.e" girlfriend), but 
has no record of assault charges being filed. In July, 1979 
this client broke into his girlfriend's apartment. He has 
a very poor work history, mainly being employed at a sheltered 
Workshop. Currentl~ he is a closed client, having moved out 
of the catchment area. 

Case 8 - "Steve ll is a 22 year old white male who has reportedly 
assaulted his mother and father frequently. He did break 
his father's arm in three places during one assaultive stage. 
He became involved with our agency after his mother filed a 
petitiol'4 for certification of "Steve:. He was not certified, 
but it was suggested he be in treatment with the Mental Health 
Center. "Stev~" has not held a regular job for a long time. 
He denies a1cohol or drug problems, however, had been court 
ordered into a drug program but refused and went to jail instead. 
"Steve ll attended our 'treatment program only b/o times and 
has refused to return. He has been made aware that treatment 
will be available shoUld he choose to return. 

Case 9 - "Gerry" is a 21 year old white male who has been receiving 
treatment at Adams County Mental Health Center in the Partial 
Care Program since January, 1~80. The client has a history 
of disruptive violent and psychotic behavior and was certified 
for treatment on December 7, 1979. Certification was dropped 
on March 6, 1980. IIGerry" has been hospitalized for psychiatric 
reasons four times at St. Joseph's Hospital, has been placed 
at a Crisis House twice. He was charged with felony menacing 
for an incident which occurred December 4, 1979. However, the 
charge was reduced to illegal use of firearms, for Which he 
pleaded guilty. Heis currently a client in Partial Care, 
living in a Halfway House. 

Rural Area 

Case 1 IIGene ll is a 19 year old whH;e male with a diagnosis of 
paranoid ~chizophrenia who was recently charged with breaking 
and entering. Resolution of this crime was a deferred sentence 
to be dropped if client complet~s a reasonable psychiatric 
treatment program which he is doing. He Mad no previous 
criminal history. 

Case 2 - "Sob
ll 

;s a 23 year old white male with a diagnosis of paranoid 
schizophrenia with a long history of outpatient care and one 
admission to the Forensic Unit. The current charge is attempted 
robbery and he has previous history of legal problems in
cluding loitering, breaking and entering, and now attempted' 
robbery. He;s currently in a state hospital under a deferred 
sentencing arrangement. This person has no productive work 
history .. 

Case 3 - "Gordon ll is a 16 year old white male with a long and early 
history of violence toward people including shooting his sister 
at age six, hitting his mother with a ball bat and other less 

181 



... 

violent acts against a wide var;~:ty of people in between 
these mor'e no'tableones. He has received inpatient treatment 
at Fort Logan, Mt. Airy, ,and Bethesda., currently he is charged 
with, aggravated assault and to be tti ed in a few day~., He 
has been in ourChildren ' s Crisis Center and followed in an 
outpatient basis for seve~al years no\'l. ' 

Case 4 - "Chuck" is a 34 yeCir 0,11;1 white male diagnosed as a chronic 
schizophrenic and has a long history of. inpatient episodes 
tj.nd putpa~ient"afterql,re. He has no work history ,and has 
slowly escalated from a serie~of misde~eanors during the' 
last six years to a recent incident of setting fire to a 
trash containetr when angry. Al so ~scal ating recent.ly has 
been hiS interest in young children. He has served two to 
three short sentences in jail to curb his behaviors, but 
mostly has been referred to out and inpatient services with 
deferred sentencing. . 
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PROFILE OFl, CONTACTS WiTH CRIMINAL JUSTICE AND MENTAL HEALTH AGENCIES 
\\, . '. 

LAW ENFORCEMENT 

Trespassing history; out of 
"jail last week 

Police hold 

Ja,n for hi tchi ng 

Evicted from apartment 

Jail-disturbing the peace 

',' ,. 

Arrest for tearing up 
rented room 

COURT 
MENTAL HEALTH CENTER 

EMERGENCY CONTACr 

OD-LSD-Mental health hold, 
police 

OD-Qualude 

DO-Slashed wrists, police 
hold 

Need Med 

Need housing, med 

Cutting wrists 

OD-Thorizine 

DO-Suicide attempt 

'. Suicide attempt 

Suicide attempt 

Fracas wi th 1 andl ady", 

Report that apartment is 
trashed 

Jail 

\ 
(Continded onfoll owi n9 p~ge) 

DATE 

4-23 ... 73 

7-19-73 

8-1-73 

\I 
~\ 

\~. 

PLACEMENT 

6-74 Ft. Logan, inpatient 

9-10-76 

9-17-76 

5-11-77 

8-9-77 

8-9-77 

11-21-77 

3-28-77 

9-2,\:78 

11-7-79 

" 1l-12~79 
'. 

~ 11-17-79 
"'-""~1'" '''1 79 I -'''-"-

11-23-79 

Nursing home, 6 months 

Prior to 1-75 left 
for home 

CSH 1-11~74 probation 

o 

~ 
\ 

\ 
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In jail 

In jail 

In jail 

Back in jail in violation 
of probation. Isolation, 
throwing food. 

Set apartment on fire 

Still in jail 

Jail: criminal mischief 
and indecent exposure 

In jail 

Criminal histor:y in pol ice 
files back to 11-4-70 

.- j'j 

Ii 
Suicide: ideation. Recommenda- 11-26-79 
tion: keep in jail 

7-7 Trial hearing Demandeq med., cr~ated 
disturbance MHC 

Wi 11 be re1 eased 
30 days/suspended 
sentence for 
arson 

Suicide attempt 

Poured ink in eyes 

11-27-79 

1-16-80 
1-16-80 

5-14-80 

6-80 

6-10-80 

8-80 

11-14-80 

11-19-80 

Residential treatment 

~------~------~"--~----~--------------~~~~.~----------~---~----~----------~--------------~~ 
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APPENDIX D 
DESCRIPTION OF THE SYSTEM 

The person who, as a result of mental illness~ has proved or appears to 
be an imminent danger to others or to him/herself calls into action the 
resources and services of a variety of mental health and criminal justice 
agencies. If a violent act is committed or dangerous behavior is exhibited, 
the police, sheriff, jailer, mental health centers, district or county 
attorneys, judiciary, public defenders, probation officers and parole 
agents may all become involved during the treatment and disposition pro
cesses. In this regard, law enforcement, court, corrections and mental 
health practitioners and agencies must comply with statutory provisions 
designed to insure the public's safety and the mentally ill individual's 
civil dghts. 

Statutory authority and responsibility delegated to criminal justice and 
mental health agencies' for handling and treating the dangerous mentally 
ill person are described in the sections which follow. ' 

.CRIMINAL JUSTICE AGENCIES 

Law Enforc~roont/ Ja i 1 s 

Actual or apparentlyill1h1inent dangerous actions of the mentally -ill usually 
invoke some sort of emergency procedure. Colorado law CRS 1973, 27-10-105 
provides that when such a situation occurs }'a peace officer or a profes
sional pers(>n, upon probable ca~se"and with sllch assistance as may be 
req~ired, may ta:katH~, pE!!rson into 9,ustody ••• andplace him in a facility 
des'l gnated or appr-bveo-. i. for"a 72':hour' holg andeHal uati on." Emergency 
procedure may d 1 So be invoked upoYl an a ffi davi t sworn to or a ffi rmed .' . 
before a judge. The court may then orden the person described in the 
affidavit to be taken into custody for a n-hour hold and evaluation in a." 
designated or approved facility or in a private f.acil ity consenUng t.o the 
enforcellient of standards governing the hold and evaluation. When a person 
is taken into custody under these circumstances, the person may not be 
detained in a jailor other plaee used for the confinel11ent of persons 
charged with or convicte(J of criminal offenses unJess no other SUitable 
place of confinement for treatment and evaluati.on is readily available. 
If it is necessary to hold a mentally ill person in a jail, he/she must 
be detained separa.tely from those'charged or convicted of penal offenses 
and may not be held for more than 24 hours (excluding Saturdays, Sundays 
and holidays) before being transferred to a facilit.Y~designated or approved 
for 72-hour hold and eva 1 uati on., -

When a,pritvate citizen petiti"ons the, court to',reqy,est an evaluation of 
anothe}~ person' s perrze'i ved dangerous' mentally 'Ill condi t,i on, the court may, 
in accordance withCRS 1973, 27-10~106 as amended, authorize a peace officer 
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to take the alleged dangerous mentally ill person into custody for placement 
in a designated 72-hour hold and evaluation facility. 

The Emergency Procedure section of the Department of Institution's 
Procedur~ Manual to 1m lem~nt the Case and Treatment of the . Mentally III 
Act (revls~d July, 1979.11Sts the follow·i,ng documentation requirements 
to be car~led out by pollce officers who take into custody or detain a 
nEntally 111 persoh in an emergency situation: 

1. The peace offi cer must fill out an Emergency Mental III ness Report 
and ~p~licatiofi, stating the circumstances under'whtch the person's 
condltlon was called to his attention. 

2. The peac~ officer must state that he believes, as a result of personal 
observatHln, or as a result of information obtained from others which 
he believes to be reliable, that the person is mentally ill .:!.nd as 
a result of mental illnes.s, an imminent('danger to others or self or 
gravely disabl ed. . , 

3. The peace officer must state when the person was taken into custody. 

4. The peace officer must state who brought the person's condition to 
his/her attention. . 

5. The original form must be left with the evaluation and treatment 
facility and made a.part of the person's evaluation and treatment 
record for at least five years. -

6. A copy ?f the fot-m must be given to the person being detained for 
evaluat10n and treatment. .' . 

If a person detained for 72-hour evaluation and treatment or certified for 
sho~t-term treatment needs t~. be.tr~ns~orted to another facility for eval
uatlon and. trea~ment, the. Procedure Manual states that the court may issue 
an ?r~er d1-:ectlng the sheriff to deliver the perso" to the designated 
faclllty: !f the safety of th~ person or of the public requires transport 
by the sherlff; and the attendlng professional person reports to the court 
t~e reasons for the need for sheriff transport; and the court is satisfied 
Wl th the report. . 

Prosecution 

As provid~d in CRS ~973, 27-10-111, in a county or city and county having 
a P?pUlat10n exceedlng 100,000, the. county attorn~y, ?r a qualified attorney 
act1ng for the county attorney apPolnted by the dlstrlct court conducts 
hearing proceedings associated with certi,fication of the mentaily ill 
person for short-term t'f'eatment (three months), extens i on of short-term 
treatlTJent (three I11Onths) or for long-term treatment {considered after five 
m?nths of consecutive short-term treatment}. In a11 other counties the 
dlstrict attorney, or a qualified attorney appointed by the district court 
conducts such hearings. ' 
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In cases where criminal charges have been filed against a mentally ill 
person, the defendant and the district attorney may consent to deferred 
prosecution or deferred judgment. In such instances, the court may, as 
provided in CRS 1973, 16-7-402, require the defendant to obtain treatment 
fOr a pei"iod not to exceed one year. 

If a plea of not guilty by reason of insanity is entered and probable cause 
is not established dUl'ing a preliminary hearing prior to trial of the in
sanity issue, the case is dismissed. The court may, however, as stated 
in CRS 1973, 16-8-103, "order the district attor"neY to institute civil 
proceedingS pursuant to article 10 of title 27, CRS 1973, if it appears 
that the protection of the public or the accused require it. 

When a plea of not guilty by reason of insanity i~ accepted and the report 
of the sanity examination is received by the court, the case is required 
by CRS 1973, 16-8-105 to be immediately set for trial to a jury on the 
'issue raised by the plea of not guilty by reason of insanity. The defendant 
may waive jury trial in all cases except class 1, class 2 and class 3 
felonies. Jury trial may also' be wa'ived in these three cases if the court 
and the district attorney consent~ Once any evidence of insanity is intro
duced, the people, represented by the district a.ttorney, have the burden 
of providing sanity beyond a reasonable doubt. 

When a person whO has been found: not guilty by reason of insanity may be 
released the chief officer of the hospital in which a defendant has been 
cOllll1itted determines that the defendant rio longer required hospitalization 
becaus,e he isllno longer likely to be dangerous to himself, to others, or 
to the community in the reasonably forseeable future." CRS 1973, 
16-8-116 requires that a report of examination equivalent to a release 
examination be furnished to the court, the prosecuting attorney and the 
counsel for the defendant. The district attorney may contest the release 
within 30 days after receiving the report. 

Public Defense 

When an eva 1 ua ti on for mentally i 11 persons i s order~d by the court, CRS 
1973, 27-10-106 requires that the petition for such an evaluation contain 
the name, address and telephone number of the person's attorney or, if 
there is no attorney, a statement lias to whether, to the best knowledge 
of the petitioner, the respondent meets the criteria established by the 
legal aid agency operating in the county or city and county for it to 
represent a client." According to the Procedure ~Ianual (revised July, 
1979) published by the Colorado Department of Institut'ions to implement 
Rules and Regulation for the Care and Treatment of the Mentally III Act. 
(Article 10 of Title 27, CRS: 1973.', as amended), "each person voluntarily 
or involuntarily admitted to a 72-hour evaluation and treatment facility 
shall be advised by the f~cility director or his/her duly appointed repre
sentative: that he/she has the'right to retain and consult with an attorney 
at any time, and that if he/she cannot afford an attorney, one will be pro
vided by the court without cost." 



... . 

If criminal charges have been filed against a mental1J( ill person, CRS 
1973, 16-8-119 provides that lI upon motion of the defendant and proof that 
he is indigent and without funds to employ physicians, psychol,ogists, or 
attorneys to which he is entitled •.• the court shall appoint such physicians, 
phychologists, or attorneys •.• at state expense. 1I 

If, as provided in GRS 1973, 16-8-103, the plea of not gu·jlty by reason 
of insanity is entered at the time of arraignment or permitted by the 
court IIfor good cause shown ll a.t any time prior to trial, it must be 
pleaded u~ally by either the defendant or his counsel. If the defendant 
refuses tJ permit the entry of the plea, counsel may so inform the court 
which then IIsha11 conduct such investigation as it deems proper. II 

The plea of not guilty be neason of insanity includes the plea of not 
guilty; therefore, if the defendant is found to be sane at the time the 
offense was committed, the court, unless it has reason to believe the 
defendant incompetent to proceed, must imn~diately set the case for trial 
in compliance with CRS 1973, 16-8-105 and, as provided in CRS1973, 16-8-119, 
a defendant who meets the criteria for indigency is entitled to counsel at 
public expense. 

When the court makes a pre1iminary finding that the defendant is or is not 
competent to proceed, CRS 1973, 16-8-111 requ,ires the court to immediately 
notify the presecuting attorney and defense counsel of the preliminary 
finding. The preliminary finding becomes final if II ne ither the prosecuting 
attorney nor defense counsel request, in writing, a hearing within a time 
1 imit set by the court. II When, as a result of a restoration hearing, 
initiated and conducted in accordance with CRS 1973; 16-8d.13~ the court 
determines that a defendant is restored to competency, the court must 
resume or recorrmence the trial or sentencing proceedings or order the. sen
tence carried Dut. The indigent defendant is ~ntitled to counsel at 
public expense in this situtation, also. The statute specifies that 
lI evidence of any determination as to the defendant's competency or incom
petency is not admissible on the issues raised by the pleas of not. guilty 
or not guilty by reason of insanity" and al.so provides that the defendant 
be credited with .:a,ny time spent in confinement Ilagainst the maximum and 
minimum of any term of imprisonment imposed after restoration of competency." 

Courts 

~';le courts have the ultimate responsibility for striking a balance between 
public safety and individual rrights. The Care and Treatment of the Mentally 
III Act (CRS 1973, article 10, title 27) describes the role of the court 
in evaluating, comnitting, treating and terminating treatment of the .. 
mentally i'l1 person whose behavior has caused mer,tal health and/or crlmlnal 
justice practitioners, in the interest of public safety, to implement pro
cedures for care and treatment in a secure sett;~g. 

In an emergency situation, CRS 1973, 27-10-105 authorizes the court, upon 
sworn affidavit by a peace officer or professional person, to order the 
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dangerous, mentally ill person to be taken into custody and placed in an 
approved or designated facility for a 72-hour hold and evaluation. In 
addition, any individual may petition the court to involuntarily hold and 
evaluate a person who appears to be mentally ill and, as a result of mental 
illness, appears to be a danger to others or to himself. The court is 
required to "designate a facility ••• or a professional person to provide 
screening of the respondent to determine whether there is probable cause 
to believe the allegations. 1I If the screening repOl~t indicates pr'obable 
cause exists and the mentally ill person will not voluntarily accept evalua
tion, the court must issue an order for 72-hour hold and evaluation. 
Within those 72 hours, the person held must be released, referred for 
further care and treatment on a volUntary basis or certified for short-
term treatment not to exceed three months. Certification is filed with 
the court when a dangerous mentally ill person will not accept voluntary 
treatment or if reasonable grounds exist to believe the person will not 
remain in a voluntary treatment program. Certification places the dangerous 
mentally ill person in the custody of thl;l designated short-term treatment 
facil i ty. 

The professional person in charge of the evaluation and treatment of the 
dangerous mentally ill client may, as provided by CRS 1973, 27-10-108, 
file an extended certification which can be for no longer than three months. 
After five consecutive months of short-term treatment, but within six months 
after the date of original certification, professional staff of the facility 
providing short-term treatment may petition the court, pursuant to CRS 
1973, 27-10-109 for long-term care and treatment if there is reason to 
believe the person being treated is mentally ill and dangerous. A jury 
trial may be requested by the patient or his/her attorney. If the court 
or jury determine that long-term care and treatment is appropriate, the 
court must issue an ordlar for care and treatment for a term not to exceed 
~ix months. This term tnay be extended as many times as the court orders, 
b~t no single extension: period may exceed one year. If requested by the 
dangerous mentally ill person or his/her attorney, the court must conduct 
a hearing to review certification for original and extended short-term 
treatment and for long-term care and treatment. 

When a certification or extended certification is terminated, the profes
sional person in charge of the facility having custody of the client must 
notify the court in writing within five days. If a person being treated 
escapes pefore termination of certification CRS 1973, 27-10-110, as 
amended, provides that the excapee Itmay be returned to the facility by 
order of the court without a hearing or by the di rector of the fad 1 ity 
without order of court.1t 

As provided in CRS 1973, 27-10-123, proceedings governing emergency 
situations, court-ordered evaluation or certification for short-term 
treatment covered by this Act "shall not be initiated or carried out in
volving a person charged with a criminal offense unless or until the 
criminal offense has been tried or dismissed; except that the judge of 
the court wherein the criminal action is pending may request the district 
or probate court to authorize and permit such proceedings. 1t 
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Criminal court proceedings governi,ng insa~ity, incompetency and release 
are defined and described in article 8, t1tle 16, CRS 197~, as amended. 
An insane person is one "who is so disease~ or defective.in.min~ a~ the 
time of the corrmission of an act as to be lncapable of d1stlngulshlng 
right from wrong with respect to that act, or being able so to distinguish, 
has suffered such an impairment of mind by di.sease or defect as to des~roy 
the willpower and render him incapable of choos~ng.the right and refra1n
ing from doing wrong is not accountable; and thls 15 so howsoever such 
insanity may be manifested, by irresistable impulse or otherwise." The 
statute also cautions, "care should be taken not to confuse such ~ntal 
disease or defect with moral obliquity, mental depravity, or passlon 
growing out of anger, revenge, hatred, or other motives, and kindred evil 
conditions, for when the act is induced by any of these causes the person 
is accountable to the 1 aw. " 

Insanity may be used as a defense against criminal charges by entering 
a specific plea at the time of arraignment or, if the ~ourt "for go~d 
cause shown'· permits, the plea may be entered at any t~.me befor~ trl~l of 
the case. A defendant who does not lIraise the defense as proV1d~d In. 
section CRS 1973, 16-8-103, IIshall not be permitted t~ rely u~onlnsa~l~y 
as a defense to the crime charged, but when charged wlth a cnme requlrlng 
a specific intent as an element thereof, may introduce evidenc~ of his .. 
mental condition as bearing upon his capacity to form the requwed speclflc 
intent. II 

The plea of not guilty be reason of insanity includes the plea of not 
guilty and, pursuant to CRS 1973, 16-8-104, ~he.iss~es raised.by such a 
plea must be tried "separ~telY to different Jur~es. The sam ty ~f th~ 
defendant must be tried flrst. When the no~..;.gul1ty-by-reason-~f-lnsan~ty 
plea is accepted, the court must commi t the defendant.f;o a sam ty . e~aml na
tion for the purpose of developing informati~n relevan~ to determlrylng the 
sanity or insanity of the defendant at the tlme the crlme was comm1~ted 
and also to determine the defendant1s competency to proceed. If a Jury or 
the court finds the defendant not guilty by reason or insanity, the court 
is required to commit the defendant lito the custody of the department of 
institutions ll until he/she becomes eligible for release. 

Nothing in the statutes or court rules prevents the court from ~sing the 
services of psychiatrists in private practice to conduct forenslc (and 
civil) evaluations. In such cases, fees are negotiated on a case-by-case 
basis. 

If and when the question of the defendantl~ eligibility for release is 
contested section CRS 1973, 16-8-115 requ1res the court to order a re
lease exa~ination if a current one has not been furnished or if the pro
secuting or defense attorney moves to have the defendant examined at a. 
different institution or by IIdiffering experts. II The burden of proof lS • 
on the party contesting the report o'f the' "chief officer ll of the institutlOn 
having custody of the defendant. If the'cou~t.or j~ry.fin~s in fav~r of 
release, the court may impose terms and cond1t10ns Wh1Ch.lt ~etermlnes 
are in the best interests of the defendant and the communlty. If the 
verdict is against release, the court must recommit the defendant. 
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When the di rector of the institution haVi.ng custody of the defendant re
ports to the court that the defendant no 10,nger requires hospitalization, 
the court must, in compliance with CRS 19.73,'16-8-116, order the discharge 
of the defendant, lIunless before that day, the'district attorney notifies 
the court that the report is contested~1I 

Legally, a defendant suffering from a mental disease or defect which makes 
him incapable of understandi~g th~'nature and course of the'criminal pro
ceedings ,against him or of participating or assisting in his defense or 
cooperating wi th the defense counsel, is; ncompetent to proceed. The 
judge must, if he has reason to question the'defendant's competency, sus
pend the'proceeding and determine competency or incompetency pursuant to 
CRS 1973, 16-8-111. Burden of PI"oof is on the pa\"ty asserting the'in
competency of the defendant. If the defendant is found to be competent, 
the judge must order the ~uspended proceedings to continue, or, if a mis
tria1 has been declared, to reset the trial at the earliest'possible date. 
Jeopardy is not an issue under these circumstances. Xf the defendant is 
found to be incompetent, the'court must commit him to the Department of 
Institutions until such ti~e as he is fb~nd to be competent to proceed. 

Restoration to competency may be accomplished through procedure mandated 
by section CRS 1973, 16-8-113. A court may oY'dera restoration hearing 
on its own motion or on the motion of the'prosecuting.attorney or of the 
defendant. The court must order a hearing if the'head of an institution 
to which the defendant is committed or a' physician who' has been treating 
the defendant files a report stating the defendant 'is competent to proceed. 
If the questioh is contested, burden of proof is on the party asserting 
competency. 

If, at the restoration hearing, the'court determines the defendant to be 
competent, the court,must "resume or reconmence the trial or sentencing 
proceedings or order ,the sentence carried out.1I The law also provides 
that any time the defendant spent in confinement While committed as in
competent to proceed nlust be credited by the court against the maximum and 
minimum of any prison term imposed after restoratio'n to competency. When 
the court finds the defendant still incompetent to proceed, the court may 
II
continue or modify any orders entered at the'time of the original deter

Inination of incompetency and may commit or recommit the defendant or 
enter any new order necessary to facilitate the defendant1s restoration 
to mental competency lIis not admissible on the issues raised by the pleas 
of not guilty or not guilty by reason of insanity. 

Procedure for treatment of a mental condition in connection with deferred 
prosecution or probation is covered by section CRS 1973, 16-7-402. The 
court may require the defendant to obtain treatment for any mental condition, 
and the defendant may be permitted to obtain this treatment from lIany 
psychiatrist and at any sUitable public or private mental health facility 
of his choosing. 1I If the defendant so requests, the court may order the 
department of institutions lito admit him for rehabilitative treatment to 
one of the mental inst'itutions under its contr'ol, for a period not to 
exceed one year. II 
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Probation 

Plea discussions and agreements in criminal proceedings may result in the 
placement of someone defined as dangerous mentally ill under the super
vision of a probation officer: Fo'r example, in any case in whi'ch mental 
health treatment is authorized in connection with a deferred prosecution 
or probation, section CRS 1973; 16-7-402 permits the court to require a 
defendant to obtain treatment for a "mental condition. II The' court may 
permit the defendant to obtain such treatment from any psychiatrist and 
"at any suitable public or private mental health facility of his choosing." 
This practice is consistent with the Rules and Regulations governi~g the 
Care and Treatment of the'Mentally III Act whidh provide that "physical 
restraint/seclusion may be used only when other less restrictive means 
cannot produce the control necessary to prevent harm to the pati'ent of 
others. II 

A person charged with a sex offense may also be placed on probation even 
though mental health treatment is prescribed by the court. Section CRS 
1973, 16~13-207'requires the'court to commit a sex offender to Colorado 
State Hospital, the University of Colorado Phychiatric Hospital, or the 
county jail and to und(::!rgo psychiatric examination. Written reports in
dependently written by 'two examining psychiatrists must contain their 
opinion as to "whether the defendant, if at large, eonstitutes a threat 
of bodily harm to members of the public. II The written reports must also 
contain opinions concel~ning whether the'defendant could benefit from 
psychiatric treatment and could be adequately supervised on probation. 

Corrections 

Section CRS 1973, 17-23-101 (3)' empowers the executive director of the 
Department of Corrections to transfer a dangerous mentally ill inmate to 
the Colorado state hospital or Fort Logan mental health center IIfor safe
keeping ll when the inmate "cannot be s'afely confined in any other facility 
or institution for the care and treatment of the mentally ill. II This 
law also provides that a person adjudged to be mentally ill by a "court 
of competent jurisdiction" cannot be transferred to any penal institution 
or reformatory unless he is found to be so dangerous that he cannot be 
"safely confined ll in Colorado state hospital or Fort logan mental health 
center. 

Transfer of a person alleged to be too dangerous for safe confinement in 
the state hospital or Fort Logan mental health center must comply with 
the provisions of CRS 1973, 17-23-103, governing the' r,ights of the person 
being treated. The statute entitles the dangerous mentally ill person to 
(1) written notice of the facts upon which the allegation of dangerousness 
is based; (2) an impartial hearing conducted before transfer, unless an 
emergency situation requires, for safety and security reasons,' that the 
hearing be held "within a reasonable time after such transfer ll ; (3) an 
opportunity to call witnesses and present evidence in his own behalf if 
security and safety is not jeopardized; (4) a written statement as to 
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evi dence re 1 i ed o'n and reasons for any fi ndi,ng supporti ng recommenda ti ons 
for transfer; ahd (5) assistance of legal counsel, at public expense if 
the patient is indigent. The Department of Corrections must provide 
transferred patients with psychiatric care and treatment "substantially 
equivalent to that provided patients cdnfined at the state hospital or 
Fort Logan mental health cente~. 

Parole 

Although the parole agent's role with regard to supervision of the danger
ous mentally ill is not specifically defined by statute, certain provisions 
of statutes concerning the care and treatment of the mentally ill and the 
right to treatment involve the services of the parole agent. FiY'st, CRS 
1973, 27-10-116, as amended, guarantees to any person receiving evaluation 
or treatment under the Care and Treatment of the Mentally III Act the 
right to IImedical and psychiatric care and treatment suited to meet his 
individual needs and delivered in such a way as to keep him in the least 
restrictiVe environment possible. 1I Secondly, CRS 1973, 17-23-101 provides 
that "No person ••• adjudged to be mentally ill. •• shall be transferred to 
any penal institution 'unless he is so da,ngerolls that he cannot be safely. 
confined in the state hospital or Fort Logan mental health center.1I Com
pliance with the~e provisions requires that a convicted sex offender, for 
example, or a state prison inmate who is mentally ill but not too dangerous 
to be t)"eated at a state mental health facility must be transferred to 
Colorado State Hospital. When eligible for parole, these offenders will 
be paroled from the mental health' facility under the supervision of .a 
parole agent. 

In addition, the parole agent retains supervision of a parolee who commits 
a dangerous act attributed to mental illness altho,ugh the parolee may be 
confined to a mental health facility fo~ care and treatment: 

To secure for each person who' may be mentally ill SUch care and trea t
ment as will be suited to the needs of the person and insure that. 
such care and treatment are skillfully and humanely administered 
with full respect for the'person's dignity and personal integrity; 

To deprive a person of his liberty for purposes of treatment or care 
only when lessrestr1·ctive alternatives are unavailable and only when 
his safety or the saft~ty of others is endangered; 

To provide the fullest possible measure of privacy, dignity, and 
other rights to persons Undergoing care and treatment for mentell 
illness; 

To encourage the use of voluntary rather than coercive measures to 
secure treatment and care for mental illness. 

The legislative declaration concludes, liTo cary out these purposes, the 
provisions of this article shall be liberally construed. II 
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General policies of the Department,of Institution's Ru'les and Regulations 
include requirements and responsibilities associated with emergency pro
cedures. These policies require each designated and placemen't facility 
"to develop and implement written staff procedures for managing patients' 
assaultive or self-destructive behavior and for humane administering of 
confinement or physical restraint adequate to protect both the patient 
and those around him/her when a patient is determined, by a professional 
person, to be in imminent (or immediate) danger of hurting him/herself 
or others, and treatment of thi s condi ti on is only pass H;l e with the use 
of seclusion and/or restraints." Emergency procedures employed by desig
nated and placement facilities must conform to the rules and regulations 
governing physical restraint, seclusion and the right'to refuse medications. 

MENTAL HEALTH AGENCIES 

State-owned facil ities, agenci es that contract with the state, private 
treatment resources and voluntary mental health resources comprise the 
spectrum of mental health services available to the residents of Colo
rado. The Department of Institutions is designated the official mental 
health and mental retardation authority. The Department has three major 
divisions: Mental Health, Developmental Disabilities, and Youth Services. 

Colorado law C.R.S. 1973, 27-1Q-126, requires the Department of Institu
tions to promulgate Rules and Regu1atfons for the Care arid Treatment of 
the Mentally Ill. Tnese Rules and Regulations specify that services for 
the mentally ill who are detained involuntarily be provided by either 
designated or placement facilities. A designated facility is (1) a 72 
hour treatment and evaluation facility, pursuant to 27-10-105 and 106, 
C.R.S. 1973, or (2) a short and long term treatment facility, pursuant 
to 27-10-107 and 109, C.R.S. 1973. A placement facility is a private 
facil i ty 1 i censed by the Colorado Department of Health as a general hosp
ital, a psychiatric hospital, a community clinic and emergency center, a 
convalescent center, a nursing care facility, an intermediate care facil
ity; or, a residential facili'ty or a community mental health ,center or 
cl ioie under contract with th.e Department of lnsti"tutions, which 1's used 
in order to provide care and security to any person undergoi,ng mental 
health evaluation or treatment by a designated facility, pursuant to 
regulations governing the criteria for such facilities. 

The Department of Institutions is also responsible, through authority 
delegated to its Division of Mental Health, for administering and moni
toring state and contractual community and private programs and facilities 
to assure compliance with the legislative intent of Article 10, Title 27. 

Division of Mental Health 

The Division of Mental Health is authorized to operate the two state 
hospitals, to purchase services from community mental health centey';s/ 
clinics and other human service agencies, to regulate facilities desig
nated as 72 hour treatment and evaluation facili'ties, and to otherwise 
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plan for and direct the mental health program. Responsibilities of the 
Division of Mental Htialth also include faCilitating cooperation among and 
between components of the Colorado mental health services delivery system 
and other human service agencies; regulating deSignated agencies; and 
monitoring the programs and services of the state mental hospitals and 

. t~e community mental health centers and clini cs to "ensure compl iance 
wlth standards, to assess the quality of services, and to assist the agen
cies in improving services." 

In addition, according to the 1980-1985 Colorado Mental Health Plan the 
Division "provides consultation on planning, programming, funding a~d 
evaluation to all components of the system, to the Governor's office and 
to other.. s~a~e ~ffi ces and ag~nci es. II A focus on advocacy functions i n
volves lnltlatlng and promotlng the development of high quality, reason
able cost mental health pt'ograms to serve clients most in need in a manner 
that protects thei r pri vacy, di gnity, and ri ghts. II 

Statewide mental health planning is carried out to address the requirements 
of the Community Mental Health Centers Act of 1975 (Public Law 94-63 as 
amended). In further compliance with PL 94-63, the Colorado Mental Health 
Council fUnctions as the official advisory body to the Division of t1el'ltal 
Health with regard to policy, operations and finances and also approves 
the State Menta1 Health Plan. A majority, but not more than sixty percent 
of the Caune; l' s twenty-five members, are not di rect or indi rect provi ders 
of mental health services. At least forty percent of the membership are 
direct or indirect providers of such services. 

Prob'l ems and needs associated wi th the dangerous mentally ill person pose 
a particular challenge in planning and operating mental health facilities 
and programs. Services rela.ted to these problems and needs provided by 
Colorado State Hospital, For't Logan Nenta1 Health Center and COlTlllunity 
menta,l heal th centers/c1 inilCs are presented in the following three sections. 

Community Mental Health Centers/Clinics , . 
Location: Statewid~ in 20 mental health catchment areas 

Total Staff: full time - 1555 
part time - 349 

. Total Operating Budget'(FY1980-81): $41,092,385 

Sources of Revenue: State funds 
Federal funds 
Fees, titles, ins. 
County/munfdpal 
Donated and in-kind 
School districts 
Other 
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$16 ,63~' ,108 
5,109,931 
q,305,251 
5,819,880 
4,365,295 

479,302 
2,,/375,618 
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Community mental health centers or clinics provide services which conform 
to Colorado law (27-1-201 et.~., as amended) and federal law ( 42 USC 2681 
et.~., as amended by PL 94~,63). Community mental health was officially 
"rnitiated with the passage of the Feileral Community Mental Health Centers 
Act of 1963 under which the federal gover-nment began accepting some respons
ibility for funding and overseeing the provision of services in a commun"ity 
setting. 

To provide such services, Colorado is divided into 20 mental health catch
ment areas, each of which contains a community mental health center desig
nated by the Division of Mental Health as the agency responsible for as
suring delivery of comprehensive mental health services in a given geogra
phic area. Catchment areas conform with the boundaries of the 13 state 
planning regions and with the boundaries of the three Health Service areas. 
(See l'ist on follm'ling page.) In addition to the 20 mental health centers, 
there are three specialized clinics, approved by the Division of Mental 
Health for purchase of services. Although all three clinics (Children's 
and Adolescents' Mental Health Service at Children's Hospital, Denver Mental 
Health Center and Servicios de La Raza) are located in Denver, the services 
they provide are not limited to a particular catchment area. 

As defined by 27-1-201, C.R.S. 1973, a "community mental health center" 
means a physical plant or group of services "under unified administration 
or affiliated with one another. II In addition, to qualify as a community 
mental health center, an agency must provide the following five essential 
services: 

- inpatient services: in-hospital, 24 hour care at a'hospital 
"licensed by the Department of Health, including services for 
diagnosis, emergency, and, short teY'm crisis care which can 
not be provided in a lessrestrict"ive and expensive setting; 

- outpatient services: treatment services which are generally 
less intensive and Of shorter duration p~r treatment than 
inpatient or partial care hospitalization. Services include, 
but are not limited to, diagnostic evaluations and treatment 
with special emphasis on populations most in need; diagnostic 
~;creening and referral services for courts and other appro
priate agencies and organizations; and followup and aftercare 
fDr residents from the area released from inpatient facilities 
and other treatment programs; 

partial hospitaHzation: treatm~nt services generally of a 
more intensive nature than outpatient services, and which 
involve more than two hours, but less than 24 hours of care 
per daily therapeutic episode, with the exception of shel
tered workshop contacts which may be of any length; 

'\ 

" - emergency services: services, available by telephone and in 
face-to-face contact wi'th professi ana 1 staff, as appropri a te, 
24 hours a day; and 
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HEALTH SERVICE AREAS, PLANNING REGIONS, COUNTIES AND 
CATCHMENT AREA MENTAL HEALTH CENTERS AND CLINICS 

Health Colorado 
Service Planning 
Ar~a Region ' .::.Co~u:.:.!n.::..ti:.e_:.::..s _____ _ 

Catchment Area 
Mental Health 
Center/Clinic 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

1 

2 

2 

2 

2 

2 

3 

3 

3 

1 & 5 

2a 

2b 

3a 

3b 

3c 

3d 

3e 

3f 

3g 

3h 

31 

4 

6 

7 

8:, 

13 

9 

10 

11 & 12 

Logan. Sedgwick, Phillips, Centennial Mental 
Yuma, Washington, Morgan.. Health Center. Inc. 
Elbert. Lincoln. Kit Carson. 
Cheyenne 

Weld Weld MH Center, Inc. . 
Larimer Larimer County MH Center 

Adams Adams County MH Center 

Arapahoe, Douglas Arapahoe MH Center 

Boulder 'MH Center of Boulder Co. 

Jefferson, Gilpin. Clear Jefferson County Mental 
Creek Health Center 

Southeast Denver Bethesda Community MH 

Northwest Denver Health & Hospitals MH 

Northeast Denver Park East MH Center 

Southwest Denver Southwest Denver C~mmu-
nity Services 

Arapahoe. Adams Aurora MH Center : 

Park~ Teller. El Paso Pikes Peak ~'H Center 

Crowley. Kiowa, Prowers, Southeastern Colorado 
Bent. Baca, Otero Family Guidance Center 

Pueblo, Huerfano, Las Spanish Peaks MH Center 
Animas 

Saguache. Mil'ler'a 1, Rio 
Grande. Alamosa, Costilla, San Luis Valley Compre-
Conejos hensive Community MH 

lake. Chaffee e Fremont. 
Custer West Central MH Center 

Dolores. Montezuma,·La Southwest Colorado MH 
Plata, San Juan. Archuleta Center 

geltMai, Gunnison, Montrose, Midwestern Color;lr/o MH 
an guel. Ouray, Hinsdale Center .---

Moffat. Routt, Jackson. 
Grand, Rio Blanco, Gar
field, Mesa, Pitkin, 
Eagle, Summit . 

Colorado West Regional 
MH Center' 

198 
~ ____________ , ____________ ~~ ________________ d ____ ~ __ ~ __ ~ __ ~ __ ~~ __ ~~ __ _ 

199 
-~-~~------ - --



... 

consultative and educational services: assistance given to 
other human service age,ncies, health ,care professional s, and 
human service oriented groups to assist them in better 
meeting the mental health service needs of their clien~s and 
efforts to inform professionals and lay persons about any 
aspect of mental health, mental health problems, and mental 
health services. 

The foregoing essent'ial services are merely itemized in the law. They 
are defined in the Standard/Rules and Regulations for Mental Health 
Centers and Clinics developed by the Division of Mental Health in March 
1977. A clinic provides fewer than the five essential services, but 
must, at a minimum, pr'ovide outpatient,emergency and consultation and 
education services. 

The primary emphasis of corrununity mental health is to provide services as 
close to the client's home as possible and in the least intensive setting 
consistent with the individual's clinical needs. For these reasons, 
catchment area centers perform the preadmission screening function for 
all clients who do not fall into those categories which require direct 
referral to one of the state hospitals. 

Fort Logan Mental Health Center 

Location: Denver 

Total Staff:' 510 full time employee positions 

Bed Capacity.: 333 licensed beds -,all pto~rl"ams 

Total Op'erating Budget (FY 1980-81): $12,735,448 

Sources of Revenue: General Fund 
Cash funds, pati ent fees 
Cash funds, other state agencies 
Federal funds 

$6,167,804 
4,770,098 
1,786,643 

11 ,903 

Fort Logan Mental Health Centel~ provides services in compliance with 
27-15-101, C.R.S. 1973 et.~., as amended. The following treatment 
and rehabilitative proyrams are available at Fort Logan: Adult Psychia
try; Alcohol Treatment; Geriatric, Deaf, and Aftercare Services; Children 
and Adolescent Treatment; and, Vocational Services. Generally, the only 
clients referred directly to Fort Logan Mental Health Center are alco
holism clients, clients under court order and deaf clients. The deaf 
services program serves the total state, but priority is given to clients 
from th'e Denver metropolitan area. With this exception, Fort Logan Mental 
Health Center serves Denver'and 21 other €ounties in the north central and 
northeastern sections of Colorado. Service'area population is approxi
mately 1,900,000. Th,irteen corrununity mental health centers and three 
mental health specialty clinics are located ill the service area. Short 
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term, acute care for adul~s ;,s provided in local communities whenever 
possible. However, the hospital does provide acute care for adult patients 
from the Arapahoe Menta) Health Center Catchment Area, the Aurora Mental 
Health Center Catchment Area, Northeast Colorado and North Central Colo
rado, and on contract with some local centers. 

One of the objectives of the 1980-1985 Colorado Mental Health Plan is to 
have established specialized treatment service for the violently mentally 
ill at Fort Logan by October 1, 1982. 

Colorado State Hospital 

Location: Pueblo 

Total Staff: 1360.6 full time employee positions 

Bed Capacity: 1113 licensed beds - all programs 

Total Operating Budget (FV1980-81): $29,130,160 

Sources of Revenue: General Fund 
Cash funds, patient fees 
Cash funds, other state agencies 
Federal funds 

$18,005,447 
7,208,043 
3,651,395 

265,277 

Colorado state Hospital provides services in compliance with 27-13-101,
C:R~S •. 1973 et.~:, as amended. Co10rado State Hospital program divi
Slons lnclude: Chlld and Adolescent Treatment Center, Geriatric Treat
ment Center, General Adult Psychiatric SerVices, Drug and Alcohol Treat
ment Center, Institute for Forensi c Psych'iatry, and G'eneral Hospital 
Services. The first three program divisions serve 41 counties of the 
southern a~d western portions of the state, with a total population of 
apprOXimately 800,000 persons (see map on following page). The Drug 
and Alcohol Treatment Center, the Institute for Forensic Psychiatry, 
and the General Hospital Services serve all 63 counties of the state. 
The General Hospital also serves non-psychiatric residents of the other 
state institutions. 

Colorado State Hospital has statutory responsibility for forensic clients. 
The Institute of Forensic Psychiatry receives forensic clients or the 
"criminally insane" who are committed by the court, transfers f~m correc
tional institutions, observation cases from the courts and civilly committed 
patients from the Fort Logan Mental Health Center or ot~er areas of the 
Colorado State Hospital who temporarily need a specialized program with 
a secure environment. In addition, the Institute serves as a research and 
training center for those issues involved in the treatment of the c\"iminally 
committed patient. 
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Othe~ Mental Health Treatment Resources 

State -..---

University of Colorado's Univers'ity Hospital, located in Denver on the , 
Health Sciences Center campus, serves as a resource for complex medical/ 
psychiatric services throughout the state and also as a backup to many 
of. the metro po 1 i tan Denver area health centers. 

Pr';vate/Vol untary Treatment Resources 

Four private p$ychiatric hospitals and over a score of private: general 
hospitals which have psychiatric wards or which will accept psychiatric 
patients exist, 

Mental heal th cl inics and other non-hospital mental health treatment faci
lities which do not have contractual arrangements with the Department of 
Institutions are available resources. . 

Private practitioners (nurses, social workers, psychologists, pastoral 
counselors, psychiatrists, etc.) form a multitude .of resources. 

Qth~r resources inGll)d~ the following: 

1. volunteer agencies which provide treatment and/or personal 
counseling services. (These include Human Services Incor
porated, Jewish Family and ChildrenJ:s Service, Catholic 
Community Services, and Lutheran Service Society); 

2. other agencies whose functions include personal counseling 
(e.g., county departments of social services, probation 
and parole departments, vocational rehabilitation programs, 
community centers for the developmentally disabled, public 
health nurses); 

3. sheltered workshops wh.ich. provide such services as evalua
tion, wor"'k activity, short and long term work adjustment 
programs, sheltered employment, work stations in industry, 
and pl acement. Many of tn,ese workshops are geared specifi
cally for psychiatric patients (e.g., Bayaud Industries, 
Bridge Industries, Adams. County Work and Evaluation Center); 

4. private organizations w.hich. do not fall into any of the 
above categories, but Which. are primarily oriented toward 
services to specific populations such as drug and alcohol 
abusers. 
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APPENDIX E 

MENTAL HEALTH RESOURCES 

The mental health resources aV~;lable throughout the state are shown in the 
-attached table. The table shows resou'rces by the 13 planning regions of the 
state by type of services. 

Mental health center ser'1ices indicate the name of thecehter or centers in the 
region, the location, of siltel'lite offices and the type of services ava,ilable. 
The data on the mental health centers is summarized from the Division of Mental 
Health state Plan. The second column shows the number and location of inpatient 
psychiatric beds. The drug and alcohol services shown in column three were pro
vided by the Division of Alcohol and Drug Abuse. 

The data on private sector services Were obtained through a mail survey of 3,346 
mental health professionals in the spring of 1980 and is reported in the Division 
of Mental Health Evaluation Report #27. The study was conducted by a Mental 
Health Association of Colorado task force. The figures represent a 420 percent 
response rate so the resdurcesihthis category are probably underestimated. 

, 
There is considerable difference in the level of service available in the various 
areas of the state.' As expected more resources are available in urban areas than in rural areas. 

Private sector prattitioners tend to provide services to less severely impaired 
clients than mental "health centers. The following table compares psychiatric 
impairment level betwe.en the private sector and mental health centers. Please 
note that these figures may not be strictly comparable. 

Impairment Level 
Minimal 
Mild 

Co Modetate 
~ Seve.re . 

Private Sector 
21.9% 
33.1% 
33.2% 
11.8% 

Mental Health Centers 

{19. ;% 
69.0% 
11.9% 

In addition to the resources sho\'Jn in the table the state is divided into two 
catchment areas for the two'state hOJip1tals. Fort Logan Mental Health Center 
serVices the northeast area of tha state including the Denver metl'o atea. The 
ba1ance of the state is serviced by Colorado State Hospital in Pueblo. 

\' 

I) 

Preceding page blank " 207 



---------------------------------------~--------------------------,--.-----------------------------------------------

~----.-~ - --

1 

MENTAL HEALTH RESOURCES 

I Mental Health Centers Inpatient Psychiatr'ic Beds DruQ & Alcohol Services Private Sector Services 
-

I , 
Services i ~egionsl Cellter~ 

I and 5 • Centennial Mental • Inpatient services -- .Centennial M.H.C. Psychiatrists - 0 
! Heal tho Center through state hospi - Outpatient Drug Free Services Psychologists-- 0 
, - tal s and several ,Soci a 1 Workers - 2 - Outpatient Alcohol Services 
; Sterling local hospitals I Other - 1 
I Yuma • Case management and 
I 
I Ft. Morgan residential planning , , in majoritY of loc~ • Satellite Office tions 
i • Day treatment 
I Julesbur!j , Vocational evalua-, 
· Holyok,l'! tion training and " , 

Wray' placement . . , 
,.,~-~-- 'i' S{X'sf!etluii '8 Ufi~ts I\KrOn ' , 

i 
i in Ft. Morgan 

• Multi-dimensional I 
living c~~plex in . ' I Sterling I 

~ Childrens and ado- - I 
, , 1 escents' programs · . • Programs for the 

I 
I 

elderly I 

. _ Substance abuse I scteening and e.valu-
, ations I , 
I . 
:~egion 2 Centers ~~ 

-Harmony Foundation (Estes Park) ---. - 5 Nonhospital Detox Beds . 
, 8 Weld County _ Inpatient ~t Weld , Psychiatric Units l'fIGeneral - 30 Inpatient Rehabilitation Beds Psychiatrists - 5, 

i 
Mental Health County General Hos- ' Hospitals: - Outpatient Alcohol Treatment Psychologists -10 

I 
Center pital oXnstitute for Alcohol Awareness (Ft. Social Workers-12 

. • Childrens services - Weld County Genll. Hospital Collins/Greeley) Other- -13 

t 
• Extented care at (18 beds) ~ Outpatient Alcohol Treatment 

Windsor 
,. Programs for the _Larimer County Al('ohol Services (Ft. 

elderly Collins) , 
• Health Care (60 - Outpatient Alcohol Treatment 

psychiatric beds) .House of Hope (Lo~eland) 
. 

• Adult group home ' - Outpatient Alcohol Treatment 
. 

services at Krieger . 
. Boarding Home . 
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MENTAL HEAL.TIl RESOURCES 

/

' Regio. 2 Ceoters Servi ces • larimer. Co"t'M.H.C. (Ft. COllins) 
continued -Outpatient Drug Free Services ~ 

Q Lat';mer Mental I Inpatient I Psychiatric Units in Genet'al I Alcohol Recovel".y Rehabilitation 
Health ~enter I Outpatient Hospitals: Center (Greeley) 

I Partial Care -15 Nonhospital Detox Beds, 
I Transitional Care - Poudre Valley Memorial -15 Inpat1ent Rehabilitation Beds 
I Medical and Psy- Hospital (9 beds) \ -Outpatient Alcohol Treatment chiatric 
I Crisis Intervention " Horizons (Greeley) 
e Public education -Outpatient Dr~g Free Services and consult~tion 
I Chtldrens Program~ 
I Programs for Elderl~ 
I Pilot program with 

Ft. Logan to add~s 
needs of the com
bati~e. assaultive 
patient 

Private Sector Services 

Same as Weld County 

I , 

I 
I , ~~~~f~~:~~~~~~~~~~~~'~~/' 

Region 3 Centers Services , ~rapahoe House (Englewood/Aurora*)' 
• . -24 Nonhospi ta 1 Detox Beds 

,Adams County I Outpatient -~ -17 Inpatient Rehabilitation Beds Psychiatrists. _ O. I ~ental Health , 24 HI". Emergency -Outpatient.alcohol services* Psychologists _ 3 
Center 0 Inpatien~ Social Workers _ 2 
Offices in: 

, COf)111erce City 
Westminster 
Northglenn 
Brighton 

l~) --

• !.,', It 

' Other 24 Hr. Care , Aquarius (Englewood) Other' _ 0 
• Partial Care at -Outpatient Drug Free Services \ 

Commerce City -Outpatient Alcohol Treatment 
, Hospital Care at , Alcohol Counseling Srvcs. of Colo. Denver Metro. Hospi - (Denver) 

tals -Alcohol Outpattent Treatment 
' Contractual Services , .Arvada/Longmont Counseling Center 

for the chron~cally -Outpatient Alcohol Treatment mentally ill with .• 

the Cnmmunity Corp. • Atti~ude Develo~ent Services (West-
through the Adams , minster/lakewood) 
county Work & Eval. .Outpatient Alcohol Treatment. Center and Adams 
Pre-vocational and " 
Life Adjustment Pro" Ii 

gram 
I Childrens Progl"am 
I P'rograms for Eldel'ly 

d 

\\ ~, 
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· MENTAL HEALTH RESOURCES 

, 
I 
---------- --------------------------~~----------------------,,~ Mental HeC\Jth Centers ' inpatient Psychiatric Beds 
: Region 3 
I 

Centel'S Services 
I Con't. , 

I , Arapahoe Mental 
Health Center. 
Inc. • 

, Outreach 
, Crhis 

OruQ & Alcohol Services 
,'Auraria Community Center (Denver) 

I -Outpatient Drug Free Services 
-Outpatient Alcohol Treatment 

i 
I 

I 
N' 
1-' o· 

. ' 
J 

Q Aurora Mental 
Health Center. 
Inc. 

8 Bethesda Com-
• munity Mental 

Health Center, 
• Inc. 

,,(:,,.' 

• Outoatient 
• Partial Care 
, 24 Hr· .• Care 
• Ghildrens Programs 
o Progl'ams for Elderly 

• Direct consultation 
andeducationnl 
sei'vices . 

• Intensive day treat· 
men t and fo 11 owup . 
care 

i SeFv1e@~ to nospi
talized clients, 
disposition plan
ning, supervision 
of local short
term center resi
dential facility 
staff and program 
and consultation to 
hospital personnel 

• Off hours emergency 
serVices provided 
by contracted em
ployees . 

II Childrens Programs 
• Programs for Elderly 
• Hospitall1ation 
• Hospital alterna-

tive program 
• Halfway house 
• Partial Care 
, Outpatient Care 
• Intake & Emergency 
• Program Evaluation 
• Consultation & 

'Education 

.. Private Psych·iatric Specialty 
Hospital: 

Bethesda Hospital (70 beds) 

• Aurora Center for Treatment (AurQra) 
-Outp~tieht Alcohol Tr~atment 

• BeilW~Qd Educational Resources Center 
(Evergreen) 
-Outpatient Al.cohol Treatment 

, Bethesda Hasp, Assoc. (Denver) 
-Outpatient Drug Free Services 
-9utpatient Alcohol Treatment 

• Boulder County Alcohol Recovery 
, (Boulder) 

-7 Nonhospita1 Detox Beds 
I. -Outpatient A1CQhQl Treat~ent 

• Boul~~r M.H.c. (Boulder/Longmont) 
";-OutPMient Drug Free SerVices 

• Boulder Psychiatric Inst'ltute(Soulder 
-12 Inpatient Rehabilitation Beds 

, Broomfield Alcohol AWareness Family 
Health Center (Broomfield) 
-Outpatient AlcohQl Treatment 

• Conmunity Alcohol/Drug Rehabilitation 
Education Center (CADREC) (Denvel') 
-Outpatient Al~oho1 Treatment 

• Center for Creative Living, Inc . 
(Lakewood) 
-24 Inpatient (alcohol) Rehabilita
tion Beds 

• Choices (Boul~er) 
-Outpatient Alcohol Treatment 

• Cottonwood Hall. Inc, (Arvada) 
-24 Inpatient Alcohol Rehab. Beds 

• Denver Opportunity (Denver) 
~ Alcohol OP Treatment 

,';-. 

,) 
( ill 

:J 
.. 

d 

Private Sector Services 

Psychiatrists ~ 12 
Psychologists - 11 
Social Workers - 13 
Ot~er - 5 

Psychiatrists - 4 
Psychologists - 5 
Social-Workers - 8 
Other - 1 

o 
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Me:-:tal Health Centers. 

~e9ion 3 Centers 
con't. Bethesda Com-

muni ty, ,con '.t. 

II Mental Health 
Center of 

'Boul der County. 
Inc. 

Services 

I Adult fo~ter care program n con-
junction with the 
halfw~y house 

• HUD lious i ng for 
the chronfca lly 
mentally disabled 

I Specialized program 
for chronic psy-
chiatric patients 

I Doctoral level psy-
chology intern 
training program 

• Other specialized 
services for women, 
late adolescents, 
young adults and 
vocationally dis-
abled clients 

• Inpati ent 
I Partial Care io 

Boulder and Longmont 
• Outpatieht care ,in 

Boulder. Longmont 
& Lafayette 

• Emergency 
• Followup After Care 
• Program Evaluation 
• Residential & In-

tensive treatment 
I Childrens Program 
I Program fot' Elderly 
I 24 Hr. Halfway 

House 

--: 

,"> - '( 

'"". 
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MENTAL HEALTH RESOURCES 

Ihpatienl Psychiatric Beds 

... 

9 Private Psychiatric Specialty 
Hospitals: 

Boulder Psychiatric Insti· 
tute (38 beds) 

. . 

. 

" 

/i 
Ii 

.. 
DruQ & Alcohol Services 

'. Empathy House (Boulder) 
-39 Inpatient Alcohol Rehab. Bed~ 
-Outpatient Alcohol n'atloent I ~ Inter-Tr'tbal Heritage P-roject ,(00:we~ 
.Outpatient Alcohol Treatment 

,., Jefferson Co. Dept. of Health (Lake-
.' '\iI!)o'd) , . 
~20 Nonhospital Detox Beds 
-Outpatient Alcohol Treatment 

i Joan O'rlen, Alcohol£lenavior Inrorrr.a='1 
Uon (Arvada) . ' 
·Outpatient Alcohal Treatment ' 

• DenVer C.A.R.E.S. (Denver) 
-60 Nonhospital Deto~ Beds 
-Outpatient Alcohol Treatment 
-22 Inpatient Re~ab. Beds 

• Denver H & H, Substance Treatment 
Services (Denver) . 
-Outpatient Methadone Maintenance 
·Outpatient Drug Free Services 

• Denver Opportunity (Denver) 
-Outpatient ~lcohol Treatment . 

I Lost and Found (Mprrison) 
-13 Inpatient Alcohol Reh~b. Beds t 

• Midtown Center (Denver) 
-Outpatient Alco~~; Treatment 

• Milestone CounS.;..: dlg Srvcs •• Inc. 
(Denver) 
-Outpatient Alcohol Treatment 

• Multi-Services (Denver) 
-Outpatient Alcohol Treatment 

• Northside Empathy Center, Inc.(Denver. 
-39 Inpatfen~ Alcohol Rehab. Beds 

. 

. 

_____ hs:p 

----- --I 

:, • 

Private Sector Services 

. 

• Contracts wit~ Boulder 
Psychiatric Institute for 
provision of adult in-
patient psychiatric 
bedspaca, nursing and 
associate~ services 
Psychiatrists - 16 
Psycho 1 ogist; - 16 
Soct a 1 Workers -17 
Other - 4 

. 

. 
~ 

\ 

\ 



I 

\ 

i 
I c 

MENTAL HEALTH RESOURCES 

'------~~~~----------------------.-------------------~---.--.------------------------~-------------------, j Mental Health Centers 1 f'!Qatienl P~chiatric Beds Drl!!L & Alcohol Services 

I Serv,'ces I , personal DevelQpment Center (Wheat I Region 3 Centers I Ridge) 
I, con't. 

~ Denver Mefif:ai e IndiVidual psycho- ,Private Psychiatric Specialty -Day Care Drug Treatment Pro!1f"am 
I, Health Center, therapy program for Hospitals: -3 Residential Drug Treatment Beds 

Inc.·' children, adoles- -Outpatient Drug Free Services 
/' cents. adults, Mount Al('ry Psych)iatric -12 Inpatient Alcohol Rehab. Beds 

elderly, targeted Center 82 beds. -Outpatient Alcohol Treatment 
I' clients, ethnic , Psychiatric Units in General a Porter Hospital's Alcohol Therapy 

minorities and Hospitals: Program (Denver) . 
. 1 women ~ -Outpatient Alcohol Treatment ' Treatment service Childrens' Hospital (6 beds) 
I to people in com- • Raleigh Hi 11, Ho'pital (DenVer) /' munity who are in thE Denver General Hosp. (30 beds) 1.33 Inpatient Alcohol. Rehab .. Beds 

I· 

I 

I I 
I 

, I 
f 

1 hUman services Porter Memorial Hosp.(3l beds) -Outpatient Altohol Treatment 
fi el d, where stress t h' ( )., Sal vatl'on A,'m'v Adul t Rehab. Center is high . S. Ant ony s Hasp. 19 beds (Denver) \J 

1\ 

" 

. . 

o Health & Hospitals 
Mental Health Pro

, gram • 

, Special program is St. Joseph's HOip. (39 beds) -35, Inpatient Alcohol Rehab. Beds provided to the 
Park Avenue Baptist ,Psychiatric Units in Federal ,SerVicios de La Raza (Denver) 
Nut'sing home whi ch Hosp'ltal s :.Outpati ent Al cohol Treatment 
houses many eldel'ly Veterans Administration , Sobriety House (Denver) 
with chronic severe 36 I ti t Al h 1 h b mental health prob- Hospital (76' beds) - npa en co 0 Rea. Beds 

1 ems . . ., Stepping Stone liouse Unlirnfted(Denver 
I Staff provides ' State Operated Psychiatric -14 Inpatient Alcohol Rehab, Bed~ 

supervision' for Hospitals: S W 0 C M H C (0 1 h 1 h U , •• enver omm. '" enver menta ea t pro- niversi,ty Psychiatric -Outpatient Alcohol Treatment fessionals who work Hospita1 ( 40 beds) 
in othe'r agencies • U of C Health Sciences Center(Denver) 
in the commun ity. -Outpa t i ent Drug Free Trea tment 
sur:h as welfare I A.R.T.S. (Denver), 

' located, in Denver -Outpatient Methadone Maintenance 
General Hospital -Outpatient Drug Free Treatment 

' ~~ergency Services, , PEER I (Denver) 
• Inpatient' -42 Resi~entfal Drug Program Beds ' , Outpa.ti~nt 

'Partial Day Care , Si!!.1f Center (Denver) 
, Rehabilitation -15 Residential Ol'ug Program Beds n' Halfway Houseprog., -15 Inpatient Alcohol Reh~b. Beds 
• Childrens Services "a Synergy (Denver) 
• Consultation & Ed. ~26 Res1dentia1 Drug Program Beds ,t Rape Victim Support , . ' 

Services ~ 

( 

) ) 
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Mental Health Centers 

; Region 3 Centers 
;cqn't. i Jefferson 

County Mental 
Health.Center~ 
Inc. 

" 

• Park East Com
prehensive 
Conmun1ty M.ental 
Health Cent'~r. 
Inc. . 

y~ . 

,~, 

--:-:} 

Services 

• Centralized in
patient program 
using Ft. Logan for 
long-term placement 
and St. Anthonys 
and Colo. Psychia
tric Ho~p. for 
short term place
ments 

• Outpatient's'!!rvices 
are decentra'lized 

• Emergency Services 
• Partial Care 
• Other' 24 Hr. Srvcs. 
• Specialized pro

grams for the 
chronically mental
ly ill 

• Special rural ·clini 
cal services in 
Cl ear Creek & Gilpin 
counties . 

~'Childrens Programs 
• Pi'ograms for Eld~rly 

• Inpatient Cal'e 
• Day treatment 
• Outpatient. Services 
• Emergency Services 
• Consultation & Ed. 
• Specialized S~r-

vi ce provides care i,' 

to children. ado
lescellts~ elderly •. 
victims of rape. & 
victimized; women 

< 

) ) ) 

.4 

MENTAL HEALTH RESOURCES 

Inpatient Ps chiatric Beds 

• Psychiatric Units in General 
Hospitals: 
Lutheran Med1~al Center(6beds 

" "'=-

I:. 
c·, 

.. 

Dru & Alcohol Services 
• Washington House (Commerce City) 

-31 Nonhospital .Alcobol Detox Beds 
-Alcohol Outpatient Services 

• Washi ngton House West (Thornton) , . 
-18 Inpatient Alcohol Rehab. Beds 

• Westland Medical Clinic (Lakewood) 
·Outpatient Alcohol Treatment SI'VCS. 

• Whole Person Health Center (Boulder) 
-Outpatient Alcohol Treatment Srvcs. 

" 

Private Sector Services 

Psychiatrists 
Psychologists 
Social Workers 
Otber 

- 6 
- 14 
- 29 . 
- 9 

) 
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MENTAL HEALTH RESOURCES 

Me:1tal Health Centers Inpatient Psychiatric Beds Drug & Alcohol Services Private Sector Services 

Region 3 Centers Services 
con It~ " Servicios • Outpatient 

de 'La Raza • Emergency . • Consultation & Ed. 
services of a I 
specialized nature 
to the Spanish . 
speaking community , 
of Denv~r . . 

• Noncatchmented pro- . gram coordination 
with nearby catch- ... . ment area programs 
is provided 

; I • Southwest • ProVides a full • State Operated Psychiatric 
Denver Com- range of services Hospital: 
munity Mental • Serves as local Ft, Logan Mental Health Health Ser- demonstration site . 
vices, Inc. for the Colorado Center (203 beds) . . 

, . 

Community Support . Project through a 
Office in contract whi ch treats 
Darnum serves the chronically dis 
the needs of abled person. with 
~panish,sur- the Div. of Mental .. 
named/Chicano Health & the Nat'l. 
clients Institute of Mental . , 

Health . . 
. ....... . . 

. . 

\ ~ 
\ 
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i 
I ~Ie:;tal Health Centers I R.g;" 4 C."t." Services 

o Pikes Peak • Geographic Out-
Mental Health pa,ti ent Services 
Centel' .' -Team 1 in Colorado 

Springs 
-Team 2 in Fountain. 
Colo. also provides 
rural services to' I Teller & Park 

I counties, 
·Team 3 is locatild 
~n the fastest I 
p0pulation growth I 
ar~a of COlo. Spgs I 

I • CARES Crisis Inter-
! venti on 
I • Adult Day Treatment I • Residential & Emer-I 

gency S~rvices Pro-I 

I gram 
I 

• 24 Hr.' Crisis Unit f . 
I Childrens ProgrClms I ' , 

I,., . .' ~ . .Pr~gr~Jl~.fQi'"Eidt!rly 
.... - _.-.C' ..... _ • .... ... , -, .. ~ .. , -_ .. -
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MENTP,L HEALTH RESOURCES 

Inpatient Psychiatric Beds 
.-

I Pri va te Psychfaltric Speci a 1 ty 
Hospital; 

Emory John Brady Hospital 
(100 beds) \ 

I Psyctrfatric Units in General 
Hospital: , 
Penrose Hospital (12 bed~) 
St. Franci s Hos,pita 1 (13 beds) 

, 

-

. 

" 

.. .. ' 

, 

Drug & Alcohol Services 
I The Ark, Inc. (Green Mtn. Falls) 

-19 Inpatient Alcohol Rehab. ~eds 

, E1 Paso City/Co. Health Dept. (Coi'o.spgS 
-Outpatient Hethadone Maintenance ' 
~Outpatient Drug Free Services 

• Hilltop NUfis1nx Home (Cripple Creek) 
-10 Inpatient lcohol Rehab. Beds 

• Institute for ,Alcohol Awareness(Colo. 
Springs) 
-Outpatient Alcohol' Reatment 

I Penrose Comm.Hosp.(Colorado Springs) 
-6 Nonhospital Oetox Beds 
-8, Inpatient Alcohol Rehab. Beds 

I Peterson AFB D,"ug/Alcohol Abuse Con- ' 
trol (Colorado Springs) 
-Outpatient Alcohol Treatment Srvcs. 

~ Alcohol Receiving Center(Colo: Spgs.) 
-20 Nonhospital Detox Bed$ 

• COllll'1. Intensive Residential Treatment 
Program (Colorado I?prings) 
-20 Inpatient Alcol~ol Rehab. Beds 

II Halfway Rouse lColClrado Springs}" 
-5 Inpatient Alcohol Rehab. Beds 

• Outpatient Program (Colorado Spring~) 
-Outpatient Alcoho,l Treatment 

• Park/Teller Co. Ol\:tpatient Satellite 
(Cripple Creek) 
-Outpatient Alcohol Treatment 

• Turning Point Inst.itute (Colo.Spgs.) 
-Outpatient Alcohol Treatm~nt . 

I Uplift AWareness Cente,' (Colo. 
-Outpatient Alcohdl Treatment 

" 

" 

\\ 
I_I 

Spgs.) 
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Private Sector Services i 

II 

I 
PsYchiatrists - 13 
Psycho 1 ogis ts - 11 
Social Workers - 29 Other - 13 

: ~ 

. 

. 
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IIcnta 1 IIclllt:, C:m'~~rs 
_ .. .Inpattent psychfatrotc Beds' 

Region 6 j chilclfens Team e psychiatric Units in Federal 
I Southeastern 

Colorado Family • High-ris\< Team Hospitals: 

Guidance & operates two partin Fort Lyon Veterans Hospital 

1 

Men ta 1 He" 1 ttl care pragrams in (193 beds) 
Center ' La Junta & Lamar 

• Adult Outpatient 
4 ful,time Team 
offices in' I Minority Services 
Rocky Ford. 

, 

! La Junta, 
Team 

I Las Animas & 
I Lamar \ 
I 

I 4 pat-t-time 
I offh:es in 
I 
I 

,. Ordway, Eads, 
Walsh & Sprin~field 

-

" 
, 

Region. 7 Centers Services 

• Spanish Peaks 
Mental Health 
Center 

-Huerfano Alco- I 24 Hr. Emerg', & Crisis I State Operated psychiatric 

I holism & Mental Servi ces", Hospital: 
t Health Unit • Admission screening ,,.Colorado State Hospital (706 

I . Services 

i'" 
• ~fter Care Services 

:beds.) , 

• Parttal Care Srvcs • . ~ psychiatric Units in General 

I • 
for adul ts' .. Hospitals: 

· • Outpatient. treatment 
services for. children , Parkview Episcopal Hospital 

-"ado 1 escents. adults (31 beds) 
and the elderly st. Mary Corwin Hospital 

. • Consultation & Ed. (24 bed~) 
services 

• Chlldrens Progams 
I Programs for Elder1y I . 

(I ( " 

" 

" 

DruQ & Alcohol Services 
pH '!I1'~C :icctor Services 

'" 

I RESADA '(Las Animas) 
Psychiatri~ts . - a 
Psychologists - 0 

-5 N6nhospital Oetox Beds Sod a 1 Workers - 2 
~6 Inpatient Alcohol Rehab, Beds Other - 0 
~Outpatient Alcohol Treatment 

i southeastern iri-CQunty Alcohol I 

(Lamar') 
.outpatient A1cohol Trontflillllt 

, . 
, 

• Comprehensive Alcohol Treatment 
' (Pueb 1 o/Wa 1 senburg/Tri nidad) 
.Outpatient Alcohol Treatment 

' C.S.H •• New Horizons (Pueblo) 
-40 Residential Drug Program beds Psychiatrists - 1 

• C.S.H., Plains Addiction Recovery Psychologists' - 6 
Center (Pue 1 bo,) __ Social Workers - 6 
-Outpati ent Methadone~la i I'ltenance i Other - 0 
-Outpatient Drug Free Treatment 

I C.S.H •• The Circle (Pueblo) 
. 

-25 Resi~ential Drug· Treatment Beds 
~ 

• Fisher's Peak (Trinidad) 
-lG~onhospital DetoJot Beds 

' -10 Inpatient Alcohol Rehab. Beds 
, -Outpatien~ Alcohol Treatment 
e Institutellfor Alcohol Awareness 

(Pueblo) 
~Outpati£mt Alcohol Treatment 

) ) 

\ 

t\ 
\ 
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MENTAL HEALTH RESOURCES 

, Mental Health Cen~ers Inpatient PSYchiatric Beds Drug & Alcohol Services Private Sector Services 
I 

Reninn 7 
-Las Animas • Our Hoyse (Pueblo) con'f. • Pre-admission Alcoholism screening services -20 Inpatient Alcohol Rehab.-neds and ~lentai • After Care Services -Outpatient A1cohol Treatment 

I 

Health Unft • Partial Care Srvcs. 
• Pueblo Treatment Services (Pueblo) I 

. for Adults 
· -15 Nonhospital Detox Beds , , 

• Outpatient Treatment 
- 5 Inpatient Alcohol Rehab. Beds I Servi ces for ch11dre!1. 
..~utpatfent Alcohol Treatment: adolescents. adults 

• • , and the elderly t 

• Consultation & Ed. ; 
-Adult Partial • Provides short (2 . I Care Unit hours~ and long (4 , • . · hours day treatment · . 

" services 
-Adul t Out~ • 24 Hr. EMergency & 

! patient Program Crisis Service · • Pre-admiss i on I . 
screening services . . . -Adult Out- , Afte~ Care Services 

I Patient • Evaluation and de- " 
,. 

Program. velopment of treat- I continued ment programs . 
j • Individual and group 
I 

. 
I 

therapy , . 
I • Law enforcement 
I liaison , . I 

! 

\ 
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'11 

... 

________________________________________ .... __ ~ __________ ........................ ___ .... __________ .... _____ ~d _____________________ , 

'" 



Ij 

--

\ 

.----------------------------------------------.---------.. --------------------------------------------

Me .. tal Health Centel's .. 
· Re9.i2.!L!! :....-
I' 

• 

I 
I 
I 
I , 
I 
I 

· 

I Transitional 
Care Residential 
Center 

southeast Team 
A'omosa, conejos, 
Costilla couftt1es 

Northwest Team 
Rio Grande, 

. 
I • Helps people move 

from structured 1n~ 
stitutional setting 
to a less structured 
community setting , 

• Used for temporary 
residential place-
ment for patient 
crisis problems 

• Outpatient services 
Mineral and , Partial,Care Srvcs. 
Saguache counti es , 24 Hr" Emel"gency/ 

Crisis Services on 

II 

N' . ..... 

, 

- I .. -co 7"' 

~,eQion 9 
'"'1-"---

\ 

\ --I 

':...-.---:.' 
~,. 

• Sot!th\~es,t 
CC\lQrado 
Mental Health ,I 

Center \ 

3 outpatient, 
centers at: 
Durango, Cartel & 
pagosa Spl"ings 

\ 

, 

a walk-tn/oall-tn 
basis 

• Consultati<ln & Ed • 
.~ 

-' .......... 

, Outpatt ent JiServt ces 
• Emergency <JarVi ces 
• After Cal'elSer-vices 
, Consultat,tqn & Ed. 
\' Partial Cali¢ 
\~ ~Iorks in el'iPse af-
" f1li a ti on W!~ th the 

;,~helter1 ng (ak Group 
home which ![ a long 
term; reside,lttlll 
facl,l1ty hOU!1n3~ 
14 0r.ronieal y) s-
ab'e\~ mental y 111 

, adul~ts .!: ' 
\-~8,~i 
,.,-----" , 

\ I 

j, 

I' 

MENTAL HEALTH RESOURCES 

Inpatient Psychia~ric Beds ~ 

• Colorado State Hospital is 
iwailable for both shOl"t .. term 
and long-term hospttalizat1on 

• Immediate and short-term 
hOllipitol1zlJthm provided by: 
Alamosa Commull1ty, Mont~ Visb 
COl11llun1 ty. St" Joseph and 
Conejos Count~( Hospitals 

---
• Secure holding room at Mercy 

~Iedical Center has prov'is10nal 
designation as a 72 hour hold 
f~cility 

. 

. 

if 

Drug & Alcohol Services 
~~----" . , 

• Prtlfessional Counseling srvr.s:~Ala\1 
- ()utpatient Alcohol Treatment 

e Det.ox Center (Alamosa) 
·8 Nonhospital Detox Beds 

• San Acacio Inpatient (San Acacia) 
.. 20 Inpatient Alc:oho1 R"hll~. B~~~ 

• SlIn Luis Valley Comp.Col11l1. M.H.,C. 
Outpatient (San LlJis/l.a Jara/Monte 
Vista ' 
-Outpatient Alcohol Treatment , 

. 
~ 

• Or. Alfred Bedfol"d(Duran~o) 
-Outpatient Methadone Ma ntenance 

• HHman p~tentAf' ~eyelop.Corp.(Cortez) - utpat ent co 0 Treatment 
• Southern ,Ute Comm.Action Programs 

(Ignacio) '. 
-8 Nonhosp1tal OetoJ{ Beds 
-16 lnpat1ent Rehab. Beds 
-Outpatient Alcohol Treatment 

• Durango Drug Project (Durango) 
-Outpatient Dr'ug Free Treatment 

• Ute Mtn. Ute Tr'1be (Towac) 
-Oytpatient Alcohol Treaunent 

II 
\' 

.....---

I 

--') 

Prlvate Sector Services 

Psychiatrists - 1 
Psychologists - 0 
Sociai Workers - i 

f 
O'thlu· - 0 

. 
. 

. 

PSlvchiatrists - 0 , , 

Ps)'cho 1 ogi sts - 2 .' 
Soojal Workers - 1 
Oth,~r • - I 

, 

, 
! 
I 

+ 

~ , 

) 

\ 
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j 



~--~--------~-----

,~' 

,.' 

J 
j' 

, 
I 
f 

./ 
I 
I 
I 

I 

J 

I Mental Hea 1 th Gentel'S , 
i Region 10 

I • ~1idwestern 
Co1or~dc) 
Mental Hel\1th , , 
Center i 

I Serves asix I 
I county. sparsely, 
I populated area ! 

involving some I 20 communities I 
I 
I # 

; Regions 11 
I and 12 
! • Colorado West I 

Regional l1ental I 

I . Health Center . , 

. 

. 

. ' 

• Full range of' com-
~rehen§iv. IIrv10es 
to catchment IIl"eli 
resfdents 

(, 

, 

I' 

• Emergency Services 
• Outpatient , 
• Consultation & Ed . 
• Partial Care 
• ServiCes to mod-

erately and severe-
ly disabled adults 
including: 
-inpatient 
-halfway house " 

-partial care 
-subsidized apart-
ment units 

• Minority Service 
Team 

. 

d 

J I 

MENTAL HEALTH RESOURCES 

Inpatient PsYchiatric Beds 

. 
f 

'~>. 

• PsychiC\trict Units 
lIospita'ls: 

in General 

St. Mary's Hospital (13 beds) 

-. 
\\ 

.\ 

. 

(j 
{: 

, Drug & Alcohol Services 

• Midwestern Colo. M.H.C. (Mo~rose/ 
Oelta/NDrwood/Gunnison) 
-Outpatient Alcohol Treatment 

", 

, 

~ Bridgf.fHouse (Grand Junction) 
-8 NonhoWital Detox Beds 
-28 Inpatient Alcohol Rehab. Beds 
-Outpatient Alcoholn'eatment 

• Mtn. RiVers Alc~.hol 'Receiving Center 
(Glenwood Springs) 
-4 Nonhospita1 Detox Beds 
-3 Inpatient AlcohQl Rehab. Beds 
-Outpatient Alcohol Treatment 

• OM lnst •• Inc. (Grand Junction) 
-Outpat!ent Alcohol Treatment .' 

.Steven. Landman. Fami 1'y Therapi:; t 
(Gran.d Junction) .. , 

• White River Counseling (Rifle) 
-Outpatient Alcohol Treatment 

I -Out",tient Al cohol Treatment 

" Al~in~ M.H, Cli~ic (Gr~~bYJRreck~-
. e1<,. IAspenlVan/st~at 'p, •• ) I 

-Outpatient Drug Free Treatment 
(;-Outpatient Alcohol Treatment 

j i 
j 

(,:;, 

. , 

Private Sector SerVices 1 
I 
I 
i 

Psychiatrists - 0 . I 
Psycho 1 ogis ts - 0 

. . 
I Soc" a 1 Workers- - 1 

, . , 
Other • 1 I 

, . 
I , 
I 

! 
I 
i 
j '. , 
· . . I · · I · · i Psychiatrists - 3 I Psychologists - 7 j 

• Socta" Workers - 8 I 
I I Other - 4 I 
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I 
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I 
I 
I . I . I 
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MENTAL HEALTH RESOURCES, 
'I' .-

, Mental Health CeHlers Inpattent PsYchiatric Beds, Dl"uQ & Alcohol Services pHvate Se~tor Services, 

Regions 11 " • Northw~st M.H. Glinic(Craig/Rangely) 
and '12 ;) ", ((' -Outpatient Drug Free Treatml!tlt 

" 
,,, -outpatient Alcohol Treatment 

~ 

con't. ,:~ ", ,) I_~: ., 
,', 

,~ • Northwest Colo. ,1)etox. & Residential 
" '\.) 

Cal"eCentel" (Craig) , 
\, 

,) -5 Nonhospital "Detox. Beds 
II -;! -15 .Inpatient Alcohol Re,l'iab. Beds 

" 
", 

• "·Outpllti~nt Alcohol Trootlnont :: 
. ~L -Outpatient Drug Frtle Treatment, 

~ " • Sopri sM. H. Cl i ni c'( G1 enwood Spri ngs/ ' I~ . " 

\.~ Rifle) D" , ' \ 
. 

" 
" " -Outpatient i\lcohQl Treatment I 

, 

t ' ~~I ~~. 
:: .. :.: " . 

,\ ~:;..:,,""';- . il -Outpat;!ent Drug Free'Treatment 
r .' . c; • N. \~. Menta '~1i1th Srvcs. (Meeker) " ~, 

iJ,< 

I 
" " 

" " " Ii 
" ·Outpatient A~\lbol "Treatment 

"" 
t;i ~Outp_a_ti ent Dru~j'\)Free Treatment, 

" 
CI (i 

0 

(,-' " " , 
1 --.f.' t High County Alcohol Ed. & Treatment 
I 0 (' 

Programs (Bl"eckfinridge~ e, 0 

I' 
e " .Outpatient AlcohQ{ Treatment 

I ,~glon " 

. " -.. " 

• 0i'U9 & Alcohol Abuse. Inc. (Canon c " '-)'!, 

Centers Services " 
,I,; 

" ~j City) '!" ",'Cl 
, 

~< b~0' 
if 

I' 
X " .Outpi}tient Alc9hol lreatm(!nt " 

~\ • \fest Ce,ntral • Screening Services , -- , '\~.', .,} Psych1atr·ists" - 1 
v Mental tieaJth o. Inpatien.t Care • Leadville Alcohol Program (Leadville Psychologists'" 0 

IZI Center,," • After C~re Service's, .r ~09tpatient Alcohol Treatment . Social Workers - l' 1\ 
\.1 

, 
" [I. 

", ,Partial Care Srvcs: .' Other ~O .. 
;,;, Se,rvesFrwont, o • Transitional Care ,.', 

. 
/! ., ,C' d k , . Services 0 

~ '\: Ch~ffee, Lake Ii i_' 

and Custer t' H,a lfway Houzes(use' (:" " J! 
, 

i) 

~ 

countieso 
,. ' of private homes) ,', 

j) 
: . .:' " \'\.- -. OutreachServi\:es '! 

(. 0 

• Outpatient Services 
0 

" 
'. .' .. 

, . '<- C. • Crisis Int@rvention . c' 

0 ,.',~< '" 0" .~. 
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APPENDIX F 
M E M bRA N DUM ----------_---- __________________ ~-----------~~~---~--

TO: 

FROM:, 

'SUBJECT: 

DATE: 

MEMBERS OF THE TASK FORCE ON THE DANGEROUS MENTALLY ILL. 

DR. DENNIS KLEINSASSER, CHAIR 

TASk FORCE REPORT 

DECEMBER 21,1981 
-----------------~----------------------------------------------------~----

'''\, \' 

Enclosed is a copy of thl,? final draft of the task force report and recom-
mendations. Most of the ,report has been distributed at various meetings. 
Please. r~view and provide:· any cQmments to Mary Mande ~t the Division of 
Criminal Justice no later than January 8, 1982. Ifcomrnents are not re
ceived by that date, the staff will go ahead and publish the report. 

Th~ final report will also include several appendices to include a bibli
ography, minutes of the meetings, case descriptions, resources and a 
description of mental heal th and criminal justice agencies which have 
responsibilities related to the-dangerous ment~11y ill person. The minutes 
from the final=mee~ing are enclosed for your review. 

(., ,\ 

I would 1 ike to express my thanks and that of the staff for your hard \'lork 
and enthusiasm in addressing the issues, We feel that the work of the 
tas.k force will be of si gnificant val ue to the state ,and that many of the 
reGommendations will be implemented over the next several years. 

The staff will pursue wjth the governor's offi,ce gatning authority Tor sub
groups to continue their ~ork in the areas of ~tatute ~hanges and information 
exchange. If there,: are any other followup activities yt)u would like to 
pursue individu~lly', and require staff assis~,~6';r;~, pl ease contact Pat Mal ak. 
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