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Abstract

Forensic decisiomaking isoftensubject to irrelevant influences (Hilton & Simmog&601)and
disregards pertinent risk factors (McKeteal, 2007). Although this seems to be improving
(Crocker et al., 2014), research has failed to examine if any progress has been made & almost
decadeForensic psychiatric hospitalds were retrospectively coded 8@ male Not Criminally
Responsible on Awount of Mental Disordgpatients that had Review Board (RBhearing

between 2002014 to investigate whether items from four empirically supported risk measures,
the Violence Risk Appraisal Guide, thistorical Clinical Risk Managemei20, the

Psychopthy ChecklistRevised, and the Structured Assessment of Protective factors were
consideredJust wer half of expert reports and one quarteR8frationalesoteduse ofa

structured risk assessment whiobreasedver time.Despiteinconsistencyf use empirically
supportedactorswere frequently discussed and centered on mental health, treatment, criminal
history, and reintegration. Overall, disposition decisioasepredictedby discussion oboth
empirically supported risk and protective factormybver still appear to be biased by irrelevant
influences such as attractivendssspite ofimprovement, the results highlight the need for
policies to ensure greater structure in how risk assessments are implemented into the decision

making process.
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Riskybusiness: The role of psychopathy and violence risk assessment in discharge dispositions

In light of the trials of James Holmes, the Dark Knight Rises shooter, Anders Breivik, the

Norwegian shooter and bombendaVince Li, the Greyhound bus behead®ntroversy

surrounding thénsanity defene has become reignited in today's sociétyparticularthe

implicationsit carriesfor the amount of time offendevall spenddetainedandmore

importantly decisionssurrounding releas@ave becomeontentious topreceiving

widespread attentiomndeed, media portrayals of rddé violence linked to mental illness has

global reach and research has demonstrated that with each highly publicized attack, tise public

stigma andlesire to maintain social distance from the mentally ill markedly increases

(Angermeyer & Matschinger, 200Angermeyer & Schulze, 2000cGinty, Webster, & Barry,

2013. This societal stigma and discrimination against mentally ill offerttessindoubtedly

increased pressure on the government, mental health professionals, and legal decision makers

alike to ensure the efficacy of the laws and decisions concerning melhiafignders and

public safetyln Canadian law, those found to be selyementally ill at the time of their offence

maybedeemedNot Criminally Responsible on Account of Mental Disorder (NCRMD) and

diverted into the mental health systeassuming they meet specifiedterialaid out in the

Criminal Codeof CanadaThose bund NCRMD come under the jurisdiatiof provincial or

territorial Review Bards(RB) which mustdecidewhether to detain or release thdinvas

previoudy the casehatthese decisicwould be brought before tiRB annually to revaluate

disposition while balancing the need for public safety and the rights of the accused. However,

legislation passed earlier this year demonstrates a move towasbervativej over nment 0 s

"tough on crime" approach, employing mandatory minimum sentences of threavitharg

reviewfor those deemed "highsk" (cf. Bill C-14, 2014. The relationship betweenore
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punitivedispositionsandpublic safety has receivensiderablattention from many experts in
the field, commonlyesulting insentimentsurrounding the amterproductive actions this
legislationwill inevitably lead tqe.g.,Canadian Mental Health Association, 20G¢antham,
2014). Ultimately, the need fonew legislatiorregardingthe release of NCRMD offenders
comes down to the efficacy of decisionsreutly being made bgental health tribunals

By law, theRB must make the least onerous &eaist restrictive dispositiontdking into
consideration the need to protect the public from demgepersons, the mental condition of the
accused, the reintegfion of the accused into society, and the other needs of the accused.”
(Criminal Codes.672.54)Although the Criminal Code may outline what factors are to be
evaluated when making decisions regarding dispositiowthese factorare tobe
operationaked and assesgslis much more elusivé=ortunately, lte lasthirty yearsof research
on risk assessmehasbrought aboutmmensechange in how risk for violence @assessed,
resulting inseveral measurdésathave beeroundto yield predictive utilityacross a variety of
samples, including forensic psychiatric populatidosfortunately little reseach has focused on
whether these advancememtsisk assessmemieasurefiavebeen implemented into forensic
clinical practiceln some respects, reseatohdate has demonstrated that the field has come a
long way at one time thesempirically supportedisk measures were relatively absent in
forensicpractice(Boothby & Clements, 2000; Gallagher, Somwaru, & Barath, 1999butare
now coming to be morkighly used(Hurdurcas, Singh, de Ruiter, & Petrila, 20¥V4joen,
McLachlan, & Vincent, 2010 However whenreseach investigatinghe selfreported use of
theserisk measuress compared to studies evaluatihgir influenceon forensic decision
making discordance is appareftudies conducted over the last ten to fifteen years are still

showing that forensic decisianaking is subject to irrelevant inflnees (e.g.Hilton &
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Simmons 2001; McKee, Harris, & Rice, 2Q0@hnd often disregastkvaluation 6 pertinentrisk
factorsthatresearch has repeatedly linked/iolence (e.g.Coteé, Crocker, Nicholls, & Seto,
2012;Wilson, Nicholls, Crocker, Seto, Cété, & Caulet, 2DMore recently, emergingvidence
suggests thatliniciansand clinical team membgare incorporatinghese empirically supported
risk factorsinto their decisioamakingprocesge.g.,Crocker, Nicholls, Charette, & Seto, 2014)
However,due tothe use of dated samp)essearch rhefailed to examinevhat progress, if any,
has beemack in this regard over almost the last decade.

Thecurrentstudy ®ughtto investigaeé which empirically validated risk factors abeing
discussed when making decisions to detain or rele@$&MD acquittees in recent years.
Ultimately, this study aughtto provideananswer to the question of whethiee last several
decades of research wiolence risk predictionms being utlized in forensic decisioimaking.
Descriptive research on the implementatiothefwealth of prescriptive research conducted over
the last thirty yearsarries immense importance because understanding the process of risk
assessmeri practicecan be usgto help shape the development of futaseessments and
clinical guidelines (Elbogen, 2002y,inging the field one step closemtard bridging the gap
between research and practice.

This thesiswill begin with abrief history of NCRMD legislation in Canada, followed by
a discussion athanges iforensic risk assessment afiodr of the most prominent tools
emerging from this. Nextwo concurrent lines of research evaluating the implementation of
research in practice will be discussed. First, this will focus on survey researchhassolight
to evaluate the seteported use of risk assessment tools in pradlicd.finally, thisresearch
will be compared and contrasted wakecond line of research which fesluated this through

statistical associations betwessk factors and decisiomaking (i.e, disposition decisions
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History of NCRMD L egislation
Individuals witha menal disorder are defined by the Criminal C@dehaving a disease
of the mind Criminal Codec. G46, s. 2.), howevenot all individuals with a mental disorder
areexempt from culpability. Lying at the heart of this determination is whether the accused
possessed the capacity to understand that the criminal behaviour was wrong or whether the
mental disorder rendered the individual incapable of understanding the nature and quality of the
act Criminal Code c. G46, s. 16(2) Proofthat the accused fallsxder thiscriteria will result in
a ruling of NCRMDfollowed by diversion to the mental health tribyrfaweveran inability to
do so willresult in thandividual beng tried through the criminal justice systeimm spite of their
mental illness.
Historically, Canadian criminal law adopted the British approach to dealing with
individualswho lack the mentatapacitynecessary for a convictipwhich was based upon the
M'Naghten rule (Carver & Langloiklassen, 2006)The M'Naghten rule was originally deed
from the trial of Daniel M'Naghten, who in 1843, attempted twdar England'®rime Minister
andwas ultimately found not guilty bseason of insanitfNGRI; the terminology used in
Canada prior to 1992lue to psychosiR . v . M a.84.3).p respense to the public upset
this verdict caused, the Lords of Justice were asked to devise a strict definition of criminal
insanity to which they declared that insanity may be used as a defence only if
atthetime of the committingof theact,the partyaccusedvaslabouringundersucha
defect of reasonfrom a diseasef themind, as not to know the nature and quality of the
act he was doing; or, if he did know it, that he did not know what he was doing was
wrong (Rv. M'Naghten 1843 8 Eng.Rep.718).

This soon beame the standard in most Western countries to pardon or diminish criminal

responsibility for those with serious nental illnesqfor review se&apf, Golding, & Roesch,

2006) Despite the fact that over 170 years have passed sincelifgsand much debate has
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surrounded itefficacy, the M'Naghtemule, or derivatives of jtstill predominate crimindbaw
today. In Canada, Sectid® of the Criminal Code captures theezg=e of this rulingnd,prior

to 1992, providedhatthoseacquitted on the basis of insaniyereto be automatically detained
by theLieutenant Governogcting on the advice of the Cabinet of the provifi@eminal Code
1970, s. 542)). However, the Code stated nothing further about tiesvwas to be carrieout

or whetherit could be challengefCarver & LangloisKlassen, 2006). It wasn't until the 1970s
that several provinces enacted forensic psychiatry statutes to govern the procedure and treatment
of these patients (see Forensic Psychiatry Act, R.S.BXZ9, ¢139; now R.S.B.C1996,

€.156). However, these provincial status@B did not have the authority wverrulethe power of
the provincial Cabinetsvhich became problematic in high profile easn which the Cabinets
could refuseo release patients Bpite ofrecommendations made by their treatment teams
(Golding, Eaves, & Kowaz, 1989The forensic system was®nf the last components of
Canada's criminal justice system that stilild be biased by political motivaticemd t had been
widely accepedthatit was at risk for a breach of the newly enacted ChaftRights and
Freedoms (Carver & Langloislassen, 2006). Thigrfally came to fruition in 1991 in a decision
made by the Supreme Coure(,R. v. Swain1991).During a period of mental sibrder,Swain
hadcommitted aggravad assault. bwever, ly the time of his triahlmost a year and a half
later,hehad regained mental stability and had been living in the community on bail, without
incident. Despite Swais objections, the Crown counsehs permitted to cite evidence in
support of Swain's insanity at the time of the offemd@ch resulted in him being fourNiGRI
and detained by the Lieutenant Govergiorv. Swain1991) Swain challenged both the

constitutionality of the Crown's abyito submit an insanity defence as well asltireiterant
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Governor warrant system for automatic detainment of an indeterminate period. The Supreme
Court of Canada ruled in his favour on both issues (Carver & Larglassen, 2006).

In response to thisase, in addition to several other landmark cases and parliamentary
bills (most notably Bill C30, 1992;Winko v. British Columbial999), the feensic psychiatric
system hagxperienced a drastic change in practice and in helNCRMD defence is
adjudicaed. This wasn order to align with the deinstitutionalization movement as well as to
offer the least restrictive care appropriatpatientneed and public safety (Crocker & Coté,
2009).Most noteworthy is that the changeshich are thoroughly reviewezlsewhere (e.g.,
Desmerais, Hucker, Brink, & De Freitas, 2008; Eaves, Ogloff, & Roesch, 2000; Swaminath,
Norris, Komer, & Sidhu, 1993prought about by these reforms essentially ended the automatic
and indefinite detention of offenders found NCRMD anadtgd them the right to an annual
review process by a provincial administrative tribunal which possessed increased capacity to
make disposition provisions (Penney, Morgan, & Simpson, 2@E&ainment was now only
reserved for those who posed a signifidAn¢at to public safety and provincRBs were to do
so in the least restrictive manner possilbles was so much so that followitige decision in
Winko v. British ColumbigRBs werenow required to order an absolute discharge to all
individuals found® be NCRMD, unless there was evidence to show thay fiesed a significant
threat to public safetfPenneet al.,2013.

Overall, the impact of th&/inkodecision, in addition to the introduction of Bill 8D,
may be seen through changes in the numbpeople remanded for criminal responsibility
assessment and adjudication of the NCRMD defence. Following these decisions, Canada's most
populated provincg(i.e., Ontario, British Caimbia, and Quebec) have seemarked increase

in the number oindividuals tried and found not criminally responsible (Nussbaum, Malcolmson,
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& Dosis, 2000; Ohayon & Crocker, 2000; Roesch, Ogloff, Hart, Dempster, Zapf, & Whittemore,
1997). Although this trend has not been consistently seen across all progigc€xgcker,
Nicholls, Cété, Latimer, & Seto, 2010ansmasHart, Seto, Crocker, Nicholls, & Coté, 2011
data released frofRBs has continued to demonstratasing number of NCRMD referrals and
acquittalge.g.,Latimer & Lawrence, 2004;ivingston, Wilson, Tien, &8ond, 2003; Ontario
Review Board, 2011; Schneider, Forestell, & MacGarvie, 2008jitionally, research has
found that the length of hospitalization for individuals found to be NCRMD has declined over
time andthe number oabsolute discharges granteasincreasede.g.,Balachandra,
Swaminath, &Litman, 2004; Schneider et al., 200Burthermoreresearch findings are
demonstrating greater heterogeneity in the criminal offending and clinidaépraf NCRMD
acquitteegollowing these pivotal changesfiorensic mental health legislation (Cepment of
Justice Canada, 20P6

The insanity defence was at one point &tdasort for offenders with ontyre most
serious mentallness and criminal chargespWwever the increase iapplications for insanity
pleas suggesthat the NCRMD defence ow attracting a broader range of individuals with
varying clinical profiles and offences (Penney et al., 201i8)e is known abotithe causal
factorswhich influencedthis trend, however, the rising number ndiividuals going through the
forensic psychiatric system underscored the need fecteférisk assessment tools to accurately
evalwate the dangehesepatientspose to recidivatapon releasd-ortunately, the field of risk
assessment was concurrenthdargoing many changes which was accompanied by the
developmenof a range ofools designed fathe prediction of both general and violent

recidivism.
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Changes in the Field of Risk Asessment

Accurate assessments of patients' risk for reoffending feeaftimost importance in
forensic psychiatric settings and has far reaching implications for legal decision makers, patients,
and public safety. Consequently, research in the field of risk assessment has flourished over the
last several decades with tiéroductionof new assessments focusingamwariety ofrisk
factors to aid in the clinical assessmenaoindividual's likelihood to recidivate upon release
(Heilbrun, Yasuhara, & Shah, 200®9)se of these tools in clinical practisebeginning to take
hold andhas been driven by evidence supporting links between mental illness and violence
(Fazel, Lichtenstein, Grann, Goodwin, & Langstrom, 2010; Wallace, Mullen, Burgess, Palmer,
Ruschena, & Browne, 1998s well as public concern about the safety of alnill patients
(Pescosolido, Martin, Long, Medina, Phelan, & Link, 200ver time, he field has
undoubtedly seen a shift from thknostexclusive reliance on clinical expertise and experience
to the incorporation of tools derived from empirigand theoretically basedsk factors

Approaches to risk assessment are often characterized as falling into one of three
categories: unstructwteclinical judgment, actuariaby structured professional judgment.
Unstructured clinical judgmemvolves indvidually-focused judgments based on the clinician's
knowledge, experience, and expertise (Dolan & Doyle, 20003. method has been criticized
on many grounds including low reliability and validity as well as an inability to speé@fy
factors playingmnto thedecision making process (Monahan & Steadman, 1994; Quinsey &
Ambtman, 1979). Although more recent research has demonstrated that unaided clinical
judgement is not as dismal as once believed (e.g., Fuller & Cowan,Ga8fer, Lidz,
Mulvey, & Shaw 199§, the literature has more consistently shown structured and empirically

based measures to outperform unstructured clinical assessments (e.g., Agisdattir et al., 2006;
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Grove, Zald, Lebow, Snitz, & Nelson, 200@pnahan & Steadman, 1994). Conversalgtuarial
approaches to risk assessment offer a more standardized method which is based upon constructs
that have been found to be statistically predictive of recidivism (e.g., criminal history). Actuarial
methods allow assessors to make decisions on larsmaber of risk factors according to

specified rulesegarding how the risk predictors are combined, weighted, and interpreted (Dolan
& Doyle, 2000; Meehl, 1954). This method of assessment leaves little room for clinical opinion
or expertise, but ratheihe importance of each risk factor is based upon its empirically defined
association with recidivism and each factor is assigned quantitative scores accordingly (Yang,
Wong, & Coid, 2010). Actuarial tools hagentinuallybeen found to outperforemstructired

clinical judgementn a variety of contexts and with diverse samples, including mentally ill

offendes (e.g., Agisdottier et al., 2006; Andrews, Bonta, & Wormith, 2006; Bonta, Law, &
Hanson, 1998,; Hanson & Bussi kaljadgeménd (SRJ) . Last|
instruments represent a composite of empirical research and clinical expertise (Webster et al.,
1997Db). In this approach, the risk factors are specified in advance, but the overall assessment of
risk is left to professional judgment and explicit rules are provided for combining risk factors

into a total score (Hanson, 2009). SPJ instruments have the advarfiegiility , however,

critics of this approach perceitigis to be too subjective and unreliable (Quinsey, Harris, Rice, &
Cormier, 2006). Nevertheless, SPJ instruments have continued to prevail in mhaettoetheir
demonstrable ability to predict future violence (see Campbell, French, & Gendread 009

Vogel & de Ruiter, 2006Douglas, Yeomans, & Boer, 2008)though many in the field of risk
assessment may be partial to one method or anogisegncltomparing the predictive efficacy

of actuarial and SPJ tools have found both to perform equally well in the prediction of violence

(Douglas et al., 2005; Yang et al., 2Q1Qonsequently, little consensus exists as to which
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compilation of factors or method of assessment is a clear frontrunner when informing estimates
of violence riskHowever, how these methods are to be applied in practice and utilized to
increase publicafety is less contentious due to the work of a small group of Canadian
psychologists wheransformed the literature of ‘what works' into a model of offender
rehabilitation with applicability to both correctional and forensic psychiatric populations.

One d the most influential contemporacpnceptions of risk assessment and offender
rehabilitationis the risk/needs/responsivity (RNR) model (for a review, see Andrews, Bonta, &
Hoge, 1990 In this model there atéree related domains. Risk pertains toghebability that
the individual will engage in certain behaviour in the future (e.g., violent offendintiy
typically assessed through static (i.e., unchanging) factors such as criminal history, however,
some tools also employ the use of fiskevantineedgAndrews et al., 1990 he risk principle
states that the offender's likelihood of recidivism can be reduced if the level of services provided
to them is commensurate with their level of risk, with those at greater risk requiring more intense
monitaring and supervision (Bonta & Andrews, 200Meeds refer to deficits that are related to
the probability of this outcomend are composed of dynamic (i.e., changeable) risk or protective
factors (termed criminogenic needs in this model) which may be¢argeough intervention.

Lastly, responsivity refers to the extent to which an individual is likely to respond to treatment
aimed at reducing the targeted behavi@durdrews et al., 1990) his theoretical framework has

been shown to be a truly effectiway in which to model rehabilitation and intervention
programming and research continues to find that our ability to reduce recidivism is related to the
extent to which those in the field conform to this model (e.g., Andrews, 2006; Goggin &
Gendreau, 20064anson, Bourgon, Helmus, & Hodgson. 2009; Lowenkamp, Latessa, & Smith,

2006). However, with risk assessment being the first key piece to the successful implementation
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of this model, the efficacy of the assessments being used to gauge risk are of the utmos
importance.

The plethora of risk assessment instruments developed over the kst slecades has
made selectioa difficult task Arguably, three of the most well validateédols for predicting
risk for violence include the glence Risk Appraisal Gde (VRAG; Harris, Rice, & Quinsey,
1993, the Historical Clinical Risk Maagemen20 (HCR-20; Webster, Eaves, Douglas, &
Wintrup, 1995, and theHarePsychopathy Checklist RevisddL-R; Hare, 2003)However,
beforereviewing the predictive validity ofltese measurgsne must firsexaminehow
researchers ithefield of risk assessment gaugiech accuracy.

Statistical measures for assessing accuracihere are several measures available to
determne the predictive validity of an instrumehgwever, reeiver operating characteristics
(ROCs) which yield an area under the curve (AUC) measapeear to be the preferred method
(Dolan & Doyle 2000) Overall, it yields an index of predictive accuracy which is less
dependent on the basse of violence (Doglas & Reeves, 2010; Mossman, 1p9UCs can
range from O (pdect negative prediction) to (Ghance prediction) to 1.0 (perfect positive
prediction) and provideinformation that is similar to that of other effect size measures such as
Cohen'dl (see @hen, 1992)allowing comparison between measures (D&dboyle, 2000;
Hildebrand, 200% The AUC represents the probability that a randomly selected true recidivist
would be more likely to have a high score on the instrument in comparison to a randomly
selected nosrecidivist (Mossman, 1994). For example, an AUC of .80 may be interpreted that
there is a 80% chance that a violent individual will score higher on the measure in question than
a nonvioent individual (Hildebrand, 2004In general, a that s greater tharb0 or an AUC in

the range of .70 t0.80 is considered to demonstrate moderate to large effect sizes (Dolan &
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Doyle, 2000; Douglas & Reeves, 20Rlce, 197). The following review of the literature on the
VRAG, HCR-20, and PCLIR will demonstate thathesemeasures have repeatetenshown
to meet this threshold.

Violence Risk Appraisal Guide (VRAG).The VRAG is an actuarial risk assessment
tooldevelopeby Harri s and col | eagatalsl9dB)onashngpleefar | 'y 1
618 mertally disorderednales charged with serious offencélhe VRAG waglesigned to
assesywiolence risk for incarcerated mentally disordered individuals after their release into the
community a&d consists of 12tatic risk factors. Thigcludes items péaining to criminal
history (e.g., age at index offence) and clinical factors (e.g., meetsiD$Meria for any
personality disorderndis scored based on a differehtiseighting procedure with thieeaviest
weight being allocated to the P@R_scorgHarris et al., 1993).

There has been a wealth of research conducted on the VRAG providing supjsrt for
reliability and validity.Interrater reliability (IRR) has generally been found tdigg due to the
objective nature dfistorical itemswith reports of intraclass correlation coefficis{iCCs)
generallyfalling within the good to excellent ran@¢@ray, Fitzgerald, Taylor, MacCulloch, &
Snowden, 2007; Harris, Ric&, Cormier, 2002; HiltonHarris, Rice, Lang, Cormier, & Lines,
2009). The prediawe validity of the VRAG has been evaluated in over 60 studies encompassing
a variety ofdifferentpopulationsincluding both correctional arfdrensicpsychiatric samples
(Rice, Harris, & Lang, 2013Although the VRAG wasnitially designed for the préction of
violence after release into the community, it has also been found to demonstrate utility in
predicting institutional violence (e.gcampbell et a).2009;Hastings, Krishnan, Tangney, &
Steuwig, 2012; Vitacco, Gonsalves, Tomony, Smith, &hes; 2012),general recidivism (e.g.,

Glover, Nicholson, Hemmati, Bernfeld, & Quinsey, 2002; Getgl, 2007) and sexual
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recidivism (Barbaree, Seto, Langton, & Peacock, 200th replication studies reporting
follow-ups ranging from 5 months (Harris, Rid&Camilleri, 2004) to 49 years (Rie al,
2013).With regards twiolent recidivism data from several studies utilizing various populations
including insanity acquittees, sex offendensdfederal offenderound theVRAG to have
moderate to strongccuracywith AUCs of .75, .74, and .74 over 3.5, 6, and 10 year folipw,
respectively (Rice & Harris, 19953redictive validity of the VRAG in forensic psychiatric
samples in particular haygenerallyyielded AUCsIn the range of65 (Doyle, Carter, Baw, &
Dolan,2012) t0.80 (Harris et a).2002)with specific diagnostic categoriesuch as
schizophreniagyielding AUCs ranging from60 (Grann, Belfrage, &engstrém 2000) to .77
(Thomson, Davidson, Brett, Steele, & Darjee, 2008)re recently, Ricand colleagues re
examined the predictive accuracy of the VRAG in a sample of 1,261 mentally disordered
offenders, over fixed followups broadly ranging from 6 morstto 49 years. Overall, they found
thatthe VRAG'sability to predict dichotomous decisiontviolent recidivism wastill

essentially indistinguishable from that reported in the initial construction sample (AUC=.75;
Riceet al.,2013).

Historical Clinical Risk Management-20 (HCR-20). The Historical, Clinical, and Risk
Management Scale (HGRO; Webster et al., 1997ls aSPJscaledeveloped for the assessment
of violence risk and managemeltthas potential applicability to a variety of settings including
forensic psychiatric, civil psychiatric, prison institutional, and community seftimoygever, its
authors suggest its use be restricted to settings in which the individuals are strongly suggested to
suffer from a mental disordand/orhave a history foviolence (Webster et al., 199/ he

HCR-20 temporally organizes iZ0 risk markersnto the past, present, anddu. 1ts10
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Historical itemdocuses orthe past, the fie Clinical scaletemsassess the preseand lastly,
the five Risk Managment scalétemslook at future risk factors (Webster et al., 1997a).
There has been a wéabf research conducted on the H2Z&®which provides support
for its reliability and validiy. IRR has generallypeen found to exced@Csof .80 (Douglas,
BlanchardGuy, Reeves, & Weir, 22013, ranging from .71 (Desmarais, Wilson, Nicholls,
& Brink, 2010) to .96 (Telles, Daysolino, & Taborda, 2009pr total scores and reaching
median ICCs 0186, .74, and .68 for thdistorical, Clinical, and Risk Managemesdales,
respedwely (Douglas & Reeves, 2010)ith regards to its predictivwealidity, retrospective and
prospective researdtaveestablished that the HGEO demonstrates predictive accurdoy both
violentand nonviolent recidivismaswell as institutional violence acroasvariety of
populationsincludingvariouspsychiatric disorders (@y, Taylor, & Snowden, 2011), and
schizophrenia in particul#Gray et al, 2011;Strand, Belfrage, Fransson, & Levander, 1999;
Webster et al., 199y. Overall,its predictive accuraclyasbeen found to be moderate to strong
(AUCs=.62t0 .82 (de Vogel,deRuiter, Hildebrand, Bos, & van de Ven, 2004; Kroner &
Mills, 2001) The Historical scale has often bdennd todemonstrate the strongest predictive
accuracyfor violent offending owing to its focus on criminal history variables which have been
repeadedly linked to future violence (see Douglas, 1996, unpublisket) AUCs typically
falling within the moderate to strong range (Douglas et al.,-2003)and ranging from .53
(Thomson et al., 2008) to .83 (C6té, 20@Ynversely, th€linical and RiskManagement
scales have been found to show stronger predictive efficacy in predicting inpatient aggression
(Daffern & Howells, 2007; Mudde, Nijman, van der Hulst, & van den Bout, 2013hea,
Mitchell, Picchioni, & Dickens, 2013)n terms ofviolence préiction, the Clinical scaléas

been found to have AUCs ranging from .48 (Gray et al., 2@0#P (Gray et al2003) andhe
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Risk Management Scale has been found to have AUCs rangmg3fo(Vojt Thomson, &
Marshall 2013) to .7qStadtland & Nedopjl2008).

There are now a number of metaalytic reviews which have evaluated the predictive
validity of the HCR20. A reasonable summary of these reviews is that the {2CRerforms at
least as well as other risk assessment mes@aenpbellet al., 209; Fazel, SinghDoll, &
Grann, 2012Singh, Grann, & Fazel, 2011; Yang et,&010 and in some cases seems to
demonstrate significant incremental validity relative to the #fRQDouglas et al., 201&uy,
Douglas, & Hendry, 2010¢ang et al., 2010)

Psychopathy Checklist- Revised (PCL:-R). The PCL:R (Hare, 19912003 is oneof the
most widely use@hstrumentsn the assessment of psychopathy and consists cftar@0
symptom construct rating scalewlas first described in 1980 (PCL; Hare, 1980}l Iater
revised and published in 199R(L-R; Hare, 1991)Snce this timeit hasled to the creation of
several direct derivatives; a-it2m screening version called the Psychopathy Checklist:
Screening Version (PCL:SV; Hart, Cox, & Hare, 1995) and #ylopathy Checklist: Youth
Version (PCL:YV; Forth, Kosson, & Hare, 2003),entled for use with adolescents. All three
measures haveceived considerable attention over the lastd thirty yeargesulting in
extensive evidence supporting their religypiand predictivevalidity, making psychopathy one
of the most researcheisk factors for violence (Guy et aR010; Harris, Rice, & Cormier, 1991,
Leistico, Salekin, DeCoster, & Rogef®)08;Salekin Rogers& Sewell,1996.

Psychopathy is defined/la constellation of interpersonal, affective, and behavioural
traits, whichtaken together, can be described as a personality diséfaier, Q003 On the
interpersonal level, individuals with psychopathic traits may be grandiose, deceptive, superficial,

manipulative, and pathological liars. Affectively, they are shallow, lack empathy, guilt, or
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remorseBehaviourally, they are likely to engage in an antisocial lifestyleaci@rized by
sensation seekingnpulsivity, and a history of criminal versatliand delinquencyHare,

Harpur, Hakstian, Forth, Hart, & Newman, 1990; Hare & Neumann, 2009; Harpur, Hakstian, &
Hare, 1988; Hart et al., 1995). Cleckley (1941) was one of the first clinicimositeptualize
psychopathic personality and the interper$ana affective featuresontained within the PGR
reflect those described in higluential work, The Mask of SanityConversely, the behavioural
components of the PCR overlap withmany ofthe behaviours used in the Diagnostic and
Statistical Maual d Mental Disorders (DSM5; American Psychological Associatiof013 to
define antisocial personality disorder (ASPDB)dckeret al.,2005).

The PCIL:R is broadly conceptualized as consisting of two factors: Fagtel)lwhich
taps into the interpersonand affective features of psychopatinydFactor 2(F2), which
captures the chronic antisocial and unstable behavoutlised previouslySeeAppendix Afor
adescriptionof the items and factor structure of the RRLThe number of factors indicative
psychopathy continues to be debated with some arguing for aféittee modeli.e.,
interpersonal, affective, and behavioural/lifest@eoke & Michie, 2001)whereas othahave
proposed a foufactor model (Hare, 2003). Next to Hare's (1991) odbiwo-factor model, the
four-factor model has receivedorewidespread acceptance duetmsiderable empirical
support(e.g.,Hill, Neumann, & Rogers2004 Jackson, Neumann, & Vitacco, 2Q0Neumann,
Kosson, Forth, & Hare, 2006&alekin, Brannen, Zalokeistico, & Neumann, 2006/itacco,
NeumannCaldwell, Leistico,& Van Rybrod, 2006 Vitacco, Neumann, & Jackson, 200%he
four-factor model of psychopathy essentially retains the two original superordinate factors, one
being identical to the origin&l1, and the latter being identical to the original F2, with the

addition of 1 item (i.e.criminal versatility).However, in this proposed model, these two broad
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factors each split up into twaubfactors, or facetsaEet 1 [nterpersong| Facet 2 Affective),
Facet 3 Lifestyle), and Facet 4 Antisocial) (Hare, 2003)Overall, despite evidence of various
factor models derived from differential combinations of the items, it should be noted that all
items contribute to the assessment of psychopathygatettivelycontribute to the measure's
widespread utility.

The importance of psychopathy, particularly as measured by théRPGSLrecognized by
both forensic clinicians (ArcheBuffington-Vollum, Stredny, & HandeR006; Lally, 2003) and
the courts (Wals & Walsh, 2006; Zinger & Forth, 1998)lthough it was not initially designed
for the assessment of riskyast amount of literatufeas emerged demonstrating the Pk
ability to predictrisk for recidivism and violencacross aliversityof samplesncludingmale
and femaleadult offendersEisenbarthQOsterheiderNedopil, & Stadtland2012;Kroner, Mills,

& Reddon, 2005Loucks & Zamble, 2000 civil psychiatric patienté§Swogger, Walsh,
Homaifar, Caine, & Conne2012) and forensic psychiatric pants(Grann, Langstrém,
Tengstrom, & Kullgren, 199Hildebrand, De Ruiter, & Nijman, 200#cGregor, Castle, &
Dolan, 2012.

A review of the literature provides strong support for the psychometric properties of the
PCL-R with IRR (when used with tiaed and experienced ragoftenexceedindCCs of.80
(Hare, Clark, Grann, & Thornton, 200®esearclevaluating the prediive efficacy of the PCL
R hasconsistently yielded moderate to large effect sizes over varying feolfpperiods and
sampleqsee Hare, 2003 for a review of the evidehcd~or examplea metaanalysis conducted
by Leisticoand colleague008)analyzirg the relationship between the PCL scaesd
antisocial conduct (i.e., recidivism and institutional maladjustjrfennd thathigherPCL scores

were moderately associated with increased antisocial conduct (AUCS&8ple
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characteristics found to influence the explanatory power of psychopwatieygender, ethnicity,
institutional settingfollow-up periodcountry, and information uskto score the PCL measures.
This wassuch that effects were higher famples containinfpmales, Caucasians, psychiatric
patients, and in studiegth longer followup periodsconducted outside of the United States
thatwhich used file informatioronly (Leistico et al., 2008)These results fell in line with
findings from prior metanalysegCountry; Guy, Eéns, Anthony, & Douglas, 2005pFow-up
period; Hemphill, Hare, & Wond,998; Ethnicity; EdengCampbell, & Weir2007) while
failing to replcate other¢Gender; Edens et al., 200R)ore recentlya metaanalysis conducted
by Yang and colleagues (201€omparinghe predictive efficacyf nine risk assessment tools
found the PCLR to perform at the same moderate levgdredictive efficacy (AJC = .65) as the
other risk measuresjith studies conducted in Canada, with longer foligpvperiods, and
studies using women or mixed samples reporting larger effectaieesll

Analyses have also beenonducted on the individual factors of the PRLIn the meta
analysis by Yang and colleagues (2010), they fahatwhile F2 yielded similar predictive
efficacy to the PCIR total score (AUC = .67F1 of the PCER was not found to be much more
predictive than chance (AU€.56) This appears to faih line with increasing evidence
yielding similar findingghat F2 (ifestyle/Antisocia), and in some casapecificallyFacet 4
(Antisocial), best predict violencéEdens, Skeem, & Dougla®Q06; Skeem &ulvey, 2001;
Wallinius, Nilsson, Hofvander, Anekséter, & Stalenheim, 201%/alters, 2003a, 2003b
Walters, Knight, Grann, & Dahle, 2008)aken together, these findingemonstrate that the
PCL-R consistently yields moderate effect sizes for the prediction of violent recicheisiss
varying samplesyith researctsuggesng thatF2 and Facet dreparticularly important in the

prediction of violence.
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A move toward identification of protective factors. Although the evolution of
structured risk assessments has provided many toolsisbrasgarcherand clinicians in the
predicton of future violent behaviour and aid indecision making, one area of investigation
has ofterbeen overlookedhe identification of fators that may work to mitigate future risk, or
protective factorsProtective factorare defined asharacteristics of an offendéneir
environment, or circumstances that protect an individual from returning to violent behaeour (
Vogel, ce Ruiter, Bouman, & de Vries Robbé, 2008ithough this is not a novel concept,
research in théeld of risk assessment has been admittedly one sided in their enumeration of risk
factorsdue to the exclusion of protective factooften leading to negative consequences for
forensic populations (Rogers, 200Bx:cording to Miller (2008), the exclusie reliance on risk
factors isinevitablyprone to lhe overprediction of recidivism, which stands to have a negative
impact onboth the offendefe.g., loss of personal libertghd societye.g., financiatosts of
detainment

Most regarch on protecte factors habeen conducted on children or adolescents aimed
at the identification of variables which may be relevant to preventative progeam8ium &
Ireland, 2004; Henrich, Brookmeyer, & Shahar, 2005; Lodewijks, de Ruiter, & Doreleijers,
2010; Rese, Vera, Simon, & Ikeda, 2000his maybe due to the notion thaarly
identification of antisocial behaviors may prevent criminal behavior later in life, and that
children andadolescents are more receptive to these protective influences because ttdly
in the process of development (Ullrich & Coid, 2011). Comparatively, less is known about
protective factors for violence risk in adulthg@ehichmay be due to lack of agreement among
researchers on the nature of protective factors. Some pepteteetive factors to be exclusively

the absence of risk factors (Costa, Jessor, & Turbin, 1898 others view risk and protection
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on a continuumwith protective factors representing the opposite end of a risk factor (Webster,
Martin, Brink, Nicholk, & Middleton, 2004). Conversely, others argue that protective factors
may exist without any corresponding risk factce.( if present= decreased risk, if absent = not at
increased riski-arrington & Loeber, 2000).

Regardless of the lack of consensaghe nature of protective factorsany researchers
now share the sentiment thatluding protective factors in risk assessment is vital for an
accurateevaluation of risk for future violende.g., DeMatteo, Heilbrun, & Marczyk, 2005;
Douglaset al.,2005; Gagliardi, Lovell, Peterson, & Jemelka, 206#&ggardGrann, 2005]ones
& Brown, 2008; Salekin & Lochmar2008).In response to these research findirgsessments
have since emerged which now include empirically derived protective factarsefor adult
populationsincludingthe Inventory of Offender Risk, Needs, and Strengths (IORNS; Miller,
200@); the Shor{Term Assessment of Risk and Treatability (STARMebster et al2004); the
Dynamic Risk Assessment for Offender-8&ry (DRAOR; Serin, Milloux, & Wilson, 2012);
andthe Structured Assesient of Protective Factors for violencskr(SAPROF; de Vogel et al.
2009).Despite their relatively recent entrance into the field of risk assessment, research has been
conducted on the predictive utyliof these instrumentslemonstrating them teave good
predictive accuracgnd in many cases providing incremental valithityaccompanying risk
assessmentg.g.,Braithwaite, Charette, Crocker, & Reyes, 2010; de Vries Robbé, de Vogel,
Douglas, & Nijman2015;06 Shea, Pi c c h201i5;5erin & Rel,2012Yesbergs
Scanlan, Hanby, Serin, & Polaschek, 2018ith regards to forensic psychiatric populations,
one of the moreecent and promising additions teetktudy of protective factors farolence risk

is the SAPROF (de Vogel et a@009).
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Structured Assessment of Protective Factors for violence risk (SAPRIQFRAPROF
(de Vogel et al., 20093 a checklist made up entirely of protective factors west developetb
assessnitigating facors foradult malesufferingfrom apsychiatric disordewith a history of
violence(de Vries Robbé, 2014Jhe aim of the instrument is to identify protective factors that
can compensate for risk factors in order to create a more balanced assesfumenet violent
behavior andvas designed to be used in combination with other structured guidslindsas
the HCR20 (de Vogel et al., 20091t consists of 17 items, twataticand15 dynamic which are
organized into three scales based on thevatee origin of their protection: Internal factors,
Motivational factors and External factode(Vogel et al., 20Q9Its datic protective factors
include personal historical variables such as IntelligamckSecure attachment in childhood
while thedynamt protective factoraicludeinternalcharacteristics such as Coping &elf
control; motivational attributes sucis Work and Motivation for treatmemind externaldctors
such adrofessional carend Living circumstances (de Vogel et al., 2009).

Preliminary research suggests that the SAPROFbadinterrater reliabilitywith ICCs
typically exceeding80 (de Vogel et al., 2009)n terms ofits predictiveefficacy,the SAPROF
has been found to demonstrgt®dpredictive validitywith moderate tdarge AUCS, typically
exceeding .7%or both generalde Vogel et al., 2009Yyiolent de Vries Robbgéde Vogel,

Koster, & Bogaert2015), and sexual recidivisifde Vries Robbé et al., 201%)cross/arying
follow-up periodsFurthermore, when paired withstructured risk assessment, such as the-HCR
20, it has been shown to demonstrate incremental validity above and beyond the predictive
validity of either measure alondg Vogel et al., 2009%:enerally the SAPROF havkbeen

shownto bea strong predicioof desistance from violence andntributesto enhancedccuracy

in risk assessmentlore importantly, improvements on thga®tectiveitemshavebeen
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demonstrated to be related to reductions in violent beh@léovries Robbét al, 2015) These
findingsnot onlyprovide promising opportunities for treatment evabret but alsgrovide
guidanceon pertinent factors that should besatled to when making decisiosigrrounding
patientstisk to public safety and restrictions of personal liberty

Knowledge versus applicationOverall, the last several decades have seen immense
change in how risk for violemcis to be assessesktveral measures hateen found to have
predictive utility in studies spannirsgnumber otlecades and acroasvariety ofsamples
including forensic psychiatric populatio®sthough numerous studies have investigated the
psychometric properties of these risk assessment tools, comparatively few studies have sought to
explore if these instruments are actually usgaracticeand more importantly, how (Elbogen,
2002) Because good clinical practice is founded upon possessrappropriatskills,
experience, and knowledge, some have suggested that it should be ethically mandated that those
who work within a particular fielthe apprised of all of the relevant literature, assessment tools,
and professional guidelines (Edens, 2006). Just as it is the responsibility of restarkbep
track ofprogress being made order to revise their assessment tools and incorporate this
knowledge base into subsequent works, it is equidliiypot moreimportant for clinicians and
those in the field of risk assessment to stay appat#te current state of resealchorder to
engage irevidencebased practicdndeed, some courts in thinited States have explicitly
stated such sentiments (elgtfleton v. Good Samaritan Hospital and Health Ceni€388§.
Given this responsibilitjor those inthefield of applied risk assessment, one would assume that
investigations into the use ofdbe instruments in practice would align witle current state of
researchUnfortunately thishasnot beenthe case, asvidenced byrelativelynew line of

inquiry seeking to determine the last 30 years of researam risk assessment is being
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incorpaatedinto practice(cf. Cétéet al.,2012; Crocker, Braithwagt C6té, Nicholls, & Seto,
20112, Hilton & Simmons, 2001McKeeet al, 20079.
Risk Assessment in the 21st CenturyResearch in Practic@

"The greatest challenge that remains of the 1990simgdgrate the almost separate

worlds of research on the prediction of violence and the clinical practice of assessment.

At present, the two domains scarcely intersg@Vebster et al., 199/ p.1)

Based on the research presented, there is sound eahpasss to believe that forensic
decisions regarding violence risk would have improved over recent jAsavever, research
conducted over the last decade has been cause for concern, suggestingliteatoresisic
practice (at least with regards t@Mnce risk) has not kept up with empirical developments and
in some casess still susceptible to the same discortria®tween reported arbserved practices
noted almost forty years ago. 1978, Quinsey and Ambtmaonducted one of the first
guantitatve studies assessing what factors psychiatrists use in making assessments of
dangerousnes3heyaskedour senior clinical staff (i.e., three psychiatrists and one
psychologist}o eachfill out a treatment conference questionndineeverypatient whose
conferencdi.e., disposition evaluatiorthey attendedM = 82), which contained questions
surrounding 10 predictor variables (egatients' mentaltatus, risk for recidivism)

Additionally, they were asked to rank theseiahles in terms afheirimportancan the

assessment of dangerousness as well as the direction of the relationship each held with
dangerousnes3he authors compared these ratings within subgradsadditionallyto

assessments participants had made previoagyrding decisionsf release or transfe©verall

the resultslemonstrated that clinicians perceived strong correlations between dangerousness and
unsubstantiated risk markers (e.g., degree of mental illriE=sjonstried poor interrater

reliability, and furthermore, clicians' ratings of what theyportedas valid predictors oisk



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 24

did not coincide with factorheyactuallyusedwhen making assessmepof patient§Quinsey
& Ambtman, 1978)Given the immensgrowthmade in the field of risk assementsubsequent
to this olderstudy, one would believe that progress was inevitable. Howéeequote made by
Webster and colleagues (129 0pening this section speaikswhat littleimprovemeniwas
made in thdollowing twentyyears It is possiblehatthis lack of progres maybe attributed to a
disconnect between clinicians and empirical developments during this.gdéomdver, it is also
possible that it may bdueto researchers spending an inordinate amount ofdm@escriptive
research (i.ewhat cliniciansshoud do) as opposed to descriptive research (ukat clinicians
actuallydo) (Elbogen, 2002Grisso, 1995 Neverthelesghe last decade has seen reinvigorated
interest into what clinicians actually do when coctihg violence risk assessment

In 200Q Boothby an Clements conducted a surveys880 correctional psychologists to
determine whatoolsthey usedor assessmemurposes&nd found thathe most highly reported
test utilized (87%) was thdinnesota Multiphasic Personality Inventory (MMPI; Hatvay &
McKinley, 1967) with projective tests such as the Rorschach and projective drawings falling
within the fifth and sixth most commonly used assessments, respectively (20% and 14%;
Boothby & Clements, 2000Although the authors did not solicit infaation from their
respondents owhythe assessments were usgsf/o of respondents indicated their involvement
in the psychological assessment of offers including risk assessmemaking the results
somewhat disconcertingo date Jittle researcthasprovided support for the predictive efficacy
of projective tests ipredicting violencéBonta, 2002)Furthermorerisk assessment tools
carrying a wealth of literature supporting their reliability and predictive validity were some of the
least endorsedvith the PCLR demonstrating the greatest amount qipsut (11%) and the

VRAG bottoming out at less than 1% (Boothby & Clements, 2000).
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Several years lateElIbogen and colleagues (2002) sought to evaluate clinicians'
perceptions of risk factors thatyeabeen empiricallyugpported in the risk literatuia a sample
of 134 mental health professionals (e.g., nurses, psychiattiatsal psychologists, etc.).
Overall, clnicians perceivedsk factors taken from actuarial instruments to be relevant to
assessments of violence, however, they perceived behavioural va(elleseing placed in
restraints or seclusigpmo be more relevant than research basddactorssuch as psychopathy
or items taken from the HGRO and VRAG(Elbogen, Mercado, Scakar& Tomkins,2002).
Although this study sheds light on some improvement towards the endorsement of empirically
validated risk factors, there is still a clear gap between research and practice

More specific to forensipracticeregarding the assessmehtNCRMD patients, snilar
results were found blylcKeeand colleague007)in asurvey of 157%orensic clinical staff
members from a large maximum security forensic hospit@hitaria Theyspecifically focused
onidentifying whatinformation respondentglt was most important when providing advice to
theRB and asked respondents to rank 25 patient problems consisting of both empirically
supported and unsupporteems Results from the survey indicated thaterall, clinicians were
aware of some empaally valid predictors of violence when rendering risk related advice (e.g.,
substance abusepulsivity). However, attention was also paid to factors that are generally
unrelated to violent recidivism @, severity of index offensayicKee et al., 2007as well as
factors found to be unrelated or inversely related to violent recidivism in this particular sample
(e.g., medication noncompliance, thought disord®gnique and informative attribute of this
study was that these results were then comparadvice they had given for hypothetical cases

in a prior stage of the studwhichrevealed little to no agreement between things they said
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should be attended to and factors they actually ustmulating their decision@vicKee et al.,
2007).

More reently, Viljoen and colleague@010)conducted a Webased survegf 130
psychologists to examine tlise of violence risk assessment tools in forensic evaluaifons
juveniles and adults. The researchers found that clinical psycholagistsnore likelyto use a
structured instrumenthen assessing violence risk in adults andnbst commonly used tools
were the Psychopathy Checklist measures (RGIndPCL:SV), the HCR20, and the MMRR.
Furthemore,when comparing the practices of older and youngeic@ns,younger clinicians
were found to be more likely tese structured risk assessment tools when evaluating adults
(Viljoen et al.,2010). These results allude to some progress toward the incorporation of validated
risk measures into practice whiokay be in part due to the younger generation of newly trained
professionals entering the work force.

Within the last yeaa systematic review was conducted by Hurdurcas and colleagues
(2014) to analyze the consistency of findings from surveys solicitpwrteon the use of
violence risk assessment tools. The review consisted of nine surveys published between 2000
and 2013 which examined the practices of psychologists predominantly in the Kingeldm
and the United State®verall, the studies report@dominent use of structured risk assessments
such as the PGR, HCR 20, and the VRAG, however, there was considerable variation in the
extent to which these tools were reportedly used, ranging from 19% (Bengston & Pederson,
2008) to 82% (Lally, 2003). Baden the results, the authors concluded that there is still a
paucity of researcim this areaand although the results suggest a small progression towards the
use of empirically validated risk tools, there is still a gap between research and practice tha

needs to be addressed (Hurduregal.,2014).
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Taken bgetler, these studies indicate tladthough clinicians consider empirically
validated risk assessment instrents to be important, they malessuse of them in practicand
often includefactorsthat have not been shown to predict violeri@espite a potential increase in
the use of validtedrisk measures over timeyrther research is needed to provide information
about how effective research efforts have been at changing amavingpviolencerisk
assessmerm practice to datdJltimately, there are two ways in which this can be examined.
The first is continued efforts to solicit reports from thosthefield through surveys, however,
as evidenced by few studitmthave concurrently souglo evaluate the validity of these self
reports (e.g., McKee et aR007; Quinsey & Ambtman, 19),8vhat clinicians say they do and
what they actually do are often discrepant. A second, and perhaps more important, way of
investigatinghisis by analyzirg whetherforensicdecisionmakingactually incorporates these
emgprically supported riskneasure$actorsinto practice
Factors Influencing Releaséecisions

A review of the researchndorensic decisiommaking, more specificalliRB decision
making, sggests that there is a lack a consistency imiikefactors assessén make such
judgments across studies, settings, and jurisdicticin€éllahan & Silver, 1998Crockeret al.,
2014 Crocker et al.201% Silver, 1995 Wilson et al. 2014). In spiteof the literature
demonstrating the seféported use of validated risk assesssand their risk itemsarly
researclevaluating factors statistically associated with discharge dispoditasmgentified
seriousness of index effice (Silver, 1995andgender (Callahan & Silver, 1998) differentiate
dispositionsf those found NCRMDAs evidenced by the literaturthese factors are not
supported asrpgnostic indicatorsf violence(Harris et al., 1993Silver, 1995) On the other

hand, developments violence risk assessment did not come to predominate the literature until
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the 1990s, potentially lending credence to this observed gap between science and practice.
However, given the time that has elapsed since this initial research, oneswpedd hatRB
decisions would have come in line with the literature; demonstrating associations with static and
dynamic risk factors which have been repeatedly linked with violence risk and recidivism.
Unfortunately, almost twenty years lateappears thaheuse ofstructured risk assessmeatge
theexception, rather than the rule (Crocker et al., 2014).

In 2001, HiltonandSimmons retrospectively evaluatelthical judgments an&B
decisions to detain or transfer patients from a maximum security facditgjsting of 187
hearings, 6RB members, and 10 senior clinicians (who provided testimdiing.goal of this
study wado identify the use of actuarial risk assessment in makingreisited advice,
recommendations, and discharge dispositions since temid the tribunal Ontario Review
Board in 199 Hilton & Simmons, 2001)Variables included patient history factors (e.g., length
of stay, availability of VRAG), clinical presentation factors (e.g., problems documented in prior
year, active psychotic syptoms), patient characteristics (e.g., attractiveness;®Cand
medication compliance. Furthermore, senior clinician testimony, recommendations made to the
RB, andRB decisios were coded (see Hilton & Simmons, 2001, for a full review of their coding
strategy). Overall, they found thRIB decisions, team recommenduis, and clinician testimony
werenot influenced by the presence or absence of a risk repdite and additionally, bore no
relationship to the scores obtain&ather, the authors fourtidatRB decisions were solely
associated with clinician testimony, and unfortunately, clinician testim@asyinfluencedy
invalid indicators such as physical attractives(gslton & Simmons, 2001)This replicates a
wealth of research suggesting thatiqual decision making essentially 'rubber stamps'

psychiatriss'advice (see, e.g., Adams, Pitre, & Cieszkowski, 1883han, Murray, Steed, &



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 29

Mullee, 1998; Quinsey & Ambtman, 1978) as well as research demonstrating that attractive
people are often viewadore favourablyn legal contextge.g.,Castellow, Wuensch, & Moore,
1990; Esses & Webster, 1988; Langld{slakanis, Rubenstein, Larson, Hallam, & Smoot,
2000).In terms of psychopathy, PGR scores were found to differentiate between decisions to
detan or transfer such that those with higher PRIscores were more likely to be detained than
transferred (Hilton & Simmons, 2001)okever, the influence of individual factor and facet
scores were not analyzddstly, based on thVRAG published norms (Qusey, Rice, &
Cormier,1998), theauthors found that the projected violeetidivism rate of patientsho were
released in this study was 48% within 10 years of eventual oppor(tiiiiyn & Simmons,

2001) This is in stark contrast to the percentagtho$e expected to recidivate within this time
frame had release decisions been based strictly on the VRA@4%; Hilton & Simmons,
2001).Ultimately, this study demonstrated tlspite advances in the fieldafnely with

regards to the introductiasf actuarialrisk assessmentlinicians' advice to thRB failed to

take into account these empirically supported risk factors, and hencegwager than unaided
clinical opinion.Unfortunately, given that the PGR was scored by the study's inveatmys and
VRAG scores were obtained from a database created subsequent to most of the decisions of the
study (Hilton & Simmons, 2001), trectual use of structured risk assessmentise hearings
being analyzedould not be evaluated.

Following this, in2007 McKee and colleagues sought tevaluate factors associated
with tribunalRB decisions in the same institution as the previous study. This was in an effort to
provide an update on the performance ofttheinaland thereforefollowed similar
methalologywith the addition of several variables (eigsight into illnes}. Results of this

analysis again demonstratégtRB decisions were strongly associateth psychiatric



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 30

testimonybut was nosignificantlyassociated witlscores on th¥RAG (McKee et al., 2007).

Also similar toearlier finding was that there was a significant relationship betwBn
decisionsand PCLER score, such that those with higher scores on theR@kre more likely to

be detained that those with lower scoksgain, invedigation into the influence of the PER's
individual factor or facet scores was not undertak®mrirary to prior researgiMcKee and
colleague42007)found that psychiatric testiony and team recommendations wessociated

with scores on the VRAGowever, this was only found in the appropriate direction for those
with extreme score®verall, the most encouraging difference between this study and prior
research was the relationship between clinician testimony and the VRAG, and additionally, a
nonsignifcant trend towards more restrictiRB decisions for those scoring higher on actuarial
assessmen{dicKee et al., 2007)Thissuggests slightly improved sitation regarding clinical
recommendationand structured risk assessment. However, due to fctinformation on
structured risk assessmewds again obtained from a third party (i.e., PRLcoded by study
investigator; VRAG; obtained from forensic database) and may have been completed a later time
point than the hearings being analyzed (Hi8o8immons, 2001), analysis into the actual use of
these assessments at the disposition hearings remains unclear.

More recently, four kegisseminationfiave emerged from The National Trajectory
Project(NTP), a project designed to examine the antecedertdrajectories of NCRMD
patientsn Canadde.qg.,criminal justice involvemen®B decisionmaking, andutcomes),
funded tlough the Mental Health Commission of Canétlae National Trajectory Project,

n.d.). The firststudy emerging from the NTP soudb identify thepsychosocial, criminological,
and risk measure correlatef RB decisionmakingthat took place among three hospitals in

Quebec between 2004 and 2@@8ocker et al., 2011 Risk wascodedthrough structured
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interviewand file review byhe study's investigatotssing the HCR20, VRAG, and PCER
across 102 hearings consisting of 96 men. The results revealed thatvhioagere detained
were younger, had a more severe index offence, and higher28GBores, however, thivas
found to bedrivensolelyby higher scores on the clinical subscale (Crocker et al., 2044y.
also found no difference between detained and released men in the numbenablendand
nonviolent offences, demonstrating that criminal history did not have muktende on
decisionmaking. Consequently, AUC analysis revealed that VR&@esvere not found to
distinguish betweedispositions (Crocker et ak011).Additionally, the PCER was also not
found to significantly predict disposition and this was trubaih the2-factor and 4factor
models. khwever, there was a trend fét of the 2factor model (AUC= .57,p=.06) and Facet 2
(Affective) of the 4factor model (AUC= .62,p=.06)in predictingdecisions to detai(Crocker
et al., 2011)suggestinghat these with the more core interpersonal and affective features of
psychopathy were perhaps slightly more apt to be denied release. Hoagigtic regression
analysisrevealed thathe only significant predictors of decisions to detaiarehigher scores on
the clinical subscale of the HCFO and anoresevere index offence (Crocker et al., 2011). This
study demonstratethat disposition decisions are still only weakly related to actuarial risk
assessmendespite the fact that they have the best accuradgrigrterm prediction (Crocker et
al., 2011). Furthermordhis study showshatthere is still toanuch reliance on facts that are
not associated with risk of future violen@e., severity of index offence), however, dynamic
risk factors are beginning have some influence in practi€é@ne major limitation of this study,
similar to prior research, is that although risk assessments completed by individuals external to
the hearing process (e.g., research assistants) allows for investigation intatibestgp

between disposition decisions and structured risk assessments, it fails to address the actual use of
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these assessmelmspractice More specifically, it fails to address whether or noséhe
assessmentsr the risk factors containedthin them were actuallytaken into account and
consideredy clinicians in their report to tHieB and whetheRBsused them to inform their
decisions (Crocker et al., 2011).

Following from these limitations, the authors next sougintedigatethe extent to
which clinician testimony an&B decisions reflected items contained within the HZR(C6té
et al., 2012). In this study, research assistants were presenRd bigarings in order to code
any mention of the HCRO factors within the clinician's verbaktamony, written report, as well
as the reasons ttiB cited to justify thé decisiongC6té et al., 2012)Analysis was then
conducted to determine the level of agreement between the risk factarbadéy the research
team (assessed througbth inerview and file review) and those noted by the cliniciafé&:
Overall, thestudy revealed that very few of the HER risk factors were noted at all during the
hearing process, whether in discussion during thartggavritten reports, oreasongitedfor
decisiors made by thdRB (Coté et al., 2012). Furthermorblgtonly agreement between relevant
risk factorsidentified by the research assistaaus! those actlig mentioned in thdearing
process weréll (previous violence) and H6 (major mental illslefCoté et al., 2012), both of
which are likely to apply tonostof those foundNCRMD.

Takinginto consideratiorthe results of the last two studies together, it appears that
empiricallyvalidated risk measures are still th@ing incorporated into thdisposition decision
making processas both clinicians an@B members do not appear to d&ieherdiscussing risk
factors relevant to these measusesising them to any great exteHbwever, one limitation of
this research thatill remains is that thactualuse of the HCR20 by clinicians an&kBs was not

evaluatedWithout examinatiorof theactualnoted use of the HGRO, one cannot make
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accurate claims as to #pplicationtoward the hearings being analyz€tinicians and review
boards may very wkbe attending to relevant risk factarghout completing the structured risk
assessment thaappens t@ontain themadthough that doesn't appear to be the case based on the
resultspresentediFurthermorethis research is limited based ontlie solereliance on factors
contained within the HCRO, as itfails to capture whether or nother empirically validated risk
or protectivefactorsmaybe influencing decisions.

Two more recent studiesnerging from the NTBoughtto overcome these limitations
The first was an investigation intbe influenceof static and dynamic risk factors on disposition
decisionsThis large scale study examined the static and dynamic predictors of discharge
dispositions for both women and men found NCRMD in British CbliamOntario, and Quebec
between 2000 and 20@68ing the HCR20 as a template to code risk factors mentioned by
clinicians andRBs (Crocker et al., 2014 hroughcodingthe mentioned use of a structured risk
assessmentithin expert reportthey were abléo assess the actual frequency of use of these
tools in the decision making process, something prior research had failed to el@easd,
the resultsn many ways supportegatior research in demonstrating tisaterity of index offence
wasstill being used to make decisigrad furthermoregmpirically supportedisk factors were
in some cases being used inappropriatelg,(presence dd personality disorder increas#dte
likelihood ofanabsolute discharge ova conditional discharg€&rocker ¢ al., 2014)In terms
of risk assessment ygbe authors found thatinicians mentioned using a structured risk
assessment ionly 17.3% of case@Crocker et al., 2014). No further information was provided as
to the types of assessmentdedor their espective frequency of uddevertheless, in spite of
these resultstems from the HCR20 were consistently mentioneehdwhen theseisk factors

were mentioned, the results suggest that theneused to render and justifiecisiongCrocker
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et al., 208). In contrast to earlier findings by HiltandSimmons (2001), the presence of a
structured risk assessment on file was associated with disposition decisions. This was such that
those with a completed risk assessment in their file were more likelgdiveea conditional
dischargesuggesting that risk assessment may be utilized more often to support
recommendations for less restrictive dispositions

Lastly, astudy published earlier this year by Wilson and colleagues J2fiichised on
examining whatisk factors are most often mentioned in expert reports aridBs&eason for
decisiors. Using the same sample of hearings identified in the previous study, they sought to
broadertheir analysis n the influence of valid risk factors through the codafigiemscontained
within boththe VRAG and the HCRO, thereby expanding on previous research through the
andysis of additional empiricallgupported risk factor&iven the overlap in sample from the
previous studystructured risk assessments wagan reportedlyused in just 17% of hearings,
however use of the HCR20 and VRAGwere reported aseing noted in only 8% and 9% of
hearings, respectivelyVilson, Crocker, Nicholls, Charette, & Sef8)15) What risk
assessments comprised the remaining ptapoof hearings and wheththeir frequency
exceededise of the VRAG or HCRO was not reporteddne of themost prominent finding
from this study was that few empirically supported risk factors were mentioned by bettsexp
andRBs with less than h&bf the items contained within the VRAG or the H2RB noted
within either the expert's report or tR&'sreasons for decisio(Wilson et al.2015) When risk
factorswerediscussed, they wepgredominantly related to menta¢alth (e.g., HCRO, major
mental iliness, active symptoms ofrajor mental illnessYyRAG, meets DSM criteria for

schizophrenia, meets DSM criteria for personality disQrdexatment (e.g., HGRO,
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unresponsiveness to treatment), and criminal history (e.g.;20CRrevious violece) (Wilson
et al., 201% The same pattern of results was found across both expert repoR8 aationales.

Although this study did not analyze thesk factors as they relate to disposition
decisionsa paper previously presented by the auther, Wilson et al., 2014)sing thesame
datg interestinglyreportedthata greater number of risk factors weliscussed in the RB's
reasos for decision when a more restrictive disposition was rend@i@d.is contrary to
previous evidence suggestingtthiak assessment may be used to sugdpsstestrictive
dispositions (Crocker et al., 2014lthoughthese results appetar be consistent with theory
that individuals at higher risk require more intense supervision and monitoring (see Bonta &
Andrews,2007), the authors note that it is also possible that this may be due to the flR&ghat
feel the need to discuss more risk factors to justify their decision (Wilson et al., 2014).
Additionally, this study identified prominense of the HCR0 in compaison to the VRAG
across all three provinces. Howevamvincial differencesirosen the use of particular items
contained within the HCRO0, such that each provindecusedon a particular type of risk factor
(i.e.,ON= historical BC= clinical, QC= riskmanagemeit

Overall, the evidence preseneimonstratethatsomeprogress has been made to
incorporate researgupporting the utility ostructurediisk assessmeimto practice. However,
in most cases, there is evidence to suggest that clinenmai®Bs alike arestill engaging in
decisionmaking predicated ofactors that bear no relation to violent recidivism andarely
employing the use of structured risk assessment, in spite of their reported use of such
instrumentsMore recent researcihads light on the possibility of a progression tovsaine
incorporation of validated risk factofs.g.,Crocker et al., 2034Vilson et al., 2016 However,

uncertainty still exists given thabme otthe findingsappears to contradict both earlier evide
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(e.g.,Hilton & Simmons, 2001) as well as findings from the same population demonstrating how
risk assessments are being useddadacisioamaking €f., Crocker et al., 2014¥)ilson et al.,
2014). It is true that ecent studiebave been able to oveome some of the limitations of prior
research through reporg onthefrequency of usef structured risk assessmerds well as by
expanding on the number and type of risk factors being analfpeeever, tirtherresearch is
still needed to clarify whastructuredisk assessments are being utilized in clinical praetnce

to what extent. wen the predominantly narrofecus on the involvement of risk factors from
only oneor tworisk assessmes(cf. Crocker et al., 2014; Hilton & Simme, 2001; McKeet

al., 2007; Wilson et al., 2018he conclusins that can be drawn from thessultsis often

limited to one risk tool in particuldr.e., HCR20), as opposed to the use of structuisk
assessment more generally. add further to this poinbo research to date has examined the
role that protective factors might play in forensic decigimaking It is quite possible that
cliniciansmayobservehe presence ofertainmitigating factordo precludediscussion of
particularrisk factors(e.g., expsure to stress in thegsence of strong coping skillgustas
those in the field of risk assessment may argue that an unbiased evalugitdenaerisk must
include analysis of protective factors (e.g., Miller, 2006a&pitldalsobe arguedhat inorder to
obtain an unbiased examination of forensic decismaking, one must also account for their role
in thedecisionmaking processAnd finally, despite the fact that studies appear to becoming
more prominent in thiterature, no study to date hlasenable to elucidate any changes that
may have occurred in almost the last dedaglgearch spans from 1992ijton & Simmons,

2001; to 2006 Cote et al., 201Baving the current state of research in practice relatively
unknown.Given the apparent progssion toward the incorporation of riskssassment in practice

over time,as evidenced over the |lastveral decades of research presented, one would expect to
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see further improvements over the last eight years and therefore highlights tHemfeeither
research in this area.
The Current Study

Thepurpose of the current study wasexpand our knowledge on forensic mental theal
decisionmaking through aevaluation of thextent to which empiricallyalidated riskand
protectivefactors werdeingdiscussed when making disposition decisions. Given the dearth of
research focusing on dispositioeaisiormakingsubsequent to 2006, thstudyinvestigate
reports fromRB hearings that took place over the last eight yeadeermine how frequently
items contained withithe VRAG (Harris et al., 1998 HCR-20 (Webster et al., 1997), PR
(Hare, 2003), and theARPROF (de Vogeket al., 2009) werbeing discussed in expert reports
andthe RB'sreasons for decisionand to what degree they influence demis to detain or
discharge NCRMD patients. The following section outlines the research questions and
hypotheses explored in the present study.

Research Question 1: How often are structured riskassessments mentioned in reports used
to adjudicate disposition decisions and has this increased over time?

Prior researchas reported thainly 17%of hearingsmentioredthe use of a structured
risk assessment, with use of the VRAG and H2Rbeing noted in less than 10% of cases.
However,due to the amountféime that has elapsed from priovestigations, allowing for
greater incorporation of research into practidgypothesized thahe majority of reports
analyzed in the current study will include reference to the use of a structured risk nigasede.
on prior researchthe HCR20 wasanticipated to be the most highly endorsed measure, followed

by the VRAG and PCLR. Lastly, gven the relatively recemhtroduction and emphasis on the
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importance of protective factors in the field of risk assessrhéagpothesizedhat assessments
employing their use would be rarely, if ever, mentioned.

Additionally, given the collective evidence demonstrating improvement over time toward
the incorporation of riskssessment in practidehypothesized that time would lbesignificant
predictor of the usef structured risk assessments, with use increasing over time.

Research Question 2: How often are risk factors contained within the VRAG, HCRO,
PCL-R, and protective factors in theSAPROF mentioned in reports used to addicate
disposition decisions?

When assessing discussion of risk factors, prior researgolegfocused on mention
of items contained within the HGRD, and to a lesser extent, the VRA&Q., Wilson et al.,

2015. Overall, researchers have foundttiedatively few items from either risk instrument are
frequentlydiscussed, particularlysychopathyHowever,evidence suggests that wheadid risk
factorswere discussed, both clinicians @RBs appear to focus on factors related to mental
health, treament reponsivity, and criminal historgwilson et al., 2015). Following from this, in
conjunction with provincial differences identifying that Ontario appears to favour historical risk
factors (Wilson et al., 20}4! anticipatedhatfactors related tonental health, treatment, and
criminal historywould be noted most frequently, particularly#ie that are historical in nature
(e.g., major mental illness, DSM diagnosis of schizophremiar supervision failune

With regards to psychopathy, no resatio date has specifically analyzed how
frequently items contained within the P&_are mentioned in reports. Howeviehypothesized
that items contained within FRifestyle/Antisocia), and more particularly FacetAntisocial),
would be discussed merfrequently due to the fact that they overlap with many of the historical

risk factors contained within other measures (e.g., VRAG) as well as their strong association
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with violent recidivism in the literature (e.dVallinius et al., 2012yValters, 2003a2003b;
Walters et al., 2008).

Lastly, given that no research to date has explored the role of protective factors in
disposition decisiomaking, this was exploratory in nature. Howeveamticipated that external
factors would be noted most frequerntdlye to the ease with which they could be objectively
identified from bothclinicians and RB membe(s.g., living circumstances).

Research Question 3What factors differentiate between those receiving each type of
disposition?

With regards to the spediffactors associated with disptisns, | anticipated thaprior
psychiatric admissiongength of stayand prior criminal historywould differentiate groups such
that those with higher scores on these items (i.e., more prior admissiayes, stayswould be
associated with more restrictive decisions, in line with prior findings (e.g., Crocker et al., 2014,
Hilton & Simmons, 2001McKee et al., 2007). Furthermore, based on consistent findings
demonstrating that decisions are often influencedrsuppoted prognosticfactors (e.qg.,
physical attractivenessewerity of index offense), predictedthat this trend wouldontinue to
persist. More specifically, hypothesizedhat greater attractivenea®uld be associated with
less restrictive dispositionsid thatmore severe index offences wolld associated with more
restrictive dispositions.

With regards to the frequency of risk factors mentiomawss dispositions,
hypothesized that a greater number of risk iterosld be discussed when making more
restrictive decisions, as this more closely coineidéh the principles of thRNR model (i.e.,
individuals at higher risk require more intense supervision and monitgegeBpnta &

Andrews, 2007) and is in keeping with prior findings (e.g., Wilsa.e2014).This effect was
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anticipated to be generalized across the VRAG, FFORwnd PCLR such that a greater number
of items from each measure would be noted when makorg restrictive gpositions
Conversely, given that tHRAPROF focuses solelyndactorswhich mitgate risk | anticipated
that a greater propaonh of protective factors woulde noted fothose receiving less restrictive
dispositions

With regards taifferences in the specifigpe of risk factors noted,anticipated that
factas contained within thel@ical scale of the HCRO would differentiat@roups such that
those with a greatergportion of items mentioned woutdceive more restrictive dispositions as
this coincides with prior research demonstrating the influendeesétfactors on clinical
recommendations (and consequeiB/ decisions) Crocker et al., 2011). Wh regards to
psychopathyl predicted that a greater number of items from F2, and particularly Facet 4
(Antisocial)), would be associated with more restretdispositionsThis wasdue to the
widespread attention and validation that antisocial/criminal history risk factors (e.g., prior
supervision failures, criminal versatility) have received over the la80l@ars.

Research Question 4What factors havethe greatest influence in predictirg clinical
recommendations and Review Bard decisions to detain patients?

Lastly, in terms of factors predictive of disposition decisidmgpothesizedhatRB
decisions will still primarily be guided by clinical rebonendationssuch that factors bearing the
greatest influencen clinical recommendations would alsioow the greatest influence BB
decisions Conversely, clinical recommendatiamade in the expert's repavereexpected to be
driven largely by the peence of clinicalariables(e.g., insight into illnessunresponsiveness to
treatmeny, similar to prior research (e.g., Hilton & Simmons, 2001; McKee et al.,; ZD@cker

etal, 201}
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Method

Participants

Fileswereretrospectively coded f&@0 maleNCRMD patients thahad aRB hearingat
theRoyal Ottawa Mental Health Center in central Ontario between the years of 2007 and 2014,
excluding those that were there for assessment or involuntarily committed patients because they
are not under the jurisdion of theRB. The Royal Ottawa Mental Health Center's forensic
program, a 43 bed inpatient psychiatric facility, provides specialized services for assessment and
treatment of adults who have been fdINRCMD or unfit to stand trial. In order to be eligbl
for the sudy, patients were to be male, foud@RMD, between the ages of 18 to,&&Ho had at
least oneRB hearing during té study period, January 2007December 20140nly closel files
(i.e., patients that ame longer under thBB) and current ogiatients were included. Patients
that were identified as current inpatienfghe hospital during the coding period (Ma&h
June 1, 2015)ere excluded due to concern over access and availability of theiCiles.
hearingwasexamined for each patigrexcluding hearings in which the patient was found fit to
stand trial and returned to court since this does not pertain to reesisatified sampling
method based on year of the hearing was instituted in order to obtain an appropriate distribution
of hearings to assess the influence of time. Additionailsgrgthat these hearings take place
annually for each patient, often resulting in no change in patient status (cf. Taylor, Goldberg,
Leese, Butwell, & Reed, 1999), a stratified sampling methasbiso usedbased omlisposition
Based on prior research utilizing this method (e.g., Hilton & Simmons, 2001), a minimum of
30% of hearings resulting mrelease decision (i.e., conditional or absolute discharge) was
selected

ReviewBoard decisionsClinical recommendations
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Two reports were of primary focus for the current stildg hospital's report to the
Ontario Review Board (ORBInd theORB'sreasons for decision report. The hospital's report to
the ORB tribunal hereafter referred to #se expert'seport is a report authored by the attending
psychiatrist and clinical team outlining the patient's history (i.e., criminal, psychosocial,
psychiatric, behaviaal, etc), progress in hospitaénd current risk assessmefullowed by
conclusions/recommeations. Following the hearing, the ORB releases a reftiorg their
reasons for dispositigmereinafter referred to as tR8'srationale which providesa brief
account of the patient's index offence, history, progress in hospital, evidence pat tbeth
hearing, followed by thedecision (i.e.disposition rendergdandall relevant information
factoring into their decisian

TheRB'sdecision was confirmed by file review and coded orpmiBt scale (i.e., ¥
"absolute discharde 2 = "conditional dischargg, and 3= "detained). Clinical
recommendations made in tegpert'seport were also coded on g8int scale (i.e.1 =
"Recommendation for absolute discharge="Recommendation for conditional dischatgé
="Recommendation for detaiemt’). For some analyses, these varighlere dichotomized
(i.e., dischargedletained).

Expert reportsrad the RB's rationalevere coded for mentioned use of any structured
risk assessment tool. Additionally, both reports were coded for the mentithmisi/arotective
factors contained within the VRAG, HCEO, PCIL:R and the SAPROF. Given thatpert
reportsinclude a section specifically dedicated "risk assessment” or "assessment of
dangerousess$, this section waalsocoded separately in order totelenine what factors are
specifically being highlighteds rsk factorsand whether this section held more influence on

factors citedn the RB's rationaleGiventhat some of the risk factors contained within these
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measures (e.g., Lived with both biologliparents to age 16, Meets DSM criteria for any
personality disorder) may be discussed simply due to the nature of describing the historical
background or clinical status of the patient, assessing whether these factors were conceptualized
as risk factorshrough inclusion in the risk assessment portion of the report allowed for a more
fine tuned analysis of whask factorsaretruly being discussed. Items contained within the
PCL-R were exempt from this section of coding due to the fact teahthvidual items
contained within the PCR are not necessarigonceptualized assk factors, butather the
construct as a whale
Procedure

All RB hearings that took place during the study period veketifiedand patients were
screened to determine if thenet the study criterige.g., age, patient statu3he resulting list
was then dividedip based on year of the hearing dtifiles were randomly selected using an
onlineresource for generating random samples. One additional file was séteatesachyear
using this methadexcept for thestart(i.e., 2007)and the endi.e., 2014) of the sampling period
where two files were selectéa round out the samp(@& = 90). Each subsample of filegas
obtained and assessed to determine disposition outcortie feelected hearintf the
subsample dfiles did not meet the minimum 30% cutoff i@ease (i.e., conditional or absolute
discharge)half of the files(n = 5) were sent back in order to-deaw for cases pertaining to
release.

For each case, theipcipal investigator and a trained research assistagwedthe
entirety of the patient's files to ¢afe information pertaining to patient characteristatsical
data, angatient history Information was obtained fropsychatrist's reports, psydfogicaland

social work assessmentgrrespondence with physicians from prior hospitalizatiand,police
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reports including criminal record informatidainally, items fromtherisk assessment measures
(described in the followg section) were coded Esonwhether or not they wemaentiored
within the expert's repoend theRB's rationaleThe reliability of categorical variables was
assessed using the kappatistic (values under .20 are poor, those between .21 and .40 are fair,
those between .41 dn60 are moderate, those between .61 and .80 are good, and those between
.81 and 1.00 are very good; Altman, 1994/hen kappa could not be calculated, percent
agreement between raters was calculded . continuous variablea,twoway random effects
ICC with absolute agreement (single measure; see Shrout & Fleiss, 1979) was calealatsd
under .40 are poor; moderate = .40 to .60; good = .60 to .75; and excellent = > .75; Fleiss, 1986).
Measures
For each patienfour categories of data were codldt (1) patient characteristics, (2)
clinical data, (3) patient history, and (4) risk assessns&@.Appendix B for a copy of the
coding manual.
Patient characteristics.Patient characterissenformationcodedincluded age, race, 1Q,
and physical attiiveness. Physical attractivenegasindependentlyated before coding the
file by two raterson a scale ofi110 (i.e., 1 = Very unattractivé 5-6 = "averagé, and10=
"very attractivé), using the file photograph (head and shoulgersst recent tahie hearingThis
photograph was sometimes more than a year old at the time of the hBarimempt vasmade
toobtainRBme mber s6 perceptions of patient attract.
Clinical data. Clinical informationincluded psychiatricdiagnosis, length of stay, and
psychiatric history. Both primary and secondary (if applicable) psychiatric diagnoses at the time
of the hearingvere recorded as one of fimen-mutually exclusive diagnostic categories:

psychotic spectrum disorder, mood jpem disorder, substance use disorder, personality
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disorder, other diagnosiBsychiatric history prior to index offenseascoded on a-point scale
1 ="No prior admissiors 2 = "One or two prior admissiofisand, 3 = Three or more prior
admissionsand was dichotomized for some analyses (yes/no).

Patient history. Index offense (the charge(s) resulting in the finding of IMCR and
preindex criminal historiesncluding violent and nonviolent offenses, were scored using the
Cormieil Lang system for qusifying criminal history (Quinsey et al., 1998). This score is the
sum of weighted scores for each charge, ranging from 1 (e.g., possession of a weapon, breach of
recognizance) to 2&(g, homicidg such that it quantifies the extent and sevearitgriminal
historyDue t o the range of charges identified in
version of the CormieLang Criminal History was used which includes additional criminal
charges and their weighiSee Appendix £ This allowed for a mre thorougtand structured
collection of relevantr@minal history informationThe principal investigator was the only coder
for this portion of data in the study

Risk AssessmentSeveral risk assessmeablswereutilized as templates for coding
items intheexpert's reporandthe RB's rationalethe Violence Risk Appraisal Guide (VRAG;
Harris et al., 1993}he Historical Clinical Risk Manageme0 (HCR20; Webster et al.,
1997b),the Psychopathy Chelcst-Revised (PCER; Hare, 19912003)and theStructured
Assessment of Protective Factéws violence risk(de Vogel et al.2009).See Appendix Bor a
list of the risk factors captured by these measUresse measures were selected due to their
strong psychometric propezi and empiricaupportfor use in this populatiorsée de Vogel et
al., 2009; Douglas & Reeves, 20Hxare, 2003; Rice et al., 2013 he objective of coding was
to determine how often each item was reported (i.e., mentioned) by either the clinical team or

RB when assessirgach patient'disposition. Mention of risk factors were coded as: Rot"
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mentioned, or 1= "Mentioned. Items were coded dmentoned" whether the item was noted as
beingpresen(i.e., the patient has a history of substance alars#)senti.e., thepatient does
nothave a history of substance abuse). This was done in an effort to determine what risk factors
were being considered and discussedopposed to attempting to evaluate patient risk from
theseindividual reports.

VRAG The VRAG (Harris etla 1993)is an actuarial toocomprised ofL2 static items
that had the strongest statistical association with violent reoffending in the development sample
of over 600 mentayl disordered offenders (Quinsey, Harris, Rice, & Cormier, 19086. The
predctive validity of the VRAG has been evaluated in over 60 studies encompassing a variety of
different populations and has been found to demonstrate utility in predicting institutional
violence (e.g., Camgell et al, 2009), general recidivism (e.g., Glowral, 2002;) sexual
recidivism (Barbaree et aR001), as well as the number and severity of violent offences (e.g.,
Doyleet al, 2012).Given the historical nature of its items, the timeframe for coding was
lifetime.

HCR-20. TheHCR-20 (Webster etla 1997b)is abroadband violence risk assessment
instrument which align20 risk markers into pagtyesent, and futurden Hstorical factors
relate to the pastive Clinical items reflect current, dynamic correlates of violeaid five Risk
Managemet items focus on situational factors that may increase or mitigatd hiskimeframe
for coding Historical variables wdigetime, wherea<linical variables wereoded pertaining to
the previous year leading up to the tribunal review or beginningttadce to the hospitaior
those who were dained less than a year before the hea@anversely, Risk Management
itemswerecoded according to file information gathe

adjustnent, goals, and plans for thear future, following the reviewith regards to its
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predictive validity, retrospective and prospective researslestablished that the HCRO
demonstrates predictive accuracy for both violent andvnaent recidivism as well as
institutional violenceacross a variety of psychiatpopulations Gray et al., 2011Strandet al.,
1999).

PCL-R. The PCLR (Hare, 1991, 2003)onsists of 20 items whickssess$raits and
behaviours associated with psychopathy including interpersonal, affdi¢éssjle, ard
antisocialcomponentsAs such, PCIR items were rated on the basis of the patient's lifetime.
Research into the factor structure of the FChas consistently found 2 overarching factors: F1
(Interpersonal/Affective) and F2 (Lifestyle/Antisocial) witlore recent research supporting-a 4
factor structure (i.elnterpersonal, Affect, Lifestyle, Antisocial\lthough not originally created
as a risk assessment scale, research has consistently shown {Retd’d moderately
predictive of general, violenand sexual recidivism (Campbell et al., 2009; Hawes et al., 2013;
Hemphill, Hare, & Wong, 1998; Yang et al., 2010).

SAPROFThe SAPROF (de Vogel et al., 2009) is an instrument used for the structured
assessment of protective factors for violence riskvaas designed to identifgctors that can
mitigatefuture violent behavioit consists of 17 items, two historical ahfdynamic which are
organized into three scales: Internal factors, Motivational facads External factorslé Vries
Robbé & de Vgel, 2013) Aside from the Internal Scale's two static items (i.e., Intelligence and
Secure attachment in childhood), which were coded based on past information, the remaining
dynamic variables were coded on the basis of information from the past 6 rapdtbgrrent
plans regarding the near future (de Vogel et al., 20R0&yospective and prospective research
shows thathe SAPROFMas good interrater reliability and demonstrates predictive validity for

general, violent, and sexual recidivism (de Vries Iio& de Vogel, 2012)
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Data Analysis

Descrptive statistics were run on the entire sample fopatient characteristics, clinical
data, and patient history variables in order to characterize the sdimpletermine how often
empirically validated risk masures/factors were mentioned in reports concerning disposition
decisions, descriptive statistics were run for tpertsrepors and theRB's rationals. This
included mention of any structured risk assessment, the risk measures of interest, the mean
number of items discussed from each risk measiueescales, factors/facets contained within
them, and total risk factors mentionda. assess the overédvel of agreement betweefinical
recommendations made in the expert's report and RB decisierkgppa statistic was used

To assess the frequency of risk factors mentioned betweensiéperta r s osguaie ¢ h i
analyseswereusedi sher 6s exact test was interpreted w
five. Odds ratios (OR; with 0.5 added taxcé cell to avoid empty cells; Fleiss, 1994) were
calculated in order to compare mention of items withaexpert's reparthe expert's risk
assessmenandthe RB's rationales.

To determine if there were any group differences on patient characgrdditnical data,
and patient history variablefes were divided up based on disposition. However, due to
missing data on several patient characteristic variables, groups were dichotomized to preserve
power (i.e., detain/discharge)ifi2rences betweedetained and dischargeatients were
anal yzed usi-squareRmalysesfar categorical kariables and indepesdemles
t-tests for continuous variables. For all analyses, a measure of the magnitude of the effect was
calculated. Cramer¢ was calculated for all categorical variabl@alues under .20 are small,
those between .20 and .30 are moderate, and those over .30 are strong; Fiel,2d10)Co hen 6 s

d was calculated for any mean differences. The standard convention for intergnedings is



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 49

that values of20 aretobe onsi dered to be fAsmall , 0 values of
|l arger than .80 to be Al argeodo (Cohen, 1988) .
Files wee then divided up based on disposition groups (i.e., detained, conditional
discharge, absale discharge)n order to asseser differences in frequency of mention of all
risk assessment variablés series obneway analysis of variancANOVAs) wereused with
Fi sherds Least Signif i ca-+uptodynificdnereseiea cel { LE®Y e b
test for the homogeneity dfestwasusedwtien watst &3 oT:
as a followup to significant results as it corrects for violations to the variance assumption.
Finally, binarystepwisdogistic regressiomanalyses (Menard, 2002) were utilized to
evaluate with variables hd the greatest influence in predicting detainment compared to
dischargeThese analyses weeconducted fobothclinical recommendations made in the
expert's reporand RB decisions.
Resuls
Interrater Reliability
Two raters were involved in data collection. The primary investigator was responsible for
the majority of the codingh(= 80). IRR of the VRAG, HCR0, PCI:R, and SAPROF codings
were examined using 15 of the patient files whvigre independently coded (16.7% of the
hearing sampleverall, variables showed moderate to very good reliability with kappa
statistics ranging from .41 to 1.00{n = .84). The majority (85%) of variables were found to
have good to very good reliabilityith kappa statistics exceeding .60 (Altman, 1991).
Continuous variables were also found to have good to excellent reliability (Fleiss, 1986) with
ICCs ranging from .66 to .98Adn = .82).Finally, percent agreement ranged from 60 to 100%

(Mdr= 100%).Tale 1 presents the interrater reliabilities across each measure and report.



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 50

Table 1

Interrater reliability for all risk factors/measures

Expert's report (whole report) ICC Mean Kappa
VRAG total 97 .93
HCR-20 total .96 .82
HCR-20 Historical scale .93 .90
HCR-20 Clinical scale .79 .78
HCR-20 Risk Management scale .90 .76
PCL-R total .94 .75
PCL-R Factor 1 .82 74
PCL-R Factor 2 .83 .69
PCL-R Facet 1 .87 .82
PCL-R Facet 2 73 .65
PCL-R Facet 3 .67 72
PCL-R Facet 4 .82 .65
SAPROF total .89 .78
SAPROF Internal scale .85 71
SAPROF Motivation scale .92 g7
SAPROF External scale .82 .83
Expert's report (within risk assessment portion)

VRAG total .93 .96
HCR-20 total 97 .92
HCR-20 Historical scale .98 .96
HCR-20 Clinical scale .96 .89
HCR-20 Risk Management scale .94 .86
SAPROF total 91 .79
SAPROF Internal scale .67 .80
SAPROF Motivation scale .80 73
SAPROF External scale .80 1.00
RB's Rationale

VRAG total .90 .85
HCR-20 total .69 74
HCR-20 Historical scale .78 72
HCR-20 Clinical scale .70 g7
HCR-20 Risk Management scale .66 .76
PCL-R total .76 .85
PCL-R Factor 1 .84 .90
PCL-R Factor 2 .68 .88
PCL-R Facet 1 .66 1.00
PCL-R Facet 2 .87 .85
PCL-R Facet 3 .78 .88

PCL-R Facet 4 .81 87



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 51

SAPROF total .82 72
SAPROF Internal scale .73 12
SAPROF Motivation scale .84 .68
SAPROF External scale g7 77

Note VRAG= Violence Risk Appraisal Guide; HCRO= Historical Clinical Risk Management
20; PCL:R= Psychopathy Checkliftevised; SAPROF= Structured gessment of Protective
Factors for violence riskor kappas that could not be calculated, mean percent agreement
between raters were as follows: VRAG 100%, HZIR94.1%, PCIR 95.7%, and SAPROF
93.4%.
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Missing Data

For each participanthe amount of missing data ranged from 0%.@0%% (0 to3
items).On the variable level, onlyteevariables contained missing data. Information on race
wasmissingfor 4 cases (4.4%). Two of these files fell within the detained group while the other
two fell within the absolute discharge grofuul scalelQ scores were to be coded from existing
psychological reports in the file. However, psychological assessments containing information on
intellectual functioning was often absent from filex(77) ar was therefore excluded from
further analyses

Additionally, attractiveness ratings were unable to be completed for 28 (Eds&%0)due
to the fact that a photo was not present inpdugent'sfile. Patient photos are typically taken
upon admittance tthe hospital and are frequently updated and kept on file for identification
purposes (e.g., staff administering medication). Howelestographs are taken owaluntary
basisandaretherefore not reliably present in all cas&s many patients may harefused for
various reasons (e.gnoncompliant due to psychiatric disturbancetoesstauma of being
admitted to a forensic institutipnrAdditionallyit is possible that other factomych as time of
admittancemay bear influence on the presenceaphoto on file due to the fact that patients
brought in after hours may not be subject to the same admitting procédrresie toreduced
stafiing). Despite the multitude a@xtraneouwariables that may have influenced the presence of
a photograph ofile, analyses wereonducted to determine if the pattern of missingmess
related taany of the variables of interest

First, analyses were conducted to determine if the pattern of missirljfiesed as a
function of dispsition grouping. Pearsorchi-square analysis evaluating the presence or

absence of a photograph acrdgshotomouslisposition groups revealed a significant difference,
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with 57.1% of cases with a missi?fgN=89)*oto bel o
4.32,p = .04.Giventhat those who were detaine@gre more likely to have a photograph on file

it was questioned as to whether this may due to the faal¢baihedpatients had simply spent
more time in hospital, leaving more opportunity for a photograph to be takenugitho
information was collectedn theamount of time patients had actyadpent in hospital versus

the community (given that detainment does not preclude community living), time since index
verdict was utilized as the closest proxy measure for oppioytfor photo. Correlational
analysesvere then run on the relationship between the presence/absence of a photo and time
since index verdict for detained patients and revealed no significant relatiansh27,p =
.85.Age was also considered itwas thought that perhaps older individuals may be less likely
to want to have their photo takergwever, thisalso yielded null findings, = -.007,p = .95.
Diagnostic group$ 1, N=89) = 2.59,p =.29), index severityr = .15,p = .17),and criminal
histories(r = .11,p = .30)were also investigated and nathiwas found to be significantly

related taa patient having a photograph on fireirthermore, there was no eviderto believe

that attractivenessatings themselves (which weseored by the ratersf the study before

viewing disposition outcomédore any relationship to the outcome variabldsmately,

although themissingness was found to be related to a pdaticariable (i.e.dispostion), it was

not believed to be related to the value of the variable (i.e., attractiveness ratings) and was
therefore deemewhissing at random and retained. Pairwise deletion was instituted for all
analyses on attractiveness.dpie the large percentage of missing information on this variable,
prior research has identified it as a robust predictor (e.g., Hilton & Simmons, 2001; McKee et al.,
2007) and therefore it was believed that analyzing its contribution carried more theiglie

loss in power incurred.
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Normality

All variables were checked for skewness &uadosis. With large sample sizes the small
standard error produce@n lead to significant values for kurtosis or skewness even when the
observedlistribution does niodeviate considerably from the normal distribution. In these
instances, values aboxe 3.29 and below = 3.29 are considered deviations (Fi&d09) All
variables weréound to bewithin the acceptable rangxcept for items pertaining to the P&,
which were positively skewed and in some cases leptoldugdo theitow frequency of
mentionacross reports:or these variablespnparametric tests were used including the
KruskatWallis test forthree group comparisons with eta squdréjias the overall effect size
indicator.Mann Whitney Utest with aBonferonni correctionvere used fopost hoc analyses.
Identification of Univariate Outliers

All variables were checked for extreme values through transformation to standardized
values (i.e., z scoresyith values greater than three standard deviatioas</- 3.29) considered
extreme. Analysis of variables utiliziigis cutoff identified one case as extreme across
multiple variables. Investigation into this particular case redethat the patient had been under
theORBfor 21 years (6 years longtan the next most extreme), leading ®gnificantly
longer report (17 pages longer than next most extremehastiadmore extensive discussion
of the patient's backgrodnbehaiour, and consequently, noted risk factodsmalyses were
conductedothwith the case included amcludedo investigate its influencé&everal
statistical analyses were foutalbe unduly influencely this outlier thereby leadtig to the
decision tadelete this extremease.

Identification of Multivariate Outliers/Regression Diagnostics
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After each regression was run, diagnostic statistics were examined to determine if the
appropriate assumptions had been met or if any influential cases (outliseg)resent. In order
to isolate points for which the model fit poorly, Studentized residuals, stardardized residuals, and
deviance statistics were analyzed. Values for Cook's distance, DFBeta, and leverage statistics
were examined for the presence of @utliThe linearity of the logit assumption was tested by
looking for interaction effects between the predictors and their log transformation.
Multicollinearlity was assessed through evaluation of variance inflation factor (VIF) values,
eigenvalues of thecaled, uncentred croggoducts matrix, and the condition index of the
variance proportions for each predictor.
Descriptive Statistics

The final sample consisted of 89 maldsowvere found NCRMD between 1984d
2014 for which a hearing took place toetatine/review their disposition between January 2007
and September 2014. Eleven hearings were sampled from each year of the study period, except
2007 and 2014 which contained, 82d 2010 which contained 9 (aftastlier removal. The
dispositions were dsllows: detainedr{ = 48), conditional dischargen(= 18), absolute
dischargerf = 23). The level of agreement between recommendations for dispositions made in
the expert's report and RB decisions were found to be highly concordant, Kappa < .8Q1,
agreeing in 88.8% of hearings. Descriptive statistics for patient characteristic, clinical data, and
patient history can be found irable 2

Patient characteristics.Patient characteristics information obtained included rzge,
and physical attrasteness. The avega age of participants was 38. 5= 11.74. The racial
composition of the sampleas predominantly Caucasian (58.4%) with Black §¥8)

accounting for the second largest proportion of the sarAplrage attractiveness ratings
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Table 2

Descriptive statistics for patient characteristics, clinical data, and patient history

56

Potential Predictord\= 89 cases) n/M %/SD
Patient Characteristics
Age at hearing 38.18 11.74
Race (= 85)
Caucasian/White 52 58.4
Black/African Canadian 16 18.8
Asian 4 4.7
Aboriginal/Native Canadian/First Nations 2 2.4
Middle Eastern 8 9.4
East Indian 2 2.4
Hispanic/Latino 1 1.2
Attractivenessr{= 62) 4.46 1.73
Clinical Data
Primary psychiatric diagnosis
Psychotic spectrurdisorder 69 77.5
Mood spectrum disorder 19 21.3
Other Axis | diagnosis 1 1.1
Secondary psychiatric disorder
Substance use disorder 49 55.1
Personality disorder 1 1.1
Other 7 7.9
None 32 36.0
Length of stay (days) 822.35 1120.92
Presence of psychiatric history
No prior admissions 26 29.2
1-2 prior admissions 21 23.6
3 or more prior admissions 42 47.2
Patient History
Index offence score 7.84 6.10
Nonviolent score 3.88 4.05
Violent score 3.94 511
Preindex criminal history score 11.79 20.61
Nonviolent score 7.38 14.87
Violent score 4.40 11.02




PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 57

for the entire sample was 4.4800= 1.73).ICCs were used to determine the interrater reliability
for physical attractiveness using 10% of the casegpsottliced ahCC = .62, which can be
considered to have good reliability (Fleiss, 1986).

Clinical data. Clinical information included psychiatric diagnosis, length of stay, and
psychiatric historyDiagnosis at the time of the heariwgspredominantly psghotic spectrum
disorderq77.8%) with mood disorder diagnoses being the second most cor(#hd@o). Over
half of thesamplehad a cemorbid substance use disorder with either a psychotic or mood
disorder 55.1%). Although the proportion of personality disler diagnoses present in the
current samplé€l.1%)appears to be much lower than prior research within this population (e.qg.,
Crocker et al., 2014), 18.9% € 17) of the current sample were diagnosed as possessing
personality spectrum disorder "traitg/hich may allude more to idiosyncratic differences in
diagnostic practice. The average length of stagover 2 years and over two thirds of the
sample had a history of prior psychiatric admissions

Patient history. Index offense (the charge(s) resudfiin the finding of NCRID) and
preindex criminal histories, including violent and nonviolent offenses, were scored using the
Cormieii Lang system for quantifying criminal history (Quinsey et al., 1998fh regards to
index offence severity, scores randexn 0-22 for nonviolent offencesV = 3.88,SD= 4.05)
and 032 for violent offencesM = 3.94,SD= 5.11).For prior criminal histories, scores ranged
from 0-88 (M = 7.38,SD= 14.87)for nonviolent crimesand 680 for violent crimesN! = 4.40,
SD=1102). In the study sample, 55.6% of NCRMD accusad &n index offence of assault,
7.8% for sexual offences, 4.4% for kidnappindarcible confinement offences, 2.2% for

attempted murder, and 41.1% for threats and other offences against the person
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Reseach Question 1: How often are structured risk assessments mentioned in reports used
to adjudicate disposition decisions and has this increased over time?

Table 3 displays the frequency of mengdruse of a structured risk assessmaernss
reports Overdl, a structured risk assessment was reportedly unsie majority(57.3%)of
expert reportsvhich exceedethe RB's rationalé24.7%) Specific structuredsk assessments
noted across expert reports focused predominantly on the28@40.4%), followedoy the
PCL-R (22.5%), VRAG (5.7%), and other structured assessments (&6€h)as the Level of
Service InventornRevised (LSIR; Andrews & Bonta, 1999nd theSTART (Webster et al.,
2004. The RB's rationale followed a similar pattern with mentiorhefdCR20 being the most
predominant (2B%), followed by the PCIR (13.5%),and VRAG (5.5%). ldwever, no
additional risk assessments beyond these three wereinatexRB rationale Overall, the odds
of the expert's report mentioning a structured rsdeasmercompared to the RB was 3.80 times
greater for the HCROand 2.87 times greater for the P&L No differences were identified
between reports for the other risk measures

To assess the influence of time, a binary logistic regression was ngtios: as a
predictor for the mationed use of a structured risk assessment noted in the expert's report.
Overall the mod#&)=1830p < .80DIgMagelkerie ®na5), andsthe
Hosmer and Lemeshow test revealed a good fit betweanhe er ved dat &®Band t he
= 3.03 p = .805 As Table 4 demonstrategne was found to be a significant predictor such that
the odds of the expert noting use of structured risk assessment increased 54% e¥¢algear
15.01 p< .001, OR= 1.54, 95% CI [L.24, 1.92

Although these results point to increased use of structured risk assessment in practice,

almost one third of expert reports made no mention of using any empirically validated instrument
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Table 3

Frequency of mentioned use of austured risk assessment across reports

Risk Measures Expert's Report  RB's Rationale
%/ n %/ n & OR
Any structured risk 57.3 (51) 24.7 (22) 19.35%**  4.32
assessment
VRAG 5.7 (6) 5.5 (5) 0.10 1.20
HCR-20 40.4 (36) 21.3 (19) 16.73**  3.80
PCL-R 22.5 (20) 13.5(12) 8.26** 2.87
Othef 4.5 (4) 0.0 (0) 4.09 9.42

Note.VRAG= Violence Risk Appraisal Guide; HGRO= Historical Clinical Risk Management
20; PCLR= Psychopathy Checkliftevised; SAPROF= Structured Assessment of Protective
Factors for violence risk; OR = odds ratio.

& Assumption of Pearson's ebiguare test that the exped value of each cell exceeds 5 was
violated. Fisher's Exact was interpreted to correct for this.

** <01, **p<.001
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Table4d

Logistic regression results foime predictingexperts mentioned usef a structured risk assessment

95% d
Variable B SE Wald p Exp(B) Lower Higher
Time 433 0.11 15.0 <.001 1.54 1.24 1.92

Note. Time represents the year that the expert's report was written (i.e., year that hearing took place).
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to aid in their assessment and recommendations. However, it is still possible that individual risk
items from these nasures would be discussed within the process and this was the focus of
subsequent analyses.

Research Question 2: How often are risk factors contained within the VRAG, HCRO,

PCL-R, and protective factors in theSAPROF mentioned in reports used to adjudicee
disposition decisions?

Table 5displays the mean numbei mentionedisk factorsfrom each measure along
with its corresponding scales, factors, and facets. Overall, a greater rafrmblerfactors
contained within the HCRRO were noted in both thexpert's report anthe RB's, with the
greatest focubeingon Historical and Clinical items, and to a lesser extent, Risk Management
items. Additionally, approximately half of the items contained within the SAPROF were noted in
both the expert's report all as the RB's rationale, demonstrating that protective factors are
being discussed during the decision making process. SAPROF itemBeqgasntly mentioned
pertained to ExterndhctorsandMotivationalfactors and more infrequently, Internal factors
Similarly, almost half of the items contained within the VRAG were noted by expewisver,
only aboutone quarter of VRAGtems were mentioned by the RB. P®Litems were mentioned
least frequently witlexpert'snentioningless than 21% of its itenamd RB's noting less than
8%. When PCLER items were discussgithey tended to center @tems contained within the
Affective and Antisocial faced.

As Table 6shows items eferred to in the expert repodppeared to focus dour major
areas: mental ladth (VRAG, history of alcohol problem$jCR-20, major mental illnessctive
symptoms, lack of insight, personality disorder, substance use probtezasment (HCR0,

unresponsive to treatmer@APROF, medicatigncriminal history (HCR20, previous wlence
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Table 5

Mean number of items mentioned from each risk measure, scale, factor, and facet

, Expert's Report RB's Rationale
Risk Factors M (SD) M (SD)
VRAG (/12) 5.6 (1.79) 3.8 (1.69)
HCR-20 (/20) 11.8(3.12) 9.5 (2.32)

Historical Scale (/10) 6.5 (1.54) 4.5 (1.41)

Clinical Scale (/5) 3.2(1.10) 2.7 (.97)

Risk Management Scale (/5) 2.1 (1.25) 2.3(1.16)
PCL-R (/20) 4.1 (2.41) 1.5 (1.33)

Factor 1 (/8) 1.6 (1.43) .37 (.65)

Factor 2 (/10) 1.9 (1.36) .87 (.89)

Interpersonal faet (/4) 45 (.64) .16 (.40)
Affective facet (/4) 1.1 (1.16) .22 (.49)
Lifestyle facet (/5) .66 (.77) .26 (.44)
Antisocial facet (/5) 1.3(.99) .63 (.77)
SAPROF (/17) 8.2 (2.58) 7.2 (2.11)

Internal Scale (/5) 1.2(.74) 1.1(.72)

Motivational Scale (/7) 3.7(1.56) 3.0 (1.39)

External Scale (/5) 3.4(1.26) 3.1(.99)

Total Risk Factors (/69) 29.8 (7.24) 21.9 (4.74)

Note.VRAG= Violence Risk Appraisal Guide; HCRO= Historical Clinical Risk Management
20; PCLR= PsychopathZhecklistRevised; SAPROF= Structured Assessment of Protective
Factors for violence risk.
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criminal history score for nonviol¢wffences), andeintegratiofrisk managemen(HCR-20,

lack of personal support, noncompliance with remediation atte@®@ABROF, attitude towards
authority, self control, external contrplofessional care, work, afiging circumstancesRBs
followed an identical pattern, albeit to an attenuated degree, citing factors pertaining to mental
health, treatment, criminal h&y, and reintegration in a large proportion of the rationales.
Overall, here wasa moderate correlatidmetweerthetotal number of variables discussed within
theexpers reports and th&B's rationalegr = .41, p < .001).

Reports were also compared mention of all risk factors to determine if there was
continuity in the risk factors being identified or whether experts or RBs were more likely to note
the relevancy of a particular risk factor across hearings. First, risk factors contained within the
entirety of the expert's report were compared to risk factors mentiortad tieé RB's rationale
(Table 5).Chi-square analyses were conducted to determine if the mention of risk factors
differed across reports and odds ratios (OR) were provided assanmed effect. ORs greater
than 1 denote items that wermrefrequentlymentionedwithin the expert's report while ORs
less than 1 deate itemamentionel more frequently by the RB. Nesignificant results othi-
square analyses (with ORs close to 1) lmamterpreted as the risk factor being noted relatively
to the same extent by both the expert and the RB.

Overall, expert reports were more likely to mention risk factors pertaining to
childhood/adolescence (VRAG, elementary school maladjustment;20C0fung age at first
violent incident, early maladjustment; PR, early behavioural problems), relationships
(VRAG, marital status; HCRO, relationship instability; PGR, many shorterm marital
relationships; SAPROF, intimate relationship), psychidtistory and symptomatology (VRAG,

history of alcohol problems, meets DSM criteria for personality disorder;-B{i;Rubstance use
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Table 6
Frequency of risk factors mentioned in expert reports and RB's rationale

. Expert's Report RB's Raionale
Risk Factor [% ()] [% ()] & OR
VRAG items
V1. Lived with both biological parents to age 16 42.7 (38) 29.2 (26) 3.51 1.79
V2. Elementary school maladjustment 30.3 (27) 12.4 (11) 8.57** 6.28
V3. History of alcohol problems 86.5 (77) 49.4 (44) 28.11*** 6.34
V4. Marital status 61.8 (55) 32.6 (29) 18.24*** 3.30
V5. Criminal charges for nonviolent offenses prior to the in 70.8 (63) 80.9 (72) 2.48 0.58
offense
V6. Failure on prior conditional release 32.6 (29) 25.8 (23) .98 1.38
V7. Ageat index offence 3.4 (3) 0.0 (0) 3.08" 7.24
V8. Victim injury 25.8 (23) 29.2 (26) .25 0.85
V9. Any female victim (for index offence) 48.3 (43) 38.2 (34) 1.85 1.50
V10. Meets DSM criteria for any personality disorder 67.4 (60) 13.5(12) 53.74*** 12.72
V11. Meets DSM criteria for schizophrenia 68.5 (61) 60.7 (54) 1.20 1.41
V12. Psychopathy Checklist score 25.8 (23) 7.9 (7) 10.26** 3.89
HCR-20 items
H1. Previous violence 88.8 (79) 88.8 (79) N/A N/A
H2. Young age at first violent @ident 14.6 (13) 3.4 (3) 6.87** 4.36
H3. Relationship instability 40.4 (36) 14.6 (13) 14.90*** 3.87
H4. Employment problems 46.1 (41) 14.6 (13) 20.84*** 4.85
H5. Substance use problems 96.6 (86) 80.9 (72) 11.04* 5.97
H6. Major mental illness 98.9 88) 97.8 (87) .34 1.69
H7. Psychopathy 39.2 (26) 9.0 (8) 11.78** 4.00
H8. Early maladjustment 74.2 (66) 36.0 (32) 2.25%** 5.01
H9. Personality disorder 86.5 (77) 33.7 (30) 51.76*** 12.10
H10. Prior supervision failure 75.3 (67) 67.4 (60) 1.35 1.46
C1. Lack of insight 87.6 (78) 91.0 (81) .53 0.71
C2. Negative attitudes 23.6 (21) 6.7 (6) 9.82** 4.03
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C3. Active symptoms of a major mental illness
C4. Impulsivity

C5. Urresponsive to treatment

R1. Plans lack feasibility

R2. Exposure to destabilizers

R3. Lack of personal support

R4. Nonconpliance with remediation attempts
R5. Stress

PCL-R items

P1. Glibness/Superficial Chatm

P2. Grandiose Sense of S#forth

P3. Need for Stimulation/Proneness to Boretiom
P4. Pathological Lying

P5. Conning/Manipulative

P6. Lack of Remorse or Gtfilt

P7. Shallow Affect

P8. Callous/Lack of Empathy

P9. Parasitic Lifestyfe

P10. Poor Behavioural Contrdls

P11. Promisuous Sexual Behaviour

P12. Early Behavioural Problefns

P13. Lack of Realistic, Lor@ierm Goald
P14. Impulsivity

P15.Irresponsibility

P16. Failure to Accept Responsibility for Own Actibns
P17. Many Shoffferm Marital Relationships
P18. Juvenile Delinquenty

P19. Revocation of Conditional Release
P20. Criminal Versatility

SAPROF items

I1. Intelligence

I2. Secure attachment in childhood
I3. Empathy

89.9 (80)
31.5 (28)
89.9 (80)
28.1 (25)
32.6 (29)
62.9 (56)
53.9 (48)
36.0 (32)

3.4 (3)
32.6 (29)
2.2 (2)
3.4 (3)
5.6 (5)
25.8 (23)
42.7 (38)
12.4 (11)
2.2 (2)
57.3 (51)
15.7 (14)
28.1 (25)
11.2 (10)
31.5 (28)
19.1 (17)
29.2 (26)
47.2 (42)
10.1 (9)
32.6 (29)
0.0 (0)

14.6 (13)
1.1 (1)
2.2 (2)
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68.5 (61)
14.6 (13)
85.4 (76)
41.6 (37)
39.3 (35)
64.0 (57)
66.3 (59)
21.3 (19)

1.1 (1)
11.2 (10)
0.0 (0)
0.0 (0)
3.4 (3)
9.0 (8)
2.2 (2)
2.2 (2)
1.1 (1)
27.0 (24)
11.2 (10)
7.9 (7)
7.9 (7)
10.1 (9)
5.6 (5)
9.0 (8)
12.4 (11)
5.6 (5)
24.7 (22)
0.0 (0)

5.6 (5)
0.0 (0)
2.2 (2)

12.32%x*
7.13*
.83
3.56°
.88
.02
2.84"
4.64*

1.02
11.85**
2.02
3.058
.52
8.79**
41.79***
6.72*
.34
16.80***
g7
12.34***
.59
12.32%**
7.47**
11.78**
25.82%**
1.24
1.35
N/A

3.96*
1.07%
N/A

3.93
2.63
1.50
0.55
0.75
0.95
0.60
2.04

2.39
3.69
5.11
7.24
1.61
3.39
26.17
5.13
1.69
3.58
1.45
4.35
1.45
3.92
3.71
4.00
6.11
1.81
1.47
N/A

2.71
3.03
N/A
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14. Coping 30.3 (27) 28.1 (25) A1 1.11
I5. Seltcontrol 75.3 (67) 70.8 (63) 46 1.25
M1. Work 62.9 (56) 55.1 (49) 1.14 1.38
M2. Leisure activities 27.0 (24) 10.1 (9) 8.37** 3.17
M3. Financial Management 29.2 (26) 10.1 (9) 10.28** 3.54
M4. Motivation for treatment 65.2 (58) 59.6 (53) .60 1.27
M5. Attitude towards authority 78.7 (70) 80.9 (72) 14 0.87
M6. Life goals 16.9 (15) 7.9(7) 3.3% 2.29
M7. Medication 86.5 (77) 78.7 (70) 1.91 1.71
E1. Social network 65.2 (58) 64.0 (57) .03 1.05
E2. Intimate relationship 46.1 (41) 27.0 (24) 7.00** 2.29
E3. Professional care 66.3 (59) 68.5 (61) .10 0.90
E4. Living circumstances 85.4 (76) 86.5 (77) .05 0.91
ES. External control 76.4 (68) 66.3 (59) 2.23 1.63

Note Items prefixed by V denote Violence Risk Appraisal Guide (VRAG) items. Items prefixed by H, C, or R denote Historical

Clinical Risk Managment20 (HCR20) items in the Historical, Clinical, or Ridkanagement domains. Items prefixed by P denote
Psychopathy Checklidtevised (PCLR) items. Items prefixed by I, M, or E denote Structured Assessment of Protective Factors for
violence risk (SAPROF) items in the Internal, Motivational, ateenal domainsOR = odds ratioN/A = not applicable.

4 denotes the PGR facet the item belongs to.

& Assumption of Pearson's ebjuare test that the expected value of each cell exceeds 5 was violated. Fisher's Exact was interpreted to
correct for this.

Ap<.10, ¥ <.05, **p <.01** p <.001
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problems, personality disorder, negative attitudes, active symptoms of a major mental illness,
impulsivity), and psychopathy (VRAG, Psychopathy Checklist score;-RBERsychopath)
particularly the affective features of méyppathy €.g.,lack of remorse or guilt, callous/lack of
empathy) Although no significant differences were identified in the opposing direction (i.e., risk
factors noted more frequently by the R8gyerakrendswereidentified (p < .10)for items
contaned within the HCR20 Risk Management scale (i.plans lack feasibilitynoncompiance
with remediation attempis

Given that darge proportion of risk factors were more likely to be discussed by experts,
(and hencenot frequently identified by thBB as faabrs influencing their decisionsy,was
guestioned as to whether thiisagreementay be due to the fatttat these risk factors were not
being appropriatelgonveyeds relevant risk factors. For example, just because a patient is
described abaving a history of substance use problems, does not necessarily mean that the RB
will perceive this factoto be relevant to the patientarrentrisk for future violence. However, if
this risk factor was also noted within the risk assessment portibie ekpert's regt, one could
conclude that & saliency as eelevantrisk factor was conveye@herefore, in an effort to
analyze the role of salient risk factpsgveral sets of analyses were conducted. First, the
frequency of risk factors noted withthe entire expert's reportascompared to riskdctors
noted within the context of thesk assessmenthis was done in an effort tdentify any
differences between what rigkctors are being discussed versus what factors are actually being
conveyedas risk factors within these reports. As a second line of analyses, risk factors noted
within the expert's risk assessment were then compared to those discussed within the RB's
rationale. This was done in order to determirtbake factors conveyed askifactors more

closely aligned to those being cited by the RB as influencing their decision, due to their saliency.



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 68

First, risk factors noted within the entire expert's report were compared to risk factors
noted within the expert's risk assessment thinathtsquare analyseQRs greater than 1 denote
items that were noted more frequently witbther areas of the repavhile ORs close to {with
nonsignificant results from chsquare analyses) denote items discussed at a similar frequency.
This may beinterpreted as risk factors that were both identiiedconveyed as a risk factor
(e.g., patient was identified as impulsive and impulsivity was a identified as a relevant risk factor
within therisk assessment section). Conversely, given that thekertap (i.e., the entirety of
the report contains the risk assessment), asigmificant result may also demonstrate that a
particular risk factor was only likely to be discussed in the context of the risk assessment (e.g.,
PCL-R score).

Overall,the esults presented in Tabled@monstratéhat the majority of risk factors were
more likely to be mentioned in othareas of the expert's report amere nottypically conveyed
as a relevant risk factor vain the risk assessment itself. The only items didhshow continuity
between being both mentioned andweyed as relevant were severéihi€al risk factors
(HCR-20, negtive attitudes, impulsivity), Risk khagement factors (HGRO, exposure to
destabilizers, stress), and psychopathy (VRAG, Psychyggztecklist scoreHCR-20,

Psychopathy). Although no differences were found for age at index offence (VRAG), young age
at first violent incident (HCR0), secure attachment in childhood (SAPROF), and empathy
(SAPROF), this is likely more attributable teetfact that these items wesazely, if ever,

mentionecat all Lastly, given that the frequency of risk factors discussed within the expert's
report did not appear to align with the factors noted within the RB's rationale, there was question

as to whethethe RB may only be attending to factors that were more saliently emphasized as
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Table 7

Frequency of risk factors discussed in the entirety of the expert's report compared to the "Risk Assessment" section

Whole Report Risk Assessmer8ection

Risk Factor [% ()] [% (n)] ¢’ OR
VRAG items
V1. Lived with both biological parents to age 16 42.7 (38) 1.1 (1) 44 95** 4411
V2. Elementary school maladjustment 30.3 (27) 1.1 (1) 28.65***  25.96
V3. History of alcohol problems 86.5 (77) 27.0 (24) 64.29***  16.58
V4. Marital status 61.8 (55) 1.1 (1) 75.97* 9491
V5. Criminal history score for nonviolent offenses 70.8 (63) 5.6 (5) 80.05***  36.81
prior to the index offense
V6. Failure on prior conditional release 32.6 (29) 2.2 (2) 28.46**  17.07
V7. Age at index offence 3.4 (3) 0.0 (0) 3.05 7.25
V8. Victim injury 25.8 (23) 1.1 (1) 23.31***  20.85
V9. Any female victim (for index offence) 48.3 (43) 4.5 (4) 43.97  17.77
V10. Meets DSM criteria for any personality 67.4 (60) 7.9 (7) 67.23**  22.56

disorder
V11. Meets DSM criteria for schizophrenia 68.5 (61) 29.2 (26) 27.54%* 517
V12. Psychopathy Checklist score 25.8 (23) 19.1 (17) 1.16 1.46
HCR-20 items
H1. Previous violence 88.8 (79) 42.7 (38) 41.93**  10.13
H2. Youngage at first violent incident 14.6 (13) 9.0 (8) 1.35 1.69
H3. Relationship instability 40.4 (36) 11.2 (10) 19.82%* 517
H4. Employment problems 46.1 (41) 15.7 (14) 19.81*** 4.46
H5. Substance use problems 96.6 (86) 60.7 (54) 34.62**  16.10

H6. Majar mental iliness 98.9 (88) 76.4 (68) 20.75**  18.52
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H7.
H8.
HO.

Psychopathy
Early maladjustment
Personality disorder

H10. Prior supervision failure

C1.
C2.
Cs.
CA4.
C5.
R1.
R2.
R3.
R4.
R5.

Lack of insight

Negative attitudes

Active symptoms of a major mental illness
Impulsivity

Unresponsive to treatment

Plans lack feasibility

Exposure to destabilizers

Lack of personal support

Noncompliance with remediation attempts
Stress

SAPROF items

11. Intelligence

I2. Secure attachment in childhood
I3. Empathy*

14. Coping

I5. Selfcontrol

M1.
M2.
M3.
M4.
M5.
M6.
M7.

Work

Leisure activities
Financial Management
Motivation for treatment
Attitude towards authority
Life goals

Medicatin

39.2 (26)
74.2 (66)
86.5 (77)
75.3 (67)
87.6 (78)
23.6 (21)
89.9 (80)
31.5 (28)
89.9 (80)
28.1 (25)
32.6 (29)
62.9 (56)
53.9 (48)
36.0 (32)

14.6 (13)
1.1 (1)
2.2 (2)
30.3 (27)
75.3 (67)
62.9 (56)
27.0 (24)
29.2 (26)
65.2 (58)
78.7 (70)
16.9 (15)
86.5 (77)

70

23.6 (21)
6.7 (6)
15.7 (14)
41.6 (37)
62.9 (56)
15.7 (14)
47.2 (42)
225 (20)
61.8 (55)
16.9 (15)
32.6 (29)
43.8 39)
40.4 (36)
27.0 (24)

2.2 (2)
0.0 (0)
0.0 (0)
13.5 (12)
30.3 (27)
10.1 (9)
0.0 (0)
2.2 (2)
25.8 (23)
33.7 (30)
2.2 (2)
43.8 (39)

72
82.96%*+
89.24%*+
20.82%
14.61%+
1.74
37.62%+
1.83
19.17%%*
3.23"
N/A
6.52*
3.28"
1.67

8.81**
1.01
2.02
7.39**

36.07***
53.53***
27.74%**
24 .41+
27.75%**
36.51***
10.99**

35.74%**

1.33
36.35
32.28

4.20

4.05

1.63

9.47

1.57

5.27

1.90

1.00

2.16

1.71

151

6.18
3.03
5.11
2.73
6.82
2.47
66.95
14.60
5.26
7.05
7.28
7.93
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E1l. Social network 65.2 (58) 34.8 (31) 16.38**  3.45
E2. Intimate relationship 46.1 (41) 4.5 (4) 40.72***  16.26
E3. Professional care 66.3 (59) 14.6 (13) 49.35**  11.05
E4. Living circumstances 85.4 (76) 14.6 (13) 89.19%*  32.11
E5. External control 76.4 (68) 10.1 (9) 79.67**  27.00

Note.ltems prefixed by V denote Violence Risk Appraisal Guide (VRAG) items. Items prefixed by H, C, or R denote Historical

Clinical Risk Managment20 (HCR20) items in the HistoricaClinical, or Risk Management domain#tems prefixed by |, M, or E

denote Structured Assessment of Protective Factors fonemigsk (SAPROF) items in the Internal, Motivational, teffnal

domains. ® = odds ratioN/A = not applicable.

& Assumption &Pearson's chiquare test that the expected value of each cell exceeds 5 was violated. Fisher's Exact was interpreted to
correct for this.

Ap <.10, *p <.05, **p <.01,***p <.001.
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relevant risk factors within the context of the risk assessment. Simplwere RBs merely
attending to theisk assessment portion of the document when evaluating expert reports? To
evaluate this, threquency of risk factors discussed within tlsk assessment was coanpd to

the RB's rationale through ebquare analysemnd corresponding ORs. ORs greater than 1
denote items that were noted more frequently within the RB's rationale while ORs less than 1
denote items noted more frequently within the risk assessment portion of the expert's report.
Nonsignificant results fochi-square analyses (with ORs close to 1) can be interpreted as the risk
factor being noted relatively to the same extent, such that the item outlined within the expert's
risk assessment was also citeddactorcontributing to thdRB'sdecision.As Table 8
demonstrateshe RB's rationakenoteda greatenumber ofrisk factors in comparisato the

expers risk assessmentHowever, several items were identifi@sl showing similarity, meaning
that if the item was mentioned within the context of tsk assessmeriRBs were just as likely

to mention it within their rationale. This included: VRAG, meets DSM criteria for a personality
disorder; and HCRO, relationship instability, employment problems, impulsivity, exposure to
destabilizers, and stregsthough no differences weredind for age at indeaffence (VRAG),
young age at first violent incident (HGE), intelligence, secure attachment in childhood,
empathy, and life goals (SAPROF), this again is likely more attributable to the fact that these
items wergaarely, if ever, mentioned in either report. Interestingly, three risk factors were
mentioned significantly more often within the expert's risk assessment and yet neglected within
the RB's rationale. This included tREL-R score (VRAG)psychomthy (HCR20), and

negative attitudes (HGRO). Overall, giverihat the RB's rationale appeatednention more

risk factors in comparison to those noted in the expert's risk assessment, this was taken to mean
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Table 8

Frequency of risk factors discussexthe context of the "Risk Assessment" versus the RB's rationale

Risk Assessment

RB's rationale ’

Risk Factor Section G OR
% ()] [% (n)]
VRAG items
V1. Lived with both biological parents to age 16 1.1(1) 29.2 (26) 27.29%** 24.62
V2. Elementaryschool maladjustment 1.1(1) 12.4 (11) 8.94** 8.64
V3. History of alcohol problems 27.0 (24) 49.4 (44) 9.52** 2.80
V4. Marital status 1.1(2) 32.6 (29) 31.43*** 28.77
V5. Criminal history score for nonviolent offenses prior to tt 565 80.9 (72) 102.74%** 63.65
index offense
V6. Failure on prior conditional release 2.2 (2) 25.8 (23) 20.52%** 12.37
V7. Age at index offence 0.0 (0) 0.0 (0) N/A N/A
V8. Victim injury 1.1(2) 29.2 (26) 27.29%** 24.62
V9. Any female victim (formdex offence) 4.5 (4) 38.2 (34) 30.11%** 11.81
V10. Meets DSM criteria for any personality disorder 7.9 (7) 13.5(12) 1.47 1.77
V11. Meets DSM criteria for schizophrenia 29.2 (26) 60.7 (54) 17.80*** 3.68
V12. Psychopathy Checklist score 19.1 (17) 7.9 (7) 4.82* 0.38
HCR-20 items
H1. Previous violence 42.7 (38) 88.8 (79) 41.93*** 10.13
H2. Young age at first violent incident 9.0 (8) 3.4 (3) 2.42 0.39
H3. Relationship instability 11.2 (10) 14.6 (13) .50 1.34
H4. Employment problems 15.7 (14) 14.6(13) .04 0.92
H5. Substance use problems 60.7 (54) 80.9 (72) 8.80** 2.70
H6. Major mental illness 76.4 (68) 97.8 (87) 18.03*** 10.99
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H7. Psychopathy

H8. Early maladjustment

H9. Rersonality disorder

H10. Prior supervision failure

C1. Lack of insight

C2. Negative attitudes

C3. Active symptoms of a @ mental illness
C4. Impulsivity

C5. Unresponsive to treatment

R1. Plans lack feasibility

R2. Exposure to destabilizers

R3. Lack of personal support

R4. Noncompliance with remediation attempts
R5. Stress

SAPROF items

I1. Intelligencé

I2. Secure attachment in childhood
I3. Empathy*

14. Coping

I5. Selfcontrol

M1. Work

M2. Leisure activitie§

M3. Financial Management
M4. Motivation for treatment
M5. Attitude towards authority
M6. Life goals®

M7. Medication

23.6 (21)
6.7 (6)
15.7 (14)
41.6 (37)
62.9 (56)
15.7 (14)
47.2 (42)
22.5 (20)
61.8 (55)
16.9 (15)
32.6 (29)
43.8 (39)
40.4 (36)
27.0 (24)

2.2 0)
0.0 (0)
0.0 (0)
13.5 (12)
30.3 (27)
10.1 (9)
0.0 (0)
2.2 (2)
25.8 (23)
33.7 (30)
2.2 (2)
43.8 (39)
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9.0 (8)
36.0 (32)
33.7 (30)
67.4 (60)
91.0 (81)
6.7 (6)
68.5 (61)
14.6 (13)
85.4 (76)
41.6 (37)
39.3 (35)
64.0 (57)
66.3 (59)
21.3 (19)

5.6 (5)
0.0 (0)
2.2 (2)
28.1 (25)
70.8 (63)
55.1 (49)
10.1 (9)
10.1 (9)
59.6 (53)
80.9 (72)
7.9 (7)
78.7 (70)

6.96**
22.62%**
7.73%
11.98**
19.81%**
3.6
8.32%*
1.82
12.75%+*
13.15%+*
.88
7.33%
11.94*
77

1.34
N/A
2.02
5.77*
29.13%**
40.92%**
9.48"
4.75*
20.67***
40.51%**
2.93
22745

0.33
7.26
2.67
2.87
5.69
0.41
241
0.60
3.52
3.43
1.34
2.26
2.86
0.74

2.28
N/A
5.11
2.45
5.45
10.36
21.12
4.13
4.15
8.08
3.18
4.62
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E1. Social network 34.8 (31) 64.0 (57) 15.19*** 3.29
E2. Intimate relationship 4.5 (4) 27.0 (24) 16.95*** 7.11
E3. Professional care 14.6 (13) 68.5 (61) 53.29*%* 12.23
E4. Living circumstances 14.6 (13) 86.5 (77) 92.06*** 35.13
E5. External control 10.1 (9) 66.3 (59) 59.49*** 16.53

Note.ltems prefixed by V denote Violence Risk Appraisal Guide (VRAG) items. Items prefixed by H, C, or R denote Historical

Clinical Risk Managment20 (HCR20) items in the Historical, Clinical, or Riskddagement domain#tems prefixed by |, M, or E

denote Structured Assessment of Protective Factors fonemigsk (SAPROF) items in the Internal, Motivational, teffnal

domans. (R = odds ratioN/A = not applicable.

& Assumption of Pearson's ebguare test that the expected value of each cell exceeds 5 was violated. Fisher's Exact was interpreted to
correct for this.

Ap <.10, *p <.05, **p <.01,***p <.001.
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that the RB wam fact attending to factors noted throughout the entirety of the report. Therefore,
subsequent analyses utilized information contained throughout the entirety of the expert's report.
Research Question 3: What factors differentiate between those receiviegch type of

disposition?

To determine if there were any group differenaeegatient characteristiclinical data,
and patient history variables, disposition groups were dichotomized (i.e., detained/discharged).
Analyses were conducted on dispositioaugrs basedn both clinical recommendations aRdB
decisions and the results were essentiatlistinguishable. Thereforenly RB decision group
differences will be displayed.able9 displays the means or percentages for both groups on each
variable.Overall, the only variables that significantly differed between groups was
attractivenesg(59) = 2.82,p=.007,d=.76,and d i & ¢lNe 89)=5,95m=.015
Cramer'sV = .26 This wassuch that individualssho were ultimately detainedere more likely
to havelower ratings of attractivenesand to have been diagnosed withsgchotic spectrum
disorder (e.g., se¢hophrenia) Additionally, groups were compared on several general report
variables such as whether a structured risk assessmemniote/used, the length of the expert's
report, and the length of the expert's risk assessment, however, no significasrbgtaup
differences were identified.

Next, in order to determine if the number and/or type of risk factors being discussed was
related to the disposition being recommended/rendered, a serieswap@dNOVAs were
conducted across disposition groupifiigs., detained, conditional discharge, absotliseharge)

First, the mean percentage of items mentioned within the skggorts were compared across
clinical recommendation disposition groups to determine whether the number or type of risk

factors dscussed by experts differed as a function of the clinical recommendation being given
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Table 9
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Patient demographic, clinical, criminal and general report information across detained and discharged groups

Detain Discharge
[M (SDY % [M (SDY % i a7 _fcrdn
Patient Characteristics
Age at hearing 36.29 (11.23) 40.39 (12.08) .10 .36
Race (% noswhite) (»= 86) 39.6 34.1 .87 [.06]
Attractivenessr{= 61) 4.00 (1.63) 5.22 (1.65) .007 .76
Clinical Data
Diagnosis (% psychotic spectrum) 87.5 65.9 .02 [.26]
Secondary diagnosis (% substance use) 60.4 48.8 27 [.12]
Time since index verdict (days) 637.25 (1013.08) 1039.05 (1212.05) .09 .37
Presence of psychiatric history 75.0 65.9 .34 [.10]
Patient History
Index offence score 8.60 (5.98) 6.95 (6.20) .20 .34
Nonviolent score 4.38 (4.42) 3.29 (3.52) 21 27
Violent score 4.23 (4.76) 3.66 (5.53) .60 14
Preindex criminal history score 10.85 (19.46) 12.88 (22.07) .65 A2
Nonviolent scor® 5.81 (10.64) 9.22 (18.62) .28 .29
Violent score 5.04 (13.27) 3.66 (7.71) .56 .16
General Report Information (Hospital's repol
Any structured risk assessment noted 50.0 65.9 13 [.16]
Length of report (pages) 18.02 (9.21) 15.68 (6.83) .18 .36
Length of risk assessment portion (words) 218.46 (139.46) 189.88 (114.59) .30 .28

Note Attractivenesdased on ratings from detained (38),dischargedr{= 23). Racdased on detained=£ 46),dischargedr=39).

d= strength of the associ at i o¥=skrengthroétieerassaciatiort betwaeronomminalwariablea b | e s ;
@ Pearson's chiquare assumption thexpected value of each cell exceeds 5 was violated. Fisher's Exact was intétpreted e n e 6 s

test of homogeneity of variance was violated.
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(see Table 10 Next, the same analyses were then repeated, this time looking at items mentioned
within the RB's rationale compared across RB disposition outcome groups to determine if the
number o type of risk factors discussed by the RB diffeasda function othe decision they are
rendering(see Table 1)1 Lastly, due to thenfluenceof expert noted risk factormn RB
decisionsanalyses were repeated using the mean percentagensfmentioed within the
expers'repors comparedacross RB disposition outcon(gee Table 12

Tablel10displays the results of expert mentioned items a@wgsrtrecommended
disposition groupsOverall,a higher percentage of risk factors were discussedatars
recommended for detainmem & 45.8 SD= 11.00) compared with both discharge groups
(Conditional:M = 39.9 SD= 10.09; AbsoluteM = 39.0,SD= 7.24),F (2, 86)= 4.39p = .015,
d= 1.30. When analyzing the specific risk measusémterestthose recommended for
detainmentad ahigher percentagef risk factors discussad comparison to both discharge
groupswhen looking at factors contained within MBAG (DetainedM = 50.5 SD= 16.03;
Conditional:M = 41.2 SD=13.64 Absolute:M = 42.5 SD=9.72, F (2, 86)= 3.88p = .024,
d=1.60Q as well as the HCRO (DetainedM = 63.0, SD= 15.94; ConditionalM = 53.5 SD=
15.18; AbsoluteM = 54.0,SD=12.52),F (2, 86)= 4.01p = .022,d= 1.26. There were no
differences between the groupstotal PCL:-R items or SAPROF items discussed.

Analyses were also conducted on the scale level to determine if the specific type of risk
factors discussed by experts (e.g., historical, clinical, etc.) was related to the disposition being
recommended. Sewrsignificant differences were noted. Overall, those recommended for
detainment had a higher percentage of Clinical risk factors discussed from th2CHMR:

70.8 SD= 17.92) compared to those recommended for a conditional dischvhrgd$.4 SD=

2749) but not an absolute discharge £ 60.0,SD= 20.52),F (2, 30.99)= 5.64p = .008,d =
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Table 10

Mean percentage of items mentioned in expert reports across all disposition recommendations
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Detain

Conditional Discharge

Absolute Disbarge

%

M (SD)] M (SD)] M (SD)] v td
Total risk factors 45.8 (11.00), 39.9 (10.09) 39.0 (7.24) .02 1.30
VRAG 50.5 (16.03), 41.2 (13.64) 42.5 (9.72) .02 1.60
HCR-20 63.0 (15.94), 53.5(15.18) 54.0 (12.52) .02 1.26
Historical Scale 67.5 (16.43) 62.9 (12.63) 60.5 (13.95) 19 1.39
Clinical Scalé 70.8 (17.92) 49.4 (27.49) 60.0 (20.52) .008 1.41
Risk Management Scale 46.2 (27.88) 38.8 (21.76) 37.0 (18.67) .30 1.34
PCL-R 22.8 (12.22) 19.1 (11.35) 16.0 (11.19) .09 1.41
Factor 1 21.6 (18.87) 18.4 (19.32) 14.4 (1300) .30 1.41
Factor 2 22.3 (13.52) 17.1 (13.12) 14.0 (12.73) .03 [0.08]
Interpersonal fac&t 13.9 (17.44) 7.4 (14.70) 7.5 (11.75) 15 [0.04]
Affective facef 28.9 (29.45) 30.9 (31.29) 21.3 (26.00) .52 [0.01]
Lifestyle facet 15.0(14.21) 12.9 (17.24) 9.0 (16.51) .33 1.39
Antisocial facet 29.2 (19.88) 20.0 (15.81) 19.0 (17.74) .09 [0.05]
SAPROF 49.4 (16.70) 47.4 (13.70) 45.9 (11.53) .66 1.73
Internal Scale 23.8 (14.84) 29.4 (14.35) 23.0 (14.90) 34 1.30
Motivationd Scale 50.8 (24.96) 52.9 (20.04) 49.1 (20.18) .88 1.41
External Scale 72.7 (24.74) 57.6 (29.05) 61.0 (18.89) .05 1.30

Note.VRAG= Violence Risk Appraisal Guide; HCRO= Historical Clinical Risk Managemef0; PCL-R= Psychopathy Checklist
Revised; S®#ROF= Structured Assessment of Protective Factors for violence-rigk= strength of the association between

continuous variables
abMeans shari

common

subscrfLetvemred ss tt ®&tsit s toif c dwasmyagpadinfefi ¢ rye n
We | chm@ssinterpreted with u n n e tas & post Ao8 te§tNormality assumption violated. Kruskal Wallis test interpreted with

Mann Whitney U Test with Bonferroni correction as a post hocMgstins and standadeviations presentddr interpretability.
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1.41.Additionally, those recommended for detainment had a higher percentage of F2 items
discussed from the PCR (Mean rank= 50.62) compared to those recommended for an absolute
discharge Nlean rank= 34.10) but not a conditiohdischarge flean rank= 40.659, & (2)=

6.87 p = .02, d* = .08.No significantdifferences were identified between groups on mention of
items from the HCR20 Historicalor Risk Management scale; PER_F1, or anyof its facets; or

the SAPROFscales. However, it should be noted théhe SAPROF'sExternal scale approached
significance, althoughfter correcting for homogeneity of variance violations, no significant
differences were identifiedr, (2, 35.74)= 3.20p = .05, d = 1.30.

Next, percentage of kdfactors contained within the RB's rationale were compared
across RB disposition outcome groups to determine if the number or type of risk factors
discussed b¥RBs differedas a function of the decisions renderks.Table 1ldemonstrates, no
significantdifferences in the type and/or frequency of risk factors discussed by the RB were
identified, except for items contained within the Motivational scale of the SAPROF. Here we see
that RBs were more likely to discuss a greatenberof protective factors peaining to
Motivational itemswvhen rendering a verdict of amditional dischargeM = 50.8,

SD= 14.86) in comparison to those ordered to be detaMee §7.8,SD= 19.42), but not those
given an absolute dischargd € 45.8,SD= 22.12)F (2, 86)= 340,p =.038,d = 1.40.

Finally, analyses were conducted on the mean percentage of items mentioned within the
expert's report across RB disposition outcome groups to determine if the number or type of risk
factars discussed by experts was related to the RBaditions rendered. As Table 12
demonstrates, overall, patients ordered to be detained had a higher percentage of risk factors
discussed within the expert's repavt £ 46.0, SD= 11.27) compared to thosevgn an absolute

discharge = 39.1 SD= 7.34) but not a conditional dischardé € 40.8,SD=9.97),F (2,
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Table 11
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Mean percentage of items mentioned in the RB's rationale across all RB disposition outcomes

Detain

Conditional Discharge Absolute Discharge

-
M (SD)] M (SD)] M (SD)] P ¢ tld
Total risk factors 31.8 (7.19) 34.4 (6.64) 29.8 (5.89) 11 1.42
VRAG 33.0 (14.68) 31.5 (12.64) 27.9 (13.90) 37 1.68
HCR-20 48.0 (12.62) 50.6 (10.13) 43.5 (9.70) 13 1.71
Historical Scale 45.8 (14.27) 47.8 (14.37) 40.0 (13.14) 16 1.36
Clinical Scale 55.0 (19.57) 55.6 (16.17) 47.8 (16.76) 26 1.27
Risk Management Scale 45.4 (25.68) 51.1 (18.44) 46.1 (21.26) 67 1.59
PCL-R* 7.8 (6.27) 8.3 (8.57) 6.3 (5.88) 63 [0.01]
Factor £ 4.4 (7.94) 5.6 (9.80) 4.3 (7.16) .97 [0.001]
Factor2® 10.0 (9.00) 8.9 (10.23) 5.7 (7.28) 10 [0.05]
Interpersonal facét 5.2 (11.48) 4.2 (9.59) 1.1 (5.21) 28 [0.03]
Affective facet 3.5 (10.10) 6.9 (14.36) 8.7 (14.31) 25 [0.04]
Lifestyle facet 5.4 (8.98) 5.6 (9.22) 4.6 (8.91) 92 [0.002]
Antisocial facet 14.4 (16.36) 13.3 (16.80) 7.8 (11.66) 24 [0.03]
SAPROF 39.7 (12.41) 47.5 (9.60) 42.4 (12.50) .06 1.39
Internal Scale 18.8 (14.53) 26.7 (11.88) 22.6 (15.17) 12 1.41
Motivational Scale 37.8 (19.42) 50.8 (14.86) 458 (22.12) .04 1.40
External Scale 64.2 (18.89) 65.6 (20.36) 54.8 (20.20) 12 1.30

Note.VRAG= Violence Risk Appraisal Guide; HCEO= Historical Clinical Risk Managemef0; PCL-R= Psychopathy Checklist
Revised; SAPROF= Structured Assessment of PigeeEactors for violence riski- d° = strength of the association between

continuous variables

& Normality assumption violated. Kruskal Wallis test interpredeans and standa deviations presented for interpretabiligyeans
sharingacommonsubse pt are statistically different at U = .05.
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86)=4.12p =.020,d = 1.37. When analyzing the specific risk measures of interest, those
ordered to be detained had a higher percentage of risk factors contained within the VRAG
mentioned by the expei(= 50.5,SD= 15.97) in comparisoto those who were given an
absolute dischargéA = 41.3 SD=11.92 but not a conditional dischargkl & 44.4 SD=
13.09, F (2, 86)= 3.48p = .035 d = 1.39 No differences between groups were identified for
the total mmber of risk factors mentioned from the H2R, PCL:R, or the SAPROF.

Analyses conducted on the scale level also identified several significant differences
between groups. First, those ordered to be detained were fouadkttidd a higher percentage
of Clinical risk factors discussed within the expert's report from the 2CR1 = 70.4 SD=
19.78) compared to both discharge groups (Conditidhal:54.4 SD= 25.49; AbsoluteM =
59.1,SD=20.43),F (2, 86)=4.63p = .012,d = 1.38 No differences we identified for the
HCR-20's Historical or Risk Mnagement item§Vith regards to the PCR, those ordered to be
detained were found to have had a higher percentageitdmsmentionedn the expert's report
(Mean rank= 50.51), in comparison to thoseowlere given an absolute discharge (Mean rank=
34.13) but not a conditional discharge (Mean rank= 44.69)2)= 6.62,p = .036,d° = .08.
Additionally, those ordered to be detained were found to have had a higher percentage of Facet 1
(Interpersonal) @ms mentioned (Mean rank= 49.35), in comparison to those who were
given an absolute discharge (Mean rank= 35.63) but not a conditional discharge (Mean rank=
45.36),6° (2)=6.05p= . 0%4 &7. Hayever, no differences were identified for F1 items or
facets 24. Lastly, in terms of the SAPROF scales, those ordered to be detained were found to
have had a higher percentage of External protective factors discussed within the expert's report

(M = 75.4 SD= 23.79) compared to both discharge groups (CarditiM = 52.2, SD= 26.69;
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Table 12

Mean percentage of items mentioned in the expert's report across all RB disposition outcome groups
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Detain

Conditional Discharge Absolute Discharge

2
M (SD)] [M (SD)] M (SD)] v
Total risk factors 46.0 (11.27) 40.8 (9.97) 39.1 (7.34) .02 1.37
VRAG 50.5 (15.97) 44.4 (13.09) 41.3 (11.92) .04 1.39
HCR-20 62.8 (16.63) 55.0 (14.85) 54.8 (12.29) .06 1.24
Historical Scale 66.9 (16.39) 64.4 (16.39) 61.7 (14.35) 42 1.43
Clinical Scale 70.4 (19.78), 54.4 (25.49) 59.1 (20.43) .01 1.38
Risk Management Scale 47.1 (27.83) 37.8 (21.57) 37.4 (20.27) .20 1.25
PCL-R 22.6 (12.04) 20.0 (11.85) 16.7 (11.64) 15 1.42
Factor 1 21.9 (19.55) 18.8 (18.81) 14.7 (12.30) 18 1.41
Factor 2 21.7 (11.73) 19.4 (14.34) 14.8 (15.92) .04 [0.08]
Interpersonal facét 14.6 (17.74) 11.1 (15.39) 4.3 (9.69) .04 [0.07]
Affective facet 28.6 (30.51) 27.8 (31.96) 25.0 (23.84) .98 [0.001]
Lifestyle facet 13.8 (1248) 15.6 (17.56) 10.4 (18.94) 55 1.42
Antisocial facet 29.3 (20.16) 22.2 (18.01) 19.1 (19.52) .10 [0.05]
SAPROF 50.3 (16.69) 46.0 (13.84) 455 (11.92) 37 1.29
Internal Scale 23.3 (15.62) 30.0 (14.14) 23.5 (13.01) 24 1.24
Motivational Sele 51.4 (25.72) 53.2 (18.84) 47.7 (19.77) 73 1.39
External Scale 75.4 (23.79), 52.2 (26.69) 61.7 (19.92) .001 1.41

Note.VRAG= Violence Risk Appraisal Guide; HCEO= Historical Clinical Risk Managemef0; PCL-R= Psychopathy Checklist

Revised; S®#RROF= Structured Assessment of Protective Factors for violence-rigk= strength of the association between

continuous variables

abMeans sharing

common

subscrfiLetv earea homdgantsity sf varianaddlatey.

We | cFhindespreted wittD u n n e tas & post Ho8 te§tNormality assumption violatetkruskal Wallis test interpreted with
Mann Whitney U Test with a Bonferrooorrection as a post hoc telsteans and standad deviations presentddr interpretability.

di fferen
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Absolute:M = 61.7,SD=19.92)F (2, 86)= 7.22p =.001,d = 1.41. However, no differences
were identified for the Internal or Motivational scale items between groups.

Research Question 4: What factors have the greatest influence in lieting clinical
recommendations and Review Bard decisions to detain patients?

The last set of analysésave so far present@formationfrom three separate sources
thathave the potential tmfluence disposition decisiongatientvariableg(i.e., pdient
characteristics)risk factors discussed l@xpers, andrisk factors discussed by RBGiven the
information providedhus far it is now possible to examine what variables are most predictive of
both clinical recommendations and RB decisiditserdore, ®veral stepwise binary logistic
regressioawere runto determine what factors have the greatest influence on predicting
detainment for botkil) clinical recommendations made by the expant (2) RB decisions.
Variables were chosen if they repnetsal statistically significant differences between disposition
groups. Those with borderline resulps<{.06) were also entered givdrat they may have been
a product of low powelGiven the anticipated correlatishetween the overall total numbef
risk/protective factors mentioned and the total number of risk factors mentioned from each of the
measureghe formemwas excluded from these analyses in order to investigate the influence of
the individual measureSimilarly, when the total number atems noted from an individual
measure (e.g., HGRO), in addition to one or more dfsiindividual scales (e.g., HCEO
Clinical scalewere found tde significantonly the scale scores were entered into the model to
avoid multicollinearity.The followingpatientvariables were taken froifable 9 attractiveness
ratingsandpsychotic spectrum diagnosithe following variables were taken frohable 10
(representing items mentioned within the expert's repdRAG total, HCR20 Clinical scale,

PCL-R R2, andSAPROF External scal&he following variables were taken frohable 11
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(representing items mentioned within the RB's ration&8APROF Mtivational scale. And

finally, the following vaiables were taken from Table {2presenting expert mentiongems
influencing RB decisions): VRAG total, HGBO Clinical scale, PGR F2, PCER Facet 1, and
SAPROF External scal®ariables were paired based on their demonstrated relationship to the
outcome variablée.g., all variabledemonstrating differences amongexr recommended
disposition groupsvere enteretbgether) For all regression analyses, the backward selection
method was used (LR method; analyses restricted to cases with information on all variables
entered into the modelResults can be found in Tabl3

All variables identified fromTable 9and Table 1Qvere entered to determine what factors
are most predictive of clinical recommendatitmsletain.The overall final model was
significant,&® (4) = 25.21, p < .0001(Nagelkerke R=.47), and the ldsmer and Lemeshow test
revealed a good fit between the obsed d at a a n’d8)+80@p-iB.d\feet , &
controlling for the effects of all variables in the modkeims that were found to add
incrementally to the prediction of a recommendatmmdietainment includediavinga psychotic
spectrum disordeand agreatemumberof items discussed from the SAPROF's External scale.
However, lower attractiveness ratingad a greater number of items noted from the F2OR
Clinical scale approached ssdical significance for incremental predictive validity.

Next, a separate stepwise logistgressiorwas run to determine what factors have the
greatest influence on RB decisions to detéilhvariables identified from Table 9, Table 11, and
Table 12were entered. @erall, thef i n a | model W4 s3648pg00Li cant ,
(Nagelkerke R=.61), and the Hosmer and Lemeshow test revealed a good fit between the
observed dat &(8prb®2pt686. After dortlolling fer the effesif all

variables in the model, items that were found to add incrementally to the prediction of RB

G
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Table 13

Logistic regression results for predicting a disposition of detainment (compared to discharge)

95% CI

Variable B SE Wald p Exp(B) Lower Higher
Clinical recommendatiofis

Attractiveness -411 0.22 3.40 0.065 0.66 0.43 1.03

Psychotic Spectrum Diagnosis 2.578 0.93 7.65 0.006 13.17 2.12 81.81

HCR-20 Clinical Scale .618 0.36 3.03 0.082 1.86 0.93 3.72

SAPROF External Scale 550 0.28 3.90 0.048 1.43 1.00 2.99
Review Board decisicfi

Attractiveness -.522 0.26 4.03 0.045 0.59 0.36 0.99

Psychotic Spectrum Diagnosis 2.571 1.17 4.88 0.027 13.08 1.36 128.20

SAPROF External Scale 1.401 0.40 12.05 0.001 4.06 1.84 8.96

SAPROF Motivational Scafe -.547 0.31 3.16 0.075 0.58 0.32 1.06

Note HCR-20= Historical Clinical Risk Manageme0; SAPROF= Structured Assessment of Protective Factors for violence risk.
variables not included in the final model: VRAG totatldCL-R F2 °Variables not included in the final model: HER Clinical
Scale, PCIR Facet 1, and VRAG totdMentioned in RB rationale
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decisions to detain included: lower attractiveness ratings, having a psychotic spectrum disorder,
and a higher numbef External items (SAPROF) noted in the expert's report, although fewer
Motivational items discussed in the RB's rationale approached statistical significance for
incremental predictive validityGiven the wealth of evidence demonstrating the predictive
influence of clinical recommendatio® RB decisions, dichotomous recommendations were
initially also entered into the model. However, this resulted in a perfect prediction meaning that
slopes for the variables could not be calculated (Field, 2010)hanefére could not be
assessed. Taking into consideration the expert's recommendation for disposition accounted for all
of the variability in the final disposition outcome (Nagelkerke R.00). This is not surprising
given that that prior research has@wderized RB decisions as essentially rubber stamping
expert recommendations.
Discussion

The goal of this study was to expand our knowledge on forensic mental health decision
making through evaluating the extent to which empirically validated riskaotdctive factors
are being discussed when making disposition decisions in recent years and to what degree they
influence decisiongverall, the results demonstrate that clinicinagedthe use of a structured
risk assessment in over half of the heagiagalyzed and this appears to be increasing over time.
However, given that almost 43% of hearimgglectedo mention the ussuch a toolit is
evident that there is still a significant gap between researthe efficacy of these measuessl
their implementation into clinicgbractice that needs to be addressed. Desps#éatiye
percentage of cases tlthd not appear to administarvalidated risk assessmetiite results do
show that empiricallgupportedisk and protecte factors are being disssedand that both

clinicians andRBsare focusing on factors relevant to each of the legal criteria putehiétem in
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the Criminal CodeFurthermore, the results alshowthat protective factors play a significant
role in decisioamaking, with botlcliniciansand RBs discussingndutilizing them to inform
their decisionsAlthough these findings may suggest that decisiaking isguidedby the
literature and is therefore evidersased one must be cautiously optimistic as the results also
demonstrat¢hat decisiormaking is stillunduly influenced byhe samextraneousactor,
patient attractivenesglentified twenty years ago

The findings of the current studyeconsistent with previous research in many regards.
On average, about half of thekifactors contained within several of the most empirically
supported violence risk assessment measures, the2@@®Webster et al., 198y and the
VRAG (Harris et al., 1993)vere mentioned within expert reports dhdRB's reasons for
decisionswhich suports similar investigations into the application of violence risk research in
practice condued almost a decade ago (e@rocker et al., 2014, Wilson et al., 2015).
Additionally, looking at the specific risk factors contained within these measurssgtiiad
appear to be of primary focus whemiting reports used to adjudicate disposition decisemes
still highly concordant between both experts Bi$, with items pertaining to mental health,
treatment, and criminal history maintaining prio®iy pior research has sugsfed (e.g., Wilson
et al., 201% Contrary to prior researd¢toweverthe use of structured risk assesstaen
practice appears to Ioeore prominent, with a majority of expert reports noting use of such
instrumentsAdditionally, alhoughatrend towards their increase in use was apparent through a
review of the literaturgthis studythrough its sampling of hearings over gear timeframeyas
able to assess this pattern and proweighgpiricalsupport to this positive progressidrhis was
alsothe first studya analyze the use of psychopattraits and protective factons the decision

making processand demonstratdabkat utilizing a particular assessméaty., PCLR) does't



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 89

necessarilymply thattheitems contained withirt will come to beaimfluenceon the decisional
processFurthermore, the resulédsodemonstrate thdailure to use garticular instrument (e.g.,
SAPROF) does not preclude the use of its iteinen making decisions

The Use of Structured Risk Assessmeim Practice

As anticipatega structured risk assessment was notighin the majority ofexpert
reports(57%), however, onlyabout one quarter of tHeB's reasons for decisioriBhis is in
contrast to prior research whitundthatclinicians noted td use of such instrumentsjust
17% of casegCrocker et al., 2014). It is possible that this 40% increaservedver the last
eight years may in part be a product of the differenceampls analyzedetween studies.
Given the large magnitude ofdmengs analyzed by the NTP in their interprovincial study in
comparison to this modest sample analysed from an individual institution, one might explain
such differences as a product of regional differeticaiswere simply attenuated when averaged
out acposs their nearly 00 hearings sampled across dozenSafadian institutions. However,
investigdion in the influence of time otihe noted us of a risk measure offergptausible
alternative explanation.

Given the collective evidendeom prior investgationsdemonstratingn apparent
improvement over time toward the incorporation of risk assessment in pratypothesized
that dwe to the amount of time that hathpsed from prior investigations, the majority of reports
would now cite the use of the empirically validated instruments. This was due to the belief that
time would allow for the field to adjust and apply evidebesed practice, and essentially catch
up to our current understanding of their utility. Now that their increased frequensg @fas
confirmed, it was important to investigatdether thisncrease may beelated to the passage of

time. Analyses confirmed that time was in fact a significant predictor of using a structured risk
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assessment his wassuch thathe odds of the expenoting use of structured risk assessment
increased 54% each yeauggesting that the differences observed in the current study are likely
to be a product of the improvements made over the last eight years, and consequently, a better
representation of thcurrent state of forensic decisioraking practices.

When looking at thepecificprevalence of use of some of the most prominently endorsed
measues in violence risk assessmerg sedhat, as anticipatethe HCR20 continues to be the
most populgrwith expers mentioning its use in just over 40% of hearirgs prominence in a
psychiatric setting is not surprisiiggven that this measewas originally developed for use in
populationswith ahigh prevalence of substance abuse, major mental illaedgersonality
disorder, and furthermor#at itallows for the assessment of dynamic risk factors that may be
targeted through treatment (Webster et al., 1997b). Neverthdissis, & substantive increase
from prior research which reported its use@irty 8% of hearings (Wilson et al., 20138Jthough
this bias towards use of the HER provides some justification to thigerature'sprevious
overelianceon this measurge.g., C6té et al., 2012, Crocker et al., 2011; Crocker et al., ,2014)
the resuls of the current study also identified tlag@iproximately23% ofexpertreports cited use
of the PCLR, and just over 10%oteduse of another structured risk assessment, such as the
VRAG (5.6%), START (1%)LSI-R (1%), or STATIC 99 (1%Hanson & Thaonton, 1999.
Therefore, it is possible thdteresults presented prior investigations may fail to capture the
use of structured risk assessment more gengagtyare insteadnly capturing the use of a
specific subset of empirically supported risk factédshough there is undoubtedly an overlap
between various risk measures in the tygidsctors(e.g., static and dynamic) and specifeans
being assessed (e.g., impulsivity), these face value similarities are often differentiated upon

further analysisnto howeachmeasure chooses to operationaliz& literefore, it igertinent to
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examine the role and utility of multiptesk assessments in order to obtamaccurate portrayal
of their inclusion in the decisiemaking process.

The fact that the PGR was noted in over 20% of the hearings analyzed was an
unexpected findingut is concordant with prior researdithough pevious researchas never
investigated thactualuse of the PCIR, often studying its influence through investigator scored
evaluatons,research hasvaluated its use indirectlthrough the coding of risk factors contained
within the VRAG and HCR20. Based on tlsefindings(e.g, Wilson et al., 2015)psychopathy
as measured by the P& wasone of the least frequently mentioresk factors, appearing in
approximatelyl4-18% of hearings. Although the current results (22.5%) suggest there has been
a modest increase in its use over the lagaés, the fact remains thater threequartes of the
hearings analyzed seemingly failedassesthe potential role of psychopathig spite of its
implicationsfor violent recidivism angbublic safety However, what was further surprising was
that the VRAG was only found to be reported in less than 6% of cases, which was actually less
than hat reported by Wilson and colleagues based on hearings held betwee2028(02%;
Wilson et al., 2015)Overall, cespitethe apparent increagethe use of structured risk
assessmeri practice these results suggest that the VRAG may not be a préfaethod of
violence risk assessment by those working in the applied fields.

Lastly, given the relatively recent introduction of protective factots time field of risk
assessment,hypothesized that assessments employing their uselweularely, fiever,
mentioned. This was supportedthye current results with only omeport mentioning the use of
a structured asssment geared at assessagjors that might mitigate risk (i.e., START;

Webster et al., 2004INevertheless, despite this apgat dsregard for use of a protective
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measure, the results of the current study demonstrate that this far from precludes the use of such

items in the decisiemaking process, whichill be discussed further in the subsequent section.
Whenlooking atdifferencesetween the experéports and RB rationales, it was

apparent that in almost all cases expesdsemore likely to mention atructuredisk

assessment. This is not surprising given that dismusd such assessments by R is solely

reliant onits use by theexpert. However, analysis of its use by both parties was important for

several reasons. First, given that it cannot be definitively inferred from the expert's report alone

as to whether or not a structured risk assessment wageugei is posible it may have been

assessed without being reported), one would at least expect this evidence to be put forth during

the hearing, and hence, noted in the RB's reasons for decisions. Additionally, capturing how

frequently structured risk assesent evidece is noted by thRB in part sheds light on how they

are utilizing this information presented to thdhwas hoped that such evidence would bear

weight on the decisiemaking process and theoeé warrant mention within tHeB's reasons

for decision. Baed on the results of the current study, only one quarter of RB rationales cited a

structured risk assessment in their reasons for decision, which is less than half of the hearings for

which an expertliscussedising one. This demonstrates that even ie€ésr which structured

risk assessment results were put fottie,RB only actually cited these assessments as bearing

influence on their decisions lass than half of thoseasesAdditionally, there were no instances

in which theRB noted a structuredsk assessment in the absence of one being reported in the

expert's report. This goes to show ttheg expert's report is good indication of whether or not a

risk assessment was used or conversely may be interpsdtet when assessments are not

formally discussed within the context of the report, thaye little influence oiRRB decisions.
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Whenlooking more specifically alifferences between experts &8s on the risk
measures of interest, it appears thihat measure is being reported on htkeleffect on
whether theRB will place importance on this informatioHoweverthis was not the case for the
VRAG, whichwas interestingly cited by tHeB in their rationale iraiImostevery instancen
which it was noted by the expert. Although this onlgaaed in a small proportion of cases
(~5%), future research should seek to replicate these findings to detevhetteerthese
findings were merely coincehtal or conversely, shed light on the weight RBs place on such
evidence.

Taken togethemlthoughthese results poinb the fact thastructured risk assessment
appear to becoming more prominenpracticein recent yearsmore tharone third of expert
reports made no mention of using any empirically validated instrument to aid ingkegsent
and recommendations. Therefore, it is apparent that a gap still exists between research and
practice and that unstructured clinical judgment still prevails in the field today. However, as
demonstrated by therominentuseof empiricallyvalidated riskfactors, it seems that
unstructured clinical judgments may not be as uninformed as once believed.

Risk Factors and Legal Criteria

Despite the fact that many reports failed to acknowledge the use of a structured risk
assessment, discussion of the riskdextontained within these measures was quite prominent.
This was such that, on average, expegsorts touched on almost half of the risk factors
analyzed witlthe RB reaching almost one thirdlthough it was anticipated that the items most
frequentlydiscussed would center on historical risk factors as prior research has suggested for
hearings conducted in Ontario (i.e., Wilson et al., 2014), the results suggest that dynamic factors

were equally as prominer@verall, he riskfactorsmost frequently rantionedacrossexpert
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reports and RBationalegended to fall into four categories: mental health (e.g., major mental
illness, active symptoms, lack of insight, personality disorder, substance use problems),
treatment (e.g., unresponsive to treatmemby upervision failure, medication), criminal history
(e.g., previous violence, criminal history score for nonviolent offences), and reintefgisition
managemen(te.g.,attitude towards authority, self control, external control, living
circumstancesRisk factors within these four domains were discussed in the majority of reports,
demonstrating that despite timeonsistenteporteduse of structured risk assessments,

empirically validated risk factors contained within these measures are consistesmlyntak
consideration (albeit to vary degredsjyrthermore, the focus on these four broad areas of risk
and need suggests that forensic decision makers are considering risk factors relevant to the legal
criteria outlined within current legislation. To teriate, when making disposition decisions the

RB must consider "the need to protect the public from dangerous persons, the mental condition
of the accused, the reintegration of the accused into society, and the other needs of the accused"
(Criminal Code, $72.54) Risk factors noted pertaining to mental health are directly relevant to
the mental condition of the accused. Moreover, factors related to treatment are relevant to the
other needs of the accused. Furthermore, all of these risk factors iddmeteen shown to

be associated with prognostic risk for violence and are therefore relevant to public safety,
including criminal history risk factors. Finallfgactors tapping into reintegration and risk
management directly relate to the last critertwat RBs must considereintegration of the

accused into society. This last point is especially informative as prior research in this area has
reported thathese particular risk factoreve beenrelativelyneglected in forensic decision

making in Canadée.g., Wilson et al., 2015Basedupontheir analysis of the HGRO, Wilson

and colleagues (2015) reported that onlyl#06 ofcases made any referencdrisk
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Management factors (save for Noncompliance with remediation attempts which appeared in 25
34% d reports) whichled them to conclude that factors relevant to reintegration naeséy
discussed. The current findings suggest that this is no longer the case, with both exg&Bs and
noting several Risk Mnagemenfiactors (i.e., Lack of personal sugh Noncompliance with
remediation attempts) ithe majority of reports (i.e53-67%), with the remaining Risk
Managemenitemsstill appearing in 2442% of reports.

Otherfactors relevant to reintegratiovere identified through analysis of items tained
within the SAPROF. When consideringimtegration into the communjtiactors such as the
patient's ability to demonstrate self control, #vailability of professional carée presence or
absence of egtnal control (e.g., mandatory confaetrd living circumstancesll weigh heavily
on the success or failure an offender may experience upon returning to the conf@aspigr &
Clark, 2004 Cooper, Eslinger, & Stolley, 2006guw, 1999; Pratt & Cullen, 200(However,
the HCR20 overlooksmany of these factors within its Risk dhagement scale, and therefore
previousresearch focusingpolelyonthe use othe HCR-20 mayhavefailed to capturghese
reintegration relevantems Overall, SAPROF itemselating toattitude towards authority, self
contol, external control, professional care, work, and living circumstamees noted in the
majority of both reports, demonstrating that decision makers are currently attending to factors
related to the reintegration of the accugadthermore, although was anticipated that External
factors may be noted most frequently due to the ease with which they could be identified, the
results show that the inclusion of protective factors extended beyond this with both Internal (e.g.,
self control) and Motivationatems (e.g., work) appearing in the majority of reporeken

togetherthe results demonstrate tleadperts andRBs are attending to both empirically
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supported risk and protective factors ampear tde doing a good job of attending to each of
the le@l criteria put before them in the Criminal Code of Canada.
Disagreement on Risk Factor Relevancy

The results demonstratieatthe types of risk factors discussed by both etspend the
RB focus on many of the samageas of patient risk and ne¢tbwe\er, | alsoinvestigated
whether there may be disagreement between reports as to the relevancy of particular issk factor
in adjudicating disposition decisiorGomparisons conducted between reports allowed for
identificationof discordance between partiesd the resultdemonstrate thahere were in fact
several areas in which risk factors identified within the expert's report appear to have been
overlooled by theRB. Overall, expert reports were more likely to mentiowltiple types of risk
factors thathe RB failedto include in their reasons for decision, such as ifganining to
childhood/adolescence (e.g., elementary school maladjustment, early behavioural problems),
relationships (e.g., marital status; relationship instability), psychiatricriatal
symptomatology (e.g., substance use problems, personality disorder, active symptoms,
impulsivity), and psychopathyrhis disconnect can be interpreted in severgbwairst, it is
possible that th&B failed to pick up on these risk factors as tiaeye not appropriately
conwyed as relevant risk factors. Wheoking at the frequency of items discussed within the
context of the expert's risk assessment in comparison the entire report, it is apparent that this
hypothesis may in fact be plausible fiems related to childhood/adolescence risk factors o
relationship risk factorsathich wereless frequently discussed in the context of the risk
assessmentHowever, this explanation seems less plausible for items related to some of the
psychiatric symms (e.g., negative attitudes, impulsivity) or psychopathy, which appear to

have been noted more consistently within the context of the expert's risk assessment. Given that
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items discussed within the contextaaisk assessment leas/Aitle ambiguityasto their
relevancy a second explatian of these findings is that tiRB may disagree with experts as to
their relevancy when adjudicating dispositi@msaresimply not puttingnuchweighton these
particular risk factors. Given the wealth of literatdemonstrating the importance of both these
dynamic clinical risk factors as well as psychopathy in the prediction of future violent
recidivism, this disconnect from evidence based practice is one that needs to be addressed.
Future research should seekrivestigate what information RBs are looking for when making
their decisions, similar to the work conductedcorrectioral decisioamaking(see Gobeil &
Serin, 2009), as well as theeight they place on such evidence.

Factors Influencing Decisions

One ofthe goals of the current styidvas to determine how discussion of thesk and
protectivefactorsmay be influencing clinical recommendations &fldecisionsAdditionally,
information collected on patient characteristics, clinical data, and patstotyhallowed for
analysis of how these variablalsorelated to decisiongn this studythese latter variables were
found to demonstrate a similinfluence on both expert recommendatiandRB decisions,
permitting a more general discussion of théuerfice of these factors.

When looking at the patient characteristics, clinical data, and patient history information
several hypotheses were made in terms of how they would relate to decehomg.Based on
previousresearch demonstrating that thegth prior psychiatric admissionbnger staysn
hospital, and more extensive criminal histormesild be associated with more restrictive
recommendationdispositions (e.g., Crocker et al., 20Htton & Simmons, 2001McKee et
al., 2007)) anticipatel that these factors would continue to be associated with more restrictive

decisionsHowever,| found that none of these factaliferentiatel betweerexpert
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recommended dRB outcome groupssuggesting that they had no influence on whether experts
or the RB chose to detain or discharge patiefitse fact that patients criminal history was not
related to dispositionsas of particular concer@riminal historyfactors havéong been
establisheds satic predictos of future violent recidivismn bothcorrectionasamplesé€.g.,
Walters & Crawford, 2014andmentally disordered offeters (e.g., Bonta et al., 1998), and
therefore forensic decisiemakers would be expected to attend to such variables when making
decisions surrounding public safety. Altlgbuthese findings contradict prior research supporting
their use (e.g., Hilton & Simmons, 2001h)is does replicatmore recentindingssuggesting that
prior offence history bore no influence on disposition decisfergs, Crocker et al., 2011).
Additionally, based on consistent findings demonstrating that decisions are often
influenced by unsupported prognodactors such aseverity of index offensand
attractivenesst washypothesized that these factors would continue to pervaigaiemaking
However, he results of the current study demonstrateseaerity of indexoffence bore no
influence on decisionsuch that no differences weadentified between those who were detained
versugdischargd in theirtotal, nonviolent, or violent indexfilence severity scores. Although
this coincides with the results fod by McKee and catlague42007) intheir sampleof hearings
held n Ontario between 2000 and 20®3s runs contrarjo evidence reported by Crocker and
colleaguesZ011, 2014) based oheaings held between 2000 and 2006s possible that these
results may allude to a shift in the field away from thialid prognostic indicator ofiolence.
However, it is also possible that differential findingsre influenced by differences ineth
measures used to assess index seyevitly the CormieirLang system for quantifying criminal
history utilized by the current stugdsimilar to McKee and colleagues (200ahd the Crime

Severity IndeXWallace, Turner, Matarazzo, & Babyak, 2009) utdiz®y Crocker and
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colleagues (2014). Future research should consider utilizing both methods to assess for
convergent validity and to determine whether the null findings can be replicated in more recent
disposition hearings.

With regards to attractiveness hypothesizegbatients scoring lower on attractiveness
ratingswere mae likely tohave been detaine@ontrary to prior research on disposition
decisionmaking (i.e., Hilton & Simmons, 2001; McKee et al., 2007), attractivenasaot
related to priopsychiatric hospitalizatias) criminal history, or severity of index offence.
Additionally, prior research hafibund attractiveness to be correlated with psychotic symptoms
(e.g., Hilton & Simmons, 2001). Although the presence of psychotic symptoms tasseesed
in the current study, attractiveness was not found to be correlated with mention of active
symptoms of a major mental iliness (H@2R) in the expert's report. It is possible tiess
attractive patients weramply those whose psychotic distarte renderethemmore unruly
and less likely to be mindful of their personal hygiene and appearance and tiatrtinisve
behaviorled to more restrictive recommendations (Hilton & Simmons, 20043 may in part
be supported by the finding that tleosith a psychotic spectrum disorder diagnosis \atse
more likely to be detained. However, the presence of a psychotic disorder does not shed light on
the presence or severity of activ@/photic symptomat the time of the hearingherefore it is
important that future research seét asss the presence of active psychotic symptoms in order
to determine if it may help to explain the relationship between attractiveness and decision
making.lt is important to note thahe current findings do coincideth a wealth opast
research on forensic decistomaking, demonstrating that leatiractive people are more likely to
be detained (Hilton & Simmons, 2001; McKee et al., 2007), convicted of criminal charges

(Castellow et al., 1990; Macoun, 1990azzella& Feingold, 1994, given shorter sentences



PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 100

(Downs & Lyons, 1991)and judged as meeting criteria for dangerousness (Esses & Webster,
1988).Although this is the first study to evaluate its influence on dispositioisideenaking in
almost 12 yearand wil need further replication, theuorent findings suggest that this
unsupportedactor is still bearing influence on forensic decisions.

Next, in terms of theelationship betweethe empirically validatedsk factorsanalysed
and disposition decisionshypothesized thaiveralla greater number of rigkctorswould be
discussed when making more restrictive decisions, in keeping with prior findings (e.g., Wilson et
al., 2014). This effect was anticipated to be generalized across the VRAG2ZHH{@Rd EL-R.
Conversely, given that the SAPROF focuses solely on factors which mitigatehyglathesized
that a greater proportion of protective factors would be noted for those receiving less restrictive
dispositionsThesehypotheses were anticipated tothes of both clinical recommendations
made in the expert's report as welRiBdecisionsHowever, given the differential findings
identified between these groups, discussion of how these hypotheses alignbe withrent
findings will beexamined sepately.

Clinical Recommendations.When looking athe relationship between risk factors
discussed by experts and their clinical recommendations for disposi@results of the current
study supported these hypotheses such that the total numberfattsk mentioned was higher
for those being recommended for detainment in comparison to both discharge grouss This
positive finding given that this more closely coincides with the principles dkiR mode|
which states thandividuals at higherisk require more intense supervision and itasimg
(Bonta & Andrews, 2007)However, as prior research has sugge§ted Wilson et al, 2014}t
is alsopossible thatvhen recommending a more restrictive disposition, experts may be citing

more risk fators to justify their decisions.
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In terms ofthe specific risk measures analyzed, this current findsnggest that
although a greater number of risk factors noted from the VRAG and the2@@#®re found to
differentiateclinical recommendatioras hypohesizedi.e., with a greater number being
associated with a recommendation for detainmémt was nofound to be true for the PCR
(although a small trend in this direction was apparéwdditionally, the expectation that less
restrictive disposions would be associated wiliscusion of more protective factoc®ntained
within the SAPROF was also not supported by the results of the current study. Taken together it
would appear thagxperts aréocusing more on the presence or absence of riséréaghen
making their decisions arplitless weight on the presence of psychopathic toaifactors
which might mitigateviolence risk. However, analysis into the individual scales contained within
theserisk assessmenteemonstrates th#these measuresay in part have some influence on
clinical recommendations.

With regards to differences in the specific type of risk factors nptemt, researcias
shown that Clinical risk factors contained within the H@ZRwere thestrongest predictors of
expers decisiongo detain (Crocker et al., 201 Therefore | hypothesizedhat those with a
greater proportion d€linical risk factoranentioned would receivaore restrictive dispositions
and thiswas supported by the current findings. Although dynamic blasa such as those
contained within the Clinical scale of the H@R were at once less established in the literature,
over time research has emerged demonstrating their predictive accuracy to surpass that of static
risk factors €.g.,Campbell et al., 2. Additionally, given their abilityto predict short term
changes iviolence risk Braithwaite et al., 2030Quinsey, Jones, Book, & Barr, 2Q0&'ebster
et al., 2004, it would appear that dynamic variables would seept@piate for expestto

considergiven NCRMD legislation
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Although psychopathy, as measuredthg total number of PCR items discussed in
reports,wasnot found to diffebetween clinical recommendat®rurther analysis into its-2
factor and 4factor model suggests that expert's rhayattending to particular subsets of
psychopathic featurespredicted thaa greater number of items from H2féstyle/Antisocia)
and particularly Facet @ntisocialfacet)would be associated withore restrictive dispositions
due tothewidespreadralidationthey have received in the prediction of violengs.anticipated,
the number of F2 items mentioned was found to differentiate groups such that a greater number
of F2 items were discussed when recommending more restrictivesdisps. Althoughtems
within Facet 4 specifically were not found to significantly differ between groups, a small trend in
this direction was apparent suggesting that this may have been an issue of power anddhat with
larger sample this difference mhgvebecome morermpminent. Nevertheless, these results
demonstrate that clinical recommendations may be coming in line with the abundance of
research on the utility of the behavioural traits of psychopathy in the prediction of violence.

Finally, althougtthe discussion gfrotective factors contained within the SAPROF was
not found to bear influence on expert recommended dispositions, the current results suggested a
trend toward the use of External protective factors. However, this was found to be in the
opposing directiosuch that a greater number of External protective factors were noted in reports
for those being recommended for detainm&men thatthe coding methodology employed for
this studycodedrisk/protective factors as mentioned even when they were notedngsaibsent
(e.g., "patient lacks motivation to continue in treatmeiit?$, possible that this finding may be
explained by the fact that experts were more likely to mention the absence of these mitigating

factors to support their decisiottsdetain
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Review BoardDecisions.When loking at the factors related RB decisions, two
sources of information were analyz&irst, the RB's rationale was analyzed to determine if any
differences existed in the type of risk factors they cited to justify theaiglens. Secondly,ue
to theperceived potentiadf expert noted risk factors to influenR® decisions, expert reports
were also assessed acrB&soutcome groups.

Contrary toexpectations thaB decisionsvould show the same patterns of results as
expet recommendationshe number or type of risk factors cited RBs in their rationale
provided little information as to the type of dispositibhey would ultimately rendefhe only
significant difference identified was in the number of protective faatmcussed, specifically
Motivational risk factors (e.g., attitude towards authority, motivation for treatniédreRB
tended to discuss a greatermberof Motivational factors when rendering a verdict of
conditional release in comparison to those @déo be detainedlthough at face value this
seemdo be arelativelypositive finding given that protective factors (in part) appear to be
utilized in making less restrictivaecisions understanding how these dispositions compare to
one another malydp to further elucidate how encouraging this finding is

When aconditional discharges rendered, thienables the accused to live in the
community, subject to the conditions set out in the disposition (e.g., reporting to hospital,
abstaining from alcatl or drug use)Although detainment is often considered to be a much
more restrictive verdict, often accompanied by detention in hospitatesitiitionsspecifying
the level of securityas well as the patients' privileges for access to the commumgty (e.
supervised grounds privileges), it is also the case for patients demonstrating improvement to be
granted the ability to live within the community in an accommodation approved bhypspéal

(Ontario Review Board, 2011n these circumstances, litit#fferences lie between a
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conditional discharge and detainmenthe restrictions placed on the accudddwever, one
differentiating characteristic lies within the hospgaluthority. For those ordered to be detained
with provisional access to live vaih the community, the Board generally delegates authority to
the hospital to implement conditions at their own discretion, incluth@gbility to easily return
the accused to hospitahould they see fiGiven this important differentiating factorwould
seem that in cases wheyatients seem capable of residinghe community, decisions to detain
or grant a conditional discharge should be drivgfactors that may allude to the patient's
ability to suceed within a community satg (and avoidtie need for readmittancé&jesearch
analyzingfactors associated wiguccessfuleintegration(i.e., nonrecidivist} have identified
factors such as employmgiMally, Lockwood, Ho& Knutson,2014) motivation for treatment
(Melnick, De Leon, Thomas, Kssel, & Wexler, 2001)and attitude towards authority (Hanson,
& Morton-Bourgon, 2004jo be important predictorsll @f which are assessed within the
Motivational scale of the SAPROTherefore althoughthe RB doesnot appear to beiting any
specific ypes of risk factorghat would differentiate between thédecisiors, thefindings from

the currenstudy suggest thatahtheyareutilizing appropriatgrotective factors when making
determinations of whether to detain or discharge patients.

SincetheRB's rationale did not appear to display much information regawdiagrisk
factorsdifferentiate between the type of disposition they would remdrfactors discussed
within the expertgepors werealsoassessed to determine if tHeyre any ifluence onRB
decisions. Overalhoth thenumber and type of risk factonsentionedwithin the expert's report
did appear to influenc@B decisions. This is unsurprising given that much of the past literature
in this area has reported on the robust etfet clinical recormendations have dRB decisions

(e.g., Hilton & Simmons, 2001; McKee et al., 2D@nd furthermore, thatinical
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recommendations made time current studywerehighly concor@nt withRB decisions (i.e., in
agreement for 88.8%f hearirgs). Consequently, many of thges of risk factors found to
influence clinical recommendations were also found to significantly influeBogecisions.

Similar to clinical recommendations,greater number of risk factors mentioned within
the expert'saport was associated with more restrictive dispositiagain providing support to
theidea that éposition decisions appearle coinciding with the principles of the RNR model
(Bonta & Andrews, 2007). However, it is still possible that experts majysibessingnore risk
factors o simply justify their recommendationsh@refore further research is warranted to
definitively conclude upon the true relevantye., presence vs. absenoé}hese risk factors to
each case. In terms of the specific riskaaures analyzed, agatine results demonstrate tlzat
greater number of risk factongerenoted from the VRAG for hearings in which tR8 chose to
detain the accused but no influenzas found fotthe totalnumberof PCL-R or SAPROF items
noted by the gxert.However, ontrary to clinical recommendations, the total number of HCR
20 risk factors noted withithe expert'seports did not appear to significantly influeriRB
decisionsalthoughthere was a trend in this direction.

With regards to the spdid scales contained within these measures, similar to clinical
recommendation$}B decisions weralso influenced by lhical risk factorgyHCR-20),
Lifestyle/Antisocialtraits of psychopathyPCL-R F2), and Eternal protective factors
(SAPROF) However,contrary to clinical recommendatior®B decisions appear @sohave
beeninfluenced by the discussion iefterpersonal psychopathic traissich that when experts
discussed a greater number of interpeasdraits contained withindeet 1 (e.g.,
conningmanipulative, grandiosityjhe RB tended to rendeamorerestrictive verdictAlthough

prior research had reported a trend toward the influence of theRRH items (which is
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comprised ofFacet 1 and 2) in predicting decisions to detain (Crockdr,et(d. 1), this appeared
to be particuwrly driven by the presence of Facet 2 traitBdgtive). However, such
comparisons are difficult to make givehatpast research has only evaluated the relationship
between retrospectively coded psychopathy scmdslisposition decisions, while failing to
analyze the impact of reported psychopathy traits. It is quite possible that these two lines of
inquiry may yield contradictory findings. For examplee interpersonal features of psychopathy
make psychopaths agt at deceptigrthrough feigning remorse and normal emotierg(, Book

et al., 2015; Porter, teBrinke, Baker, & Wallace, 2011), what Cleckley referred to as the
"convincing mask of sanity" (Cleckley, 1941t is this deceptive nature that have ledhsan

the field to posit thapsychopathsvould be more successful at fooling decisimakers into
believing their sincerity (e.g. Porter, ten Brinke, & Wilson, 2088to & Barbaree, 1999),
especiallygiventhat many professionals in the field (e.g., pelofficers, parole officers, etc.)
are quite poor at identifying deception (Vrij, 2008; Porter, Woodworth, & Birt, 2000ght of
thisevidenceit is possible that while patients who apelicitly identified anddescribed as

being manipulave, supeficial, andpathological liarsare more likely to be detained (as
supported by the results of the current stuthgre may be a larger proportion of cases where
these traits were not picked up on and iderttibg experts. In these cases, through evalaif
the relationship betwedheir actuaFacet 1 scores and decisiomakingwe may come to find

the opposite: those with more interpersonal features may be nomesstul in obtaining release.
Overall, urther research is needed to assess for diifeseim the number ¢facet 1 traits
reported by experts and their true presence in each case in order to gain a better understanding of
the relationship between the interpersonal features of psychopathy and disposition-decision

making.
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Predicting Outcomes

Given that the current findings hatentified whatrisk factors emerggas being
differentially related to disposition decisions, an investigation into what factors hgrettest
influence on decisions to detain or discharge patients was underfakassess thiyariables
were collected from several sour¢ese included in two prediction modgetme predicting
clinical recommendations to detain and one predid@Bglecisions to detaiBased on results
identifying the influence of patient atttacness and the presence of a psychotic spectrum
disorder on both clinical recommendations &Rldecisions, these variables were entered into
both prediction models.

First, analyses were conducted to determinehvhisk factors are most predictive of
clinical recommendationd/ariables entered into the model included patient attractiveness,
psychotic spectrum disorder diagnosis, and all risk fadiscsissedn the expert repors that
were found to significantly differ across clinical recommendadiigposition groups-actors that
were found tde the strongest predictassrecommendations to detaircluded:havinga
psychotic spectrum disordergreatemumber of items discussed frahe SAPROF's External
scale lower attractiveness ratingsnda greater number of Clinical items (HER). Overall,
these variabkeaccounted for approximately%/of the total variability in predicting disposition
recommendations. The results from the prediction model are consistent with prior finctimafs
the pesence of a psychotic spectrum disorder diagnosis decreases the likelihood of being
discharged (e.g., Crocker et al., 2QIyrthermore, the current results are also consistent with
prior findings demonstratingxperts rely heavily on clinical risk facsowhen making their
recommendations (e.g., Crocker et al., 2011) and that patient attractiveness appears to negatively

influence clinical recommendations (e.g., Hilton & Simmons, 208ajvever, the remaining
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variablerepresert a novel insighinto the fictors influencing cliical decisionsThe number of
External protective factordiscussedavas found to be one of the strongest predictors of decisions,
with a greater numbaf items discussed beiragsociated with detainment, thus demonstrating a
counteimtuitive relationship to decisiemaking. As touched on earlier, it is possible that this
may be explained by the fact that risk factors were coded as nehtewen when they were
noted as being absentherefore, these results may allude to the faattore External
protective factorsverenotedas being absent for those recommended for detainment. Regardless
of the reasoning behind these findings, the current results show that empirically supported risk
and protective factors are being discussedactpre and appear to be influencing clinical
recommendations.

Finally, analyses were conducted to determinekwiisk factors are most predictive of
RB decisions. Variables entered into the model included patient attractiveness, psychotic
spectrum digrder diagnosis, and all risk factors discussed in both the RB's rationale and experts'
reports that were found to significantly differ acr&& disposition groups. Although clinical
recommendations regarding disposition were initially entered into dukgion model foRB
decisions, a lack of variability meant thaisthariable could not be assessed. This is not
surprising giverthatthe findings of the current study echo that reported by much of the literature
(e.g., Hilton & Simmons, 2001; McKee a&it, 2007) in finding a very high agreement between
clinical recommendations afB decisionsthereby, resuihg in perfect prediction.

The current results show thaftall the variables (other than clinical recommendations)
entered into the model, tls¢rongest predictors &B decisions to detain evelower
attractiveness ratings, having a psychotic spectrum dis@deeater number of External

protective factors noted within the expert's report,asighaller number of Motivational
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protective factas cited in the RB's rational@verall, these variables accounted for
approximately 61% of the total variability in predicting RB decisiddghough the current
findings fall in line with prior research demonstrating thetuarialrisk factors do not aggar to
have a significant influence d®B decisions ldilton & Simmons, 2001), it contradicts later
research reporting a trend toward their influence (i.e., McKee et al., 2007). Additionally, the
current studyid not find thatdiscussion of HCRO risk fa¢ors (by theexpert or thdRB) was a
significant predictor oRB decisionswhich contradicts earlier findingiemonstrating their
influence(Crocker et al., 201 1Crocker et al., 2004 This was an unexpected finding and may
demonstrate that althouditBs are taking them into consideration as past resd@sishown,
other factors (not previously investigated) may be even more influentRBatecisions. For
examplethese results demonstrate for the first time RBtlecisionsare being influenced by
thediscussion oprotective factors. Although directionality of this relationship requires further
examination (e.g., External factors), the fact that discussion of these items by both experts and
RBs appears to be predictive RB decisions demonstrates ttatention is being paid to these
empirically validated items. Furthermore, keeping in mind that prior research has often perceived
RB decisions to simply formalize clinical recommendations, these results demonstrate that this
(at least in part) is instated by discussion of substantiated factors.

Overall, it appears that both clinical recommendationsRiBidecisions arenfluenced
by the discussion of empirically suppattesk and protective factor€onversely, onéactorthat
wasfound to demonstratits influence on botRB decisions and clinical recommendations is
patientattractivenesdn fact, it was due to this robulsnding (identified in the current study as
well as priorresearch thatthe predictive modelsvere carried out on a smallemsale in order

to assess for its influence in relation to other facfbings was due to the fact that attractiveness
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ratings were unable to be obtained fonast a third of the sample because their files did not
contain a photoBased orall of the information collected, there was no identifiable reason to
conclude that this missing data was associated wétlottcome variablddowever,sensitivity
analysesvereconductedvith attractiveness removddr both prediction model® test the effect
of this clange on the observed resul@verall, the resultiom both clinical recommendation
andRB decisionprediction modelsvere not found to chang&his was such that the predictors
retained in the final modetemained the same and the coefficients appdarezmain relatively
unchanged (i.e., no significant deviations in their betas, standard errors, or significance in the
model). Given theonsistency of these findings with the primary analysis, it was cogatlinct
attractiveness ratindsad no influencer impact on the primary conclusions put forth regarding
the predictors of decisions.

As discussed previously, it may be that attractiveness is related to an extraneous variable
not captured by the current study (i.e., presence of psychotic symptonikgeefdre future
research would be advised to attempt to control for any additional factors relateddtveness
that may help to explain itelationshipwith decisioamaking.However, it is also possible that
attractiveness in and of itself influegd decisiormakersby creating a more favourable
impression This explanatiomf the influence of attractiveness may be understood in the context
of the Dangerous Decisions Theory (DDT) put forth by Porter and ten Brinke (2009). According
to DDT, interpesonal evaluations of trustworthiness are made rapidilgn using faulty
information derived from the facsych adacial symmetryand attractiveneg8ull, 2006; Bull
& Vine, 2003) Because these evaluations acoutsice of conscious awareness, thiadsthe
individualto believe that these evaluais are made based on intuiticausinghem to

disregard new information thet incongruent{Porter& ten Brinke, 200%9. Due to this rapid
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process ofssessing trustworthinessd its influence on how baequent information
concerning the individual is processéus oftenl eads t o bi a s dedisiofsor O6dang
(Kahneman & Tversky, 198Porter & ten Brinke, 2009Applying thistheoretical framework
to the current results, it is possible that expartdRBs alike are unknowingly using facial
attractiveness to assess the accused's trustworthiness, leading them to have faith in the patient's
ability to live in the community and abide tye conditionglaced on them. Furthermore, this
could also leathem to potentially disregard information tima&ay not be congruent with this
assessment (i.e., presence of risk factaeg)ihg them more likely to believe that the patient
does not pose a significant threat to public safety and should thereforedsedele
Limitations and Strengths

There are several important limitations of the current sthlgt, this study was limited
by its reliance on archival records, restricting the information analyzed to whaééa
documented in the files and recordedigRB in their reasons for disposition. It is quite
possible that other risk factors were considered when completing reports or discussed during the
process of the hearing that were not ultimately recorded due to their absence or lack of influence
in thecase at handcurthermore, given thaisk repors containingthe measures assessed for
each case are not included in patient files, the conclusions of the study can only be said to
describe the reported use of these structured risk assessments a&sitoalaidocumented
use within the expert's report and ®RB's reasons for decision.

Additionally, given that the focus of the current study was on whether or not a risk factor
was mentioned, not whether it was present for an accused or howsgagembsence influenced
the ultimate decisigrthe currat results are restricted whatconclusiors that can belrawn

Specifically,regarding how thesesk measures and the factors contained within them are being
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utilized (i.e., the directionality aklationships). With regards to the directionality of
relationships, it is also important to note that several of the risk measwagzedold opposing
views as to how they conceptualize some of their risk factors as relating to future risk. For
example the VRAG's item "Meets DSM criteria for schizophrenia™ views this item as being
inversely related to future violence risk, however, the FRDR "Major mental illness" which
also assesses the presence of schizophrenia assumtsspttestencevould increase risk. Given
that the current study is limited by the inability to evaluate the directionality of relationshsps,
unable to elucidateow experts an&Bs interpreted these items as playing into risk when
making their decision®ut rather, mereldemonstrates that they played a role in the decision
making process.

Moreover, giverthatthe current study focused on evaluating the number of risk factors
discussed by experts aRBs, it is therefore unable to shed light on whether certain risk factors
may carry more weight in the decistamakingprocess in comparison asherrisk factors. It is
possible that in certain cases the presengesbobnerisk facta (e.g., homicidal ideation) was
enough to conclude that the patient was unsuitable foratigehherefore, making investigation
and discussion into the presence of additional risk factors superfluous.

Although the current study sought to overcome some of the limitagigorsor research
by focusing on a multitude of risk factors contaiméthin numerousstructuredisk assessmen
instrumentsthereare still other empirically validated scale@hich contain other risk factors
(e.g.,sexual offending, history of violent attitude®t captured by the current study.
Furthermore,te current stuglalso sought to assess the influenceeseranonempirically
validated factors (e.g., severity of index offence and attractivedesdp their identified

influence in past researdHowever, it is possible that additiorettraneousactors may
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influence decisions that were raatptured by the current stufs.g., gendeitribunal
composition. With regards to attractiveness ratings, the current stualgasimited by the low
sample of cases for which attractiveness ratings were obtained

Finally, as identified by prior research, forensic populations and deaisaking
processes may differ acrod$ferent settings anplirisdictions both within Canada and
internationally. Thereforeuntil there isfurther replication of the current results, the
generalizability ofthesefindings may be restricted geographically to its provincial or regional
area or even the specific institution

Despite these limitations, there are several important strengths of the currenfisstidy.
this study was the firgdb evaluate the use of structured risk assessreptactice in almost the
last decade. Given the demonstrable effect of time identified in the current study on the use of
such instruments in practice, the current requritside empirical support tine immense
changes that have occurred in practice over this tiomghé&rmore, this study was also the first to
expand the scope of risk factors analyzed in an attempt to make conclusions about the state of
risk assessment in practice more generdllysincluded four structured assessments which have
been found to demonstrate strong psychometric properties in the prediction of vasenek as
the inclusion of additional neempiricallysupported factors

An additional strength of the current studythatthis was the first investigation into how
often factors contained within the P@_(Hare, 2003) appear to be discussed in reportstased
adjudicate disposition3hereforeit uniquely contributes to the literature by being the first study
to elugdate how often psychopathy traits, and more specifically its core interpersonal and

antisocial features, are discussed during the decisi@mgprocess. iirthermorethe results
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addto both the theoretical and empirical literature on the relationshigekathe discussion of
psychopathy traits and release decisions.

Finally, this study was the firsb dateto invegigate the influence of protaee factorson
disposition decisioimaking. Despite research identifying the need for these factors to be
concurrently assessed with risk factors to get a more cohesive picture of patigriors¢udies
havefailed to analyze their influence on forensic decisioaking in practice. Therefore the
current study adds to the literature by demonstrating thiégcappn of these mitigatintactors
andthusprovides a more complete picture of the interplay between risk and protective factors in
forensic decisionmaking.

Future Directions

Future research astructured risk assessment in practiheuld address élimitations
outlined above and expand on the findings of the stBggcifically, future research would be
advised to investigate the use of empirically supported risk factors in practice prospectively in
order to avoid being limitedy documentation pidices. This could be accomplished through
sitting in on the hearings, interviews with clinicians, and potentially survé&Bigpembers to
determine if there were any additional factors influencing their decisions that were not included
in their reports, ptentially due to their absence in the case at Haundhermore, this method of
analyses may also help to determine whether certain risk factors may carry more weight in the
decisionmaking process in comparison to other risk factors.

Also, given thathe results of the current study evaluating the discussion of risk factors
doesn't appear to coincide wgbme ofpast research demonstrating links between these
variables and decisiemaking, it is veryimportant that future research investigate how thise

factors are truly being useesearch to date seeking to investigate the use of risk fac®Bs in
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decisionmaking has employed several methodologies: (1) coding expert reports and disposition
decision transcripts to see how frequently various askofs are mentioned, and, (2) using
clinician and/or researcher completed risk assessments and statistically testing for associations
and predictors of dispositions. Arguably, these two methodologggsbeproviding answers to
two different questions. TEhfirst being, what risk factors are most oftkscussedyy experts and
RBs when making decisions? And secondly, what risk factormiwmencingRB decisions?
Given the established disconnect between what clinicians do and what they say they do, it is
possible that these two methodologies may not yield complementary information. Therefore,
future research should build upon the current findings by evaluating these two lines of evidence
concurrently. That isassessingow frequently risk factors are digsed during the process,
while alsoevaluatinghow scores on these risk assessmgmtdtheirindividual factors) relates
to these decision8y comparing and contrasting these two methodologies concurrently, we may
come to gain a better of understargiof how structured risk assessments aréat, reported,
and applied when making disposition decisions.

Most importantly, given many @henovel findings identified in the current study as they
relate to modern forensic decisions, future researchdkeek to replicate the current findings
with larger samplem different forensic populations, different jurisdictions, and within different
countries in order to compare and contrast the current findings. Specifgiaiy the amount of
time that hapassed from prior investigations assessing the influence of the2@@Rd the
VRAG, future research should seek to replicate the cufirefingsto determine if the trends of
use identifiechere are generalizable to other jurisdictions. Furthermoren ghat this wa the
first study to asseswow frequently psychopathic traits and protective factors are discussed in

reports used to adjudicate disposition decisions, future research should seek to replicate these
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findings so that the varidhy of their use as it relate® different geographical regions can be
estimatedFinally, due to the fact that this is the first time in almost twelve years that the role of
attractiveness in disposition decisioraking has been evaluatéd addition to the fact thahe
current study was limited in its sample of ratinfggure research should also seek to investigate
its influence on decision making and determine if these results can be replicated.
Conclusions

The results of the current study demonstrate the pssdras been madeer the last
decadeat implementing the wealth of research on the validity of structiskdssessment into
practice and that this step towards evidenced based practice appears to be improving over time
However, tlere is still evidege that unstructured clinical judgement prevails in modery
practice. Althoughdrther analysigto the factordearing influencen decisionddemonstrate
that decisiormakers arén fact considering itemwhich address each of the legal criteria laid
out in the Criminal Code, the fact remains that thisot true of every caseh@refore due to this
lack of standardized practice, both public safety ani@parights are subject to the fallibility of
the professionals before the@onsequentlysimilar to prior researctihecurrent study also
speaks to the need for further descriptive research on the implementation and integration of
prescriptive risk assessment research to enable the identification of potential pitfalls in decision
making as well & contribute to the much needed means of communication between researchers
and practitioners. It is believed that this type of communication carries immense importance
because understanding the process of risk assessment can be used to help shape future
asessments and clinical guidelingdbogen, 2002)Thusbringing the field one step closer
toward bridging the gap between research and practice, and hopefully, negating the

implementation of counterproductive legislation which runs contrary to scienes®garch.
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The current findingindicate thatat most,only half of the riskprotectivefactors
analyzedrom four well-validated structuretheasuresre being discussedhen clinicians and
RBs provide their rationale faecommendations and decisiofarthermore, taresults also
revealthat decisiormaking is still biased ithata factorbearing no relation ttuture violence
risk appeas to be persistently having a demonstrable influemberefore, it would seem that
developing policieso ensurgyreater structure ihow risk assessmengse implemented into the
decisionmaking processhould be of focus moving forward. Thaeuld provide cliniciansind
RBs with the tools necessary to make more effective, empirically supported dedsiersll, i
is essential that a wide spectrum of evidebased riskand protectivéactors are takemto
consideratiorand communicatedndmost importantlythatthis standard of practice is applied
to all casesSuchequalityis crucialwhen making thesenperatve decisions at thantersection

between public safety artde rights and freedoms of thislnerable population.
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Appendix A
PCL-R Items and Factor Structure
2- Factor Model 3- Factor Model 4-Factor Model
(Hare, 1991) (Cooke & Michie, 2001) (Hare, 2003)
Factor 1: Selfish, callous, Factor 1: Arrogant and Factor 1: Interpersonal
remorseless use of others | deceitful interpersonal style
ltem Description Item Description Item Description
1 Glibness/Superficial 1 Glibness/Superficial 1 Glibness/Superficial
Charm Charm Charm
2 Grandiose sense of sl 2 Grandiose sense of self 2  Grandiose sense of se
worth worth worth

4  Pathological lying

5 Conning/Manipulative

6 Lack of remorse or
guilt

7  Shallow affect

8 Callous/Lack of
empathy

16 Failure to accept

respasibility for own
actions

4  Pathological lying
5 Conning/Manipulative

4  Pathological lying
5 Conning/Manipulative

Factor 2: Deficient affective
experience

Factor 2: Affective

Factor 2: Chronically
unstable, antisocial, and
socially deviant lifestyle

7  Shallow affect
Callous/Lack of
empathy

6 Lack of remorse or guili

Failure to accept

responsibility for own

actions

6 Lack of remorse or
guilt

7  Shallow affect

8 Callous/Lack of

empathy

Failure to accept

responsibility for own

actions

16

3  Need for
stimulation/Proneness
to boredom

9 Parasitic lifestyle

10 Poor behavioural
controls

12 Early behavioural
problems

13 Lack of realistic long
term goals

14 Impulsivity

15 Irresponsibility

18 Juvenile delinquency

19 Revocation of

conditional release

Factor 3: Impulsive and

Factor 3: Lifestyle

irresponsible behavioural
style
3 Need for 3  Need for
stimulaton/Proneness t stimulation/Proneness
boredom to boredom
15 Irresponsibility 9 Parasitic lifestyle
14 Impulsivity 13 Lack of realistic long
9 Parasitic lifestyle term goals
13 Lack of realistic long 14  Impulsivity
term goals 15 Irrespansibility

Factor 4: Antisocial

10 Poor behavioural
controls

12 Early behavioural
problems

18 Juvenile delinquency

19 Revocation of
conditional release

20 Criminal versatility
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Appendix B
Coding Manual- Part 1

Subject ID: Date of hearing: (mm/dd/yyyy)

A. Patient Characteristics

1. Age at hearing: (verify using date of birth)
2. Race: (If not present in file, checkAre

/&£ Caucasian/White (1) /A Middle Eastern (5)

/A Black/ African Canadian (2) A East Indian (6)

/£ Asian (3) /A Hispanic/Latino (7)

/A Aboriginal/Native Canadidfirst Nations (4) £ Other: (8)
3a). FSIQ:

b) If no definitive 1Q score present in chart, is there any information on full scale 1Q?
(e.g., percentile score, range (e.g.,-129), descriptor such as high/l@average, superior, etc.)

A Yes (1)
/A No (0)

c) If yes, specify:

4. Physical Attractiveness: (If no photo present in file, checlEpere
Very Unattractive Average Very Attractive
1 2 3 4 5 6 7 8 9 10

B. Clinical data

5. DSM information (Relevant to thast year/current hearingf missing, put a @)

a) Axis I

b) Axis II:

c) Axis IV:

d) Axis V:
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6. a) Primary psychiatric diagnosis:
/A Psychotic Spectrum Disorder (1) £ Personality Disorder (4)
/A Mood Spectrm Disorder (2) /A Other (5)
/A Substance Use Disorder (3)

b) Secondary psychiatric diagnosis:
/& Psychotic Spectrum Disorder (1) £ Personality Disorder (4)
/A& Mood Spectrum Disorder (2) A& Other (5)
/A Substane Use Disorder (3) £ N/A (6)

7a). Date of index: (mm/dd/yyyy)mgltiple dates, choose most regent

b) Time since the index verdict: (days) *use day calculator online

8. Prior psychiatric history:

/A No prior admissions (1)
A 1-2 prior admissions (2)
/A 3 or more prior admissions (3)

C. Patient History

8. Index offence(s):

9. CormierLang criminal history score for index offence (include all offences accused was
found NCR for relevant to the current hearing)

= TOTAL CORMIERT LANG NONVIOLENT SCORE:
+

TOTAL CORMIERT LANG VIOLENT SCORE: -

Instructions for coding past crimes using Cornrliang:

Include ALL ARRESTS for ALL COUNTS for the following criminal offenses, including
juvenile offensesWrite down the # of times the offender has been arrested (or the #of separate
counts charged, whichever is highest) for each type of offense. Multiply that number by the
weight.
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Score past and index offenees(If no prior criminal record, check her& and code index onjy

10.CORMIER T LANG CRIMINAL HISTORY SCORES FOR NONVIOLENT
OFFENSES

Offence Arrests/ 0 Index
Robbery (bank, store) X7 =
Robbery (purse snatching) X3 =
Arson and fire setting (church, house, barn X5
Arson and fire settinggarbage can) X1
Threatening with a weapon X3
Threatening (uttering threats) X2
Theft over* (incl. car theft, possession stole X5 =
prop)
Mischief to public or private property over X5 =
$5000
Break and enter and commit indictable X2 =
offense (burglary)
Theft under *(includes possession stolen X1 =
goods under)
Mischief to public or private property under X1 =
$5000
Break and enter (includes break and enter X1 =
with intent)
Fraud (extortion, embezzlement) X5 =
Fraud(forged check, impersonation) X1
Possession of a prohibited or restricted X1 =
weapon
Procuring a person for, or living on the avai X1 =
of prostitution
Trafficking in narcotics X1 =
Dangerous driving, impaired driving X1 =
(including DWI)
Obstructing peace officer (including resistin X1 =
arrest)
Causing a disturbance X1 =
Wearing a disguise with intent to commit ar X1 =
offence
Indecent exposure X2 =
TOTAL CORMIER T LANG = =
NONVIOLENT SCORE

Specify any charges or convictions unaccounted for (unable to score)and denote past or i
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11. CORMIER 7 LANG CRIMINAL HISTORY SCORES FOR VIOLENT OFFENSES
Instructions: Include ALL ARRESTS for ALL COUNTS for the following criminal offenses,
including juvenile offenses.
Offenc Arrests Weig Score Index

Homicide (murder, manslaughter, criminal X28 =

negligence w/death)

Attempted murder, causing bodily harm wit X7 =

intent to wound

Kidnapping, abduction, and forcible X6 =

confinement

Aggravated assault, choking, auhnstering a X6 =

noxious thing

Assault causing bodily harm X5 =

Assault with a weapon X3 =

Assault, assaulting a police officer X2 =

Aggravated sexual assault, sexual assault X15 =

causing bodily harm

Sexual assault with weapon X12 =

Sexal assault, gross indecency (vaginal, a X10 =

or oral penetration)

Sexual assault (attempted rape, indecent X6 =

assault)

Gross indecency (offender fellates or X6 =

performs cunnilingus on victim)

Sexual assault (sexual interference, invitati X2 =

to sexual touching

Armed robbery (bank, store) X8 =

Robbery with violence X5 =

Armed robbery (not a bank or store) X4 =

TOTAL CORMIER T LANG VIOLENT _ _

SCORE - -

Specify any charges or convictionsaccounted for and denote past or index (unable to score):
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Coding Manual- Part 2

Subject ID: Date of hearing: (mm/ddlyyyy)

1. Disposition recommendation made by clinical team:

/A Recomnendation for absolute discharge (1)
/A& Recommendation for conditional discharge (2)
/A& Recommendation for detainment (3)

A. Clinical Team Recommendation/ Hospital's Report

2. Mentioned use of structured risk assessment:

/A No Mention (0) /&£ VRS (5) /A RRASOR (9)
£ VRAG (1) /£ SORAG (6) /A LS/CMI (10)
/£ HCR-20 (2) £ SVR-20 (7) /£ START (11)
/£ PCLR (3) A STATIC-99/STATIC 2002 (8) £ HARM (12)
/£ LSIR (4) /A Other (13)
Specify:

3. Mentioned use of the VRAG, HCRD,and PCER items:(NM= Not Mentioned, M= Mentioned)

For "Noted in Risk Assessment” portion, scondy most recentinless it has been linked to a prior evaluation (e.g.,
"only changes inclugl', "increase/decrease in score [from prior evaluation] because”, etc. If linked, code both .

4, Violence Risk Appraisal Guide Noted in "Risk
Assessment"
ltems NM | M NM | M
1. Lived with both biological parents to age 16 0 1 0 1
2. Hementary school maladjustment 0 1 0 1
3. History of alcohol problems 0 1 0 1
4. Marital status 0 1 0 1
5. Criminal history score for nonviolent offenses prior to 0 1 0 1
index offense
6. Failure on prior conditional release 0 1 0 1
7. Age at index offence 0 1 0 1
8. Victim injury 0 1 0 1
9. Any female victim (for index offence) 0 1 0 1
10. Meets DSM criteria for any personality 0 1 0 1
disorder
11. Meets DSM criteria for schizophrenia 0 1 0
12. Psychopathy Checklistore 0 1 0 1
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Total ltems Mentioned =

Percentage of risk factors mentioned (out of 12) =

%

VRAG (If no mention of VRAG, check here £ and skip to question 12)

6a). Total scale score mentioned:

£ Yes (1)
A No (0)

b) If yes, what was the total score?

OR

percentile

7a). Categorical risk level mentioned:

£ Yes (1)
/A No (0)

b) If yes, what was it?

Categorical risk level: £

c) Conwert to quartile score:
Quiartile score:

8a). Projected violent recidivism rate for fixédration of opportunity mentioned:

£ Yes (1)
/£ No (0)

b) If yes, what was it?

i) 7 years fixed opportunity:
i) 10 years fixed opportunity:

MAAM AAAMAMANHM

1 (score of22 or less) (1)
2 (score 0f21t0-15) (2)
3 (score o0f14 to-8) (3)
4 (score ot7 to-1) 4)
5 (score of 0 to +6) (5)
6 (score of +7 to +13)  (6)
7 (score of +14 to +20) (7)
8 (score +21 to +27) (8)
9 (score of +28 or more) (9)

1st (24 t0-9) (1)
2nd (10 to +5) (2)
3rd (+6 to +21) (3)
4th (+22 to +38) (4)
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9a) Other statement of risk level (e.g., low, modetat#)?

£ Yes (1)
/A No (0)

b) If yes, specify:

10. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

£ Yes (1)
/A No (0)

11. Explanation of meare/score given?

a) purpose of scale A Yes (1) A No(0)
b) probabilistic risk statement (absolute risk) A Yes (1) A& No(0)
c) relative risk statement £ Yes(l) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information A Yes (1) A& No(0)
(e.g., limitations of measure, Cls, research)
Specify:
Noted in "Risk
12. Historical Clinical Risk Manageme@t"? Assessment"
ltems | NM | M NM | M

Historical Scale

1. Previous violence

2.Young age at first violent incident
3. Relationship instability

4. Employment problems

5. Substance use problems

6. Major mental illness

7. Psychopathy

8. Early maladjustment

9. Personality dorder

O O OO 0o o o o o o
e e
O O 0O 0O 0O 0O O o o o
N i i i e e i

10. Prior supervision failure
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Clinical Scale

1. Lack of insight 0 1 0 1
2. Negative attitudes 0 1 0 1
3. Active symptoms of a major mental illness 0 1 0 1
4. Impulsivity 0 1 0 1
5. Unresponsive to treatment 0 1 0 1
Risk Management Scale
1. Plans lack feasibility 0 1 0 1
2. Exposure to destabilizers 0 1 0 1
3. Lack of personal support 0 1 0 1
4. Noncompliance with remediation attempts 0 1 0 1
5. Stress 0 1 0 1
Total Items Mentioned (/20) = % | = %
Total Historical ltemdvientioned (/10) = % | = %
Total Clinical ltems Mentioned (/5) = % | = %
Total Risk Management ltems Mentioned (| = % | = %

HCR-20 (If no mention of HCR-20, check here& and skip to question 18)

13a). Total scale score mentioned:

/£ Yes (1)
/A No (0)

b) If yes, what was the total score? OR percentile

c) Convert to quartile score:

Quartile scoe: &£ 1st(G9) (2)
A 2nd (1619) (2)
A 3rd (20to 29) (3)

/E 4th (30 to 40) (4)

14a) . Summary risk rating mentioned (i.e., low, moderate, high *must be in relation to
measure*):

£ Yes (1)
/A No (0)

b) If yes, what was it?




PSYCHOPATHY VIOLENCE RISK, AND DECISION-MAKING 157

15a) Scale score mentioned?

£ Yes (1)
/A No (0)

b) If yes, what was it?

i) Historical Total: ii) Clinical Total: iii) Risk Management &tal:

16. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

/£ Yes (1)
/A No (0)

17. Explanation of measure/score given?

a) purpose of scale A Yes (1) A No(0)
b) probabilistic risk statement (absolute risk) £ Yes(l) A& No(0)
c) relative risk statement A Yes (1) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information £ Yes (1) A& No(0)
(e.g., limitations of measure, Cls, research)

Specify:

H
oo

Psychopathy ChecklistRevised

ltems

. Glibness/Superficial Charm

. Grandiose Sense of S¥fforth'

. Need for Stimulation/Proneness to Boredom
. Pathological Lying

. Conning/Manipulativée

. Lack of Remorse or Gult

. Shallow Affect

. Callous/Lack of Empatfly

0 N O U A ®WN R

Z
© © O © o o o oz
T e T e T T S N N S
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9. Parasitic Lifestyl®

10.
11.
12.
13.
14.
15.
16.
17.
18.
19.
20.

Poor Behavioural Contréls
Promiscuous Sexual Behaviour

Early Behavioural Probleths

Ladk of Realistic, LongTerm Goald
Impulsivity’

Irresponsibility

Failure to Accept Responsibility for Own Actiéns
Many ShorTerm Marital Relationships
Juvenile Delinquenéy

Revocation of Conditional Rasé
Criminal Versatility

O O OO OO0 OO0 o o o o
P R R R R R R R R R R R

Total Items Mentioned (/20)

*2)Total Factor 1 Items Mentioned (/8)
3*4)Total Factor 2 Items Mentioned (/10)
! Total Facet 1 Items Mentioned (/4)
2Total Facet 2 ltems Mentioned (/4)

3 Total Facet 3 Items Mentioned (/5)
“Total Facet 4 ltems Mentioned (/5)

%
%
%
%
%
%
%

PCL-R

(If NO mention of PCER BUT mentioned psychopathy, check hefle and complete . 239)
(If NO mention of PCER OR psychopathy, check herdE and skip to qu. 32

19a). Total scale score mentioned:

percentile OR

£ Yes (1)

/£ No (0)
b)If yes, what was the total score? OR
c) Convert to quartile score: &£ 1st (09) (2)

/£ 2nd (1619) (2)
/£ 3rd (2010 29) (3)
/E 4th (30 to 40) (4)
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20. Did score exceed cutoff of 30 for diagnosis of psychopathy?

£ Yes (1)
/A No (0)

21. Total factor scores mentioned:
a) Factor 1 score:
£ Yes ()
/A No (0)

i) If yes, what was it?

OR percentile

22. Total f&et scores mentioned:
a) Facetl score:

£ Yes (1)

/A No (0)

i) If yes, what was it?

OR percentile

c) Facet3 score:
£ Yes (1)
/£ No (0)
i) If yes, what was it?

OR percentile

b) Factor 2 score:
£ Yes (1)
/A No (0)
i) If yes, what was it?

OR

159

percentile

b) Face® score:
/£ Yes (1)
/A No (0)

i) If yes, what was it?

e

percentile

d) Face# score:
£ Yes (1)
/£ No (0)

i) If yes, what was it?

OR

percentile

23. Did report mention whether or not the patient was a psychopath (used actual label

Apsychopat ho) ?

£ Yes (1)
/A No (0)

24. Listed ONLY the characteristics of psychopathy and explicitly related them to psychopathy
Apsychopathbo

without wusing the

/£ Yes (1)
/A No (0)

| abel
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25. Listed characteristics related to psychopatnys e d t he | abel Apsychopat

£ Yes (1)
/A No (0)

26. Listed the characteristics associated with psychopathy but did noitgxpier to these
characteristics as psychopathy related.

£ Yes (1)
/A No (0)

27. Psychopathy evidence explicitly used to make inference about treatability?

(a) Difficult to treat because presencef psychopathy traits /A Yes (1) £ No (0)
(b) More likely to be treated because of #iisencef psychopathy traits&£ Yes (1) £ No (0)

28. Psychopathy evidence explicitly used to make inference concerning risk for future violence/
re-offending?

(a) Higher risk becawesof presence of psychopathy traits /& Yes (1) £ No (0)
(b) Lower risk because of the absence of psychopathy traits /& Yes (1) £ No (0)
29a). Other statement of risk level (e.g., low, moderate, high)?

£ Yes (1)
/A No (0)

b) If yes, specify:

30. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

£ Yes (1)
/A No (0)

31. Explanation of measure/score given?

a) purpose of scale £ Yes(l) A No(0)
b) probabilistic risk statement (absolute risk) £ Yes(l) A No(0)
c) relative risk statement A Yes (1) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information £ Yes(l) A No(0)
(e.g., limitations of measure, Cls, research)
Specify:
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32. Structured Assessment of Protective Factors for violence risk Noted in "Risk
Assessment”
ltems | NM | M | NM | M
Internal Factors
1. Intelligence 0 1 0 1
2. Secure attachment in childhood 0 1 0 1
3. Empathy 0 1 0 1
4. Coping 0 1 0 1
5. Selfcontrol 0 1 0 1
Motivational Factors
6. Work 0 1 0 1
7. Leisure activities 0 1 0 1
8. Financial Management 0 1 0 1
9. Motivation for treatment 0 1 0 1
10. Attitude towards authority 0 1 0 1
11. Life gods 0 1 0 1
12. Medication 0 1 0 1
External Factors
13. Social network 0 1 0 1
14. Intimate relationship 0 1 0 1
15. Professional care 0 1 0 1
16. Living circumstances 0 1 0 1
17. External control 0 1 0 1
Total Items Mentioned (/17) = % | = %
Total Internal Items Mentioned (/5) = % | = %
Total Motivational Iltems Mentioned (/7) = % | = %
Total External Items Mentioned (/5) = % | = %

33. Other Risk Factors Mentioned in "Risk Assessment" portion of report

ltems \ NM \ M
Patient Characteristics
1. Sevetty of index offence (e.g. described as brutal,
excessive, egregious, etc.) 0 1

If uncertain, specify descriptor(s):
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Specify any other factors supporting risk assessment (not included in measures):
(e.g., aggression/violence against animals)

General Report Information

34. Length of report: (pages)

35a). "Risk assessment"/"Assessment of Risk" portion of report included in document?

A Yes (1)
/A No (0)

If yes,
b) how long is the "risk assessment" portion (most recent to hearing)?: (word count)

c) is the most recent risk assessment section linked to a prior risk assessment section?

£ Yes (2)
A No (1)
/A N/A (0) (thereis only one risk assessment section)

If yes,
d) how long is the prior section it is linked to? (word count)

36. Does the author state that the patient is a "significant threat" to public salferarit to
current hearing)?

£ Yes (3)

A No (2)(states that the patient is NOT a significant threat)

A Unclear (1)does not clearly state whether accused is a significant threat or not e.g., "not in a
position to affirmatively say whether John Smith is a significant threat...")

/A Not mentioned (0)

37. Clinical override used? (Structured asse
risk/significant threat or structured assessment stategibighut author concludes low risk)

/£ Yes (2)
A No (1)
/A N/A (0) (no structured assessment used/noted)
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B. Tribunal's Report

Subject ID: Date of hearing: (mm/ddlyyyy)

1. Disposition outcome

/& Absolute discharge (1)
/& Conditional discharge (2)
/A Detainment (3)

2. Mentioned use of structured risk assessment:

/A No Mention (0) Z£& VRS (5) £ RRASOR (9)

£ VRAG (1) /£ SORAG (6) /A LS/CMI (10

£ HCR-20 (2) £ SVR-20 (7) A START (11)

£ PCLR (3) /£ STATIC-99/STATIC 2002 (8) £ HARM (12)

/£ LSI-R (4) /A Other (13)

Specify:

3. Mentioned use of the VRAG, HCR0,and PCER items:(NM= Not Mentioned M= Mentioned)
For "Noted in Risk Assessment” portion, score only most recent unless it has been linked to a prior
evaluation (e.g., "only changes include”, "increase/decrease in score [from prior evaluation] because”, etc. If
linked, code both sections)

4. Violence Risk Appraisal Guide

ltems NM | M

1. Lived with both biological parents to age 16 0 1

2. Elementary school maladjustment 0 1

3. History of alcohol problems 0 1

4. Marital status 0 1

5. Criminal history score for nofolent offenses prior to the index offens 0 1

6. Failure on prior conditional release 0 1

7. Age at index offence 0 1

8. Victim injury 0 1

9. Any female victim (for index offence) 0 1

10. Meets DSM criteria for any personality disorder 0 1

11. Meets DSM criteria for schizophrenia 0 1

12. Psychopathy Checklist score 0 1

Total Items Mentioned =
Percentage of risk factors mentioned (out of 12) = %
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VRAG (If no mention of VRAG, check here £ and skip to question 12)

6a). Total scale score mentioned:

£ Yes (1)
/A No (0)

b) If yes, what was the total score? OR percentile

7a). Categrical risk level mentioned:

£ Yes (1)
/A No (0)

b) If yes, what was it?

Categorical risk level: £ 1 (score of22 orless) (1)
2 (score 0f21t0-15) (2)
3 (score o0f14 to-8) 3)
4 (score of7 to-1) (4)
5 (score of 0 to +6) (5)
6 (score of +7 to +13)  (6)
7 (score of +14 to +20) (7)
8 (score +21 to +27) (8)
9 (score of +28 or more) (9)
c) Convert to quartile score:
Quartile score: 1st (24 t0-9) (1)
2nd (10 to +5) (2)
3rd (+6 to +21) (3)
4th (+22 to +38)4)

MAAA RAMRMAAH MM

8a). Projected violent recidivism rate for fixed duration of opportunity mentioned:
£ Yes (1)
/£ No (0)
b) If yes, what was it?

i) 7 years fixed opportunity:
i) 10 years fixed opportunity:

9a) Other statement of risk level (e.g., low, moderate, high)?

£ Yes (1)
/A No (0)
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b) If yes, specify:

10. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

£ Yes (1)
/£ No (0)

11. Explanation of measure/score given?

a) purpose of scale A Yes(l) A No(0)
b) probabilistic risk statement (absolute risk) A Yes(l) A No(0)
c) relative risk statement A Yes (1) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information £ Yes(1l) A& No(0)
(e.g., limitations of measure, Cls, research)
Specify:
12. Historical Clinical Risk Managemeg0"*

ltems | NM | M
Historical items
1. Previousriolence 0 1
2. Young age at first violent incident 0 1
3. Relationship instability 0 1
4. Employment problems 0 1
5. Substance use problems 0 1
6. Major mental iliness 0 1
7. Psychopathy 0 1
8. Early maladjustment 0 1
9. Personality disorder 0 1
10. Prior supervision failure 0 1
Clinical items
1. Lack of insight 1
2. Negative attitudes
3. Active symptoms of a major mental illness 0 1
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4. Impulsivity 0 1
5. Unresponsive to treatment 0 1
Risk Management items
1. Plans lack feasibility 0 1
2. Exposure to destabilizers 0 1
3. Lack of personal support 0 1
4. Noncompliance with remediation attempts 0 1
5. Stress 0 1
Total Items Mentioned (/20) = %
Total Historical ltems Mentioned (/10) = %
Total Clinical ltems Mentioned (/5) = %
Total Risk Management Items Mentioned (/5) = %

HCR-20 (If no mention of HCR-20, check here& and skip to question 18)

13a). Total scale score mentioned:

£ Yes (1)
/A No (0)

b) If yes, what was the total score? OR percentile

c) Convert to quartile score:

Quartile scoe: &£ 1st(G9) (2)
A 2nd (1619) (2)
A 3rd (20to 29) (3)

/E 4th (30 t0 40) (4)

14a) . Summary risk rating mentioned (i.e., low, moderate, high *must be in relation to
measure*):

£ Yes (1)
/A No (0)

b) If yes, what was it?

15a) Scale score mentioned?

£ Yes (1)
/A No (0)

b) If yes, what was it?
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i) Historical Total: ii) Clinical Total: iii) Risk Management Tial:

16. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

£ Yes (1)
/£ No (0)

17. Explanation of measure/score given?

a) purpose of scale A Yes (1) A No(0)
b) probabilistic risk statement (absolute risk) A Yes(l) A& No(0)
c) relative risk statement A Yes (1) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information A Yes (1) A& No(0)
(e.g., limitations of measure, Cls, research)

Specify:

18. Psychopathy Checlfistised

ltems

. Glibness/Superficial Charm

. Grandiose Sense of S#lforth*

. Need for Stimulation/Proneness to Boredom
. Pathological Lyiny

. Connig/Manipulativée

. Lack of Remorse or Gult

. Shallow Affect

. Callous/Lack of Empatfy

© 00 N O O A W N B

. Parasitic Lifestylé

10. Poor Behavioural Contrdls

11. Promiscuous Sexual Behaviour
12. Early Behavioural Problerhs

oooooooooooooé
e e s = = T = T = N S S S Y

13.Lack of Realistic, Longlerm Goald
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14.
15.
16.
17.
18.
19.
20.

Impulsivity

Irresponsibility

Failure to Accept Responsibility for Own Actiéns
Many ShorTerm Marital Relationships

Juvenile Delinquendy

Revocation of Conditioh®Release

Criminal Versatility

O O 0O 0o o o o
L S S S e N

Total Items Mentioned (/20)

*2Total Factor 1 Items Mentioned (/8)
(3*4)Total Factor 2 Items Mentioned (/10)
! Total Facet 1 Items Mentioned (/4)
“Total Facet 2 Items Mentioned (/4)
3Total Facet 3 Items Mentioned (/5)
“Total Facet 4 ltems Mentioned (/5)

%
%
%
%
%
%
%

PCL-R

(If NO mention of PCER BUT mentioned psychopathy, check hefe and skip to qu. 23)
(If NO mention of PCER OR psychopathy, check herde  and skip to qu. 32)

19a). Total scale score mentioned:

percentile OR

£ Yes (1)

/£ No (0)
b)If yes, what was the total score? OR
c) Convert to quartile score: &£ 1st (09) (2)

20.

£ 2nd(1019)  (2)
/£ 3rd (2010 29) (3)
/E 4th (30 to 40) (4)

Did score exceed cutoff of 30 for diagnosis of psychopathy?

/£ Yes (1)
/A No (0)
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21. Total factor scores mentioned:
a) Factor 1 score:
A Yes (1)
/A No (0)
i) If yes, what was it?

OR percentile

22. Total facescores mentioned:
a) Facetl score:

A Yes (1)

/A No (0)
i) If yes, what was it?

OR percentile

c) Facet3 score:
£ Yes (1)
/A No (0)
i) If yes, what was it?

OR percentile

b) Factor 2 score:
£ Yes (1)
/A No (0)
i) If yes, what was it?

OR percentile

b) Face® score:
£ Yes (1)
/£ No (0)

i) If yes, what was it?

OR percentile

d) Face# score:
/£ Yes (1)
/A No (0)

i) If yes, what was it?

OR percentile

23. Did report mention whether or not the patient was a psychopath (used actual label

Apsychopat ho) ?

£ Yes (1)
/ZA No (0)

24. Listed ONLY the characteristics of psychopathy and explicitly related them to psychopathy

without wusing the | abel Apsychopatho
£ Yes (1)
/A No (0)

25. Listed characteristics related to psychopatoys ed t he | abel Apsychopat
/£ Yes (1)

/A No (0)
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26. Listed the characteristics associated with psychopathy but did not éxpdifeit to these
characteristics as psychopathy related.

£ Yes (1)
/A No (0)

27. Psychopathy evidence explicitly used to make inference about treatability?

(a) Difficult to treat because presencef psychopathy traits /A Yes (1) £ No (0)
(b) More likely to be treated because of #iisencef psychopathy traits/£ Yes (1) £ No (0)

28. Psychopathy evidence explicitly used to make inference concerning risk for future violence/
re-offending?

(a) Higher risk becauss presence of psychopathy traits /& Yes (1) £ No (0)
(b) Lower risk because of the absence of psychopathy traits /& Yes (1) £ No (0)
29a). Other statement of risk level (e.g., low, moderate, high)?

£ Yes (1)
/A No (0)

b) If yes, specify:

30. Justification for scoring mentioned (listed specific risk factors contributing to scoring):

£ Yes (1)
/A No (0)

31. Explanation of measure/score given?

a) purpose of scale £ Yes(l) A No(0)
b) probabilistic risk statement (absolute risk) A Yes (1) A& No(0)
c) relative risk statement A Yes (1) A& No(0)

(likelihood that a high risk patient will recidivate
compared to a low risk patient)

d) any other information £ Yes(l) A No(0)
(e.g, limitations of measure, Cls, research)
Specify:
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32. Structured Assessment of Protective Factors for violence risk

Items

NM

<

Internal Factors

1. Intelligence

2. Secure attachment in childhood
3. Empathy

4. Coping

5. Sef-control

o O O O O

N e

Motivational Factors

6. Work

7. Leisure activities

8. Financial Management

9. Motivation for treatment
10. Attitude towards authority
11. Life goals

12. Medication

o O O O O O O

N T

External Factors

13. Social network

14. Intimate relationship
15. Professional care
16. Living circumstances
17. External control

o O O O O

e T

Total Items Mentioned (/17)

%

Total Internal Items Mentioned (/5)
Total Motivational Iltems Mentioned (/7)
Total External Itens Mentioned (/5)

%
%
%
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33. Other Risk Factors mentioned in report to support risk level and/or disposition

ltems \ NM \ M

Patient Characteristics

1. Severity of index offence (e.g. described as brutal,
excessive, egregious, etc.) 0 1
If uncertain, specify descriptor(s):

Specify any other factors supporting risk level or disposition (not included in measures):
(e.g., presence/absence of firesetting, bedwetting, aggression/violence against animals,)
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Appendix C

CORMIER -LANG CRIMINAL HISTORY
VIOLENT OFFENSES
1= Murder First Degree (28)
2= Murder Second Degree (28)
3= Manslaughter (28)
4= Criminal Negligence Causing Death (28)
5= Attempted Murder (7)
6= Wounding (7)
7= Assault CBH with Intent t&Vound (7)
8= Choking (6)
9= Kidnapping and Forcible Confinement (6)
10= Aggravated Assault (6)
11= Assault Causing Bodily Harm/CBH (5)
12= Assault with a Weapon (3)
13= Common Assault/Assault Level 1/Assault Peace Officer (2)
14= Aggravated Sexualssault (15)
15= Sexual Assault Causing Bodily Harm (15)
16= Sexual Assault with Weapon (12)
17= Sexual Assault(vaginal, oral, anal penetration of victim)(10)
18= Gross Indecency(anal/oral penetration of victim) (10)
19= Sexual Assault (Attempted Ralpelecent Assault)(6)
20= Gross Indecency(offender performs oral sex on victim)(6)
21= Exhibitionism/Interference/Indecent Act /Invitation to Sexual Touching (no physical contact
with victim) (2)
22= ASexual Assaulto unspecified (6)
23= Armed Robberybank, store) (8)
24= Robbery (bank, store) (7)
25= Robbery with Violence (5)
26= Armed Robbery (purse snatching) (4)

NON-VIOLENT OFFENSES

27= Robbery (purse snatching) (3)

28= Arson (church, store, house) (5)

29= Arson (garbage can) (1)

30= Thratening with Weapon/Point Firearm(3)

31= Threatening/Intimidation (2)

32= Criminal Harassment (1)

33=Poss. Weapon/Carry Concealed Weapon (1)

34= Theft Over/car theft/Possession Over) (5)

35= Theft Under /Possession Under (1)

36= B & E and Commit/B & Theft (2)

37= Break and Enter/ B& E with Intent /Unlawfully in Dwelling (1)
38= Fraud Over (Extortion, bank scams) (5)

39= Fraud Under/Forgery/Impersonation/False Pretences/Uttering/Use Stolen Credit Card (1)
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40= Mischief Over (5)
41= Mischief (1)
42=Procuring (1)
43=Trafficking in Narcotics (1)
44= Dangerous Driving /Impaired Driving (1)
45= Obstruct Peace Officer/Resisting Arrest(1)
46= Cause a Disturbance (1)
47= Disguise with Intent (1)
48=0ther: (1)
Careless Use Firearm/Misuse Firearm
Conspracy
Criminal Negligence
Fail To Provide Sample
Fail To Remain/Fail To Stop
Obstruct Justice
Breach of Bail/Undertaking
Fail To Appear/Attend (FTA)
Fail To Comply/Breach Probation (FTC)
Fail To Comply/Breach Recognizance
Parole/Mandatory Supesion Violator
Violation of Restraining Order/Peace Bond
Deliver Firearm To Person Without FAC
Possession of Firearm While Prohibited
Store Firearms in Careless Manner
Escape Lawful Custody
Loitering
Possession of Narcotic
Vagrancy
Driving While Disqualified
Possess Housebreaking
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