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Forensic psychologists and forensic psychiatrists (about 80% of whom were
certified by a specialty board) were surveyed regarding their beliefs about the
necessary and appropriate content for reports on competency to stand trial (CST)
(N = 102) and criminal responsibility/not guilty by reason of insanity (CR) (N = 96).
Report elements concerning the identification of the defendant and evaluation
methods (e.g., names, relevant dates, charges, data sources, notification to de-
fendant of the purpose of the evaluation, and limits on confidentiality) were
generally seen as “essential.” Clinical data such as psychiatric history, current
mental status, and current use of psychotropic medication were also seen as
essential, as were data elements specific to each forensic question (e.g., under-
standing charges/penalties, possible pleas, and roles of trial participants for CST,
and collateral information and defendant’s description of alleged offense for CR).
While most respondents agreed that it was important to provide an opinion about
and reasoning for any diagnosis and its relation to the psycholegal question, there
was lack of consensus regarding the propriety of offering “ultimate opinions,”
particularly concerning CR. Although there was general cross-disciplinary agree-
ment regarding the appropriate content for criminal forensic reports, there was
some disagreement as to the degree of importance of certain elements. Implica-
tions for practice and the development of professional standards are discussed,
including advantages and cautions about using these data to influence issues of

standards and policy.

The practice of forensic assessment by
mental health professionals has grown
tremendously in the past 30 years. How-
ever, associated with this growth is in-
creasing concern about the quality of

Dr. Borum is assistant clinical professor of medical
psychology, Department of Psychiatry and Behavioral
Sciences, Duke University Medical Center, Durham,
NC. Dr. Grisso is professor of psychiatry and clinical
psychology, Department of Psychiatry, University of
Massachusetts Medical School, Boston, MA. Address
correspondence to: Dr. Randy Borum, Duke University
Medical Center, Box 3071, Durham, NC 27710. E-mail
address: rborum@psych.mc.duke.edu

mental health professionals’ consultation
to the courts.'™* Forensic evaluations
have been criticized on a variety of
grounds, including failing to address the
legally relevant issue, providing conclu-
sory reports without supporting data or
reasoning, and failing to collect and com-
municate relevant information on which
to base an opinion.” Recent economic cir-
cumstances are causing an increasing
number of mental health professionals to
include forensic evaluation in their prac-
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tice. However, some of them will not
have adequate forensic training, knowl-
edge, or experience required for these
tasks.® The consequence of this “could be
a gradual erosion of already shaky public
and judicial perception(s) of the credibil-
ity and competence of mental health pro-
fessionals as court examiners and expert
witnesses.”®

To address these concerns, specialty
guidelines have been developed to im-
prove the quality of forensic practice.’
These guidelines, however, are meant
only to provide general principles; they
must still be translated into the details of
actual practice. Moreover, there has been
little research to guide these translations
for clinical forensic practice.®

The present article describes experi-
enced forensic mental health profession-
als’ beliefs about the appropriate content
of reports that communicate the results of
forensic evaluations in criminal cases.
The survey was intended to contribute to
the evolution of clearer standards for fo-
rensic reports pertaining to the two most
frequent evaluation referral questions in
criminal law: competence to stand trial
(CST) and criminal responsibility (CR)
(not guilty by reason of insanity).

Typical or recommended practice by
specialized forensic mental health experts
does not necessarily define a standard to
which aill professionals should be held
when they offer forensic reports. Never-
theless, the development of guidelines or
standards for reports should take into ac-
count the practice and recommendations
of professionals whose experience and
credentials identify them as having spe-
cial forensic expertise. We sought,
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through information gathered in our sur-
vey, to identify content areas for which a
consensus regarding essential and recom-
mended features of criminal forensic re-
ports has or has not evolved among fo-
rensic mental health experts.

At the broadest level, forensic reports
should provide three interrelated catego-
ries of information: (1) data, (2) clinical
and forensic opinions, and (3) some indi-
cation concerning how the opinions arise
from (are supported by) the data.>> We
know little, however, about professional
consensus concerning what is, or at min-
imum should be, reported within any of
these three content categories.

Concerning the first category, only a
few studies have examined types of data
included in forensic reports for CST and
CR. Heilbrun et al.® found that informa-
tion about defendants’ offenses was used
in most cases (about 75%) in their sample
of reports, information from mental
health records in about one-half of the
cases, and information from victims and
witnesses only infrequently. Results var-
ied considerably, however. across states*
and evaluation settings, and other studies
have found that only a minority of crim-
inal forensic reports included data from
police reports and mental health
records.'® !

Heilbrun and Collins'? found that only
17 percent of a sample of CST and CR
reports included data from psychological
testing. Some studies have indicated that

*Some of these between-state differences may be attrib-
uted to different methods of data collection. The Florida
data were pulled directly from reports, whereas the
Virginia data were based on a forensic checklist that
clinicians fill out for each case.
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forensic examiners claim to use psycho-
logical testing more frequently than that
study would suggest.'*™'® The latter find-
ings, however, are difficult to apply to the
present question because they did not per-
tain specifically to CST and CR evalua-
tions or because they examined only the
use of specific tests (e.g., only the Ror-
schach).

A study conducted by Borum and
Grisso,'” reporting a survey' of experi-
enced forensic psychologists and psychi-
atrists, indicated a two-thirds consensus
that psychological testing was important
to include in CR evaluations and reports,
with about one-half of the respondents
indicating its importance for CST evalu-
ations and reports. Psychologists and psy-
chiatrists did not differ in this opinion.

In summary, only a few studies have
examined the types of data that are rou-
tinely included in criminal forensic re-
ports, and they have been confined to
examination of only a very limited num-
ber of content variables. Moreover, only
one report'’ focused on experts’ opinions
regarding the types of data that ought to
be included, and that report focused nar-
rowly on opinions about psychological
testing. Many other authors, however,
have offered their individual opinions
concerning the types of data that could or
should be included in CST and CR re-
ports.> > 821 Their recommendations
were used to form many of the content
variables used in the present study.

*1t should be noted that the data described in Borum and
Grisso'” derive from the same survey and sample that
produced the results in the present study. However, the
results reported in that article focused entirely on the use
of psychological testing, while the results reported here
focus on forensic report content,

Concerning the second type of content,
the examiner’s clinical/forensic opinions,
three major questions have been raised in
past studies and commentary.* First, there
has been concern that forensic reports
often do not offer opinions of a type that
are relevant for the question before the
court. For example, studies before 1980
reported that forensic reports for compe-
tency questions often provided opinions
on mental illness, but no opinions regard-
ing how the defendant’s mental illness
was related to the legal question of com-
petence.”*** Some studies suggest that
forensic reports have improved in this
regard in recent years,” ' although not in
all jurisdictions.>> A second concern has
been the tendency of examiners to offer
opinions in their reports that are unrelated
to the legal question. Some studies have
found, for example, that a substantial pro-
portion of forensic reports offered opin-
ions about dangerousness when this pre-
diction was not related to the legal reason
for the requested evaluation®* and offered
opinions about criminal responsibility
when the request was for an evaluation of
competence to stand trial.?® The data are
too sparse, however, to ascertain the fre-
quency of these problems. Finally, au-
thorities on the subject have argued both
for”” and against™? the proposition that
forensic reports should provide opinions

*Our discussion in this introduction and the subsequent
data that we provide in Resuits are directed specifically
to the issue of what is or should be included in forensic
reports. Two related issues were not assessed directly by
this study. These are: (1) what do/should forensic clini-
cians do to properly assess CST/CR?; and (2) what
do/should forensic clinicians testify to? Although our
study addressed only report content, there may be some
limited implications for practice and testimony, since
these different aspects are, to some extent, interrelated.
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about the “ultimate legal question” (e.g.,
“In my opinion, the defendant is incom-
petent to stand trial”). No studies have
examined forensic reports to determine
typical practice in this regard, and no
studies have reported the consensus of
experienced forensic examiners on this
issue.

The third and final type of content
question pertains to the importance of
describing how one reached an opinion
based on the data used by the examiner.
Explaining one’s logic often is described
as a basic requirement for forensic eval-
uations.> > 2% But no studies have exam-
ined reports systematically in this regard,
and whether or not there is consensus
among experienced forensic examiners
about the importance of this type of con-
tent for reports is not known.

The present study, therefore, appar-
ently is the first to report the opinions of
a national sample of experienced forensic
mental health professionals regarding the
importance and propriety of a wide range
of possible types of content in criminal
forensic reports. Where there is a high
degree of consensus on such matters, the
information may be used to further the
development of formal and recognized
standards. Where there are disagreements
and significant minority opinions, these
findings will identify areas that require
greater focus for debate in the process of
the evolution of standards.

Reports for the two criminal forensic
issues (CST and CR) were dealt with
separately in the survey; whereas some
clinical information is relevant to both of
the legal concepts, other types of infor-
mation may be issue specific. For exam-
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ple, CST refers to a defendant’s present
abilities to understand the nature and ob-
ject of the proceedings and to rationally
assist his/her attorney in preparing a de-
fense. In contrast, CR refers to different
mental capacities (e.g., to know/appreci-
ate the wrongfulness/criminality of one’s
acts, and/or to control one’s own behav-
ior) at the time of the alleged offense.
Somewhat different types of information
may be needed for these two different
questions.

The survey included both forensic psy-
chologists and forensic psychiatrists, for
several reasons. Many kinds of data
needed for forensic evaluations are not
specific to the expertise of a particular
mental health profession. Nevertheless,
some disciplinary differences in opinion
about forensic reports might exist as a
result of differential attention to certain
data sources (e.g., psychological testing,
medical history) or because of traditional
differences in training.”® If there are in-
terdisciplinary similarities and differ-
ences in opinions about the essentials of
forensic reports, we should know about
them in order to better inform profes-
sional associations that may wish to de-
velop standards and guidelines in ways
that are as consistent as possible across
disciplines.

Method

Participants The sample included re-
spondents who were board certified in
forensic psychology or forensic psychia-
try, or who had five or more years of
experience with forensic evaluation.
(Five years was chosen because this is
currently the length of experience re-
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quired to be eligible for board certifica-
tion.)

For the survey of test use in CR eval-
uations, respondents comprised 53 psy-
chologists (55% of the sample) and 43
psychiatrists (45%). The survey related to
CST evaluations included 57 psycholo-
gists (56% of the sample) and 45 psychi-
atrists (44%). Characteristics of these
professionals are shown in Tables 1 (CR)
and 2 (CST). More than 80 percent were
board certified (forensic); they had an
average of 17 years of forensic evaluation
experience, devoted a little more than half
of their practice to forensic evaluations,
and frequently conducted examinations
on the issues of CST and CR.

Survey Instrument To generate a do-
main of items that described potential
content for CST and/or CR reports, we
reviewed (1) major texts in forensic psy-
chology and psychiatry, (2) report-writ-
ing manuals that have been developed by
state government agencies in a few states
for training of forensic mental health pro-
fessionals, and (3) samples of CST and
CR reports from several states. Formal
definitions for each item were developed.
Several highly experienced forensic men-
tal health professionals in four states re-
viewed the initial items and definitions,
making recommendations and additions.
All new suggested items were then in-
cluded in the list as long as they were not
redundant.

A list of the formal definitions of the
final 57 items (which we call elements of
a report) is provided in the Appendix. The
survey instrument consisted of instruc-
tions to the respondents, a form on which
respondents could rate each element, and

the glossary of formal definitions of the
elements. Some elements were included
on both the CST and the CR survey in-
struments, whereas other elements were
specific to CST or CR and therefore ap-
peared on only one survey instrument.

For both surveys, respondents were
asked to rate the importance of each ele-
ment of the report. Importance was rated
according to the following scale: Essen-
tial-—a competent forensic report must
include this information (exclusion of the
information suggests a report that is be-
low acceptable standards); Recommend-
ed—this information is not essential, but
will be found in better, more sophisti-
cated forensic reports; Optional—inclu-
sion of this information would not affect
the overall quality of the report: Contra-
indicated—inclusion of this information
would negatively influence the quality of
the forensic report.

For the CST survey ratings, respon-
dents were asked to assume that they
were rating the importance of each report
element in the context of cases that in-
volved charges of moderate severity (e.g.,
larceny, breaking and entering. simple as-
sault and battery). For the CR surveys,
respondents were asked to assume that
they were rating the importance of each
report element in the context of cases in
which the charges were relatively serious
(e.g.. murder, assault with a deadly
weapon, rape). These levels of severity
were chosen to represent the types of
cases in which data on standards of prac-
tice might be most critical and relevant. A
lower level was used for the CST evalu-
ations because of the relatively greater
prevalence of requests for these assess-
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evaluations

Table 1
Demographic and Professional Characteristics of the CR-Responding Sample
Psychiatrists Psychologists Total
(N = 43) (N = 53) (N = 96)
Demographics
(n = 43) (n = 49) (n =92)
Age? 53.5 (9.65) 46.8 (8.5) 49.9 (9.64)
(n =43) (n = 49) (n =92)
Male 93.0% 87.8% 90.2%
Female 7.0% 12.2% 9.8%
(n =41) (n = 48) (n =89)
Caucasian 95.1% 95.8% 95.5%
Asian-American 4.9% 0.0% 2.2%
African-American 0.0% 4.2% 2.2%
Professional characteristics
MD only 88.4% 0.0% 39.6%
MD, JD 2.3% 0.0% 1.0%
MD, MLS 2.3% 0.0% 1.0%
MD, PhD 7.0% 0.0% 3.1%
PhD only 0.0% 90.6% 50.0%
PsyD 0.0% 3.8% 2.1%
PhD, JD 0.0% 3.8% 21%
EdD 0.0% 1.9% 1.0%
Forensic board certified 95.3% 73.6% 83.3%
(n = 42) (n =52) (n =94)
Years experience in 20.1 (8.90) 14.8 (6.95) 17.2 (8.27)
forensic evaluation®
(n = 42) (n = 49) (n = 91)
Percentage of practice in 45.3 (32.37) 57.6 (33.55) 51.9 (33.40)
forensic evaluation?
(n =37) (n = 45) (n =82)
Number of CR 34.9 (33.94) 35.8 (30.42) 35.4 (32.18)
evaluations conducted
in past year?
(n =41) (n = 53) (n = 94)
Trained others in CR 90.2% 88.7% 89.4%

aThe data reported for these variables represent the mean and standard deviation (in parentheses). Data for all
other variables represent the percentage of subjects endorsing the item. Also, the reported number of
evaluations conducted in the past year has a maximum value of 100.
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evaluations

Table 2
Demographic and Professional Characteristics of the CST Responding Sample
Psychiatrists Psychologists Total
(N = 45) (N = 57) (N = 102)
Demographics
(n =43) (n = 54) (n =99)
Age? 53.5 (9.52) 46.9 (8.81) 49.9 (9.68)
(n = 45) (n = 54) (n =99
Male 93.3% 85.2% 88.9%
Female 6.7% 14.8% 11.1%
(n = 44) (n = 54) (n = 98)
Caucasian 93.2% 96.3% 94.9%
Asian-American 6.8% 0.0% 3.1%
African-American 0.0% 3.7% 2.0%
Professional characteristics
MD only 88.9% 0.0% 39.2%
MD, JD 2.2% 0.0% 1.0%
MD, MLS 2.2% 0.0% 1.0%
MD, PhD 6.6% 0.0% 2.9%
PhD only 0.0% 89.5% 50.0%
PsyD 0.0% 3.5% 2.0%
PhD, JD 0.0% 5.3% 2.9%
EdD 0.0% 1.8% 1.0%
Forensic board certified 93.3% 71.9% 81.4%
Years experience in 19.9 (8.69) 15.0 (6.86) 17.2 (8.086)
forensic evaluation?
(n =43) (n = 55) (n =98)
Percentage of practice in 47.5 (31.32) 58.2 (34.00) 53.5(33.12)
forensic evaluation®
(n = 43) (n =47) (n = 90)
Number of CST 45.7 (37.49) 39.9 (32.69) 42.8 (35.09)
evaluations conducted
in past year?
(n = 45) (n =54 (n = 99)
Trained others in CST 88.9% 88.8% 88.9%

“The data reported for these variables represent the mean and standard deviation (in parentheses). Data for all
other variables represent the number of subjects endorsing the item and the corresponding percentage. Also,
the reported number of evaluations conducted in the past year has a maximum value of 100.
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ments. Thus, it was believed that infor-
mation on practices for evaluating defen-
dants on these types of charges would
yield results most helpful to mental health
professionals, lawyers, and judges in the
cases where such data would be used
most often.

Procedure

A preliminary inquiry of interest for par-
ticipating in the study was sent to all psy-
chiatrists certified by the American Board
of Forensic Psychiatry who were listed in
the 1992 directory of the American Acad-
emy of Psychiatry and Law (N = 217), and
to all diplomates of the American Board of
Forensic Psychology (ABFP) who had
listed a specialty in competency/insanity
evaluations or criminal assessments and
who were listed in the 1993 directory of the
ABFP (N = 89). Additional inquiries were
sent to specific forensic evaluation centers
located in various geographic regions
throughout the country.

Individuals who were interested in par-
ticipating were asked to return a response
card with their name and address. Sur-
veys then were sent out to all persons who
had returned a response card (N = 165),
with a request that they return it by a
given date. Approximately 10 additional
surveys were sent directly to the staff at
two forensic hospitals. With the excep-
tion of 6 CST surveys that were sent to a
facility where only CST assessments
were performed, all potential respondents
were sent both the CST and CR survey
forms with the order of presentation
counterbalanced. No follow-up reminders
or follow-up surveys were sent. The over-
all response rate based on surveys sent
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was 69 percent for the CST surveys and
64 percent for the CR surveys.

Results

Tables 3 and 4 show the percent of
respondents in each of the four response
categories on all elements for the CST
and CR reports by forensic psychologists
and forensic psychiatrists. On the tables,
elements are presented in two major
groups: data elements and opinion ele-
ments. Within these groups, elements are
listed under content subheadings that fa-
cilitate their discussion, including sepa-
rate categories for elements pertaining
only to CST or only to CR wherever
applicable.’

For the following discussion/analysis,
we arbitrarily define a consensus as hav-
ing been achieved when an element was
endorsed in a particular way by 70 per-
cent or more of the respondents across
both disciplines. Our description focuses
on three types of results. First, a consen-
sus regarding the essential nature of an
element would be important when devel-
oping standards defining competent prac-
tice. Second, we use the sum of an ele-
ment’s essential and recommended
percentages to designate an element as
important (although not necessarily re-
quired) if the sum of essential and recom-
mended percentages achieves a consensus
(70% or more). This type of consensus
might be valuable to consider when de-
veloping a higher standard of practice to
which clinicians should aspire (for exam-

Elements were not listed on the actual survey forms
under the conceptual headings that appear in the tables,
because to do so might have influenced respondents’
ratings.
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Table 3
Clinicians’ Ratings (by Percentage) of the Importance of Components in a Competency to
Stand Trial Evaluation Report

Psychiatrists (N = 45) Psychologists (N = 57)
Components? EP R o] C E R 0 C

Data elements
Identification of defendant and evaluation methods

BASICID 100.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0
REFSOURC 84.4 15.6 0.0 0.0 91.2 5.3 3.5 0.0
RPTDATE 97.8 22 0.0 0.0 100.0 0.0 0.0 0.0
CURCHG 95.6 4.4 0.0 0.0 91.2 8.8 0.0 0.0
EVLPURP 91.1 4.4 4.4 0.0 94.7 3.5 1.8 0.0
LEGLREFCS 27.3 36.4 341 23 281 24.6 47.4 0.0
EVLPLACE 73.3 28.7 0.0 0.0 73.7 211 53 0.0
EVLDATE 95.5 4.5 0.0 0.0 89.5 7.0 3.5 0.0
LSTSOURC 82.2 13.3 4.4 0.0 73.7 22.8 3.5 0.0
DISCPURP 73.3 17.8 6.7 22 66.7 28.1 5.3 0.0
CONPRIV 711 222 4.4 22 59.6 31.6 8.8 0.0
DEFPURP 46.7 40.0 1.1 22 57.9 35.1 7.0 0.0
ATYCONT 11.1 35.6 48.9 4.4 21.4 411 37.5 0.0
“Clinical” data
PSYHX 73.3 24.4 22 0.0 73.7 17.5 8.8 0.0
MHREC 455 36.4 18.2 0.0 52.6 40.4 7.0 0.0
CURNTMS 91.1 6.7 22 0.0 96.5 3.5 0.0 0.0
FRMLMSE 75.6 17.8 6.7 0.0 61.4 26.3 12.3 0.0
STATOSET 18.2 61.4 15.9 45 33.3 47 .4 19.3 0.0
POLINFO 20.5 36.4 25.0 18.2 12.3 31.6 38.6 17.5
PRIORDX 29.5 54.5 13.6 23 36.8 421 21.1 0.0
MEDS 81.8 13.6 45 0.0 84.3 12.3 1.8 1.8
SUBABUSE 43.2 34.1 18.2 4.5 33.3 31.6 29.8 5.3
MEDHX 54.5 34.1 11.4 0.0 33.9 41.1 25.0 0.0
PSYTEST 71 35.7 54.8 24 21.8 29.1 491 0.0
Data elements for CST reports only
UNDCHRG  100.0 0.0 0.0 0.0 94.7 5.3 0.0 0.0
UNDPLEA 91.1 8.9 0.0 0.0 91.2 7.0 1.8 0.0
APPRGLT 88.9 6.7 44 0.0 89.5 8.8 1.8 0.0
UNDPART 88.9 8.9 22 0.0 87.7 10.5 1.8 0.0
COMTOATY 86.7 11.1 0.0 2.2 94.7 5.3 0.0 0.0
COLABATY 88.9 8.9 2.2 0.0 86.0 10.5 3.5 0.0
DECMKNG 711 22.2 4.4 22 77.2 19.3 35 0.0
SELFCNTL 57.8 33.3 8.9 0.0 77.2 19.3 35 0.0
BXLGLCXT 44.4 40.0 13.3 2.2 421 38.6 17.5 1.8
DEFVIEW 311 17.8 17.8 33.3 19.3 12.3 15.8 52.6
POLVIEW 13.3 20.0 40.0 26.7 14.0 15.8 26.3 43.9
(Continues)
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Table 3—Continued

Psychiatrists (N = 45)

Psychologists (N = 57)

Components? E® R 0 c E R 0 C

Opinion elements
MIOPIN 75.6 22.2 2.2 0.0 75.4 19.3 3.5 1.8
DX 53.3 333 8.9 4.4 47.4 31.6 17.5 3.5
MIRATION 24.4 51.1 22.2 2.2 36.8 43.9 15.8 3.5
CSTABIL 86.7 8.9 4.4 0.0 91.2 7.0 1.8 0.0
CSTABRAT 46.7 33.3 17.8 2.2 59.6 29.8 10.5 0.0
MITOCST 62.2 311 6.7 0.0 77.2 17.5 53 0.0
MICSTRAT 40.0 35.6 24.4 0.0 491 26.3 24.6 0.0
ADDOPIN 0.0 11.1 20.0 68.9 5.4 1.8 12.5 80.4
ULTOPIN 66.7 111 8.9 13.3 50.9 22.8 15.8 10.5
CRINFO 32.6 16.3 18.6 32.6 304 14.3 16.1 39.3
SITNCXT 28.9 44.4 22.2 4.4 47.4 351 175 0.0
ALTEXPL 37.8 37.8 22.2 2.2 50.9 31.6 15.8 1.8

2See Appendix for identification of terms in this column.

°E = essential; R = recommended; O = optional; C = contraindicated.

ple, “advanced” practice, or guidelines
for programs that train fellows for spe-
cialized forensic mental health practice).
Third, any elements that are perceived as
contraindicated by a substantial percent-
age of respondents (even if less than a
consensus) might warrant special scru-
tiny, since inclusion of those elements in
a report would have an increased likeli-
hood to be challenged as “‘poor practice.”
Following are the results for elements
referring to types of data that may be
included in reports, then for elements re-
ferring to various types of opinions.
Data Elements Surveyed for Both
CST and CR Reports. Identification of
Defendant and Evaluation Methods For
both disciplines. and for both CST and
CR reports, a consensus was achieved
that 10 types of data were essential for
identifying the defendant and the evalua-
tion process: basic identifying informa-
tion for the defendant (e.g., name, age,

sex); identification of referral source; cur-
rent charge(s); statement of purpose of
evaluation; date of evaluation; date of
report; place of evaluation; list of data
sources; description given to defendant
concerning purpose of evaluation; and de-
scription given to defendant concerning
limits of confidentiality and privilege
(psychiatrists only for “essential”).

For three other elements in this cate-
gory, there was not a consensus that they
were essential: a description of the defen-
dant’s understanding of the evaluation’s
purpose; inclusion of the legal standard
for CST or CR; and a statement about
actual or attempted contact with the de-
fendant’s lawyer prior to the evaluation.
For the first of these, however, there was
a consensus regarding the importance
(“essential” plus “recommended” per-
centages) of the elements, while for the
last two there was not.

Clinical Data By consensual agree-
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Clinicians Ratings (by Percentage) of the Importance of Components in a Criminal

Table 4

Responsibility Evaluation Report

Psychiatrists (N = 43)

Psychologists (N = 53)

Components® E® R 0 C E R 0 C
Data elements
Identification of defendant and evaluation methods
BASICID 100.0 0.0 0.0 0.0 100.0 0.0 0.0 0.0
REFSOURC 95.3 4.7 0.0 0.0 92.5 5.7 0.0 1.9
RPTDATE 97.7 2.3 0.0 0.0 100.0 0.0 0.0 0.0
CURCHG 95.3 4.7 0.0 0.0 96.2 3.8 0.0 0.0
EVLPURP 93.0 7.0 4.4 0.0 96.2 3.8 0.0 0.0
LEGLREFCR 35.7 21.4 40.5 24 30.2 28.3 415 0.0
EVLPLACE 76.7 20.9 2.3 0.0 73.6 22.6 3.8 0.0
EVLDATE 93.0 7.0 0.0 0.0 90.6 7.5 1.9 0.0
LSTSOURC 90.7 7.0 2.3 0.0 84.9 15.1 0.0 0.0
DISCPURP 74.4 18.6 7.0 0.0 71.7 24.5 3.8 0.0
CONPRIV 79.1 16.3 4.7 0.0 67.9 24.5 75 0.0
DEFPURP 62.8 27.9 9.3 0.0 62.3 30.2 7.5 0.0
ATYCONT 19.0 38.1 40.5 2.4 20.8 39.6 37.7 1.9
Clinical Data
PSYHX 90.7 9.3 0.0 0.0 90.6 9.4 0.0 0.0
MHREC 78.6 19.0 2.4 0.0 77.4 22.6 0.0 0.0
CURNTMS 88.4 9.3 2.3 0.0 925 7.5 0.0 0.0
FRMLMSE 76.7 18.6 2.3 2.3 64.2 22.6 13.2 0.0
STATOSET 20.9 60.5 16.3 2.3 47.2 37.7 15.1 0.0
POLINFO 721 25.6 0.0 2.3 75.5 18.9 5.7 0.0
PRIORDX 73.8 26.2 0.0 0.0 66.0 30.2 3.8 0.0
PSYMEDS 81.0 19.0 0.0 0.0 79.2 18.9 1.9 0.0
SUBABUSE 74.4 23.3 0.0 2.3 73.6 17.0 5.7 3.8
MEDHX 64.3 33.3 0.0 2.4 64.2 26.4 9.4 0.0
PSYTEST 16.2 45.9 37.8 0.0 29.4 39.2 314 0.0
Data elements for CR reports only
DEFDISC 88.4 9.3 0.0 2.3 79.2 13.2 1.9 57
COLATDES 65.9 26.8 2.4 4.9 67.3 28.8 1.9 1.9
Opinion elements
MIOPIN 93.0 4.7 0.0 2.3 96.2 3.8 0.0 0.0
DX 74.4 18.6 4.7 2.3 60.4 26.4 11.3 1.9
MIRATION 62.8 23.3 14.0 0.0 64.2 22.6 13.2 0.0
MITOCR 95.3 4.7 0.0 0.0 100.0 0.0 0.0 0.0
MICRRAT 65.1 23.3 11.6 0.0 69.8 17.0 13.2 0.0
ADDOPIN 0.0 4.7 30.2 65.1 57 57 11.3 77.4
ULTOPIN 58.5 12.2 9.8 19.5 40.4 15.4 26.9 17.3
MENTDZS 28.6 19.0 21.4 31.0 32.7 25.0 21.2 21.2
CSTINFO 35.7 214 14.3 28.6 34.0 13.2 18.9 34.0
MALING 36.6 31.7 29.3 2.4 50.0 32.7 17.3 0.0
“See Appendix for identification of terms in this column.
PE = essential; R = recommended; O = optional; C = contraindicated.
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ment, 9 of the 11 elements in this cate-
gory were seen as important for both CST
and CR reports. The two exceptions were
psychological testing and police informa-
tion about the defendant’s behavior when
arrested (viewed as important for CR
only).

Consensual agreement as to whether or
not the clinical data elements were essen-
tial varied somewhat for the two types of
evaluations. Elements seen as essential
for both CST and CR evaluations were:
psychiatric history: current mental status;
information from a formal mental status
examination; and current use of psycho-
tropic medication. Elements seen as es-
sential for CR but not CST evaluations
were: information reviewed in past men-
tal health records; police information
about defendant’s behavior at time of al-
leged offense; information about prior
psychiatric diagnoses; and information
about presence/absence of substance
abuse.

About one-half of the respondents en-
dorsed psychological testing as being
either “essential” or “recommended”
(moreso for CR than CST reports). But
the sum of these combined ratings did
not achieve the 70 percent criterion for
consensus as important, and only about
one-quarter of psychologists perceived
psychological testing as essential for
CST or CR evaluations.

Data Elements Surveyed for CST Re-
ports Only Certain data-based elements
were surveyed for CST reports alone, be-
cause they pertained to the assessment of
specific abilities associated with a defen-
dant’s capacity to understand and partic-
ipate in the trial process. Respondents
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reached a consensus that 9 of these 11
elements were at least important. More-
over, 7 of the 9 elements were seen as
essential by both professions for adequate
description in CST reports: understanding
of charges/penalties; understanding of
possible pleas; appreciation of conse-
quences of a guilty plea and accepting a
plea bargain; understanding of roles of
trial participants; ability to communicate
with legal counsel; ability to consider ad-
vice (collaborate with) counsel; and abil-
ity to make decisions (process informa-
tion) without distortion due to mental
illness.

The elements in this category that were
not seen as important for inclusion in
CST reports were the descriptions of the
alleged offense by the defendant and by
the police. There was particular disagree-
ment among respondents concerning the
propriety of including the defendant’s
own description of events in CST reports.
About one-half of the psychologists and
one-third of the psychiatrists believed that
this was contraindicated, while a substan-
tial proportion (about one-half of the psy-
chiatrists) felt that it was important to
include. Concerning the police view of
the alleged offense, roughly one-third of
both professions rated it as important to
include, while about 27 percent of psy-
chiatrists and 44 percent of psychologists
believed it was contraindicated.

Data Elements Surveyed for CR Re-
ports Only The defendant’s description
of events surrounding the time of the al-
leged offense was considered essential by
consensus for CR reports. Information
from witnesses or other collateral sources
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was seen as important and nearly reached
consensus as essential.

Opinion Elements The following
types of opinion statements reached con-
sensus as being important for both CST
and CR reports: opinion about presence
or absence of mental illness/mental retar-
dation (MI/MR); opinion about formal
MI/MR diagnosis (i.e., DSM-1V); expla-
nation of reasoning for opinion about MI/
MR; opinion about relation between de-
fendant’s MI/MR and capacities relevant
for the question of CST or CR; and ex-
planation of reasoning concerning the re-
lationship between defendant’s MI/MR
and capacities relevant for the question of
CST or CR. However, only two of these
opinion statements achieved a consensus
as essential: an opinion about presence or
absence of MI/MR; and an opinion con-
cerning the relation between the defen-
dant’s MI/MR and the capacities relevant
for the CST or CR question.

Four other types of opinion statements
were included in the survey. First, the
survey defined an “ultimate opintion” as a
clinical opinion as to whether or not the
defendant “is competent to stand trial” or
“was insane at the time of the offense,
was criminally responsible, or is recom-
mended as NGRI.” A general statement
of the results would conclude that there
was consensual agreement that ultimate
opinions were important for both types of
reports, with about one-half of respon-
dents perceiving them as essential. The
exception arose for CR reports as per-
ceived by psychologists. for whom an
ultimate opinion was seen as important
by less than a consensus (55%). Only a
relatively small percentage of respon-

dents believed that ultimate opinions by
clinicians were contraindicated for CST
reports (10—13%) or for CR reports (17—
19%).

Second, there was consensus or near
consensus that offering opinions in the
report about legal or forensic issues other
than those requested by the court (e.g.,
“danger to others™) were contraindicated.
Third, there was no consensus regarding
the appropriateness of including CST
opinions and CR opinions in the same
report for those instances in which both
evaluation requests were made at the
same time. In fact, respondents were quite
divided on the matter: about one-third
believed that this practice was essential,
while one-third believed that it was con-
traindicated.

Finally, by a consensus, the respon-
dents considered it important for the re-
port to include an opinion as to whether
or not the defendant’s legally relevant
mental state deficits might be related to
causes other than mental illness or mental
retardation (for CR, malingering; for
CST, other reasons such as simple lack of
knowledge of trial procedures). However,
this was not seen as essential for CST or
CR reports.

Opinion Elements Surveyed for CST
Reports Only Respondents expressed a
consensus that it was important for exam-
iners to offer opinions in the report about
the nature and degree of any deficits in
abilities relevant for CST, as well as an
explanation concerning how the opinion
was reached. Only the first of these, how-
ever, was considered essential by consen-
sus. Respondents also expressed a con-
sensus that it was important (but not
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essential) for reports to offer an opinion
about situational circumstances (e.g., an-
ticipated demands of this defendant’s
trial) in which the defendant’s deficits
might be more or less likely to compro-
mise the defendant’s trial participation.

Opinion Elements Surveyed for CR Re-
ports Only No consensus was reached
concerning whether the CR report should
offer an opinion that a defendant’s DSM
diagnosis does or does not meet the legal
criteria for “‘mental disease or defect,” as
this might apply to the issue of criminal
responsibility. Approximately 21 percent
to 31 percent of respondents believed that
this was contraindicated, which was al-
most the same as the percentage of those
who believed that it was essential (28—
32%).!

Summary of Differences Between Dis-
ciplines Differences were found be-
tween the ratings of the psychiatrists and
the psychologists on several items. We
chose a difference level of 15 percent to
identify these items and focused on the
differences in essential and contraindi-
cated ratings. These items included:
whether or not a medical history is essen-
tial in CST evaluations (psychiatrists,
55%: psychologists, 34%); whether a de-
scription of the defendant’s capacity for
self control is essential in CST evalua-
tions (psychiatrists, 57%; psychologists,
T7%); whether it is essential to describe
situational trial contexts as they relate to
the defendant’s CST deficits (psychia-

ITwo items not reported in Tables 3 and 4 inquired about
the importance of organizing the report in a particular
sequence and of citing legal statutes or cases where
relevant. Neither of these were considered as important
by consensus.
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trists, 29%: psychologists, 47%); whether
including a defendant’s view of the of-
fense in CST reports is contraindicated
(psychiatrists, 33%; psychologists. 53%):
and whether the defendant’s behavior in
settings outside the interview is essential
to observe and describe (CST: psychia-
trists, 18%; psychologists, 33%: CR: psy-
chiatrists, 21%; psychologists, 47%).

Finally, there were some differences
observed concerning whether an ultimate
opinion 1s essential for criminal forensic
evaluations. For CST assessments, about
two-thirds (67%) of the psychiatrists
rated this essential, while only one-half
(51%) of the psychologists assigned this
rating. However, for the CR evaluations
the essential ratings dropped to 59 per-
cent for the psychiatrists and 40 percent
for the psychologists.

Discussion

This is the first article to report areas of
consensus and disagreement among a na-
tional sample of forensic mental health
professionals concerning the necessary
and appropriate contents of criminal fo-
rensic reports. The respondents, most of
them diplomates in forensic psychiatry or
forensic psychology, were highly experi-
enced and specialized in criminal forensic
evaluations. The survey and sampling
procedures offer no reason to believe that
the opinions of these respondents as a
group are not representative of the do-
main of forensic mental health diplo-
mates. Therefore, their opinions provide a
valuable base of information to consider
in any efforts to develop explicit stan-
dards and guidelines for criminal forensic
reports.
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Such efforts may arise for varied pur-
poses: (1) developing formal standards
for endorsement by professional forensic
mental health organizations; (2) establish-
ing quality assurance policies in public
sector forensic evaluation systems; (3) as-
sisting attorneys and courts in their scru-
tiny of the quality of forensic examiners’
reports; (4) developing curricula and
training objectives in pre- and postdoc-
toral forensic psychology programs, fo-
rensic psychiatry fellowships, and con-
tinuing education programs; and (5)
identifying criteria that may be used by
researchers to define and assess the qual-
ity of forensic evaluations and reports.
The following discussion focuses on the
values and limitations of our survey re-
sults for these potential objectives.

First, our results suggest that a consen-
sus has evolved among forensic mental
health professionals concerning many es-
sential types of content in CST and CR
reports. Moreover, there was general
agreement between forensic psycholo-
gists and forensic psychiatrists regarding
the appropriate content for criminal fo-
rensic reports. It is likely that standards
regarding much of the content of CST and
CR reports could be developed jointly by
the two disciplines without significant
controversy or conceptual conflict.

Second, while revealing a sense of
agreement on most matters, the results
also identify some issues for which there
appears not to be a consensus concerning
the propriety of certain types of content.
Such disagreement may occur for a vari-
ety of substantive (e.g., real disagreement
about evaluation practices), strategic
(e.g., believing that extremely brief re-

ports provide more protection from cross-
examination), and contextual reasons
(e.g., different practices may be sug-
gested by different specific cases or by
the demands of different systems).
Considerable diversity in viewpoints
within both disciplines—including di-
rectly opposing positions—arose espe-
cially in response to questions about the
proper form or inclusion of certain types
of expert opinions in the report. For ex-
ample, among psychologists, there was a
notable lack of consensus regarding the
propriety of offering expert clinical opin-
ions on the ultimate legal CR question in
the report. There were three positions on
the matter. A little more than one-half of
them endorsed the practice, while about
one-fifth condemned it. The third posi-
tion, taken by about one-quarter of the
psychologists in the survey, was that of-
fering or not offering ultimate opinions
was of no great consequence, presumably
because legal fact-finders are in no way
obligated to accept the expert’s opinion.
Respondents also were divided about in-
cluding opinions in the report as to
whether a defendant’s diagnosis meets
legal criteria for mental disease or defect.
Unfortunately, we could not determine
the rationale for respondents’ choices,
which would have helped us to under-
stand the diversity of opinion on these
issues. For example, some of those who
rated these elements as essential might
have done so because it is required by law
or compelled by judges in their jurisdic-
tion, while others may have made this
rating because they believed that inclu-
sion of these elements is essential in prin-
ciple. Nevertheless, these results identify

Bull Am Acad Psychiatry Law, Vol. 24, No. 3, 1996 311



some questions that should continue to be
the focus of debate among forensic men-
tal health professionals in order to move
the field toward consensus on those mat-
ters.

Third, while we believe that our find-
ings may be of considerable use to those
who wish to form standards and guide-
lines. the results do not offer a blueprint.
We urge careful reflection, rather than
automatic use of the results, when apply-
ing them to questions of standards of
practice. Several cautions should be ex-
ercised when using the results of our sur-
vey to address questions of policy.

1. We used 70 percent agreement to
define a consensus. Standard-setting bod-
ies should decide whether they wish to
accept this definition or to identify a more
or less rigorous definition of consensus.
Changing the percentage cut-off. of
course, will produce different conclusions
regarding which of the content categories
in the study may be essential and there-
fore potentially appropriate to represent a
standard for competent report writing
practice.

2. A consensus of experts concerning
minimal standards of practice in report
writing does not necessarily define cor-

YWe reiterate that our survey asked only about report
content and did not inquire directly about evaluation
practice and testimony. Although most report content
addresses something done during the assessment and
most clinicians will probably be willing to testify to
something that has already been included in the report,
there may be important distinctions in the degree of
importance assigned to each element. For example, one
might consider it essential to do something in practice—
like giving notice on the limits of confidentiality—but
believe that its inclusion in a report or testimony was
somewhat less important. Thus, since our data only
report respondents’ beliefs about report content, any
implications drawn for evaluation practice and testi-
mony must be done with caution.
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rect practice. In addition to the experts’
consensus, one should consider law, pro-
fessional ethical standards, and other
sources of criteria that make authoritative
demands on professional practice and
presentation of reports. When these other
authoritative sources are in conflict with
the experts’ consensus, the latter should
not automatically be used to define “ad-
equate” practice. For example, Section VI
of the Specialty Guidelines for Forensic
Psychologists’ may be interpreted to ob-
ligate experts to explain clearly the rea-
sons for any opinions they may offer, so
that the trier of fact may assess their foun-
dation. Yet our respondents did not ex-
press a consensus that it was essential for
reports to explain clinicians’ reasons for
their opinions that deficits in a particular
defendant’s cognitive abilities were rele-
vant for the question of CST. In this in-
stance, and perhaps others, standard-set-
ting bodies might wish to contradict the
consensus of the experienced forensic
mental health professionals in this study.

3. It is quite possible that the opinions
of a national panel of experts could be
misleading when developing standards
for professionals in a specific jurisdiction.
Certain states may have unique legal and
administrative demands that would be in
conflict with general practice nationwide.
For example, experts in this study
reached a consensus that for CST and CR
evaluation reports, it was inappropriate
for examiners to offer opinions on other
legal issues such as “dangerousness.” In
Massachusetts, however, examiners are
required to address defendants’ “need for
care and treatment’ in all pretrial mental
health evaluations (Massachusetts Gen-
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eral Laws, ¢ 123, s 15(c)). This often
requires addressing the potential need for
psychiatric hospital commitment during
the pretrial period, which in Massachu-
setts requires that the defendant meet cri-
teria similar to those in civil commitment.
“Danger to others™ is one of those com-
mitment criteria. Therefore, the practice
that this national panel of experts consid-
ered to be contraindicated 1s appropriate
in Massachusetts. Similarly, there may be
some types of content that the experts
considered essential that would be inap-
propriate in some jurisdictions. Standard-
setting bodies must be careful to under-
stand and weigh such conflicts rather than
automatically adopting a national opinion
consensus.

4. Standard-setting bodies, or persons
using the results of this study to evaluate
the quality of an expert’s report, should
remember that we surveyed experienced
forensic mental health professionals’
opinions, not their behavior. The results,
therefore, are interpreted appropriately as
the respondents’ beliefs about adequate
report writing practice. They should not
be interpreted as representing the actual
report writing practice of experienced fo-
rensic mental health professionals, for
which very limited data currently are
available.”

Finally, we encourage researchers to
use the data and opinion elements in this
study to examine the quality of forensic
evaluations and reports, especially in re-
lation to examiners’ training, their expe-
rience, and the characteristics of legal
systems and public sector forensic mental
health systems in which pretrial evalua-
tions are performed. Quality, however,

may have many definitions and may re-
quire consideration of a variety of report
characteristics (e.g., organization, length,
and clarity of communication), as well as
less formal aspects of the communication
(e.g.. how well the report attends to the
clinical needs of the defendant as well as
the informational needs of the legal sys-
tem). Researchers should recognize that
report content—the sole focus of the
present study—is but one among many
important characteristics of reports that
might be worthy of consideration when
establishing criteria with which to evalu-
ate report quality.
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Appendix: Survey Definitions for Elements
of Forensic Reports

I. Data Elements

Identification of Defendant and Evaluation
Methods

BASICID: Basic Identifiers: such as defen-
dant’s name and date of birth, name of examiner.

REFSOURC: Referral Source: identification of
the party requesting the evaluation (e.g., which
court or name of attorney).

RPTDATE: Report Date: date of report.

CURCHRG: Current Charges: identification of
offense(s) and offense dates for which the defen-
dant currently is being charged.

EVLPURP: Purpose of Evaluation: statement
of purpose for performing the evaluation.

LGLREFCS: Legal Reference to CST: a legal
citation providing a definition of competence to
stand trial in that jurisdiction.
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EVLPLACE: Place of Evaluation: identifica-
tion of the location where the evaluation was con-
ducted (e.g., hospital, mental health center, jail).

EVLDATE: Evaluation Dates: identification of
the date(s) on which the examiner met with the
defendant for purposes of direct assessment pro-
cedures (e.g., interview, testing) and amount of
time spent in direct contact for assessment.

LSTSOURC: Listing of Other Data Sources:
listing of any sources of information obtained by
the examiner other than through direct clinical/
forensic interview with defendant (e.g., mental
health records, police reports, interviews with rel-
atives/witnesses, psychological or medical tests).

DISCPURP: Disclosure of Purpose: statement
indicating that defendant was told the purpose of
the evaluation prior to interview/testing.

CONPRIV: Confidentiality/Privilege: state-
ment indicating that defendant was given explana-
tion of the limits of confidentiality/privilege prior
to interview/testing.

DEFPURP: Defendant’s Understanding of Pur-
pose: statement commenting on defendant’s un-
derstanding of the purpose of the evaluation.

ATYCONT: Attorney Contact: statement indi-
cating that examiner contacted defendant’s attor-
ney prior to evaluation or that an attempt was
made to do so.

Clinical Data

PSYHX: Psychiatric History: information that
addresses whether or not defendant has a history
of mental illness (or mental retardation).

MHREC: Mental Health Records: includes a
statement indicating that some documeni(s). from
previous mental health evaluation/treatment was
reviewed by examiner, or that such records were
not available when an attempt was made to obtain
them.

CURNTMS: Current Mental Status: informa-
tion (data) about defendant’s current mental status,
derived at least in part from direct observation of
defendant by examiner (must be a description of
mental state at the time of the evaluation); for
example, describing delusions or other symptoms,
describing thoughts or thought processes, describ-
ing level of intelligence at present time.

FRMLMSE: Formal Mental Status Exam: de-
scription of mental status that comments on the
following: orientation; memory; emotion; behav-
ior; thought.

STATOSET: Current Status in Other Settings
(if available): observations (data) about defen-
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dant’s current mental state as observed by exam-
iner or others in a current setting other than the
interview (e.g., hospital or jail) in the days just
prior to or during the evaluation.

POLINFO: Information from Police: descrip-
tion of information (data) from police concerning
defendant’s behavior at time of arrest OR state-
ment indicating that the examiner made an effort
to obtain information from police, but such infor-
mation was not made available to the examiner.

PRIORDX: Prior Diagnosis: statement indicat-
ing a diagnosis from earlier medical or psychiatric
treatment or indicating the absence of earlier di-
agnosis or treatment history.

PSYMEDS: Psychotropic Medication: state-
ment identifying defendant’s current use of psy-
chotropic medication (since time of arrest and at
time of evaluation) or absence of it.

SUBABUSE: Alcohol/Substance Abuse: state-
ment identifying presence and degree, or absence,
of alcohol or other substance abuse in the past
(prior to current charges).

MEDHX: Medical History: statement identify-
ing presence and degree, or absence, of any past or
current significant illnesses or medication use.

PSYTEST: Psychological Testing: use and re-
porting of intellectual, objective or projective
tests/instruments designed for clinical evaluation
(e.g., WAIS-R, MMPI, Rorschach, Beck, etc.).

Data Elements for CST Reports Only

UNDCHRG: Understanding of Charges or Pen-
alties: data describing what the defendant under-
stands about the charges or potential penalties.

UNDPLEA: Understanding Pleas: data describ-
ing the defendant’s degree of understanding of
pleas available to defendants (e.g., guilty, not
guilty, not guilty by reason of insanity).

APPRGLT: Appreciation of Guilty Plea: data
describing defendant’s understanding and appreci-
ation of information specifically related to enter-
ing a guilty plea or accepting a “plea bargain”
(e.g., giving up certain rights).

UNDPART: Understanding of Trial Partici-
pants: data describing what the defendant under-
stands about the roles of participants in the formal
trial process (e.g., prosecutor, defense attorney).

COMTOATY: Communication to Counsel:
data describing the degree to which defendant is
able to provide defense counsel with coherent
description of the alleged offense (or of events
within that time).

COLABATY: Collaborating with Counsel:
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data describing the degree to which defendant is
able to consider advice of counsel.

DECMAKNG: Decision Making: data describ-
ing defendant’s abilities for making decisions
(processing information) without distortion due to
mental illness.

SELFCNTL: Self Control: data describing de-
fendant’s ability to manage his/her behavior or
emotion in courtroom.

BXLGLCXT: Demeanor in Legal Context: a
description of defendant’s behavior in recent in-
teractions with his/her attorney or within recent
court proceedings.

DEFVIEW: Report of Defendant’s View of Of-
fense: inclusion of information describing the al-
leged offense or the time surrounding it, derived
from the defendant’s description.

POLVIEW: Police View of Offense: inclusion
of detailed description of the alleged offense,
based on data derived from police or other infor-
mants.

Data Elements for CR Reports Only

LGLREFCR: Legal Reference to CR: a legal
citation providing a definition of insanity/criminal
responsibility in that jurisdiction.

DEFDISC: Defendant’s Disclosure: informa-
tion (data) about defendant’s behavior at time of
the alleged offense based on the defendant’s own
report; OR statement indicating that the examiner
made an effort to obtain the information, but de-
fendant was not willing or able to provide a de-
scription of behavior and events at time of alleged
offense.

COLATDES: Collateral Description: informa-
tion (data) from interview with witness(es) con-
cerning defendant’s behavior at time of the alleged
offense, or from others who encountered the de-
fendant soon before or after the alleged offense;
OR statement that no persons are known to have
had contact with the defendant immediately be-
fore, during or after the alleged offense, or that
potential informants were contacted by the exam-
iner but were either unwilling or unable to provide
relevant information.

II. Opinion Elements

Opinion Elements for both CST and CR

MIOPIN: Mental Illness Opinion: statement of
examiner’s opinion concerning presence and de-
gree, or absence, of current mental illness or men-
tal retardation.

DX: Diagnosis: statement of opinion regarding

formal (DSM-III-R) diagnosis (if mental illness
exists).

MIRATION: Mental Illness Rationale: a de-
scription of how the examiner reached an opinion
about the presence an degree, or absence of mental
illness.

SEQORGZ: Sequential Organization: report
uses subheadings with content proceeding in the
following sequence: identification and purpose,
method, data, interpretations.

LEGCITN: Legal Citation: inclusion of refer-
ences or citations to statutes or legal cases bearing
on forensic questions.

ADDOPIN: Additional Clinical Opinions: re-
port offers opinions also on defendant’s current
dangerousness and other matters that may be rel-
evant for sentencing, but for which there is no
legal (statutory) requirement to address.

Opinion Elements for CST Only

CSTABIL: CST Abilities: statement of exam-
iner’s opinion concerning presence, absence, or
degree of deficits in abilities relevant for the ques-
tion of competence to stand trial.

CSTABRAT: CST Abilities Rationale: a clear
description of how the examiner arrived at the
opinion about CST abilities.

MITOCST: Relation of Mental Illness and CST
Abilities: if mentally ill and deficits in CST abil-
ities, explanation of relationship between them, if
any.

MICSTRAT: Rationale for Relation of Mental
Illness to CST Abilities: if mental illness existed,
a description of how the examiner reached the
opinion about the relation of mental illness to CST
abilities.

ULTOPIN: Ultimate Opinion: report includes
the examiner’s clinical opinion concerning
whether or not the defendant is competent to stand
trial.

CRINFO: Criminal Responsibility (CR): if the
evaluation referral called for a CR evaluation at
the same time as the CST evaluation, inclusion of
data and opinions on the question of criminal
responsibility along with CST results in the same
report.

SITCNXT: Situational Context: description of
situational circumstances (e.g., conditions of trial)
in which the defendant’s functional deficits are or
are not likely to compromise the defendant’s trial
participation.

ALTEXPL: Alternative Explanations: discus-
sion of any reasons other than mental illness that
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could explain deficiencies in defendant’s perfor-
mance during assessment of CST abilities.

Opinion Elements for CR Only

MITOCR: Opinion about Relation of Mental
Illness to CR: if mental illness existed at time of
alleged offense, a statement of examiner’s opinion
concerning the degree to which it did or did not
influence the defendant’s capacities associated
with the legal definition of criminal responsibility.

MICRRAT: Rationale for Relation of Mental
Illness to CR: if mental illness existed, a descrip-
tion of how the examiner reached the opinion
about the relation of mental illness to CR.

MENTDZS: Mental Disease or Defect: report
includes an opinion about whether a DSM-III-R
diagnosis does or does not meet the legal criteria
for “mental disease or defect.”

CSTINFO: Competence to Stand Trial (CST):
if the evaluation referral called for a CST evalua-
tion at the same time as the CR evaluation, inclu-
sion of data and opinions on the question of com-
petence along with CR results in the same report.

MALING: Malingering: a statement addressing
the question of malingering of mental illness at the
time of the evaluation, or dissimulation by defen-
dant when providing information about mental
state at the time of the alleged offense.
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