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Measuring Level of Function in
Mentally lll Prison Inmates:
A Preliminary Study

Victoria L. Harris MD, MPH, and David Lovell MSVW, PhD

The need to portray accurately the leve! of functioning and severity of psychiatric symptoms ameng mentally i
offenders (MIOs) is paramount from several perspectives. The prison environment may cast aspersions on the
reliability and validity of commonly used functional assessment tools. In addition, these tools do not capture
environment-specific areas that may be of interest to the courts, clinicians, community mental health centers, and
other correctional facilities. Male MIOs (n = 61) who had been treated for at least three months in a (male)
Washington state prison mental health program were evaluated using clinical assessment tools, data abstraction
from medical records. and structured assessments from correctional officers. Clinical assessments occurred at
their current site of incarceration. The semistructured clinical assessments had high construct validity and
correlation for psychiatric symptoms and diagnosis. The ability of evaluators to determine accurately relative
treatment compliance within the prison was low compared with the reports from correctional staff, particularly
with respect to attendance at programs. In general, the officers did not recognize lack of program participation and
reclusive behavior as potential signs of mental illness. Despite a significant history of psychiatric symptoms severe
enough to warrant inpatient treatment, 70 percent of the MIO individuals were functioning reasonably well in a
general poputation. A fully informed functional assessment of MIOs likely requires input from both clinicians and

correctional officers.
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It is estimated that up to 15 to 20 percent of the 1.8
million adults incarcerated in U.S. county jails, state
prisons, and federal institutions have a mental illness
severe enough to impair functioning.'™ The ability
to evaluate functioning of identified mentally ill of-
fenders (MIQOs) within scate correctional facilities is
needed for many reasons: follow-up for mentally ill
individuals within the system, identification of indi-
vidual and program needs, and part of program eval-
uation and assessment. As noted in the health services
literacure, the environmental context is a crucial vari-
able to consider when choosing a set of assessment
tools.* > Yet little exists in the literature describing a
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systematic approach to functional assessments specif-
ically within the correctional setting,

The purpose of this study was to evaluate the func-
tioning of inmates who had been treated at a male me-
dium-security residential mental health program. The
group had been identified previously as needing services
offered through the program and had completed at leasc
three months in the unit. Finally, the subjects were still
incarcerated in a Washington state prison.

The mental health treatment program and some re-
sults have been described previously.® The program
aims to provide an intermediate level of care for impris-
oned offenders with mental illness and therefore estab-
lishes an option between intensive, acute care and gen-
eral prison population settings. Because the program
aims to prepare participants for the general prison set-
ting, a measure of functioning after treatment is crucial.

Numerous functional assessment tools have been
well described in the literature.””!" A Referral Deci-
sion Scale (RDS) to screen mentally ill jail detainees
also has been described.'? Despite strengths of avail-
able assessment tools, each has shortcomings for the
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Table 1 Summary of Assessment Tools and Domains to Evaluate Functioning in MIO

No. of Questions

Assessment Tool Psychiatric Severity of medical Treatment Role as a prison
(Total No. of Questions) Symptoms problems compliance inmate
BPRS (18) 16 1 1
GAF (1) Psychological, social, and occupational functioning on a continuum
FAMIO (36) 19 4 3 10
FAR (24) 4 2 (Unable 10 separate categories) 18

determination of overall functioning within a correc-
tional facility. Widely used functional assessment
tools contain questions that are irrelevant in the cor-
rectional context, such as financial management or
cooking skills.'® ! Questions have been raised about
the positive and negative predictive value of the
RDS'? and its validity'® for diagnostic purposes. In
addition, although the RDS has its root in the Diag-
nostic Interview Schedule,'® it has been suggested
that the stress of the correctional environment may
skew responses to depression and anxiety symptoms. '
A model to evaluate inmate functioning systemati-
cally could not be found in the literature and thus was
derived from collaboration between the Department of
Corrections (DOC) and the multidisciplinary group
from the University of Washington (UW). For the pur-
poses of this project, representation for the lacter was
included from the Department of Psychosocial and
Community Health, the Department of Psychiatry, the
Washington Institute for Mental Illness Research and
Training, and the School of Public Policy and Manage-
ment. Group members had knowledge of the residen-
tial mental health program, stemming from its incep-
tion to the present, and shared decades of experience
within the correctional field.
In light of experience, collaborative efforts, and the
on treatment for mental illness, the team attempred
to capture several perspectives of an inmate’s function-
ing: the severity of current psychiatric symptoms, the
severity of medical needs, and the ability to function
specifically within the correctional environment.

Methods

Inmates who were treated in the mental health
program from its inception and who were still within
Woashington state DOC facilities were eligible for
follow-up, provided they had been in the program
for at least three months. Inmates were interviewed
for 45 to 60 minutes at their current institution. By
definition, all subjects were therefore male and had

been convicted of a felony crime and sentenced to
more than 12 months incarceration in a state prison.

Assessment tools consisted of the following (Ta-
ble 1): Brief Psychiatric Rating Scale (BPRS); The
Global Assessment of Functioning (GAF); Functional
Assessment of MIOs (FAMIO); and Functional Assess-
ment of Residents (FAR). The BPRS”-? is a brief, 18-
question mental health tool that has been well validated
in the literature (except among incarcerated people).
The GAF is the widely used scale in conjunction with
the American Psychiatric Association’s Diagnostic and
Statistical Manual-1V (DSM-1V). The FAMIO is a 42-
question tool that actempts to determine level of func-
tioning specifically among MIOs. The following do-
mains are included in the FAMIO: (1) psychiatric signs
and symptoms (with further breakdown for indicators
of psychosis, depression or other mood disorders, and
anxiety); (2) medical problems; (3) treatment compli-
ance for the psychiatric illness; and (4) program com-
pliance. Finally, the FAR is unique in design elements
and concept formulations that attempt to capture the
knowledge specifically held by correctional staff. Func-
tioning within the correctional environment was cate-
gorized as follows in the FAR: (1) activities of daily
living (ADLs); (2) medical problems; (3) social behav-
ior; (4) vocational activities (interest); and (5) mental

health issues.

Assessment Protocol

Three clinician raters participated in the study. The
formal education of the raters was at least at a graduate
level. All had extensive experience in correctional men-
tal health and were members of the UW/DOC collab-
oration. No formal training on the use of the FAMIO
was undertaken for the study. All three clinician raters
interviewed the first nine subjects. Raters were encour-
aged not to refine their rankings in the FAMIO for
these subjects. Two clinicians interviewed all other sub-
jects and a single score on each FAMIO question was
artained by agreement. For all subjects, a single value for
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each question on the BPRS was recorded. Medical
records were reviewed after the clinical interview. Infor-
mation on diagnosis (if available) and medications were
recorded for each subject.

Correctional staff on two different shifts in the sub-
jects’ current unit were contacted for participation
through the institution’s superintendent. As part of a
staff meeting, at least one clinician rater met with the
staff. The project purpose and the use of the FAR were
explained and discussed. No formal training on the
FAR was provided. The assessment tool was distributed
and then collected through the shift caprain. Com-
pleted forms were then mailed back to the study team.

All inmates provided written informed consent to par-
ticipate in this study. The study protocol was reviewed
and approved by the DOC and the Human Subjects
Review Committee at the University of Washington.

Statistical Analysis

SPSS 7.0 (Win 97) was used as the database and
analytical software package for the results. For pur-
poses of analysis and presentation, scores on the anal-
ogous BPRS and FAMIO questions were reduced to
one of the following categories: psychotic symptoms,
symptoms of major depression, symptoms of ele-
vated mood, and symptoms of anxiety. Further, each
question was recoded according to one of the follow-
ing severity markers: not present, mild, moderate, or
severe. The Spearman Correlation Coefficient (»)
was calculated to compare the two tools.' " '

Two members of the correctional staff, either officers
from day and evening shifts or one officer and the in-
mate’s counselor, were asked to complete the FAR.
Where both tools were returned and completed, analy-
sis was performed with the mean of the two scores.
Although this might cause the subjects to look better
than they actually are, this is unlikely.* Finally, presen-
tation of the FAR according to categories of functioning
required that all questions have the same number of
possible answers. For this reason, the average scores (where
applicable) from each FAR question were rescored
mathematically as if there were five possibilities. This pro-
cedure allowed for calculation of the groups’ average scores
in each of the five main areas captured by the FAR.

* Thac is, all reported numbers are the resule of “regression toward the
mean.” For an individual, it might mean that dysfunction is no longer
apparent. However, because the standard deviation of the values from
the reported means is small for individuals, the cumulative effect of
significantly skewing the results toward high levels of function for the
group is unlikely.'

Results

Sixty-one inmates provided consent for the inter-
views and medical record review. At least one FAR
tool was returned on 58 subjects, and two or more
FAR tools were returned on 51 subjects. All three
clinician raters assessed the first nine subjects. The
remainder were assessed by two of the raters.

Demographics and Background

All subjects were male and over the age of 20 years.
As shown in Table 2, the average age was 40.3 + 9.3
years, with more than three-fourths of the sample less
than 50 years old (n = 52, 85%). Over two-thirds of
the sample was Caucasian (7 = 42, 69%). The gen-
eral population wings at the site of the mental health
program was the most frequent current site of the
subjects, followed by the largest state prison (» = 19,
31%, and n = 13, 21%, respectively). Although all
men had been convicted of a felony crime, sex-re-
lated crimes were the most common (n = 27, 44%).
The length of incarceration before entry into the
treatment program ranged from 2 months to 19
years, with a median of 3 years (£G6 years) before
program entry. They spent an average of 13 months
(*8 months) at the program and an average of 19

Table 2 Demographic and Psychiatric Information of Individuals
Followed from Residential Mental Health Treatment Program

Number of Individuals (%)

n =61
Age group (years)
<20 0
20-29 7010
30-39 23 (38)
40-49 22 (36)
50-59 7Q11)
>60 2 (3
Race/ethnicity
Black 14 (23)
Caucasian 42 (69
Hispanic 1 (2)
Asian 2 (3
Other 2 (3)
Psychiatric diagnosis”
Schizophrenia 13 (21}
Schizoaffective disorder 71
Psychosis NOS 9(15)
Bipolar disorder 3.
Major depression 10 (16)
Anxiety disorder 2 (3)
Other/unclear diagnosis 18 (30)

* The primary diagnosis was derived by a combination of clinical
presentation, current and past psychiatric medications, and (where located)
psychiatric diagnosis in the medical record. Note that the number of
individuals adds to more than n = 61 and 100% because some individuals
had more than one Axis | diagnosis.
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months (£ 10 months) had elapsed since they left the
mental health program.

The primary Axis 1 diagnosis of individuals is
shown in Table 2. The primary diagnosis was derived
by a combination of clinical presentation, current
and past psychiatric medications, and (where lo-
cated) psychiatric diagnosis in the medical record.
Eighteen of 29 individuals with a diagnosis consis-
tent with a primary psychotic disorder (62%) were
congregated at the two most frequent sites for the
subjects. Five of the 10 individuals with (medical
record) diagnoses of major depression were located at
the same site as the mental health program.

Reliability and Validity of the FAMIO

Symptom clusters were analyzed using the follow-
ing groups: psychotic symptoms, symptoms of major
depression, symptoms of elevated mood, and symp-
toms of anxiety. Interrater reliability was calculated
on the nine triple-rated subjects. The highest reliabil-
ity coefficient was noted within the treatment com-
pliance/correctional functioning domain (R = .930).
The lowest was noted for anxiety symptoms (R =
.823), followed by mood symptoms (R = .840). In-
terrater reliability also was reasonably strong for psy-
chotic symptoms (R = .916).

Scores for the first nine triple-rated subjects also were
used to calculate the intraclass correlation (ICC) and
the internal consistency of the FAMIO. All questions
within each respective FAMIO group had an ICC of
greater than .70. Numerous questions within the psy-
chotic symptom class and correctional functioning had
ICCs of greater than .90. Internal consistency, de-
scribed by Chronbach’s a-correlation coefficient,” '
ranged from depressive symptoms (& = .75) to treat-
ment compliance/correctional role (¢ = .63). The
overall correlation for the FAMIO was o = .86.

The content of the FAMIO was established by
consultation with correctional mental health profes-
sionals, forensic psychiatrists, and health service re-
searchers. Questions within the correctional domain
were worded and anchored to capture adverse events
or poor functioning. Psychiatric symptomatology
was described and anchored in a manner identical to
the BPRS.”* ® However, the order of the questions on
the FAMIO scoring sheet was markedly different
from the BPRS. Medical functioning questions were
developed from existing tools’~” and consultation.

Construcr validity was calculated for all subjects
using the BPRS as the criterion marker of psychiatric

symptoms. The Pearson correlation coefficient on
the FAMIO and BPRS for each of the symptom cat-
egories is shown in Table 3. Excellent agreement
with elevated mood symptoms was noted (R = 1.00;
p =.01). The overall correlation between the two
assessment tools was .906 (p = .07).

Mental Health Functioning
As shown in Table 3, 27 individuals (44%) scored

“moderate or severe” on at least one relevant question
concerning psychotic symptoms on the FAMIO.
Likewise, 49 percent (» = 30) had evidence of mod-
erate or severe anxiety during the interview. Fifty-five
inmates (90%) scored moderate or severe on at least
one of the outlined FAMIO groups.

Of the 27 individuals with moderate or severe psy-
chotic symptoms (using all available FAMIO ques-
tions), 25 were currently on antipsychotic medica-
tion (93%). Sixteen of the 21 individuals with
symptoms of major depression (76%) were on a
mood stabilizer (including antidepressants), and 11
(52%) also were on antipsychotic medication.

Results from the FAR are shown in Table 4 by
category domain and individual questions. For eight
subjects (13%), it was indicated that the inmate did
not have an apparent mental illness or serious behav-
ioral problem. There also were six subjects (10%)
about whom the officers did not have enough knowl-
edge concerning the mental health issues to complete
this section.

Table 3 Correlation Between the FAMIO and BPRS for Categories
of Psychiatric Symptoms

Significance
FAMIO BPRS  Correlation (R) {(p value)’
Psychotic
symptoms .949 .05
None 32 29
Mild 2 4
Moderate 13 13
Severe 14 15
Depressive
symptoms 791 .21
None 22 21
Mild 18 21
Moderate 20 18
Severe 1 1
Elevated mood
symptoms 1.000 .01
None 29 32
mild 15 15
Moderate 1 1
Severe 5 3
Overall 906 N

* Two-tailed p test with significance sct at a = .01.
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Table 4 Functioning Within the Facilities as Evaluated by
Correctional Officers Using the FAR

Mean/Maximum Standard
Score Mode” Deviation

ADL

Bathing 4.8/5 5 0.51

Feeding 3.9/4 4 0.33

Toilet use 2.9/3 3 0.00

Cell cleanliness 3.7/4 4 0.52

Caring for own property 2.9/3 3 0.36

Ambulation 3.9/4 4 0.40
Medical problems

Staff attention 4.0/4 4 1.43

Sensory impairment 2.7/3 3 0.69
Social behavior

Social interactions 2.9/4 3 0.61

Respect for authority 3.6/4 4 0.73

Response to directions 3.1/4 4 0.73

Nature of relationships:

inside facility 2.7/4 3 0.94
Nature of relationships:
outside facility 4.0/4 4 2.10

Expression of hostility 3.4/5 2 1.18

Assaultive behavior 3.9/4 4 0.69

Self-destructive behavior 3.6/4 4 0.70

Sexual behavior 2.6/3 3 0.22

Paranoia 2.9/4 4 1.08
Vocational activities

Level of interest 2.64/4 3 0.92
Mental health

Presence of mental illness 2.5/4 4 1.12

Awareness of mental illness” 4.0/4 4 1.44

Participation 1.6/3 3 1.11

Medication compliance 2.4/5 Not filled in  1.72

Case management 1.8/5 1 1.59

? Mode is the most cammon score in the sample.
b tad . .

The remaining questions were to be answered only if the answer to the
preceding question (on the presence of mental illness) was not “No apparent
mental illness or serious behavioral preblems.”

Functioning within the Correctional Setting

Table 4 shows the mean scores, the most common
score (mode), and standard deviation for the average
response (where two completed FAR instruments
were returned) for each of the FAR questions. The
response pattern indicated few/little problems with
ADLs and some problems with social behavior. Rel-
atively larger standard deviations (variations in the
means of the group) were seen with questions con-
cerning expression of hostility and paranoia. Overall,
the correlation between the FAR and the treatment/
program compliance class on the FAMIO was .621
(p = 471).

Figure 1 schematically shows the results of average
mean scores and areas of functioning as defined by
the FAR. The maximum possible value for any area is
five (indicating maximum function), and all areas

other than mental health functioning are at least an
average of four.

Global Assessment of Functioning

The mean GAF score for the group was 53/100
(+11), which would indicate “moderate [psychi-
atric] symptoms or moderate difficulty in social,
occupational, or school functioning.” The lowest
score a subject received was 25 (“behavior is con-
siderably influenced by delusions or hallucina-
tions. . .”) and the maximum was 72 (“if symp-
toms are present, they are transient and
expectable. . .").

Severity of (Nonpsychiatric) Medical Issues

Results from both the FAR and the FAMIO re-
vealed that on average, the subjects did not have se-
vere medical issues. From the FAMIO, 11 percent
(n = 7) had moderate or severe medical problems.
Correlation with the FAR indicated that these med-
ical issues did not require time and attention from
correctional staff.

Discussion

Prudent resource allocation, program evaluation,
and individual assessments all depend on having re-
liable and valid methods to determine the function-
ing of MIOs. Conservatively, there are approxi-

50 9
4.5 9
4.0 1
3.5 9
3.0 4
2.5 9
2.0 4

1.5 4

Average Mean Score

1.0

ADLs Medical Mental Health  Socisl

Area of Functioning

Figure |. Average mean scores of individuals reflecting various areas of
functioning within the correctional facilities (all scores based on a minimum
value of | = dysfunction. to 5 = no problems in this area).
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mately 89,000 MIOs in state prisonst across the
country." ? Eventually, most will be released into the
community.'® !> Many will receive psychiatric eval-
uations and treatment while incarcerated and a few
will receive treatment in a prison psychiatric unit.
Yer, to our knowledge, no widely accepted assess-
ment tool(s) exists that evaluates critical components
of functioning within the correctional setting,

Several perspectives were used to determine the
level of functioning of inmates who received treat-
ment in the mental health unit in an effort to increase
both reliability and validity of the observations. Per-
spectives included those from the inmates them-
selves, members of the UW/DOC collaboration, and
correctional officers familiar with the individual in-
mates. Assessment tools used for the project included
both those widely accepted (BPRS and the GAF) and
those developed locally (the FAMIO and the FAR).
The process involved interviews and review of med-
ical records.

Despite the attempt to capture several different
perspectives of functioning, several potential limita-
tions exist with this study. First, as suggested by the
demographics, the sample probably is not indicative
of all male mencally ill prisoners. However, the sam-
ple may well be broadly representative of those who
receive psychiatric inpatient treatment while incar-
cerated in prison. Second, because all subjects had
been identified previously as mentally ill, there a po-
tential outcome bias exists, particularly by the clini-
cian raters. Finally, the sample size was relatively
small, potentially exaggerating reliability and validicy
data. Nonetheless, both the sample used and the
findings suggest that further work using this meth-
odology is warranted.

The apparent prevalence and severity of current
psychiatric symptoms among those in this sample
was not surprising given these individuals were iden-
tified previously as MIOs and had received treatment
in a mental health program. In general, the symp-
toms rated moderate or severe were well correlated
with both the primary Axis I diagnosis and the type
of psychiatric medication taken by inmates.

Although the GAF results also indicate the group
has moderate symptoms or dysfunction, it does not

t There are 1.8 million adules incarcerated in jails, prisons, and
federal facilities times 33 percent to account for the prison popu-
lation times 15 percent as a conscrvative estimate of MIOs
=89,000 MIOs in stace prisons,’~> 7

provide the level of detail afforded by the other tools.
Specifically, it is a community-appropriate numeric
scale without markers appropriate for the correc-
tional environment. The ranges are operationalized
in terms of psychiatric symptoms or life adjustment,
using the main domains of social and work behavior.
The lack of information one can discern specifically
about, for example, housing and need for staff atten-
tion within a correctional facility, is important.

The FAR results clearly indicate that (despite rel-
atively severe mental illness) the group attends to
common daily activities (cleanliness, bathing, ambu-
lation, etc.) at a high level. Although both social be-
havior and vocational interest were slightly below
optimum functioning from the perspective of correc-
tional officers, this might well be a function of the
underlying mental illness. Notably, on average it was
recognized that the inmate appeared mentally ill (but
may not be diagnosed) or the mental illness was in
question, but the staff recognized serious behavioral
problems.

The inmates who were recognized as having a
mental illness and/or a serious behavioral problem by
correctional staff were found to have their lowest area
of functioning within program and case manage-
ment participation. Again, this may be a function of
the symptoms from the underlying mental illness.
Despite these apparent areas of dysfunction, it was
noted that 70 percent of the subjects were integrated
successfully into the general population.

Clinically evident symptoms of mental illness
were documented in a cross-sectional manner (dur-
ing the interview). Overall, similar results were found
with the FAMIO and the BPRS. However, greater
discernment of the “mildly” depressed group by the
BPRS was likely possible with the FAMIO because
additional questions that address potential symp-
toms specifically while incarcerated were present.
As expected merely from adding questions,'® the
FAMIO had a greater validity with the medical
records than the BPRS, although the differences ap-
peared slight. Therefore, the fundamental advantage
of the FAMIO would appear to be the clinician’s
perspective on (psychosocial) role functioning
within a correctional facility.> !

In summary, it would appear that the combina-
tion of the FAMIO and the FAR addresses the three
main domains (psychiatric symptoms, medical sever-
ity, and correctional role/treatment compliance) in
the most comprehensive manner. Further studies are
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appropriate to reduce these two assessment tools to a
“core set” of unduplicated questions and to investi-
gate the issue of potential data burden on staff.

Finally, it is clear that the use of any instrument or
combination of instruments in an institutional con-
text also depends on the roles and training of staff.
Using calculated standard deviations on questions
answered by more than one reviewer on the FAR, for
example, could indicate what requires specific atten-
tion at staff training sessions. Likewise, it is believed
from previous studies (unpublished data) that al-
though high interrater reliability for the FAMIO is
possible after training with community mental
health case managers, this work has yet to be con-
ducted among correctional officers.

Acknowledgments

This work was conducted as part of the University of Washing-
ton/DOC collaboration (established by Senate House Bill 1654, in
1993). However, this does not imply endorsement of the findings
by the Washington State Department of Corrections and the find-
ings themselves are the responsibility of the authors.

References

1. Bureau of Justice Statistics: Prison and jail inmates at midyear
1997. U.S. Department of Justice, Bulletin NCJ-167247, Jan
1998

2. Bland RC, Newman SC, Thompson AH, Dyck Rj: Psychiatric
disorders in the population and in prisoners. Inc J Law Psychiatry.
21:273-9, 1998

3. Lamb HR, Weinberger LE: Persons with severe mental illness in
jails and prisons: a review. Psychiatr Serv 49:483-92, 1998

4. Partrick DL, Erickson E: Selecting an instrument for primary data
collection, in Health Status and Health Policy: Quality of Life and
Health Care Evaluarion in Resource Allocation (ed 9). Edited by
Patrick DL. New York: Oxford University Press, 1993

5. Deyo RA, Diehr I, Patrick DL: Reproducibility and responsive-
ness of health status measures: statistics and strategies for evalua-
tion, Conerol Clin Trials (Supp! 4) 12:1425-1588S, 1991

6. Lovell D, Jemelka R: Coping with mental illness in prison. Fam
Community Health 21:54-66, 1998

7. Ovenall JE, Gotham DR: The brief psychiatric rating scale. Psy-
chol Rep 10:799-810, 1962

8. Hedlund JL, Vieweg MS: The brief psychiatric rating scale
(BPRS): a comprehensive review. ] Operational Psychiacry 11:
48-65, 1980

9. Roy-byrne P, Dagadakis D, Ries R, e af: A psychiatrist-raced
bartery of measures for assessing the clinical status of psychiatric
in-paticnts. Psychiatr Serv 46:347-52, 1995

10. Bousquet J, Knani J, Dhiver H, et a/ Quality of life in asthma. 1.
Internal consistency and validicy of the SF-36 questionnaire. Am ]
Respir Crit Care Med 149:371-5, 1994

11. McHorney CA, Ware JE Jr: Construction and validation of an
alternate form general mental health scale for the Medical Out-
comes Study Short-Form 36-Item Health Survey. Med Care 33:
15-28, 1995

12. Veysey BM, Steadman HJ, Morrisey JP, Johnson M, Beckstead
JW: Using the Referral Decision Scale to screen menrally ill jail
detainees: validity and implication issues. Law Hum Behav 22:
205-15, 1998

13. Hart 8D, Roesch R, Corrado RR, Cox DN: The Referral Decision
Scale: a validation study. Law Hum Behav 17:611-23, 1993

14. Rogers R, Sewell KW, Ulstad K, Reinhardt V, Edwards W: The
Referral Decision Scale with mentally disordered inmates: a pre-
liminary study of convergent and discriminant validity. Law Hum
Behav 19:481-92, 1995

15. Robins LN, Helzer JE, Croughan ], Ratcliff K: Diagnostic Inter-
view Schedule: its history, characteristics and validity. Arch Gen
Psychiatry 1981: 42:918-24, 1981

16. Steiner DL, Norman GR: Health Measurement Scales: A Practi-
cal Guide to Their Development and Use (ed 2). New York:
Oxford Medical Publications, 1995

17. Teplin LA: Psychiatric and substance abuse disorders among male
urban jail detainees. Am J Public Health. 118:139-44, 1993

18. heep://hivinsite.ucsf.edu/akb/1997/01 prisfindex.himl (accessed
September 1999)

19. News and Notes: Psychiatr Serv 50:1243-44, 1999

74 The Journal of the American Academy of Psychiatry and the Law



