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Assessment of Community
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Turn of the Century

Henry ). Steadman, PhD

This article focuses on a history of ideas—the history of the last quarter century, in which great advances have
occurred In the reshaping of the concept of dangerousness while, at the same time, disappointingly little has
happened to improve the abilities of frontline clinical decision-makers to make violence risk assessments. We are
now operating in a fundamentally changed environment in the three core areas of research, clinical practice, and
law as a result of evolving thinking and new data, shown in the following ways. (1) Risk assessment concepts and
associated research models have altered the focus to probabilistic thinking and ideas of graduated interventions as
opposed to the Yes-No, In-Out dichotomies formerly associated with the concept of dangerousness. (2) Likewise,
it has become clear that dangerousness is a legal and not a medical concept, in which the actual clinical corollary
is risk of future violent behavior. (3) The accuracy of psychiatric assessments of future violent behavior is limited,
but it may increase for specific subgroups within specified time frames and locations.

J Am Acad Psychiatry Law 28:265-71, 2000

In her Presidential Address at the 1998 Annual
Meeting of the American Academy of Psychiatry and
the Law, Dr. Renée Binder succinctly summarized
the recent literature that addresses the question of
“Which mentally ill persons are violent?”' That re-
view was thorough and well-targeted, and it does not
need to be repeated or updated at this time. My
intent in this paper is to focus more on a history of
ideas—the history of the last quarter century, which
has shown great advances in reshaping the concept of
dangerousness while, at the same time, being disap-
pointing as it relates to improving the abilities of
frondine clinical decision-makers to make violence
risk assessments.
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I have picked 1970 as a starting point for my sur-
vey of research on dangerousness for two reasons.
First, that was the year the seminal Baxstrom research
began.? Second, and more importantly, it was a wa-
tershed year for the beliefs and data on psychiatric
predictions of dangerousness.

As empirical research on the Baxstrom decision
(see citation below) was beginning, Seymour Hal-
leck,? in his ground-breaking work, Psychiatry and
Dilemmas of Crime, aptly summarized the availability
of empirical work on dangerousness at that time. He
stated:

Research in the area of dangerous behavior (other than general-
izations from case materials) is practically nonexistent. Predic-
tive studies which have examined the probability of recidivism
have not focused on the issue of dangerousness. If the psychia-
trist or any other behavioral scientist were asked to show proof
of his predictive skills, objective data could not be offered.

In the same year, Jonas Rappeport and colleagues*
further reinforced the current state of affairs, noting:
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There are no articles that would assist us to any great extent on
determining who might be dangerous, particularly before he
commits an offense.

Into this context came the Baxstrom research,
tracking the 1966 mass transfers of 967 patients from
New York state correctional department maximum
security mental hospitals to regular security civil hos-
pitals and, subsequently, to the community as a re-
sule of the first mental health case in U.S. history
decided on constitutional grounds (Baxstrom v.
Herold, 323 U.S. 107). Our conclusion from that
research, sometimes heatedly contested, was that for
these patients for whom two psychiatrists had signed
court commitment documents that each patient was
mentally ill and dangerous, there was substantial
over-prediction of dangerousness in the range of four
to one not dangerous (i.e., not assaultive) to danger-
ous (assaultive).?

While that research was underway, we began a
second National Institute of Mental Health
(NIMH)-funded project that was a longitudinal
study of 256 felony defendants found incompetent
to stand trial for whom specific psychiatric predic-
tions of dangerousness were required by the court.’

During this period, Kozol and colleagues® were
studying psychiatric predictions of dangerousness for
dangerous sex offenders and Thornberry and Jacoby”
were doing a Baxstrom-type study in Pennsylvania,
following up on Dixon v. Attorney General of the
Commonwealth of Pennsylvania, 325 F. Supp. 966
(M.D. PA. 1971), and its sequelae at Farview State
Hospital.

Thus, within three years of Halleck’s and Rappep-
ort’s 1967 observations typifying the field as having
no empirical data on the accuracy of psychiatric pre-
dictions of dangerousness, the first generation of re-
search was in full bloom.

The Legal Context of the 1970s

What made these early studies of the accuracy of
psychiatric predictions of such added significance
was the mental health legal advocacy movement that
produced a plethora of class action suits during this
same period.® None of these suits was more impor-
tant legally than Wisconsin’s Lessard v. Schmidk,
349 F. Supp. 1078 (E.D. Wis. 1972), which stipu-

lated that the only criterion for involuntary civil

commitment was dangerousness to others. At a time
when California’s landmark 1969 Lanterman-Petris-
Shore Act used dangerousness as one of the criteria
for involuntary holds of persons with mental illness,
Lessard provided case law that brought both the con-
ceptand the research on dangerousness to the fore. In
conversations I had with the plaintiff's counsel in
Lessard in the mid-1970s, he indicated that they were
fighting for the dangerousness standard as much be-
cause they knew there was no empirical evidence that
would meet appropriate legal standards of proof as
they were arguing for a dangerousness standard on
substantive grounds.

Then, in 1974, the American Psychiatric Associa-
tion’s Task Force Report 8, “Clinical Aspects of the
Violent Individual,” concluded:

The clinician should not regard the prevention of future vio-
lence as within his proven capability. . . . [t has been noted that
“dangerousness” is neither a psychiatric nor a medical diagnosis,
but involves issues of legal judgment and definicion, as well as
issues of social policy. Psychiatric expertise in the prediction of
“dangerousness” is not established and clinicians should avoid
“conclusory” judgments in this regard.’

This historical point in time with its case law, empir-
ical research, and psycholegal scholarship was domi-
nated by three core beliefs that, as I will try to docu-
ment below, have fundamentally changed today:
dangerousness was a medicolegal concept; danger-
ousness was a Yes-No issue; and psychiatrists could
make accurate predictions of future violent behavior.

My thesis is that we are now operating in a funda-
mentally changed environment for research, clinical
practice, and law in the following ways in regard to
each of these three core beliefs, as a result of evolving
thinking and new data.

(1) Risk assessment concepts and associated re-
search models have altered the focus to probabilistic
thinking and ideas of graduated interventions as op-
posed to the Yes-No, In-Out dichotomies associated
with the concept of dangerousness.

(2) Likewise, advances in thinking have clarified
the fact that dangerousness is a legal, not a medical,
concept for which the actual clinical corollary is risk
of future violent behavior.

(3) The accuracy of psychiatric assessments of fu-
ture violent behavior is limited, but it may increase
for specific subgroups within specified time frames
and locations.
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Dangerousness as a Medicolegal
Concept—Risk of Violent Behavior as a
Clinical Concept

When the earliest studies on psychiatric predic-
tions of future violent behavior were being con-
ducted in the 1970s, they were done in the context of
dangerousness as the key medicolegal construct. This
construct was dominant in the major mental health
case law and statutes of the era, which focused on
dangerousness to others as the main criterion for in-
voluntary civil commitment and for release of insan-
ity acquittees (e.g., Overholser v. Russell, 283 F.2d
195 (D.C. Cir. 1960)). Medical proponents of the
view that dangerousness was a legal, not a medical,
concept often came into conflict with the judicial
system. In 1978, Alexander Brooks and Saleem
Shah'® aptly captured the debate. Brooks observed:

Legislators in earlier days either failed to recognize the complex-
ity of the concept (dangerousness), or, having recognized it,
were unwilling to wrestle with difficulc problems of defini-
tion. ...

Because the legislatures and courts did not provide adequate
and specific definitions, the burden devolved upon psychia-
trists, general practitioners, physicians, and other mental health
professionals, to give meaning to terms such as “dangerousness,”
“harm,” and “injury.” Since, in psychiatry and other mental
health circles, there is no generally accepted legal, psychiarric, or
medical meaning of the term, and, inasmuch as it is not a part of
psychiatric training to evaluate dangerousness, each expert pro-
vided his own personal and subjective definition.'®

Shah further elaborated these points:

Moreover, even though “dangerousness,” as used in various laws
and regulations, is clearly a fega! [italics in original) term requir-
ing determinations by courts and other designated triers of fact,
often such crucial determinations are actually made by mental
health experts. This situation has been criticized with regard to
the apparent abrogation by psychiatrists and other mental
health professionals of determinations that are fundamencally
legal. However, it must be noted that the above problem is a
reflection more of judicial default than of the arrogance of men-
tal health professionals.'!

As the research on mental disorder and violence
has evolved through the 1980s and 1990s, danger-
ousness has drifted into the background as the central
concept. I believe this has occurred for two reasons.
First, the scholars and researchers of the 1970s were
successful in pushing the judiciary and legislators to
accept the fact that dangerousness was a legal concept
with no fundamental medical meaning. Second,

researchers began to incorporate the framework of
risk assessment into their study designs and writings,
and risk assessment is clearly a clinical concept.

To argue that legal practitioners were forced to
accept dangerousness as their concept is not to argue
that a reliance on psychiatry for expert judgments on
the likelihood of future violent behavior has waned.
It has not abated at all. What has changed is both the
language and, 1 believe, the approach. Again, there
are no empirical data to bring to this question. There
have been no surveys, no sets of courtroom observa-
tions, and no interviews at multiple points in time.
Nonetheless, as I read the literature and reflect on
today’s debates around responsibilities and the accu-
racy of psychiatric predictions of future violent be-
havior, they are fundamentally altered from the
1970s.

Dangerousness as a Dichotomy—Risk as a
Range

When dangerousness was the lynchpin of mental
health law and the organizing concept for empirical
research, it was often characterized by questions from
the bench such as, “Doctor, can you assure me that
this man will not be dangerous if I release him?”

That question was usually accompanied by the
answer, “No, your Honor.” “Should this person be
committed? Yes or no?” “Should this person be re-
leased? Yes or no?” “Is this person dangerous? Yes or
no?” “What is your conclusion?” “Tell me, is he dan-
gerous or not?”

Just how much the judiciary has changed over the
past quarter century is unclear and, surely, “the judi-
ciary” comprises a heterogeneous group. It is quite
clear, however, that on both the research and clinical
side there has been a radical shift toward a more
probabilistic framework associated with the shift to
risk assessment of future violent behavior as the clin-
ical enterprise, not the prediction of the presence or
absence of dangerousness.

As we have elaborated elsewhere,'? dangerousness
has three components: “risk factors,” which are used
to predict violence; “harm,” which is the amountand
type of violence being predicted; and “risk level,”
which is the probability of the harm. It is risk level
that becomes the most salient feature in characteriz-
ing the shift away from dichotomous Yes-No, In-
Out thinking. Risk level should be seen as a contin-
uous probability statement about a person, a
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probability statement that must reflect two major
principles: (1) probabilities may change over time;
and (2) the probability is not a trait of the person but
is rather a product of an assessment by a clinician or
clinical team that reflects their best judgments about
how that person’s presenting characteristics, history,
and future interactions with his or her environment
together produce a likelihood of future harm. Alan
Stone observed in 1975 that “. .. dangerousness, like
beauty, is to some extent in the eye of the beholder”.'?

It is quite clear that the research literature has
made a radical shift away from dangerousness to risk
assessment, away from dichotomous conceptualiza-
tions. I believe that the psychiatry and law literature
reflects a similar shift. In general, questions now may
as likely relate to the needed intensity of communicy
supervision associated with assessments of risk as
they do to whether a person should be committed.
From the judicial perspective, where final decisions
still must be rendered, I am not at all sure how much
change has really occurred, and I do not know where
there is any research on which to formulate an in-
formed opinion. Nonetheless, I believe that there has
been a huge shift in psychiatry and behavioral science
research away from dichotomous thinking, and this
shift is going to shape the field in the next quarter

century.

Accuracy of Clinical Predictions: No
Better Than Chance Versus Better Than
Chance, If Sufficiently Specified

Because the debates about what the early empirical
studies of the accuracy of clinical predictions really
said were framed by the dichotomous concept of
dangerousness, research inferences about predictive
accuracy also tended to be presented in terms of “Yes-
No.” The research question of this first generation of
dangerousness research in the 1970s was how many
of the patients predicted to be violent by psychiatrists
were assaultive.

The first wave of empirical research was aptly sum-
marized by Monahan'® in his 1981 classic, The Clin-
ical Prediction of Violent Behavior:

Psychiatrists and psychologists are accurate in no more than one
out of three predictions of violent behavior over a several-year
period among institutionalized populations that had both com-
mitted violence in the past (and thus had high base rates for it)
and who were diagnosed as mentally ill.'4

Not much really changed in the 1980s and early
1990s. There were no major research studies in the
1980s on predicting future violent behavior. There
was an amazing lack of activity during this period,
although it is unclear why this occurred. It certainly
was not that the questions were settled. Debate raged
in the field among clinicians and researchers about
what inferences could be drawn from the empirical
studies. It may, at least in part, be attributable to the
absence of a cadre of behavioral scientists committed
to research on these issues. The field of psychiatry
produced few researchers on these issues in this era,
and few psychologists or sociologists ventured into
the substantive and policy issues. It was with the
publications from the Lidz and Mulvey group'> '® ac
the University of Pittsburgh in the early 1990s that
there was a radical shift toward a risk assessment
framework and a much more sophisticated frame-
work for research and practice. There were at least
two major reconceptualizations from this group: (1)
the idea of conditional assessments of risk, that is,
clinicians’ conclusions were contextualized as “if this
(e.g., staying clean and sober) happens, then this is
the probability,” and “if this does not happen, then
this is the probability”; and (2) clinical accuracy rates
were much better for male subjects than for female
subjects because clinicians underestimated the base
rate of violence among the women. With these re-
conceptualizations and the use of self-report mea-
sures of community violence along with official
records, there was an increased accuracy over chance
for clinicians’ risk assessments of violence among
male subjects.

Using a combination of self-reports, collateral re-
ports, and agency records, our recently published
work from the MacArthur Violence Risk Assessment
Study'” strongly suggests that persons with co-occur-
ring substance abuse disorders with serious mental
illness comprise a group whose risk of violence is
substantially elevated. McNiel and Binder,'® dealing
with inpatient violence, have identified various sub-
groups whose risk they find elevated compared with
other inpatients.

These and other contemporary research studies
using more sensitive measures of violence suggest
that contemporary efforts at violence risk assessment
may be more accurate than were the first generation
of research that burgeoned in the wake of the mental
health advocacy movement of the 1970s.
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What Have These Changes Meant to
Frontline Clinicians?

The concept of dangerousness has been substan-
tially refined by ideas of risk assessment. Research on
predictive accuracy has become similarly more re-
fined. It is much more likely today than 25 years ago
that the question will be posed as, “For whom under
whart conditions can reasonably stable, accurarte as-
sessments of risk be made?”

While these scientific and conceptual advances are
substantial, I do not believe that either the researcher
or legal scholar has delivered very much that is really
useful to frontline clinicians making violence risk
assessments in the wide variety of settings in which
these assessments are required.

Admittedly, thinking about risk assessment of vi-
olence for persons with mental illness is more sophis-
ticated, but no tools have been developed thus far
that have general utility in clinical assessment prac-
tices. For example, what does a clinician do with
Binder’s' conclusion that an increased potential of
violence may be associated with noncompliance,
acute symptoms, and co-occurring substance abuse?
It is unclear exactly what these three factors alone or
in interaction mean for risk assessment or manage-
ment. Currently, there are no straight-forward mech-
anisms (e.g., assessment instruments or training cur-
ricula) that incorporate these factors in ways in which
they might fairly directly facilitate and revise clinical
practice. Certainly, beliefs about the role of non-
compliance have been very influential in shaping the
public debate and legislation around involuntary
outpatient commitment. However, whether this is a
generalizable factor across all diagnostic groups as to
how much it may differentially elevate risk and how
potential non-compliance should be assessed and
weighed in risk management decisions remains to be
documented.

Currently, there are two violence risk assessment
tools available, and another is on the horizon. Each
has promise but also considerable limitations. The
HCR-20 was developed by a research group at Si-
mon Fraser University who were doing an informal
meta—anal?'sis of the violence and mental disorder
literature.'? They selected those variables that they
felt were most often and most strongly associated
with violence across the major research studies. They
arbitrarily trichotomized each variable, assigning
0-1-2 weights to each category. The clinician scores

each factor and sums the 20 item scores for a total
that the research team called high, moderate, and low
risk. The HCR-20 is proposed currently as a research
instrument based on data on its strong interrater re-
liability and its moderate correlations on rearrest for
violent crimes. Its authors conclude that ... at
present it may be neither possible nor desirable to
develop cutoff scores for the determination of sum-
mary or final risk judgments in clinical settings.”"”
The Violence Risk Assessment Guide (VRAG) isa
prediction scale developed from longitudinal re-
search on long-term forensic populations at Penetan-
guishene in Ontario, Canada.?° Relatively strong hit
rates from the prediction factors and weights were
found in their original study. Their current work is
applying the results to other forensic groups. The
applicability of this tool to other types of people with
serious mental illness remains to be tested. Also, the
VRAG factors are static, historical factors that do not
lend themselves to specific clinical interventions,
raising questions about its clinical applications.
From our MacArthur Violence Risk Assessment
Study, we have developed an Iterative Classification
Tree (ICT) model that we believe may prove useful
for discharge decisions from general psychiatric acute
treatment units and possibly in community-based
treacment settings." *2 The ICT is a decision-tree
approach similar to the diagnostic decision trees used
for DSM-IV and the Diagnostic Interview Schedule.
In all such approaches, the sequence of questions
depends upon the answer to each prior question (a
branching process; hence “decision trees”), making
the interview targeted to each subject. Our ICT
model was developed from our study of 939 acute
psychiatric outpatients who were interviewed in the
community at 10-week intervals over their first year
back in the community.” We defined high risk as
rates of violence twice (37%) that of the group’s base-
line rate (18.6%) and low risk as half the baseline rate
(9%). We set out to classif¥ actuarially only the high
and the low groups. Shah'' argued, and our research
team concurred, that such actuarial ventures were
doomed to modest success, at best, if they attempted to
categorize everyone. The best that should be sought was
to identify only the very high or the very low.
Ultimately, we identified four low risk groups
with rates of 2.7 percent, 4.7 percent, 6.8 percent,
and 7.4 percent, which averaged 5 percent. The three
high groups had 52.7 percent, 41.8 percent, and 39.2
percent, with violence in the first 20 weeks back in
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the community for an average of 45 percent. A total
of 72.6 percent of the 939 subjects were classified
into either the high or the low risk groups.

‘This approach appears promising. My purpose
here is not to fully explicate this approach and our
findings, because they are available elsewhere.?! %2
With more sensitive measures of violence and a de-
cision-tree model that is more individualized than
prior multiple regression approaches, it would be
possible to devise a tool to advise clinicians making
release decisions as to risk levels of violence as one
factor in release and supervision decisions. However,
to have a truly useful tool, we are trying to adapt it
into computer software that will sequence the questions
and produce a set of user-friendly clinical reports. Un-
der NIMH support, we are currently pilot-testing this
approach at the University of Massachusetts Medical
Center in collaboration with Dr. Paul Appelbaum
and his clinical staff. We hope to provide clinicians
with a tool that could be one component of a clinical
assessment of violence risk, one that would link clin-
ical and actuarial approaches rather than setting
them against each other.

Conclusions

Scientists must be, at core, optimists. If they did
not believe in the basic intelligibility of the world,
they should be in another business. I like to think of
myself, at least in some part, as a scientist. Therefore,
I believe we can advance our understanding of the
links between mental disorder and violent behavior
toward others, turn these advances into practical
tools, develop intelligible training materials, and find
ways to effectively communicate the results of these
tools to clinical and judicial decision-makers. Cer-
tainly, work in this area to date offers more in the way
of promises than actual tools. Nonetheless, even with
the various limitations of current knowledge, there is
room for an optimism that would have been mis-
placed in 1970. There is a framework for risk assess-
ment and probabilistic thinking that goes far beyond
thinking about dangerousness. The use of much
more sensitive measures of community violence in-
creases the changes that instruments based on these
data will be more accurate for assessing the risk of
community violence. With data on these issues em-
anating from studies of both acute psychiatric civil
patients and forensic patients, more generalizable re-
sults are likely.

With all this in place, the next quarter century of

research, which will belong to the next generation of
clinicians and researchers, hopefully will stay com-
mitted to truly interdisciplinary research. It must be
a commitment that minimizes personal and profes-
sional competition in favor of scientific and clinical
advances to improve the lives of the disadvantaged
people who may benefit from our services, as well as
the lives of their families and acquaintances, who are
most often the targets of their infrequent violence.
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