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As racial influences on forensic outcomes are identified in every aspect of practice, scholars are explor-
ing methods to disentangle race from its historical, economic, and attitudinal antecedents. Because
jurisdictions vary in these influences, definitions and data may differ among them, creating inconsisten-
cies in analysis and policy. This retrospective database review compared differences in racial outcomes
among 200 pretrial defendants, 160 Black and 40 White, exploring a wide range of socioeconomic, clin-
ical, and forensic influences before, during, and after hospitalization. Because of the tight relationship of
socioeconomic factors and race, investigators hypothesized that it would be difficult to distinguish racial
influences alone. Using a confirmatory approach to data collection and a statistical analysis based in
logistic regression, only differences in referral for psychological testing were identified. Application of
this method based on local demographics and culture may prove useful for institutions interested in
evaluating racial influences on forensic outcomes.
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As the understanding of racial determinants of mental
health grows, forensic psychiatry is exploring the
racial influences on the forensic mental health system.
Poor access to mental health care among marginal-
ized groups is matched by forensic research show-
ing higher rates of forced medication, restraint or
seclusion, and diagnosis of psychotic disorders.
This trend is also true of the referral for evaluation
and restoration of competence to stand trial and
time to competence restoration, especially among
persons of color.1–9 With commentators calling for
examination of the structural effects on forensic
outcomes, the influence of race on the treatment

of justice-involved persons is receiving increased
attention.10–12

Yet, empirical findings can be equivocal. Even the
classic review of the Epidemiologic Catchment Area
Survey found that the higher incidence of schizophre-
nia among Black respondents disappeared when socio-
demographic variables were included in the analysis.13

And some studies of adjudicative competence have not
found expected racial disparities. Mossman14 andMorris
and Parker,15 for example, identified trends in which
non–African American ethnicity was associated with a
decreased likelihood of competence restoration in Ohio
and Indiana, respectively, in the 1990s and early 2000s.
Race is a cardinal demographic in virtually all

human subjects research, although it is typically used
as a descriptor. But race is a social construct, and
studies attempting to clarify its impact must consider
the complex associations of race, from its stereotypi-
cal origins in unfounded biological theories to recent
reliance on self-report.16 For example, in part owing
to racist legacies such as red-lining, U.S. residents still
live and expend their capital in largely homogeneous
neighborhoods, making it more difficult to distin-
guish racial, economic, and other structural factors.17

One key variable connecting neighborhood and race is
socioeconomic status, which itself is multi-determined.
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Differences in how socioeconomic status is measured
and linked to race contribute to inconsistencies
among studies.17–20 Nondiverse samples, incomplete
economic data, and limited exposure to other races
make it difficult to distinguish historical, economic,
and racial influences. Research design and analysis
must consider local variables and confirmatory data
that can compensate for segregation and imperfect
information.

The purpose of this study is to offer analysis for a
fraught social problem through methods that disen-
tangle the varied influences likely to affect racial dif-
ferences. The forensic outcomes affecting Black and
White defendants in the inpatient setting, for exam-
ple, can be expected to differ in similar ways to men-
tal health care access and diagnosis. Defendants
admitted specifically for evaluation of competence to
stand trial (CST) and restoration are especially vul-
nerable to the structural influences that lead individu-
als to the forensic rather than the health care system.
Forensic admissions to state hospitals are increasing
significantly,21–23 with inpatient CST referral and res-
toration providing the majority of new admissions.
This choice commits defendants to a more restrictive
alternative than the more common outpatient evalua-
tion. The inpatient setting consequently provides the
context for the present study of social and racial
influences.21–23

In Washington D.C., pretrial defendants enter the
hospital in two ways: After initial screening at the
courthouse by forensic psychologists, the court may
order the defendant committed for an inpatient ex-
amination after a finding that inpatient placement is
necessary for an adequate examination; or if the de-
fendant is unlikely to comply with an outpatient
order (DC Code § 24–531.03(e)). Other defendants
may be ordered into the inpatient setting if the
court decides treatment is necessary for restoration.
Appropriate treatment and the likelihood of comply-
ing with an outpatient evaluation drive the decision
(DC Code § 24–531.05(2)). All inpatient pretrial
defendants undertake a formal CST evaluation.

Inpatient pretrial defendants may be returned to jail,
remain at the hospital for restoration or maintenance of
competence, or be released to the community following
the evaluator’s recommendation and the court’s formal
finding. The evaluee’s history of adherence to court
orders, past restoration and treatment efforts, and ad-
herence to treatment figure prominently in the evalua-
tor’s recommendations and the court’s finding.

Following the literature1–12 and consulting with
epidemiologists studying racial determinants at
three Eastern U.S. schools of public health, we
hypothesized that Black defendants were more
likely to be charged with felonies and violent mis-
demeanors, diagnosed with a thought disorder,
denied access to psychological testing, prescribed
antipsychotic medication, restrained or secluded,
found incompetent, detained longer, and returned
to jail when compared with their White counter-
parts. Because race is so closely embedded in social
structures, however, we expected few differences to
remain once socioeconomic characteristics were
considered.

Methods

This retrospective review was approved by the
Saint Elizabeths Hospital and Department of
Behavioral Health Institutional Review Board and
conducted at Saint Elizabeths Hospital (SEH) in
Washington D.C., the jurisdiction’s lone forensic
facility. The sample was composed of 200 defend-
ants who were court-ordered to undergo inpatient
evaluation for CST and potential restoration
between January 2017 and December 2019. This
period reflects most recent hospital practices unaf-
fected by the COVID-19 pandemic. During this
time, 1,001 pretrial defendants were admitted, 852
of whom were Black and 63 White. A power analy-
sis using results from a restoration study conducted
at the same institution24 indicated that with an
expected sample size of 160 Black and 40 White
admissions there is adequate power (80%) to detect
a medium effect size (d ¼ .5), assuming alpha
of .05. With 38 persons identifying as African, 35
as Hispanic, six as Asian American and Pacific
Islander, four as Middle Eastern, and three as
Other, there was insufficient power to conduct
other analyses. Indeed, the special historical signifi-
cance of health care inequities among Black patients
and Washington’s history as a city sensitive to the
concerns of Black communities dictated the com-
parison. A random number generator was used to
select cases for review.
Charts were reviewed to ensure that patients iden-

tified themselves as Black or White; charts with dis-
crepancies were excluded. Others were excluded if
the court had not ruled on the defendant’s compe-
tency by the time data were gathered for this study.
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Measures

Demographic and Socioeconomic Variables

Age was categorized into the following intervals:
30 and younger, 31 to 40, 41 to 50, 51 to 60, and
more than 60 years old. Because of the institution’s
binary classification system, sex was recorded as either
male or female. Educational attainment was catego-
rized as less than high school, high school or equiva-
lent, some college, or completed college (including
both undergraduate and graduate school). Health in-
surance as an indicator of access to care and bene-
fits was grouped into public (Medicaid, Medicare,
TRICARE), private, or uninsured categories. Building
on Bureau of Justice Statistics classifications,25 housing
status was categorized as undomiciled, supportive (i.e.,
group home, independent living facility, assisted living
facility, halfway house), rent, own, or residing with
family or friends. Government benefits, part of docu-
mentation at admission, were also queried: Social
Security Disability Insurance (SSDI), Supplemental
Security Income (SSI), retirement, and Temporary
Assistance for Needy Families (TANF) were coded ei-
ther present or not.

Clinical Variables

Psychiatric diagnoses were categorized as “thought
disorder” (e.g., schizophrenia, schizoaffective disorder,
psychotic disorder not otherwise specified), “mood
and anxiety disorder” (e.g., major depressive disorder,
bipolar disorder type I and II, generalized anxiety dis-
order), and “other” (e.g., personality disorder, neuro-
cognitive disorder, substance use or substance-induced
disorder).

Both the prescription of antipsychotic medication
and its involuntary application were coded as either
present or not. This approach did not identify first- or
second-generation medicines, dosing, or defendants
for whommedications were prescribed but not taken.

Because of the availability of psychological testing
at the hospital, testing referrals were included both as
a proxy for access to resources and as an indicator of
more complex or serious diagnoses. Referral was
coded as present or not. Repeat testing is generally
not ordered for defendants who were tested during a
recent admission, so any defendant who undertook
testing within the previous five years was considered
to have a positive referral.

Data were collected by chart review and review of
the hospital’s court database. This review included

intake and discharge documents written by unit social
workers, psychologists, and psychiatrists, as well as medi-
cation orders, restraint or seclusion orders, psychological
reports, competence evaluation reports, pretrial admis-
sion reports, and civil commitment reports. Because
socioeconomic and demographic data can be incom-
plete in examinations of race, this comprehensive, con-
firmatory approach was undertaken to substantiate the
presence of the study’s dependent variables.

Forensic Variables

Variables determined by evaluators or formal
court decisions were classified as forensic. Outcomes
are consequently affected by systems outside hospital
walls. The information relevant to these variables was
gathered from the D.C. superior court online data-
base and confirmed by chart review.
Time to attain competence was calculated by com-

puting the number of days between the defendant’s
admission and the court’s final competence ruling.
Because evaluations are typically ordered every 30days
if competence is not attained, this variable was coded
in 30-day intervals. Restoration may occur contempo-
raneously with assessment, so time to attain compe-
tence can include both assessment and restoration,
namely for defendants who have only been screened at
the courthouse or for defendants who attend restora-
tion groups as they undergo evaluation.
Few defendants required more than 120 days and

were collapsed into the group “more than 120 days.”
The court’s disposition was categorized as “return to
jail,” “remain at SEH,” “return to the community
with Pretrial Services Agency (PSA) supervision,” and
“return to the community without supervision.”

Statistical Analysis

Descriptive statistics were used to summarize the
sample characteristics by race, including demo-
graphic, clinical, and forensic variables. Univariate
analysis was used to evaluate normality for continuous
variables and the frequency distribution for categori-
cal variables. Bivariate analysis (using chi-square tests
for categorical variables, Kruskal-Wallis tests for ordi-
nal variables, or t tests for continuous variables) was
used to assess crude associations between race and
clinical and forensic outcomes as well as to assess
potential confounding by demographic variables.
Confounding was evaluated by regressing the expo-
sure (race) on the demographic variables. In addition,
the outcomes were regressed on the demographics
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among the nonexposed individuals in the sample (the
White participants).

The bivariate analyses indicated that all demo-
graphic variables were associated with race and inde-
pendently predictive of the outcomes, so they met
the criteria for potential confounding. Therefore, all
subsequent regression models adjusted for age group,
sex, education level, government benefits, health in-
surance status, and employment status during the
last six months. The adjustment of potential con-
founds was intended to uncover the independent
effect of race on outcomes like the return to jail or
the evaluator’s assessment.

Multiple logistic regression analyses were then
used to test hypotheses of racial differences for each
outcome after adjusting for the other demographic
variables. This approach assured that any difference
in outcomes was attributable to race rather than age,
sex, or other potential confounding variables.

Adjusted odds ratios (aOR) and 95 percent confi-
dence intervals were reported. A significance level of
P < .05 was used for all statistical tests.

Results

Demographics

The mean age of defendants was 38.8 years (range,
18–74) for Black defendants, and 41.8 years (range,
21–65) for White defendants. Seventy-one percent
(n ¼ 142) were male (68% Black, 82.5% White);
71.5 percent had a high school level of education or
less (78% Black, 45% White); 65 percent were
undomiciled (63% Black, 72.5% White); and 93.5
percent were unemployed (93% Black, 95% White).
Seventy percent held public health insurance (75.6%
Black, 47.5% White), whereas 27 percent had no
health insurance at all (24% Black, 40% White). At
the time of admission, 52 percent were not receiving

any government benefits (49% Black, 62.5% White).
No significant differences between Black and White
defendants were observed by housing status or govern-
ment benefits at admission.
Education status varied by race (P < .001), with

fewer White defendants reporting less than a high
school education and more having some college or
greater. Health insurance also varied by race
(P < .0001), with fewer White defendants having
public insurance and more having private insurance.
All adjusted analyses included these demographic
variables (see Table 1).

Clinical Variables

Thought disorder was diagnosed in 67 percent
(n ¼ 134) of the sample. No statistically significant
racial differences were observed by diagnosis or by
the prescription of antipsychotic medication after
logistic regression and adjustment for all demo-
graphics (see Table 2). There was no significant dif-
ference in involuntary medication by race after
adjusting for demographics.
White defendants were less likely to be referred for

psychological testing than expected by chance (chi-
square¼ 5.37, df ¼ 1, P ¼ .0205). The odds ratio
for referral for psychological testing, compared with
no referral, was 3.2 times greater among Black
defendants (OR¼ 3.212; 95% CI, 1.036–9.961),
which is statistically significant.
In this sample, there was no statistically significant

difference in use of restraint or seclusion. Because the
distribution was skewed in each group for both varia-
bles, the outcome was dichotomized and analyses
repeated. Results again indicated no significant dif-
ference in restraint or seclusion by race after adjusting
for all demographics (restraint: aOR¼ 1.555; 95%
CI, .462–5.227; seclusion: aOR¼ .775, 95%, CI
.310–1.940).

Table 1 Descriptive Statistics

Measure Black Defendants White Defendants Significance

Age, mean (SD), range 38.8 (14.0), 18–74 41.8 (11.4), 21–65 F ¼1.54, P ¼ .2159
Sex, n (%) F: 51 (32)

M: 109 (68)
F: 7 (18)
M: 33 (82)

x2¼3.21 (df ¼1), P ¼ .073

High school education or less, n (%) 125 (78) 18 (45) x2¼17.23 (df ¼1), P < .0001
Undomiciled, n (%) 101 (63) 29 (73) x2¼1.24 (df ¼1), P ¼ .266
Unemployed, n (%) 149 (93) 38 (95) x2¼0.19 (df ¼1), P ¼ .667
Uninsured, n (%) 38 (24) 16 (40) x2¼4.29 (df ¼1), P ¼ .038
Government benefits, n (%) 81 (51) 15 (38) x2¼2.21 (df ¼1), P ¼ .137
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Forensic Variables

Forensic variables are displayed in Table 3. There
was no significant difference in the number of
charges of violent misdemeanors or felonies by race
and after adjusting for other demographics.

There was no statistically significant difference
in the evaluators’ determination of competence by
race in the crude (chi-square¼ .67, df ¼ 1,
P ¼ .71) or adjusted analysis (aOR¼ 1.24; 95%
CI, .568–2.711). There was also no statistically
significant difference in the court’s findings at
incompetence hearings.

Although Black defendants required on average
an additional 8.4 days (after controlling for demo-
graphics) to attain competence compared with
White defendants, this finding was not statistically
significantly different (F ¼ .31, P ¼ .578). Because
time to attain competence was a continuous vari-
able, a linear regression model was used to examine
time to attain competence by race after adjusting for
demographics. This examination indicated no dif-
ferences by race (F ¼ .54, P ¼ .82).

With those staying at Saint Elizabeths Hospital as
the referent group, there was no significant difference

observed by race in the disposition to jail or returning
to the community. Usually, evaluees remain at the
hospital if they have a history of decompensating in
the community or if they have not adhered to past
court orders. Although there was a statistically signifi-
cant difference in the crude association of disposition
to a PSA compared with staying at SEH by race (chi-
square¼ 4.48, df ¼ 1, P ¼ .03; White defendants
were more likely to be ordered to a PSA), the associa-
tion was no longer statistically significant after
adjusting for demographics in a logistic regression
model (aOR¼ .46; 95% CI, .201–1.063).

Discussion

With a well-powered sample in a progressive
jurisdiction, there were no racial differences in
charges, diagnosis of thought disorder, restraint or
seclusion, length of time to competence, competence
decisions, and disposition to jail. Given the national
overrepresentation of Black citizens in the criminal
legal system26,27 (supported by recent local data28 as
well), it would not be unexpected to find race-sensitive
results in forensic mental health. For example,

Table 3 Number, Percent, and Adjusted Odds Ratios (95% CI) for Forensic Variables by Race

Variable Black Defendants White Defendants
Crude Black versus
White Comparison

Logistic Regression Including
Socioeconomic Factors

Number violent felonies,
mean (SD), range

0.3188 (0.796),
0–7

0.200 (0.823),
0–5

ANOVA F ¼0.70, P ¼ .4029 aORa¼2.941 (95% CI,b 0.888–9.745)

Time to attain competency in days,
mean (SD), range

67.9 (62.79),
8–620

62.2 (35.89),
12–176

x2¼4.616, df ¼6, P ¼ .5939 b c¼8.37, SE¼11.11
t ¼0.75 P ¼ .452

IST (initial evaluation), n (%) 69 (43) 20 (50) x2¼0.67, df ¼1, P ¼ .71 aOR¼1.24 (95% CI, 0.568–2.711)
Return to jail, n (%) 37 (23) 6 (15) x2¼11.19, df ¼3, P ¼ .01 aOR¼1.62 (95% CI, 0.597–4.372)
IST (court finding), n (%) 31 (19) 6 (15) x2¼ 0.4062, df ¼1, P ¼ .5239 aOR¼1.159 (95% CI, 0.417–3.219)

Note . aOR ¼ adjusted odds ratio; CI ¼ confidence interval; IMP ¼ involuntary medication process; IST ¼ incompetent to stand trial.
aaOR after controlling for age, gender, education, housing, employment, insurance, and benefits.
bIf the 95% CI includes 1.0, then the association is not statistically significant at P < .05.
cAdjusted linear regression coefficient indicating a mean difference of 8.37 days after controlling for demographics.

Table 2 Number, Percent, and Adjusted Odds Ratios (95% CI) for Clinical Variables by Race

Variable Black Defendants White Defendants
Crude Black versus
White Comparison

Logistic Regression Including
Socioeconomic Factors

Thought disorder, n (%) 111 (69) 23 (58) x2¼1.041, df ¼1, P ¼ .1531 aORa¼1.872 (95% CI,b 0.847–4.137)
IMP referral, n (%) 17 (11) 8 (25) x2¼2.57, df ¼1, P ¼ .11 aOR¼0.772 (95% CI, 0.266–2.243)
Psychological testing, n (%) 44 (28) 4 (10) x2¼5.37, df ¼1, P ¼ .0205 aOR¼3.212 (95% CI, 1.036–9.961)
Antipsychotic medication, n (%) 138 (86) 34 (85) x2¼0.0415, df ¼1, P ¼ .8385 aOR¼1.584 (95% CI, 0.513–4.886)
Restraint, mean (SD), range 0.5625 (1.990), 0–18 0.1 (0.3038), 0–1 ANOVA F ¼2.14, P ¼ .145 aOR¼1.555 (95% CI, 0.462–5.227)
Seclusion, mean (SD), range 0.4438 (1.097), 0–7 0.575 (1.824), 0–11 ANOVA F ¼0.34, P ¼ .5606 OR¼0.775 (95% CI, 0.310–1.940)

Note . ANOVA ¼ analysis of variance; aOR ¼ adjusted odds ratio; CI ¼ confidence interval; IMP ¼ involuntary medication process.
aaOR after controlling for age, gender, education, housing, employment, insurance, and benefits.
bIf the 95% CI includes 1.0, then the association is not statistically significant at P < .05.
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although 46 percent of Washington D.C.’s popula-
tion identify as Black, they represent 90 percent of
individuals in custody.28 A similar overrepresentation
was evident in the current study’s population. During
the study period, although 45 to 47 percent of the city
population identified as Black, 86 percent of those
arrested were identified as Black, as were 65 percent of
all defendants admitted to SEH for evaluation and res-
toration. In the same period, approximately 45 per-
cent of the city identified as White, whereas White
defendants accounted for less than five percent of
competence admissions.29,30 Thus despite being less
than half the city’s population, Black citizens repre-
sent a significantly larger proportion of the arrested,
incarcerated population and of defendants admitted
for inpatient evaluation. The hospital may conse-
quently be admitting more persons of color because
more are arrested and referred, but, with this sample
and power, they appear to be treated similarly in the
hospital setting. Because there were few differences by
race for measures of SES, one can assume that the
effects of race are independent of SES. If there were
differences, analysis would uncover which SES mea-
sure is driving racial differences.

Black and White defendants were socioeconomi-
cally comparable, and adjustments for demographic
differences allowed for a robust analysis. Similar to
traditional findings of lower socioeconomic status
among criminal defendants, the entire sample popu-
lation demonstrated low educational attainment and
high rates of homelessness and unemployment.31,32

This finding is a potential explanation for the lack of
significant differences despite careful investigation with
confirmatory economic data. Moreover, 75 percent of
the hospital’s psychiatrists identify as persons of color,
offering some protection against overdiagnosis, over-
medication, and overuse of restraint.9,33–37 This protec-
tion may not be the case where White clinicians
predominate. In addition to a large proportion of
judges with a criminal defense background, the politi-
cal climate of the jurisdiction may offer any number
of counterweights to the usual structural inequities of
legal and forensic practice.38

Comparable use of antipsychotic medication and
its involuntary administration is likely related to the
analogous rates of thought disorder in the two
groups. Studies have generally reported that Black
patients are more likely prescribed antipsychotics,
first-generation (older) medicines, and higher doses
compared with White patients.39–41 Saint Elizabeths’

experience, however, may be closer to that of a study
of psychiatric inpatients that observed that unad-
justed rates of emergency medication and seclusion
equalized when demographic, antecedent, and inci-
dent-specific variables were considered.42 Although
not statistically significant, it was White defendants
in the D.C. sample who were more likely to be or-
dered involuntary medication.
Although no forensic aspects of CST attained sta-

tistical significance (i.e., competence assessment after
first evaluation, time to attain competence, and formal
incompetence hearing), Black defendants, on average,
required an additional 8.4 days to attain competence.
This difference may be meaningful to hospitals moni-
toring length of stay and alert researchers, treaters,
and administrators to differences that could arise from
a larger sample. A prominent 2011 meta-analysis
reporting non-White race as a significant predictor of
incompetence included some studies that compared
race without additional analysis of variables that could
have affected racial disparities.43 For example, a 2003
study of CST predictors included in the meta-analysis
reported that defendants with psychosis were more
likely to be opined incompetent, with Black defend-
ants more likely to be diagnosed with psychosis com-
pared with White defendants.44 This relationship
between diagnosis, race, and forensic outcome may
well explain the similarity of forensic outcomes in this
sample because rates of psychotic disorder were com-
parable in Black andWhite groups.
Studies of competence evaluation and restoration

have generally highlighted the importance of includ-
ing additional variables in analysis when comparing
outcomes by race. Using logistic regression to include
variables that may influence racial differences, two
studies of inpatient evaluation and restoration found
no relationship between race and competence.45,46

Similarly, although Perry et al.7 found that Black
defendants were less likely to be found criminally re-
sponsible after statistical analysis controlled for vari-
ous socioeconomic factors, further analysis revealed
that this racial difference was “fully mediated by
higher levels of diagnosis with psychotic spectrum dis-
orders among African Americans in the forensic psy-
chiatric facility” (Ref. 7, p 246). Thus, Perry et al.7

make clear that without analysis of the many variables
beyond socioeconomics that may influence racial out-
comes (e.g., psychosis), investigators run the risk of
reporting data that do not reflect the reality of their
population.
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Despite the overrepresentation of communities of
color in the correctional system, competent Black
defendants in this jurisdiction were not more likely to
be returned to jail or to remain at the hospital (i.e.,
for maintenance of competence or for more intensive
treatment). Studies of forensic triage and disposition
find that Black defendants are more likely referred for
CST and ordered to the stricter, inpatient setting.7,47

Likewise, minority status has been linked to revocation
of conditional release and less time in the community
before revocation.43,48 Similar to our design, however,
Dirks-Linhorst et al.’s46 more recent finding that
Black defendants were more likely in jail at the time
of their pretrial referral used logistic regression to
show that race was not a factor in subsequent evalua-
tor recommendations, including recommendations
for hospitalization. Our result that White defendants
were more likely returned to a Pretrial Service Agency
will be a focus of future research using variables that
could not be examined in this investigation (e.g.,
more specific diagnoses, histories of trauma, prior
dispositions).

Referral for psychological testing differed after
socioeconomic and demographic adjustment, with
Black defendants more than three times more likely
to be referred. Treatment teams in this public sector
minority setting did not hesitate to access this
resource as might be expected in a setting that denied
marginalized patients access to care. The present
study is the first analysis we know of that considers
this variable both a matter of access and confirmation
for diagnostic clarity. Given the likelihood of greater
access to health care among White patients in gen-
eral, greater diagnostic uncertainty among Black
defendants may have resulted in more attention to
their clinical condition in this setting. Reasons for cli-
nician referral can easily be investigated with a future
questionnaire.

Strengths and Limitations

The primary strength of this study is its examina-
tion of multiple socioeconomic, clinical, and forensic
variables. Chosen following literature review and dis-
cussion with epidemiologists who explore racial
influences in public health, variables were gathered
from the entirety of each defendant’s hospitalization.
Pretrial studies often include variables from discharge
alone, so that snapshots pervade the forensic litera-
ture. Moreover, examining variables determined by
the legal system before and after hospitalization (i.e.,

charges, findings of competence or incompetence,
disposition) reminds practitioners and policymakers
that treaters, evaluators, and hospitals do not func-
tion in isolation.
Access to a predecessor study specifically exploring

inpatient competence restoration allowed a power
analysis that was directly applicable to the population
being examined. The defendants in the current study
can be considered a robust representation of pretrial
inpatient defendants in the jurisdiction.
Because of the far-reaching and complex nature of

racism, all factors that may have affected defendant
outcomes could not be included. These include,
among others, childhood trauma, access to food and
community supports, family structure, quality of edu-
cation, and neighborhood crime and arrest rates.
Indeed, as the American Medical Association points
out, race is more likely a proxy for social influences
and one’s experience of racism; it is that experience
that can be used alongside social determinants to
explain risk factors for disease.49 In forensics, unpack-
ing more specific factors like trauma and community
characteristics may consequently advance the discus-
sion of which distinct structural influences determine
forensic outcomes.
As with all studies conducted at a single institu-

tion, results may not be applicable elsewhere because
of differences in hospital policy, local law, individual
treatment providers, or available resources. From a
practical standpoint, data gathered from chart and
database review rely on the validity and accuracy of
those entering the data. Investigators reviewed and
discussed multiple documents in each chart to mini-
mize this potential source of bias. Finally, despite the
power analysis, a larger sample may nonetheless
uncover more significant findings.

Conclusion

Beyond its specific findings on the difficulties disen-
tangling race from SES, this investigation offers sup-
port for methods institutions can use to evaluate their
own forensic outcomes. This view of organizational
self-reflection applies more sophisticated statistical
analysis (namely, regression over correlation), exam-
ines outcomes across the entire forensic interaction,
and expands the factors usually tied to racial differen-
ces. Different jurisdictions may choose to explore the
variables of particular interest to their communities,
from food deserts, transportation gaps, and police vi-
olence to the availability of substance use or intimate
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partner abuse services. On a larger scale, organiza-
tions may track the experiences of their beneficiaries
across systems and recognize the impact of inter-
agency coordination. These variables are among the
areas where review may be tailored to the community
to overcome any difficulties in identifying racial
influences.

Such inquiries can be considered extensions of
groundbreaking work by Parker,50 who systemati-
cally examined the racial bias in 719 of his own eval-
uations. Likewise, Gowensmith and colleagues51

created an iPhone app that explored racial and other
biases in 831 evaluations by 35 examiners in the
United States and Canada. Moving these kinds of
assessments into systems and organizations provides
a logical next step. Expanding this review of racial
outcomes beyond inpatient evaluation and restora-
tion in an urban setting can bolster the confidence
communities have in their forensic systems and
acknowledge the need for greater attention to the
mental health needs of marginalized persons inter-
acting with the legal system.
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