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ABSTRACT

EVALUATING RACIAL BIAS IN INPATIENT RISK ASSESSMENTS

by

Stephen M. Smith

Advisor: Philip Yanos, Ph.D.

Research has consistently identified disparitighénmental health treatment of black
individuals with mental iliness. Specifically, bkaindividuals with mental illness are shown to
be more likely diagnosed with a psychotic disordehjected to coercive treatment services
(involuntarily hospitalized, receive emergency neation, be physically restrained on inpatient
unit), prescribed first-generation antipsychotrederred for outpatient group psychotherapy, and
expected to be violent in the future. A web-basggerimental study was conducted with
advanced clinical psychology doctoral studentslae@thsed clinicians to examine the role that
race plays in clinical judgments of future violendélinicians read the same clinical vignette,
but were randomly assigned to one of four cond#tidolack race/no salience instructions, black
race/salience instructions, white race/no saliemstuctions, white race/salience instructions. It
was hypothesized that predictions of violence waald/ by race, with clinicians giving higher
estimates of violence when given a hypotheticah&ite describing a black psychiatric patient. It
was also hypothesized that making clinicians awéthis tendency ahead of time (bias salience)
would significantly reduce ratings of future vioten Overall, ninety clinicians participated in
the study. Though no significant differences iolence predictions were evidenced according to

race and/or bias salience, a non-significant pattexrs observed for predictions of serious



violence, with higher estimates of serious violeheang given for vignettes describing a black
psychiatric patient without the preemptive mentdihe potential to bias. In addition, it was
found that clinicians were significantly more liggb recommend seclusion in the “black”
conditions. These findings suggest that race nteygrole in predictions of future serious
violence and affect subsequent treatment deciskartsre studies are needed to further explore

this possibility. Implications for race and radms in violence predictions are discussed.
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CHAPTER 1: INTRODUCTION

The finding of significant racial disparities inyahiatric services has been well
established in mental health research. Black iddals presenting for psychiatric services are
more likely than their White counterparts to begdiased with a psychotic disorder (Feisthamel
& Schwartz, 2006), receive emergency treatment G affee, & Snowden, 2003; Spector,
2001), prescribed psychotropic medications withermotent side-effects (Kuno & Rothbard,
2002), and under-utilize psychotherapy serviceslkWeet al., 2006). Much debate as to the
cause of such disparities has centered on whdtbagrésult from real-world racial differences in
psychopathology and behavior or racially biasedsitet-making. To answer this question, the
current study evaluated clinical decision-makingimience risk assessments, an often-
overlooked area in which significant racial diffeces have also emerged. Findings in the
violence risk assessment literature suggest thatieins are more likely to over-predict violence
for Black individuals with mental illness, though racial differences exist regarding actual
violence (Garb, 1997; McNeil & Binder, 1995; Hoptmet al., 1999). These findings, however,
are limited by scope (i.e. type of violence assesds) and methodological approaches used (i.e.
correlation, archival).

The present review thus aims to expand upon thstiegiliterature on racial disparities in
psychiatric services, by first reviewing the radalparities in various areas of psychiatric care i
general and violence risk assessments in spedfiguments were presented which suggested
that clinical predictions of violence are drivenflalty decisional heuristics and stereotyped
thinking, which are influenced by the belief thdaéks are more violent than Whites. A study
will be proposed which seeks to both experimentaiéy and reduce the role of race in violence

risk assessments. Specifically, it will be poseat tiot only do clinicians tend to assign higher



ratings of future violence for Black inpatientst liiat making such bias salient can significantly
reduce its influence in clinical judgments. Finallyplications of racial bias in risk assessment

and prediction will be discussed.



CHAPTER 2: LITERATURE REVIEW
Racial disparitiesin psychiatric services

Clinical diagnosis. There is extensive research documenting raciabdisgs in clinical
diagnosis. In general, Black individuals with psiatric disorders are more likely than other
racial groups to be diagnosed with a severe psichobehaviorally disturbed disorder
(Feisthamel & Schwartz, 2006; Schwartz & Feisthard@09). Black mentally ill individuals are
over-represented among those diagnosed with cloltibehavior disorders (e.g., conduct
disorder, oppositional defiant disorder), schizepiet spectrum disorders, and paranoid and
antisocial personality disorders. Particularlyusbis the over-diagnosis of schizophrenia.
Studies show that Blacks are twice as likely astéghio receive a diagnosis of schizophrenia in
clinical settings and nearly three times as likelinpatient settings (Lawson, Helper, &
Holladay, 1994; Strakowski et al., 1995; Chrish2@09; Chow, Jaffee, and Snowden, 2003).
White individuals with psychiatric disorders, oretbther hand, are shown to be under-diagnosed
with schizophrenia and are more likely to carry shée.g., major depressive, bipolar) and
alcohol abuse diagnoses (Schwartz & FeisthameB;2D8Ibello et al., 2001).

Some may argue that such disparities reflect realdaracial differences in
psychopathology, with schizophrenia symptoms bekmressed differently in Black and White
populations. For instance, features of suspiciessnexpressiveness, and externalization (e.qg.,
aggressiveness, irritability) are often portrayedyaing more characteristic of Blacks than
cognitive symptoms and internalizing behavior (Femel & Schwartz, 2006, Hicks, 2004).
These claims, however, are not reliably supportethé literature. Findings from
epidemiological studies show that no significamiabdifferences exist in prevalence rates of

schizophrenia (Kessler et al., 2004). Thus, theatésl rates of diagnoses of schizophrenia in the



Black population can more plausibly be attribute@trors in diagnosis rather than real-world
differences in psychopathology (Baker & Bell, 1999)

Medication. Significant racial disparities have also been foumthe prescription of
psychotropic medications. Kuno and Rothbard (2@@2xclude that, although standards of
appropriate prescription regimens exist, Whiteguiigsed with schizophrenia are more likely to
be prescribed second-generation antipsychotic ragdits than Black individuals with
schizophrenia. In their study, the authors evalliite prescription patterns of over 2500
individuals being treated for schizophrenia withid2-month period. Results indicate that White
subjects were four times more likely than Blackbeégorescribed with atypical antipsychotic
medications such as clozapine, risperidone, antzafg@ine. With the exception of clozapine,
these medications are considered to be generallg gftective than first generation medications
and are associated with fewer harmful side eff@ctt generation antipsychotics are associated
with extrapyramidal side-effects such as neurolalgathd motor impairment while second-
generation antipsychotics have been linked to noditalmpairments). Herbeck et al. (2004)
found similar discrepancies in medication pattevhen reviewing medical records collected by
the American Psychiatric Institute for Research Bddcation between 1997 and 1999. Black
patients in this study were found to be signifibatess likely than Whites to receive first-line
antipsychotic medications (49% and 66% respectjvelfhese results remained after controlling
for clinical and socio-demographic factors.

Though evidence in support of a racial bias in ro&titbn prescription abound, some have
argued that such disparities can be more strorigipated to physiological differences between
Blacks and Whites. For instance, Lawson (19863emts evidence suggesting that Blacks as a

whole tend to metabolize antipsychotic medicatimse slowly than other racial groups and



thus are more responsive to traditional depot natidics. These metabolic effects, however, are
virtually erased once symptom presentation and deapiics (i.e. age, weight) are controlled
(Ruiz et al., 1999).

Emergency intervention. Significant racial disparities exist in psychiateimergency
intervention, with Black individuals evidencing nedrequent and coercive emergency service
use. A long-standing finding in the literature ha®n the disproportionate rates of inpatient
admissions for Black individuals. Black individuase significantly more likely than all other
racial groups to be admitted to a psychiatric hasgSnowden, Hastings, & Alvidrez, 2009;
Spector, 2001); some studies showing as much dse & 8atio of admission for Blacks and
Whites (Mckeithen-Franks, 1998). These findingspaicularly apparent in low poverty areas
(LPA’s) where both minority populations and psythe@prevalence rates are relatively small.
Chow, Jaffee, and Snowden (2003), in reviewinggpattharacteristic data from the New York
State Office of Mental Health, found that Blackiwiduals with psychiatric disorders residing in
LPA’s were almost twice as likely as Whites to neetergency and inpatient services and
nearly 4 times more likely to be referred by thgalesystem and social service agencies. The
authors suggest that the increased salience ofrityimoentally ill individuals and decreased
tolerance in low poverty areas are to blame fohglisparate treatment. Supporting this view is
the well-documented finding in the literature ofatiepant rates of involuntary admission of
Black psychiatric individuals. Blacks, on averages considerably more likely to be admitted to
a psychiatric emergency room under coercive camit(Spector, 2001). Additionally, evidence
indicates more frequent rates of re-hospitalizasiod shorter stays for this population (Snowden

Hastings, & Alvidrez, 2009). It should be notedttdisparities at these initial points of



intervention are especially troubling as emergesayice utilization is often used as an indicator
of poor quality of care (Snowden, Catalano, & Shayw2009).

The racial differences continue once admitted theohospital, particularly with respect
to the management of violent behavior. In a reteative study of the violence incidents on a
medium secure psychiatric unit over a four yeaigage!Gudjonsson, Rabe-Hesketh, and Wilson
(2000) found that Black inpatients were more likidgin patients of other ethnicities to be given
emergency (i.e., PRN) medication following a vidlerident. Significantly higher PRN
administration rates were recorded for Black irgrats that assaulted nursing staff rather than
other patients (see also Flaherty & Meagher, 1980kre is also evidence, though less
profound, which suggests that Black inpatientsoaer-represented among those subjected to
the more coercive aspects of violence management.instance, Black patients are nearly four
times more likely to be physically restrained fallag disruptive behavior (Kuhlman, Telintelo,
& Winget, 1982; Bond, DiCandia, & MacKinnon, 19&®yector, 2001). However, no consistent
racial differences have been documented for sexiusites. In addition to increased emergency
medication allotment and physical restraints, gsitiave also shown that clinicians on average
tend to spend less time evaluating and attendifjack clients on emergency treatment wards
(Segal, Bola, & Watson, 1996).

Psychotherapy. Also well-documented are the racial gaps in psyud@tpy services.
Just as Black individuals with psychiatric disoslare significantly over-represented among
those requiring emergency services, they are sogmifly under-represented among those
receiving psychotherapeutic services. Walkup €2@0D6), in analyzing Medicaid claims of over
1900 individuals with schizophrenia in the staté&eforgia, found that, in addition to having

significantly lower rates of psychotherapy use,cRlandividuals were more likely to use group



rather than individual therapy. Such data on stalewervice use is of particular importance in
that it did not rely on self-report surveys or esipeental designs and instead based its findings
naturally occurring variations in both service asel service delivery. In addition to these
findings, Black individuals presenting for psychertéppy services report higher dropout rates in
both individual and group therapy settings (Snowd®®9). Blacks are also under-represented
in outpatient therapy services and show more frequge of public, rather than private sector
services than Whites (Snowden, 1999).

From the above-mentioned disparities, a dauntintyp emerges of the provision of
mental health services for Black individuals. Blae#tividuals with psychiatric disorders are
more likely than Whites to be diagnosed with a psyic disorder (namely schizophrenia),
though actual prevalence rates of the disordesiargar across the two races. Black psychiatric
individuals are less likely than Whites to be primad first-line psychotropic medications such
as second-generation antipsychotics; thus platiegntat greater risk for developing harmful
extrapyramidal side effects. Blacks are over-regméed in emergency psychiatric treatment and
are more likely to be involved in the coercive adp@f these services. Conversely, Black
mentally ill individuals are relatively absent frggeychotherapy services, including individual
and outpatient treatment; suggesting that Blacksiader-represented in the more volitional and
effective treatment service options. The magnitfdese findings, and particularly those from
epidemiological and statewide data sources, sudigassuch disparities are not attributable
solely to cultural differences in service utilizati The evidence instead points to issues with the
delivery of psychiatric services. It can be argtleat a systemic racial bias underlies and

maintains the above-mentioned disparities. A raus that appears to be guided by the belief



that Blacks are less deserving of effective carckranre deserving of the arenas of treatment
focused on social control.

Although claims suggesting racial bias as the dutfirunequal psychiatric care and
practice can be made, more support is needed tiagaplecific clinical decision-making
practices. To accomplish this, | now turn to thaichl practice of violence risk assessment.
Like other areas of clinical service, researchdtasvn significant racial disparities in
predictions of violence. Clinicians forecastinguite violent behavior are shown to over-predict
the violence potential of Black clients (McNeil &rigler, 1995; Hoptman et al., 1999).
Although the violence risk literature focusing tistarea of racial disparity is sparse, arguments
generally suggest that faulty clinical decision-makand stereotyped thinking in particular may
be operating (Murray & Thomson, 2010b). The curreriew thus sought to expand upon the
existing literature on both psychiatric servicegi@meral and violence risk assessments in
specific by examining the attitudes and practidas® clinical decision-maker.

The practice of violence risk assessments was olfoséwo main reasons. First,
violence risk assessments differ from other aréagiwice in the conclusions that can be drawn
regarding decision-making error. During a riskeassnent, a clinician is asked to predict the
likelihood that a particular individual will commgt violent act within a given time period (e.g.,
immediately, during confinement or hospitalizationpost-discharge). Such ‘likelihood’
predictions are compared to and measured agaitust! atcidents of violence (Webster, 2006).
Thus, any evidence of racial disparities in preditt can be more confidently attributed to
clinical decision-making bias rather than racidfetences in real-world behaviors. Second, |
argue that violence risk assessments are an apesychiatric service whereby negative

perceptions of Black individuals are most likelynbanifest themselves. As will be discussed



further, the stereotype of Blacks as violent is tmekevant to settings in which violence (and
violent acts) is the main focus of clinical decrsoThis raises the possibility that any racial
disparities found in this area of service can bebaited to beliefs regarding which population is
more or less likely to be violent. The below seasiovill broadly review the literature on
violence risk assessments as well as the researd@dcial disparities in predictions.
Violence Risk Assessments

The assessment of future violence has become la stiaglinical practice. Clinicians are
routinely asked to distinguish and predict withegyite of certainty which individuals will be
more or less likely to commit violent behavior iretfuture. Traditionally, such determinations
were limited to clinical settings such as hospitald community mental health facilities.
However, the mental health field has seen a sigamti spike in the demand for risk assessment
services in other settings. For example, cliniciargsincreasingly called upon to perform these
assessments in court proceedings, serving to infeencourt as to the dangerousness and
likelihood for recidivism of criminal defendants (itay & Thomson, 2010a). The implications
of such growth are two-fold. On the one hand,iclams are bestowed with the responsibility to
assist various stakeholders (e.g., treatment peosjgharole boards, the court) with maintaining
safety by reliably identifying members that provihigeat to the broader society. On the other
hand, clinicians also have an ethical responsjttititensure that their services do not result in
biased judgment, unequal treatment, or unjust nenfent. As such, a great deal of effort in this
area of practice has focused on the developmerdrapetent and accurate methods of violence
risk assessment.

Traditional clinical judgment. Risk assessment practices have evolved greatlytbger

years. Traditional risk assessment methods werdl@smarily on clinical judgment.
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Basically, clinicians would make determinationslahgerousness based on their own experience
and what they felt about the case. When apprapridinicians would utilize various evaluative
approaches such as diagnostic evaluations, calatdormation, and impressions gained from
interactions with their clients to help guide thapinions of future risk (Convit et al., 1989;
Melton et al., 2007; Murray & Thomson, 2010a). Ugb still widely used, this approach has
often yielded poor results within the researchhviindings consistently showing that clinicians
perform slightly at or below chance level when peedg future violence (Werner, Rose, &
Yesavage, 1983; Webster, 2006).

Many explanations have been given for such podopeance. For instance, there is
often little consensus on the operational definitvd violence. Significant variability can be
found in both the types of violence under quesf@ag., verbal aggression, physical aggression
toward self, others, or property) as well as thecepts of violence (e.g., dangerousness). Also
contributing to the moderately low predictive a@my of clinical judgment is the setting in
which predictions are made. Often times, violensle assessments are conducted in structured
clinical settings that do not closely resemble ¢hideely to be encountered in the real world. As
will be discussed later, settings and contextsgeaatly moderate one’s propensity for engaging
in violent behavior. Perhaps the most essent@lpm plaguing the traditional approach is the
lack of standardization. Traditional risk assessnpeactices vary significantly in terms of the
sources of information, types of methods, and ptedivariables used. Clinicians are
accustomed to treating each case individually aeadikely to rely on a vast amount of data and
techniques when formulating their opinions. Thtelitional risk assessment practices can vary
considerably between clinicians, limiting the rbllay of any one opinion (Monahan, 1981;

Convit, et al. 1989). Related to the lack of semdzation is the subjectivity inherent in clinical
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judgments. Clinicians, when trying to predictuitg behavior, will excessively rely on
idiosyncratic factors such as their own intuitiorguide their evaluations. This allows for biases
and pre-existing beliefs to easily contaminateiciihjudgment (Melton et al., 2007).

Actuarial tools. To address these pitfalls, efforts in the fielddatifted toward the
development of more scientific and streamlined ssent tools. Actuarial tools were
developed which require that determinations ofrieitisk be made according to strict decision-
making guidelines. Here, clinicians assess thegmee or absence of a number of empirically
supported predictor variables. These variablesvaighted and tallied to yield a numerical risk
classification. In essence, actuarial assessroel# function to reduce the overreliance on
subjective clinical judgment and increase the «inaacy of both the decision-criteria and inter-
clinician ratings (Murray & Thomson, 2010a).

Though the list of actuarial tools and violenceegting measures is extensive, three
instruments stand out as the most empirically-e&éid tools for the accurate prediction of future
violent offending: the HCR-20, VRAG, and the PCL-Rhe Historical-Clinical-Risk
Management 20 (HCR-20; Webster et al., 1997) id ts@ssess violence potential and
recidivism in both civil and correctional settingsems on the HCR-20 are divided into three
categories based on past, present and future edadd#rpsychopathology, violent behavior, and
community risk factors. The Violence Risk Apprai€alide (VRAG; Quinsey et al., 1998) is a
12-item questionnaire used to assess violencemiitikn specific time frames. It was developed
primarily for use on mentally disordered offendethe Psychopathy Checklist, Revised (Hare,
1991) is a 20-item questionnaire used for correatiand psychiatric populations. The PCL-R
differs from the previous two measures in thaajist personality constructs that tend to underlie

violent behavior. The PCL-R is often heraldedhestiest tool for the assessment of future
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violent behavior. All three actuarial tools ar@eaim to maintain reliability estimates between
0.63 and .0.80. The PCL-R is shown to maintaimestes exceeding 0.8 (Dolan & Doyle, 2000).

While actuarial tools have proven to be superigoriedicting future violence, traditional
assessment techniques are still commonplace. Hsssssments often take the form of
impressionistic judgments occurring within the rdagumilieu of treatment services. Whether in
an admission assessment, a progress note, arliggiersonal interaction, or a comprehensive
psychological evaluation, clinicians and staff menstroutinely assess the potential danger of
their patients. Itis likely that these impressstic judgments are particularly common in
inpatient settings where patient behavior is tlei$oof concern. | contest that it is through these
regular and often implicit judgments where biasedisilon-making is most likely to surface.

Predictor variables. A great deal of the risk assessment literaturddm@assed on
identifying core variables and characteristics Hratreliably associated with future violence.
Though there is an abundance of empirical studiam@ing the correlates of violence predictor
variables, few are more comprehensive and refedetinaa the MacArthur Violence Risk
Assessment Study (Monahan et al., 2001). In #msirsal work, investigators examined the
profiles and post-discharge behavior of more thE®Dlinpatients (one of the largest samples to
date) and assessed over 130 potential risk fac#isndividual and systems-level factors were
classified according to three categories: crimigalal, clinical, and demographical. The results
of this study are outlined below.

Criminological factors broadly included type andduency of prior arrests and periods
of incarceration. Of the criminological factorsigurviolence and particularly a history of a
violent crime proved to be the strongest prediofduture violence. Thus, individuals with a

psychiatric disorder that had a history of arréstsiolent crimes against others were
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significantly more likely to commit a future violeact than those with no violent arrests history
(32.7% and 16.6%, respectively). This finding hasrbconsistently supported in the literature as
the most predictive of all individual and systeragdl variables (Tardiff, 2002). The authors
further noted adult violent offending as being mpredictive of future violence than juvenile
offending.

Investigations into the predictability of clinicictors have stirred considerable debate in
the risk assessment literature. Some argue thed Hre identifiable symptoms and disorders
that greatly enhance one’s propensity for violef8ieon & Tardiff, 2008), while others are of
the opinion that aggressive behavior is dynamicaamdresult from a combination of symptoms,
characteristics, and contexts (e.g., gender, iftfeokcurrent stressors). Results from the
MacArthur study tend to confirm the former argumeniggesting that there are specific features
of psychopathology that can reliably increase ommkence potential. The following clinical
variables were compared to post-discharge violetiegnosis, psychopathy, delusions,
hallucinations, violent thoughts, and anger. Ofdlagnostic factors, discharged patients who
carried a major mental disorder diagnosis with coeoring substance abuse were more likely
than those without substance abuse to commit anti@lct at 1-year follow-up (31.1%, 17.9%,
respectively). Individuals labeled as having ath&p mental disorder (e.g., personality disorder,
adjustment disorder, suicidality)” along with a@ocurring substance abuse disorder evidenced
even higher rates of violence (43%) than the tweogroups. Consistent with much of the
existing literature, psychopathy (as measured byPkychopathy Checklist, Screening Version)
was a significant predictor of future violence atelar periods (49.7%, compared to 21.9% for
nonpychopathic patients). Antisocial features fghopathy were the strongest single

predictor, a finding that underscores the role gzt criminal behavior and personality
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dynamics play in increasing violent behavior. Nertdelusional thoughts nor hallucinations
were significantly correlated with rates of violen€ommand hallucinations, however, did
increase violence risk, but not significantly. Thelings for the role of violent thoughts on
violent behavior is more complex than that for &weve mentioned clinical variables, with
variations associated with the frequency and tiftbaughts. In general, the authors concluded
that patients who had violent thoughts during hiadigation were more likely to commit a
violent act within a 1-year period following diseba. Furthermore, frequent violent thoughts
during the discharge period also increased incglehviolent behavior for psychiatric
individuals. The relationship between violent thbisgand violence, however, was not strong.
The authors also analyzed the correlates of theegodraphic variables: gender,
neighborhood, and race. With regards to gendwdjrfgs indicated that male psychiatric patients
were significantly more likely than female patietdscommit a violent act within 20 weeks of
discharge (men: 15.2%, female: 12.4%), an effattithconsistently supported in the research
(Steadman et al., 1994). However, the gendertefisappeared over time with no significant
differences evidenced at 1-year follow-up (men728.female: 24.6%). Thus although men
tended be more violent immediately following disae no significant gender differences
existed over extended periods of time. Findings@ighborhood factors indicated that levels of
poverty affect rates of future violent behavioreSifically, patients discharged to areas with a
high concentration of poverty were significantly radikely to commit a violent act than those
discharged to medium and low poverty areas. Theoasitused the findings on neighborhood
effects to analyze the effect of race on futurderioe. Upon initial analysis, race was shown to
significantly correlate with rates of violence,Black patients were more than twice as likely

than Whites to commit a violent act at 20-week mbstharge (Blacks: 19.8%, White: 8.4%).
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However, this racial effect disappeared after frdnalyses controlled for neighborhood type.
In other words, Blacks and Whites living in compmeaneighborhoods did not differ in their
incidence of violence. Both Blacks and Whites liyin high poverty areas had a high propensity
for violent behavior. Similarly, Blacks and Whitegng in low poverty areas had a decreased
likelihood of violent behavior. In explaining thesults, the authors debated previous research
indicating that Blacks are more violent by suggesthat previous studies often fail to account
for the role of contextual factors (e.g., neighloarth type) on violent behavior. As was the case
in the MacArthur study, areas with high povertyesaire often associated with high rates of
violence. Black discharged patients were overwhegiyirepresented in these high crime areas.
Thus, one must control for this confound when assgghe true predictability of race. The
authors went on to conclude that race did not ptddture violence.

Steinert (2002) suggests that the predictive effetthe above mentioned variables are
more nuanced than what is depicted in the MacArskudly. In this large-scale review of the risk
assessment literature, Steinert concludes thaé\ald effect of many of the predictor variables
will differ significantly depending on the type sétting. Although the authors agree with
existing research that past violent behavior isnlest predictive factor overall, they suggest that
many of the other factors will differ dependingwhether they are examined in community,
inpatient, and forensic settings. For instanceoimmunity settings, factors such as
criminology, historical (e.qg., childhood environnt@nviolence), and socio-demographic
variables strongly correlate with violent behawidrile clinical factors are less predictive in
these settings. In inpatient settings, quite {hgosite is true. The authors found that in these
settings, psychopathology (namely psychotic symptand hostility) is better associated with

future violent behavior than historical and dem@dia variables. Findings from forensic
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settings generally suggest that historical andcstariables are most predictive of future violent
behavior.

In sum, past violent behavior, personality-typeodiers with co-occurring substance
abuse, psychopathy, and residence in a high porergyhborhood are the strongest predictors of
future violence for psychiatric populations. Gend#olent psychotic thoughts, and hostility
were also good predictors of violence, though ffecemay vary. Clinical factors such as a
diagnosis for major mental disorder (e.g., schizepia, major depression) and demographic
factors such as race, however, were poor predidtoirshermore, evidence suggests that the true
effect of any predictor variables will differ inrehgth based on the type of setting. Clinical
factors were shown to be more predictive for irgratsettings, while criminological and
demographic factors more pertinent in communityirsgs.

Such findings, when taken together, have impoitaptications for the arguments of the
current review. As can be seen, certain variasti@ngly correlate with future violent acts while
others do not. Race is not shown to be a relipi@dictor of future violence, particularly for
inpatient populations. Black individuals with psiatinic disorders are no more likely than White
individuals to commit violent acts when neighbortie® controlled for. Although the lack of
predictive value of one’s race is established enrbsearch, as will be discussed further, it
continues to be used as a criterion in violendeassessment decisions.

Prediction accuracy. Efforts in the violence assessment literature ladse focused on
exploring the accuracy of clinical predictions.cémmon technique used to assess prediction
accuracy is the evaluation of judgment “diagnostidiDouglas, Ogloff, & Hart, 2003; Webster,
2006). With this method, clinical violence preadas are analyzed according to a two-by-two

statistical matrix, which pairs predictions of \wake with actual incidents of violence. This
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results in the following four groups: true posésv(predicted violent, actually violent), false
positives (predicted violent, not actually violernitue negatives (not predicted violent, not
actually violent), and false negatives (not prestictiolent, actually violent). Prediction
measures are typically yes/no dichotomous ratings predictions: yes/no; actual violence:
yes/no). An analysis of prediction diagnosticitglgs findings that indicate the clinician’s ability
to accurately identify individuals who will be veait (sensitivity: true positives) as well as rule
out those who will not be violent (specificity: &unegatives). False positives and false negatives
are associated with sources of judgment error Greoneously predicting that someone will be
violent when they did not actually become violeRgsearchers have used this approach to not
only compare predictions of violence to actual erae, but to more importantly, distinguish
those individual characteristics that are assodiaiégh accurate predictions from those
associated with incorrect predictions. By evahmprediction diagnosticity, we can thus gain
insight into the underlying biases associated wiihence assessments.

Various studies have attempted to examine the gtrediaccuracy of clinical judgments
of violence. As mentioned previously, cliniciangfpeming risk assessments in the absence of
actuarial tools tend to demonstrate poor accuraigsy performing slightly below chance level
(Convit et al., 1989Melton et al., 2007; Murray & Thomson, 2010a). hsligh discouraging,
such findings do not truly capture the predictibilides of clinicians. While investigations are
few, studies indicate that prediction accuracysaiay significantly depending on the setting
and time frame of interests. In fact, cliniciams shown to perform relatively well (i.e., above
chance) when making short-term predictions of ilgmétviolence. Nijman et al. (2002)
investigated the abilities of clinical staff membéo predict unaided (i.e., strict clinical

judgment, no actuarial tools) the violence potémtianewly admitted psychiatric patients.
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Clinicians were specifically asked at the time afient admission to rate the likelihood that each
patient would become physically and/or verballyraggive during their short-term stay in the
hospital (mean length of stay; 28.5 days). Clinstaff members were able to correctly classify
75% of the patients (diagnosticity), with 55% obs$le predicted to be aggressive actually
becoming aggressive (sensitivity) and 86% of thelse were not predicted to be aggressive not
actually becoming aggressive (specificity). McNaild Binder’s (1995) findings also testify to
the high accuracy rates of short-term violence iptexhs. Here, hospital physicians were asked
to estimate the probability that each of 226 irgras would assault someone within the first
week of hospitalization. Clinicians performed waellth relatively accurate predictions for both
predetermined violent offenders (67%, sensitivitlgyl predetermined non-violent offenders
(69%, specificity). Hoptman et al. (1999), in a ganstudy, found that psychiatrists could
correctly predict inpatient violence within a 12-ekeperiod following admission. Psychiatrists in
their study were asked to indicate the likelihooat their assigned patients would hit or hurt
someone at some point during their acute stayarhtspital. Psychiatrists achieved a diagnostic
accuracy of 71%, with a sensitivity rating of 54%ga specificity rating of 79%.

Although results from the previously mentioned sgdn predictions of inpatient
violence suggest that clinicians can make violgreglictions with a great deal of accuracy, a
closer examination of the findings and specificiig sources of judgment errors (i.e., false
positives, false negatives) reveals significanititions in their decision-making abilities. In
addition to prediction estimates, McNeil and Bin(leE995) and Hoptman et al. (1999) also
charted those patient characteristics most commemsgygciated with correct and incorrect
judgments. McNeil and Binder found that individuatho were judged to be violent and

actually became violent were more likely to hayesgchotic disorder, be of young age, have
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recent history of violence, and display uncoopeealtiehaviors on the ward. Those individuals
who were predicted to be violent, but did not beeanolent, were more likely to be male and
Black. Hoptman et al concluded that psychiatiistheir study tended to over-predict assaultive
behavior for Black patients (predicted assaulté/#%, actually assaultive: 55%) and under-
predict for White patients (predicted assaultiveé2a] actually assaultive: 15%).

While these findings lend support to the curremtew’s claim that clinicians over-value
patient race in judgments of violence, definitiaaclusions cannot be made given the lack of
substantive evidence and the correlation desidrotif studies. Though resolvable, few studies
have emerged which attempt to tackle these pitfalisvis, Croft-Jeffreys and David (1990)
attempted to do this with their study, which expemtally assessed the role of race in violence
predictions. The authors instructed 220 psychistisrking in a hospital in Britain to read
hypothetical case vignettes whereby the race andegeof the client were manipulated (i.e.,
Black/White, male/female). Participants were thekea to make various judgments relating to
the likelihood of future violence. Findings revaitbat psychiatrists rated Black male patients as
being significantly more likely to be violent tovaastaff members, more likely to evidence
future violence, and more fit for incarcerationrin&hite cases. The authors noted that the use of
a combined race-gender variable most likely sttegryed the effect of dangerousness
predictions.

When taken together, findings from the risk assesgiiterature on predictor variables
and prediction accuracy patterns indicate that hasdlittle bearing on one’s potential for
violence. This is particularly evident when neighimod factors are held constant (Monahan et
al., 2001). Even though race is not found to bigaificant predictor of violence, studies show

that clinicians continue to use it in their violemaredictions. Specifically, clinicians working on
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inpatient wards are shown to be more likely to meausly predict that Black psychiatric patients
will have a higher potential for violence than Whjtatients. This is in light of the consistent
finding that no significant differences in violenes exist between the two racial groups
(Garb, 1997; McNeil &Binder, 1995; Hoptman et 4B99). Furthermore, clinicians given
hypothetical scenarios in which comparisons toalatiolence are absent still demonstrate a bias
toward assigning higher ratings of potential viaeror Black cases (Lewis, Croft-Jeffreys, &
David, 1990). These findings, in sum, strengthengreviously stated claim that racial bias can
be used to explain variations in predictions. Hogrethere continues to be paucity in the
breadth and scope of research. Thus, in attemfiagvance the established literature, the
current review will focus more narrowly on decisioraking. As will be seen, this focus is
essential to understanding how and why it is thaiotans engage in biased decision-making.
Decision-making Biasin Risk Assessments

In line with the stated claim that racial biasastame for the racial disparities in various
areas of psychiatric services, | argue that clamsiroutinely (and unknowingly) rely on a set of
decisional heuristics when assessing violenceiticat¢ase their chances for making errors in
judgment. Furthermore, it is hypothesized thatatieg pre-existing beliefs about Blacks further
contribute to errors in judgment by biasing thaician’s appraisals regarding future violence
for their Black patients. These heuristics as @aslthe negative racial beliefs are discussed
below.

Cognitive heuristics. The decision-making model can be used as a frankefoor
understanding how errors and biases in judgmentfesanthroughout violence risk assessments.
According to this model, individuals routinely eggain a number of cognitive strategies and

short cuts when attempting to processes informdtamn the environment. These cognitive
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short cuts serve to both consolidate and efficygmtbcess vast amounts of information, thus
reducing the cognitive effort being used. Onceeatpd, these strategies evolve from simple
short cuts to interpretive guidelines. These hstigs tend to occur automatically and are often
beyond awareness. Though these heuristics do assestucing the amount of cognitive effort
needed for processing, they can also work to syaieaily bias the way information is
interpreted; influencing for instance what inforiatis attended to, how long we attend to it,
and the conclusions drawn (Kassin, Fein, & MarR@€8). Thus, the decision-making model
holds that cognitive heuristics can have both atipeq(i.e., efficient processing) and negative
(i.e., biased thinking) influence on how we intefpour surroundings. The specific types of
heuristics as well as their effect on clinical demn-making are discussed below.

Studies show that cognitive heuristics are rouyirehployed during violence risk
assessments and are the primary source of errardgment (Murray & Thomson, 2010b).
Though many types of heuristics exist, the follayvare the most prevalent in violence
assessments: illusory correlation, context effeejgresentativeness heuristic, confirmation bias,
confidence, and learnability bias. The illusoryretation bias is pinned on the notion that a
significant and consistent correlation exists betwavo often-unrelated variables. This bias is
said to develop through selective attention prastiwhereby an individual uses past experiences
and beliefs to make connections between two obdaragables. The connection, however, is
often insignificant or non-existent. This strategyepeated until the individual comes to believe
that the relationship between the two variablestrisnger and more frequent than what is
actually the case (Honig, 1982). Murray and Tham@®10b) depict that the illusory
correlation bias underlies many of the problemee@sased with potential risk factors. For

instance, many clinicians believe that the serieasrof an individual’s crime is strongly related
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to their likelihood of future violence. The corretan between these two variables, however, has
not shown to be significant (Quinsey & Maguire, GR8

Context effects are also frequent in risk asses@nédontext effects refer to the
influence that contexts and situational factory jpledecision-making. With regard to risk
assessments, contexts can greatly influence tketdin of one’s prediction of violence.
Research has shown that violence predictions vugrnyficantly by the type of setting associated
with the individual. As mentioned previously, thare significant differences in both the
predictor variables and the violence potentialdemmunity and inpatient populations (Steinert,
2002). Inpatient populations are afforded addal@ervices such as emergency medications,
staff interventions, and observation periods, wiiah greatly affect the prognosis of their
behavior. Individuals in community settings, on ttkeer hand, are exposed to various
environmental triggers, such as peers and accélésgal substances that can increase their
propensity for violent behavior (Crowner, 1989)e$h contextual factors can bias perceptions
regarding one’s propensity and opportunity for lmeicwy violent in the future. Situational
factors are relevant even within inpatient settingere, differences have been found between
emergency and regular psychiatric units, with ermecyg admission units being more likely
affected by time constraints (quick decisions) lmited patient information (Convit et al.,
1989). Clinicians must consider these effectsrandt frame their opinions within specific
contexts.

The representativeness heuristic bias occurs whe&vent is judged based on its
similarity to other events. Essentially, it is eagggy in which people, intentionally or
unintentionally, categorize others based on thelicg@ived similarity to other group members.

Judgments formed tend to be representative andajeeel rather than idiosyncratic (Honig,
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1982). For example, one may assume that a gandaraswiolent simply because of his/her
affiliation with a gang. As will be discussed latthis type of heuristic tends to manifest in the
form of stereotyped thinking in which a person’siéeéor is seen as being typical of the group to
which he/she belongs. The representative heuisstaulty because it over-estimates the
probability that such behavior occurs within a gagon of individuals.

Confirmation bias is a common source of error inical judgments. Essentially,
confirmation bias occurs when judgments are madedan pre-existing expectations and
assumptions. An individual will unknowingly seekdaattend to information that confirms and
is consistent their preconceived notions. Suchaa isi effective because less cognitive effort is
used to process information that is consistent migexisting beliefs than information that is
inconsistent. Confirmation bias is said to be mogtiential in immediate clinical assessments,
whereby quick and impressionistic judgments areawaith little information or time. Here, the
clinician will utilize preconceived notions of vace as a source of information when more
comprehensive information is not available (Mur&&ayhomson, 2010b).

A clinician’s level of confidence can greatly moaler the extent of their violence risk
appraisals. Indeed, prediction accuracy has beenrsto increase when confidence levels are
moderate or high, and decreases when confiderow i@McNeil, Sandberg, & Binder, 1998).
The reason for the moderating effect of decisionfidence is two-fold. First, clinicians are
often guided by moral and ethical thinking whenf@ening risk assessments, such that they are
more likely to make predictions when they feellamugh the probability of being wrong (and
doing harm) is low. Second, confidence is usualtijcative of the degree to which a decision-
maker believes that the scenario being judgednsasito past scenarios. A clinician’s

confidence may increase the more they believethigat client resembles past clients who have
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similar traits (representative heuristic), or ie ttase of violence assessments, have committed a
violent act (Murray & Thomson, 2010b). Thus, aiguatt presenting with symptoms that are
similar to high-risk populations is likely to regeia prediction that is based on a high degree of
confidence.

An often overlooked but equally biasing heurisichie learnability heuristic. Many
decisions about an individual’s propensity to ergigviolent behavior are based on probability
estimates rather than accuracy judgments. Climéczae rarely given feedback regarding
whether or not their predictions were correct. s@sh, clinicians are not afforded the
opportunity to learn from their errors in ordemt@ke adjustments for future decisions. Thus
faulty heuristics regarding predictor variables agresentativeness often endure unchallenged
and are easily incorporated into the decision-n@kiocess (Honig, 1982).

Murray and Thompson (2010b) list other cognitivadais that are prevalent in risk
assessments such as selective perception (payamgian to certain aspects of information while
disregarding others), devaluing base rate datar@hging on base rate data regarding violence
rates for specific populations), and anchoringif@aan opinion on initial impressions and
adjusting according to this anchor). These cogmihiases, when considered together, can
greatly skew a clinician’s decision-making abikti€linicians operating under these implicit
heuristics may unintentionally disregard importiafidrmation, make unsupported
generalizations about behaviors, and leave pranagibeliefs uncontested; all of which can
contribute to errors in final judgments and accyna@dictions.

While the above-mentioned heuristics can accourgdme of the errors occurring in
clinical decision-making, they do not completelypkn how such thinking can manifest in the

form of racial bias. To address this, | suggest &mother biased cognitive strategy, namely
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stereotyped thinking, can influence decision-makiraygue that stereotyped thinking is the
most influential mechanism underlying the raciapdirities in clinical decision-making and
violence risk assessments in particular. Spedlficiais believed that much of the variance in
psychiatric care for Blacks can be accounted fopdrgeptions, which associate Blacks with
violence and dangerousness. The features anddaraftstereotypes are discussed further
below.

Ster eotypes/ster eotyped thinking. Briefly stated, a stereotype is a belief that ao$et
individuals shares certain characteristics. Stgpeml thinking refers to the tendency to believe
that these characteristics are stable and cons{$tassin, Fein, & Markus, 2008). Like other
biased heuristics, stereotypes function to fatditfficient information processing by quickly
categorizing behaviors and characteristics.

Stereotypes and stereotyped thinking encompass ofdegtures of the above-
mentioned heuristics. For instance, similar tord@esentative heuristic bias, stereotyped
thinking entails the tendency toward overgeneribra When engaged in stereotyped thinking
one is likely to assume that the behaviors se@miautgroup are representative of the behaviors
of the entire outgroup. Some commonly held stgpes include the belief that all gay men have
AIDS, female bosses are overbearing, Jewish pewpléugal, and Asians are good at math
(Hilton & von Hippel, 1996). This study focuses thie stereotype that Black people are violent.
Such a stereotype is deeply rooted in Americarotysind, in many respects, is still prevalent
today. This is evident in a magnitude of socigigh®logy studies showing that Blacks, and
Black men in particular, are viewed as being maogent, physically aggressive, dangerous, and
prone to criminal behavior than other racial gro(f¢welch, 2007; Steen, Engen, & Gainey,

2005; Lim & Bell, 2008). Indeed, such stereotypeidking is said to underlie the
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disproportionately high percentages of Blacks bamagntained within the avenues of social
control (e.qg., jails/prisons, arrests, psychidtiospitals, etc.). These findings are pinned on the
relationship between the perceived threat thatk®lgose and the discriminatory practices that
are in place to control their behavior.

The illusory correlation bias is inherent in steéyped thinking. Stereotypes are
grounded on the notion that two variables (an idial and a specific trait) are highly
correlated. People who engage in stereotypeditignkill often exaggerate the frequency of the
traits and behaviors they perceive in outgroup membBY believing that this pairing of
behavior and individual is more frequent and comptace than they actually are, the stereotype
will move from a simple association to an actudidb@bout the group members’ core attributes.
For instance, many individuals believe aggressioet a stable trait of Black people. Devine
(1991) demonstrated that, when asked to describeusaoutgroup members, Blacks were more
likely to be described with words such as hosttggressive, and forceful. Sagar and Schofield
(1980) found that Whites were more likely to labeibiguous behavior as aggressive if it was
committed by a Black individual.

Stereotyped thinking, like most other heuristiedies on selective attention to
confirming evidence. Here, preconceived notioraualgroup behavior persist because the
individual is cued in to information that suppdtigir beliefs. For example, images of a Black
person acting aggressively may be encoded into measobeing consistent with pre-existing
beliefs regarding Blacks having a higher properfsitywiolence. The individual may fail to
notice other groups who also act aggressively esetlare inconsistent with their preconceptions.
Any evidence found to contradict these beliefsésved as being the exception rather than a

cause for cognitive change (Kassin, Fein, & Marlia€)8).
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Another stereotype feature that is particularly ami@nt to this review is automaticity.
People are constantly exposed to stereotypes abibgroup members. These stereotypes can be
easily activated when in the presence of the grmember to whom the stereotype belongs.
Through learning and/or repeated exposure, thedttgre becomes an automatic part of
cognitive processing. Overtime, stereotyped thigldan be triggered even when not in the
presence of the stereotyped group, many times &deforscious awareness (Kassin, Fein, &
Markus, 2008; Kawakini, Dion, & Dovidio, 1998). Tauan individual can begin to engage in
stereotyped thinking when they are unknowingly esqubto a subtle stereotype cue or
association. This is particularly relevant in thaticular context. Of interest here is whether
race serves as a cue for stereotyped thinking gwislence risk assessments.

Although automatic, there is evidence to suggetitidividuals can exhibit control over
the extent of the stereotype activation. Reselaashshown that individuals made consciously
aware of a stereotype cue or who are driven bymsic motivation (e.g., maintain a
consistent social view) are able to curtail theeakaind influence of automatically activated
stereotypes. For instance, studies on jury detisiaking in cross-racial legal cases (i.e., White
jurors and Black defendant) have shown that makaeg and/or racial bias salient during court
proceedings can significantly reduce the likeliheddacially prejudiced stereotyped judgments.
Pfeifer and Ogloff (1991) presented White mock janith an ambiguous legal trial in which a
Black defendant was accused of a crime againstigeWiatim. Jurors were randomly assigned
to either a racial bias-salient condition, whergby instructions were given which reminded
jurors not to let racial bias influence their guiterminations, or a non-race-salient condition
(no jury instruction about racial bias). The authfound that jurors in the non-racial bias-

salient condition were significantly more likelyfiad the Black defendant guilty (guilty: 83%,
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not guilty: 17%) than those in the racial biasesaticondition (guilty: 38%, not guilty: 62%).

The authors concluded that individuals were mdeyito rely on pre-existing biases (i.e., racial
stereotypes) in ambiguous decision-making situatibtowever, individuals were less likely to
engage in biased decision-making when made corsdgiaware of such a tendency. Similar
jury decision-making studies which use witnessnesty as a means of making race a salient
issue (e.g., testimony suggesting the incidentlraracial slurs) have also documented a
significant race/racial bias-salient effect (Somsn@006, Cohn et al., 2009).

The likelihood of controlling stereotyped thingiand racial biased stereotypes in
particular will also depend on the individual’srinsic motivation. It is documented that
although many people may harbor negative sterestgpeut outgroup members, they do not
always act on them, as it may conflict with thessoled social image. Devine (1989), for
instance, demonstrated that White individuals whitovardly regard themselves as low-
prejudiced, but evidence implicit prejudice towaBlacks are able to inhibit their automatic
negative stereotypes. Devine predicted that tieBeiduals will prohibit the explicit expression
of a stereotype in order to maintain their egaliaimage. Thus, it is likely that concerns for not
being perceived as racially biased will reducelitkedihood that race will be negatively used in
decision-making.

Stereotypes, because they are indiscriminate, exaggcorrelations of behavior, and are
automatically activated and easily triggered, psgaificant problems for decision-making. In
addition to increasing errors in judgment, sterpetythinking has been shown to be influential
in the formation of prejudicial attitudes and agtsliscrimination toward out-group members
(Kawakini, Dion, & Dovidio, 1998). | argue that@uis the case with clinical decision-making.

Specifically, it is believed that the apparent digjies in psychiatric services stems from the
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prevailing stereotype that associates Blacks witlexce and dangerousness. This claim, which
has been only sparingly made in the mental heidtfature (Flaherty & Meagher, 1990; Garb,
1997), holds that such a stereotype leads to peoospof Blacks as having more debilitating
disorders (i.e., schizophrenia), more in need efcwe services (i.e., over-representation in
emergency treatment), and less suited for effetteament (under-representation in
psychotherapy services). Furthermore, | arguetthsistereotype is particularly relevant in risk
assessment practices with evidence suggestinglthzians deem Blacks as having a higher
propensity for future violent behavior.
Conclusion

The evidence indicating racial disparities in psgtic care is robust. In general, Black
individuals with mental iliness are more likely thather racial groups to be diagnosed with a
psychotic disorder (Fesithamel & Schwartz, 2006\v&utz & Fesithamel, 2009), placed in
emergency psychiatric treatment (Chow, Jaffee, &@fen, 2003; Spector, 2001), and remain
absent from effective psychotherapy services (Wakdual., 2006). Explanations for these
systemic disparities must go beyond simple claifruttural differences in pathology and
service utilization to suggest that a clinical bpasvails in mental health practices. One cannot
ignore the profound impact that negative raciatiates and stereotypes towards Blacks in
America have had on psychiatric treatment prac@écesdecision-making. Thus, in order to
understand the extent of the previously mentioriegadlities, one must first closely examine the
way in which race works to bias the decisions oficians.

One area of psychiatric service in which issuedliafcal bias have become particularly
salient is violence risk assessments. A reviethefiterature on violence risk assessments

shows that race continues to be used as a proxgdi@nce appraisals though it has been found
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to have little bearing on one’s propensity for eimte. This is especially true for inpatient
settings, where impressionistic violence appraiaescommonplace. While the data on biased
predictions is convincing, few studies have adegjyaddressed the issue of race. Studies by
McNeil and Binder (1995) and Hoptman et al (199®)fem that clinicians do tend to over-
predict the violence potential of Black individualgh psychiatric disorders. Conclusions
naming racial bias as the underlying mechanism gvew are limited due to the correlational
nature of these studies. To date, only one stagyused experimental methods to directly
examine the effect of race on opinions of violentewis, Croft-Jeffreys, and David (1990)
found that British psychiatrists presented with diyyetical case vignettes (manipulating race and
gender while holding all other variables constamé)Jde significantly higher estimates of violence
for Black males. However, these findings are liohite several ways. First, the use of both race
and gender limits any inference that can be magigrdéng the isolated role that race may play in
clinical judgments. Also, because the study waslooted in Great Britain, generalizations
regarding racial perceptions and the role of rastialeotypes in the United States are limited.
Also, because the study is dated, it is likely gighificant advances in risk assessment practices
and competencies have been made between 1990eapcksent.

In addition to these limitations in research atténgpto examine the extent of the role of
race in violence risk assessments, no attemptders tmade to examine ways to reduce its
influence in decision-making. Borrowing from resgmon jury decision-making, it is evident
that making individuals aware of the biasing effefctace and stereotype thinking can
significantly reduce its role in decisions. Thaost only is more research needed which
experimentally examines decision-making bias inerioe assessments, but more importantly,

additional attention must be given to addressingsia reduce such bias.
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CHAPTER 3: INTRODUCTION TO RESEARCH CONDUCTED

While existing studies in the risk assessmentditee support the argument of racial bias
in clinical decision-making, the results are copsithly limited in breadth and scope. As
mentioned, the correlation design of McNeil andd&in(1995) and Hoptman et al (1999) limit
conclusions regarding the causal role of raceh®lgh the Lewis, Croft-Jeffreys, and David
(1990) methodology does attempt to assess caustimnse of both race and gender confounds
the picture and does not allow for direct invedimas to be made regarding the independent role
of race. This study is dated and may not be gemaldé to U.S. populations. In addition to these
limitations, no attempt has been made to revemseatial effect. Thus, more studies are needed
which both adequately examines the role of racadlence risk assessments as well as ways to
reduce its biasing effects.

The current study sought to resolve the above-moeeti shortcomings by focusing
specifically on the perceptions of the decision-erakiere, a case vignette technique similar to
that employed by Lewis, Croft-Jeffreys, and Davifi40) was used to assess differences in the
way clinicians rate the violence potential for Bdad White psychiatric populations. The
advantages of the vignette methodology were twa-félirst, this experimental methodology
allowed for key variables to be manipulated whibdéding constant all other potential
confounding variables. Thus, the role and efféctioe was independently assessed. Second,
such methodology allowed for participants to bedoanly assigned to different experimental
conditions. It was proposed that findings obtaittedugh this method would add greatly to
existing research on racial bias in psychiatrizises in general and risk assessments in specific.

The current study also sought to expand upon trstiley research by attempting to

reduce the role of race in decision-making. Speallf/, an attempt was made to show that in
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ambiguous decision-making situations, cliniciani e more likely to rely on biased pre-
existing beliefs. With regards to this particulardy, it is the pre-existing belief that Blacks are
more prone to violence. Investigated here was kdrahaking individuals aware of the
potential for biased decision-making would sigrafidy reduce the likelihood that race would be
used as an unintended factor in their judgmentsadénce.
Overview and Purpose of Study

Significant disparities exist in the care and tmeant of Black mentally ill individuals.
Black psychiatric individuals are more likely to 8ieagnosed with a psychotic disorder,
subjected to greater use of behavior-control methadd expected to become violent in the
future. It was argued here that these disparittesal stem from differences in real-world
behaviors, but rather biases in clinical judgmedpecifically, | proposed that the stereotype that
associates Blacks with violence underlies manyefroutine decisions that clinicians make
when servicing Black psychiatric individuals. Bstthis argument, an investigation was made
in to the decision-making tendencies of clinicipesforming violence risk assessments. | further
proposed that making clinicians preemptively awarsuch biased tendencies can significantly
alter their decisions and reduce the role of raadinical judgments.

Methods

Design

To examine the effect that race and bias-salieaseoh violence predictions, a between
subjects design was employed, with the independamdbles of patient race (White, Black) and
bias salience (Non-salient, Salient). Analyses@neual variations within the independent
variables on the various violence prediction meas(dependent variables).

Participants
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As this study was interested in exploring clinidatision-making, two groups of
participants were recruited: advanced doctoralesitedand licensed mental health professionals.
The following eligibility criteria were establishédr the two groups:

Advanced doctoral students. Doctoral students that are currently enrolled clinical
or counseling psychology training institution (Phdid Psy.D.) and who were at least within
their fourth year of training at the time of thedy were eligible for inclusion in the study. Rrio
experience conducting risk assessments or experiaran inpatient setting was not required.

Mental health professionals. Psychiatrists and psychologists with at leastywa of
experience in an inpatient setting were also digitr inclusion in the study. Residents in
training, post-doctorate positions, and both lieehand non-licensed psychologists were all
eligible to participate. Prior experience with daoting risk assessments was not required.

In attempt to satisfy the effect size needed fgnificance, a recruitment goal of 200
participants was established. Ideally, this ineehdample size of 200 would allow for 25
participants to be assigned to each of the fouditimms (based on predetermined analysis of
power). This goal aimed to have 100 advanced dalcstudents and 100 mental health
professionals. Beginning in June, 2012 and comtgiuntil March, 2013, a snowball sampling
technique was used in which participants were regtuhrough personal and professional
networks of various doctoral programs and psydisiaiwspitals throughout the New York City
area (snowball sampling is an effective samplinghoe often employed when a target
population is difficult to obtain, Stangor, 201Fmail advertisements containing a brief
description of the study, eligibility criteria, amdink to the web-based survey was sent to
potential participants within these networks. [@oat programs that were specifically targeted

as where information was disseminated through ctstacluded: Adelphi University, Long
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Island University-Brooklyn, Long Island UniversiBest, Teacher’s College, Yeshiva-Ferkauf,
Fordham University, Rutgers University, St. Johdisversity, and City College. Licensed
professionals were recruited through connectiomgcall hospitals and service organizations,
including Kings County Hospital Center, Bronx-LebarHospital Center, UMDNJ, and
Pathways to Housing. A second phase of recruitmepénded efforts to include personal and
professional networks throughout the United StatekCanada, including Indiana University,
Nova University, Boston University, and supervisarsll psychology externship training
programs in New York City. These recruitment éBaesulted in a total 109 participants who
began the survey. Of these 109 participants, 73jGully completed the study, while 17 (19%)
answered enough questions to be included for nrmadyses. In total, 90 participants were listed
in the study, well below the intended recruitmendlg It is likely that this study’s participant
sample number was due in part to the difficultyhwiecruiting from a professional population.
In addition, there is evidence that 19 individuats began the survey did not proceed, possibly
because they were aware that the project woulg$gesaing racial bias (although this
information was not disclosed in the consent foamj selected themselves out of the project
(the possible impact that this may have on findwgdkbe discussed further).
Procedure

Eligible participants were directed to the web-lobservey to complete the study. The
study was designed on interactive internet-baseddbcalled surveymonkey.com. Participants
were informed that their participation in the syrveas voluntary and anonymous (see Appendix
A). Participants were informed that the purposthefstudy was to explore clinical decision-

making in an inpatient setting. Participants waseinformed of the true purpose of the study
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(explore the relationship between race and violgmedictions) as it would potentially
compromise findings.

After obtaining informed consent, participantsgveandomly assigned to one of four
conditions. In each condition participants werkedsto read a hypothetical case vignette and
answer a series of questions about the vignetth Egnette consisted of a four-paragraph
summary describing the profile of a newly admitiigoatient male. The first paragraph contained
instructions for the participants. The second paaly served as mental status exam, briefly
describing the patient’s psychiatric profile, rea$or admission, and symptoms. The third
paragraph detailed the history of patient’s illne$ke fourth paragraph described the patient’s
recent behaviors on the inpatient unit. Specificdhis section stated that the patient has been
observed around the unit to be increasing in agitabelligerent, argumentative toward staff,
and constantly speaking in an elevated tone. $perdix B for the full vignette.

Manipulations. The vignettes were the same for each conditioh &iteption of the
following two manipulationstace of the patientBlack, White) andias salienc€Non-salient,
Salient). For theace of patienmanipulation, the patient in the case vignette described in
the mental status section (second paragraph) ag béher of a Black or White racial identity.
For instance, the patient was described onigeas being either a “thirty-six year old Black
male,” or a “thirty-six year-old White male.” Alltber identifying information remained the
same for each condition. In light of findings ioaiing the significant positive correlation
between high poverty neighborhood and violence @ham et al, 2001), a neutral location
descriptor (“general hospital located in a largg"¢iwas included in the instructions and held

constant throughout each vignette. This serveddace the potential confounding effects of
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assumptions about the connection between neighbdrtype and race on violence risk
assessments.

For thebias saliencananipulation, clinicians were either provided watlstatement
embedded within the instructions stating that thleguld be careful not to rely on biased or
prejudicial beliefs when reaching a decision (‘8ali condition: “please be careful not to let
pre-existing beliefs or biases factor into yourigiens”) or instructions without such a statement
(‘Non-salient’ condition). Thus, each participarasypresented with vignettes containing one of
the four following types of manipulations: White/iNsalient, Black/No-salient instructions,
White/Salient or Black/Salient.

After reading the vignette, participants were insted to answer questions regarding
their impressions and judgments of the hypothetiaak. Specifically, participants were asked
about the diagnosis, cause of hospitalization jéigsk, violence risk, and various treatment
decisions. For questions about diagnosis, paantgpwere asked to choose between a list of
disorders that they believed most accurately desdrihe patient. For questions regarding the
cause of hospitalization, participants were ask@dt on a scale of 1 to 5 (Irsost important
factor, 5 =least important factgrwhich factors they believed were the cause optitent’s
behaviors and admission to the hospital (i.e. dehas thinking, impulsivity and aggression).
For the violence risk questions, the study’s mapeahdent variables, participants were asked to
predict the likelihood that the patient would bebadly or physically aggressive at some point
within a week (short-term) and within three monfitifowing discharge (long-term).
Additionally, participants were asked to predict tikelihood that the patient would commit a
serious violent act within three months followingaharge (long-term). Prediction estimates

were made on a gradual percentage scale (e.gnodikely to be aggressivi® 100%likely to
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be aggressie After completing each prediction measure, pgréints had to indicate their level
of confidence in their decisions (gradual perceatsgple: 0% onfidentto 100%confiden.

Next, participants were asked to choose from afisgnmediate and long-term treatment
recommendations (i.e., immediate: psychotropic gattin, seclusion; long-term: outpatient
psychotherapy, no services). Questions regardagndsis and treatment recommendations
were included in order to explore further the fings in the research depicting racial disparities
in diagnostic patterns, inpatient interventions] antpatient treatment referrals (Appendix C).
Following the decision-making questionnaire, pgraats were instructed to complete a brief
demographics questionnaire. They were asked toateltheir age, gender, race, level of
training, and prior experience on an inpatientisgtnd with violence risk assessments. See
Appendix D.

Following the demographics section, participantsenadso asked to answer a series of
additional questions about relevant facts fromvilgeettes (i.e., “The patient was of what race?”
“Did your instructions include the following statent: Please be careful not to let pre-existing
beliefs and biases factor into your decision-maRind hese multiple choice fact-recall
guestions served as the manipulation check. Seex E. Participants were then debriefed
and informed of the true purpose of the study. Ageendix F.

Data analysis

A 2 X 2 analysis of variance was used to assessftbet that the independent variables
(race, bias salience) had on the dependent vasi&il@ence predictions). Of particular interest
was whether violence prediction ratings differedarding to race, bias salience and/or their
interaction.

Predictions
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Violence predictions. Consistent with prior research showing greatesraf violence in
the short-term, a significant difference was expeédb emerge between the immediate and long-
term violence estimates. Specifically, it was hyyesized that higher ratings would be given for
predictions of immediate aggression (within a wegkgn compared to predictions of long-term
aggression (within three months following dischargehis finding was predicted to remain
consistent across all four conditions.

Race and violence predictions. Consistent with prior research, it was predidtexd
significant differences would emerge based on délae of the case vignette. Specifically, it was
hypothesized that participants with case vignetteslving a Black psychiatric patient would
result in significantly higher ratings on all meeessiof future violence (likelihood of immediate
violence, likelihood of long-term violence, andduency of violence) than those involving a
White patient.

Bias salience and violence predictions. It was predicted that significant differences in
violence predictions would emerge based on biasrga. Specifically, it was hypothesized that
participants whose vignettes did not contain irgtams reminding them of potential biased
decision-making would give significantly higherirgs of violence on all measures of future
violence than participants whose vignettes do ¢orsaid instructions.

Race, bias salience, and violence predictions. It was also predicted that race and bias
salience combined would have a significant effecpredictions of future violence. Specifically,
it was hypothesized that participants with caseeitps describing a Black psychiatric patient
without being given instructions about potentiadad decision-making (Black/Non-salient
condition) would give significantly higher ratings all measures of future violence compared to

all other conditions. Conversely, it was believiedttviolence appraisals would be lower in the
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‘Black/Salient’ condition relative to the ‘Black/Mesalient’ condition. In other words,
participants would give lower prediction ratingsvadlence for Black psychiatric patients if they
were made aware of such biases ahead of time.
Results

Sample Demographics

Table 1 lists demographic characteristics of theral sample. As can be seen in Table
1, the participant sample consisted mainly of wonaeinding that is consistent with the current
gender breakdown in the profession of psychologynkar, 2007). Most of the participants in
this study were White/European American and inrthmed 30’s. Of those who reported their
training, almost half were advanced doctoral sttgle8eventy-four percent of those who
identified as mental health professionals werdfatlicensed clinicians
(psychologists/psychiatrists). The overwhelmingangy of participants stated that they had
previous experience in an inpatient setting ansgee&pce with violence risk assessments.
Demographics of Participants Assigned to the Four Conditions

As mentioned previously, all study participants eveandomly assigned to one of four
conditions. Table 2 lists the demographic charattes of participants assigned to each
condition. The White/Salient condition had theykst number of participants € 30), relative
to all other groups (each conditiam= 20). As can be seen in Table 2, there weragrofieant
differences in participant characteristics betwidwenfour conditions. However, chi-square
analysis found a non-significant trend for degreei@ence risk assessment experience, with
43% of participants in the White/Salient conditlmaving no prior violence risk assessment

experience.



Table 1: Demographic characteristics of the sample

Participant Sample
(n =90)

Variable n %

Gender: Male 17 19
Female 71 79
Missing 2

Race/Ethnicity: Black/African American 4 4
Asian/Asian Antmn 10 11
White/European éigan 65 72
Hispanic/Latinp(a 4 4
Pacific Islander 0
Native Americami@rican 0
Indian/AlaskantNa
Multiracial/Muttilltural 5 6
Missing 2

Training: Fourth-year doctoraldgnt 21 23
Fifth-year doabstudent 14 16
Sixth-year doeostudent 7 8
Seventh-year &wab doctoral student 0
Post-doc/non4tised psychologist 10 11
Licensed psyclyit/psychiatrist 28 31
Medical resident 0
Missing 10

Inpatient exp.: Yes 68 76
No 21 23
Missing 1

Risk assessment

exp.: Yes 61 68
No 28 31
Missing 1

Mean(SD)

Age

33.3(8.05)
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Table 2: Demographic characteristics of the sarhpleandomly assigned condition

White/ Black/ White/ Black/
Non-salient Non-salient Salient Salient
(n=20) (n=20) (n=30) (n=20)
Variable n % n % n % n % b Df P
Gender Male 2 10 3 16 5 17 7 37 5.5 3 161
Female 18 90 16 84 25 83 12 63
Race/Ethnicity Black/African American 0 0 0 0 3 10 1 5 110 12 .528
Asian/Asian American 2 10 4 21 3 10 1 5
White/European 17 85 13 68 19 63 16 84
American
Hispanic/Latino(a) 0 0 1 5 3 10 0 0
Multiracial/Multicultural 1 5 1 5 2 7 1 5
Training Advanced doctoral 11 69 9 47 12 46 10 53 2.32 3 510
students
Mental health 5 31 10 53 14 54 9 47
professionals
Inpatient Yes 17 85 14 70 22 73 15 79 1.50 3 .682
Experience
No 3 15 6 30 8 27 4 21
Risk Yes 14 70 18 90 17 57 12 63 6.51 3 .089
Assessment
Experience
No 6 30 2 10 13 43 7 37

18%
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Violence Predictions

The study was primarily concerned with the follogiive predictions of future violence:
short-term verbal aggression (verbal aggressionraog within a week of hospitalization);
short-term physical aggression (physical aggresaimence occurring within a week of
hospitalization); long-term verbal aggression (adygression occurring within three months
after discharge from hospital); long-term physaadjression (physical aggression/violence
occurring within three months after discharge fritv@ hospital) and; long-term serious violence
(a serious violent act occurring within three mandifter discharge from the hospital). The
characteristics of each violence prediction ratingdescribed below.

Short-term verbal aggression. Prediction ratings of verbal aggression occurviitgpin
a week of hospitalization ranged from 10-100%. @herage rating of short-term verbal
aggression was 83.8D = 17.8), the highest of all violence predictiotireates. Ratings for
this measure were negatively skewskiefvness -2.06;kurtosis= 5.66), suggesting that within
all of the conditions there was a bias toward gjuigher ratings of short-term verbal
aggression.

Short-term physical aggression. Estimates of physical aggression occurring within
week of hospitalization ranged from 5-99%, withaaerage score of 59.8D = 22.2).
Prediction estimates for this measure were nedgtskewed $kewness - 0.46;kurtosis= -
0.40), suggesting a slight bias within all condisdoward giving higher estimates of short-term
physical aggression.

Long-term verbal aggression. Estimates of verbal aggression occurring within 3

months post-discharge ranged from 5-100%, withvamame score of 65.8D = 25.2). Ratings
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on this measure were negatively skewadvness - 0.66;kurtosis= -1.43), suggesting a slight
bias toward higher estimates of long-term verbgregsion in all conditions.

L ong-term physical aggression. Estimates of physical aggression occurring within
months post-discharge ranged from 4-100%, withvemame score of 42. 5D = 22.2).

Prediction estimates on this measure were posytsidwed gkewness 0.46;kurtosis= 0.003),
suggesting a slight bias toward lower estimatdsrg-term physical aggression all conditions.

Long-term seriousviolence. Estimates for long-term serious violence rangethfl-
85%. The average rating of long-term serious vicdewas 23.43D = 19.1), the lowest of all of
the violence prediction measures. Ratings onntl@asure were positively skewesk¢wness
1.20;kurtosis= 1.21), suggesting there was bias in all cond#itoward giving lower ratings of
potential long-term serious violence within a thneenth period following discharge.

Violence Predictions, Race, and Instruction Salience

A two-way analyses of variance test was conduaiegkamine the impact that Race,
Bias salience, and their interaction had on the fikedictions of violence. Table 3 lists findings
for the relationship between predictions of futui@ence by Race, Bias salience and the Race x
Bias salience interaction. The results of thegecef are shown in Table 3 and summarize
below.

Short-term verbal aggression. It was first hypothesized that participants expasechse
vignettes involving a Black psychiatric patient wagive higher estimates of short-term verbal
aggression. As can be seen in Table 3, there wagynificant main effect for race on ratings of
short-term verbal aggression. Estimates of sieom verbal aggression were similar for case

vignettes involving both White and Black psychiapatients.
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It was hypothesized that providing participantswitstructions reminding them of
potential biases in decision-making would decrebse estimates of short-term verbal
aggression, regardless of race. As can be seEabie 3, no evidence was found to support this
hypothesis. There was no significant differencshart-term verbal aggression estimates for
those who either did or did not receive instructiabout potential decision-making bias.

It was also hypothesized that race and instrudaience together would significantly
impact ratings of short-term verbal aggressionhghat participants exposed to case vignettes
describing a Black psychiatric patient but withinstructions reminding them of potential bias
in decision-making would give higher overall estiggof short-term verbal aggression.
Contrary to this hypothesis, no significant inteéi@t effect was found between the two
independent variables and short-term verbal aggres3 hus, participants gave similar
estimates of short-term verbal aggression forfathe four race-instruction salience conditions.

Short-term physical aggression. A univariate analysis was also used to deterriiae
impact that race, instruction salience, and thrgaraction had on ratings of short-term physical
aggression. It was predicted that participantsldvgive higher ratings of short-term physical
aggression for case vignettes detailing a Blacklpsyric patient. No statistical evidence was
found to support this hypothesis. As can be sedrable 3, the race of the patient did not

significantly affect estimates of short-term phgsiaggression.



Table 3: Univariate ANOVAs in the five dependentigbles compared between the four independent tondi

Black White Race Bias Salience Race
N= 40 N= 50 X
Bias Salience
Nonsalient Salient Nonsalient Salient F P F P F P

M(SD) M(SD)  M(SD)  M(SD)

Predictions
Short-term
verbal aggression

Short-term
physical aggression

Long-term
verbal aggression

Long-term
physical aggression

Long-term
serious violence

83.5(22.2) 83.8(13.6) 80.3(16.0) 86.3(18.1p.01 0.93 0.78 038 050  0.48

63.5(21.4) 61.2(23.9) 53.8(19.1) 60.6(24.0p.86 0.36 0.18 0.67 086  0.36

67.5(28.4) 58.8(19.8) 70.9(19.7) 65.8(29.0p.63 043 120 028 010 0.75

46.4(22.3) 39.7(25.2) 42.3(19.4) 41.022.7p.09 0.76 060 044 029  0.59

20.2(20.4) 22.5(19.1) 19.1(14.0) 23.1(21.11.03 0.31 0.07 079 1.63 0.1

Sy
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It was hypothesized that participants in the iredtan salience conditions would show
lower scores of short-term physical aggression @etto those who did not receive the
instructions. Contrary to this hypothesis, theeswio significant effect of instruction salience
on estimates of physical aggression. Thus, ppéits reminded of potential bias in decision-
making did not differ from participants who weret eaplicitly reminded of decision-making
bias in their estimates of short-term physical aggion.

It was also hypothesized that an interaction effemtld be found for ratings of short-
term physical aggression. As can be seen in Tahie significant effect of the interaction of
race and instruction salience was found for thisagnee. Participants presented with case
vignettes describing a Black psychiatric patierthwio instructions about decision-making bias
did not differ in their ratings of short-term phgai aggression than those in the other three
conditions.

L ong-term verbal aggression. It was predicted that race would significantlfeat
ratings of long-term verbal aggression, such tigtidr ratings would be given for case vignettes
describing a Black psychiatric patient. Contrarytis hypothesis, no significant effect was
found for race on this measure. There were ndfggnt differences in predictions of long-term
verbal aggression for Black and White conditions.

Instruction salience was also hypothesized to fagmtly influence ratings of long-term
verbal aggression with higher estimates associaittdvignettes that did not contain instructions
about decision-making bias. There was a pattarratongs of long-term verbal aggression to be
lower among participants assigned to the “salientidition for both the White and Black

conditions, but it was not statistically signifi¢an
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It was also predicted that race and instructioresaé together would affect ratings of
long-term verbal aggression. Specifically, papt#its given vignettes describing a Black
psychiatric patient with no instructions of decisimaking bias would give higher estimates of
long-term verbal aggression. Contrary to this lilgpsis, no significant interaction was found
for this measure, suggesting that there were rerdifices in ratings of long-term verbal
aggression among the four conditions.

L ong-term physical aggression. It was predicted that racial differences woulceege
for long-term physical aggression with higher rgdron this measure being found in the Black
conditions. Contrary to this hypothesis, no sigaift differences in ratings were found between
White and Black conditions. Participants viewingnettes involving Black psychiatric patients
did not significantly differ from those who saw ahiéé psychiatric patient in their beliefs
regarding the likelihood of a physical act occugrimithin three months after discharge.

It was predicted that significant differences itirgs of long-term physical aggression
would emerge according to bias salience. Spedicalwas believed that participants who did
not receive the added instructions about bias piatemould give higher ratings on this measure
than those who did receive the instructions. Noificant differences were found on this
variable as participants with and without biasrimsions gave similar ratings of long-term
physical aggression.

It was also hypothesized that a race and biasnsa&liould have a combined effect on
ratings of long-term physical violence. Specifigaparticipants in the Black/Non-salient
condition would give higher ratings on this meaghan participants in all other conditions. No

significant Race x Bias salience interaction wastbfor long-term violence predictions.
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Long-term seriousviolence. Finally, it was predicted that ratings of longrteserious
violence would differ by race, with cases involviaglack psychiatric patient being assigned
significantly higher estimates of potential longateserious violence. Contrary to this
hypothesis, no racial effect was found on this j@tezh measure. Participants did not differ in
their predictions of long-term serious violence Bdack and White case vignettes.

It was predicted that ratings of long-term serivisdence would vary depending on the
presence or absence of instructions regarding patdmas in decision-making. Specifically, it
was believed that cases with no instructions woeldssigned higher estimates of long-term
violence potential. No significant differencegatings on this measure were found. The
presence or absence of instructions did not siantiy alter ratings of long-term serious
violence potential.

This study was also interested in exploring theafthat race and instruction salience
would have on predictions of future serious vioncAs can be seen in Table 3, a trend was
evident for the interaction on ratings of long-teserious violence. Specifically, participants
assigned to the Black/Non-Salient condition gaviega of serious violence risk that were
roughly 10 percentage points higher (or roughly bbh standard deviation) than participants
who were assigned to the White/Non-Salient conalitids it was suspected that the use of the
two-way ANOVA may have made it difficult to deteant effect given the relatively small study
sample size, a supplemental analysis was condtigetermine if there was a significant
difference between the Black/Non-Salient and WNHit&/-Salient conditions for serious violence
ratings. An independent samples T-test compannhyg these two groups revealed that there was

non-significant trend for participants in the Bl&d¢kn-Salient condition to give higher ratings of
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potential long-term serious violence than partinigan the White/Non-Salient condition(35)
=-1.78,p = .084).
Manipulation checks

Two manipulations were used for this study, racklasias salience. In order to evaluate
the strength of the these two manipulations, ppers were asked to indicate via multiple
choice the race of the individual described intlymette (choose between White, Black,
Hispanic, Other) as well as whether or not thegira instructions informing them to be
careful of pre-existing biases in decision-makingor the race manipulation 78% of the
participants in the White conditions acknowledgecbgnition of a White patient (20% indicated
a different race and 2% did not answer), while 87 @ the participants in the Black conditions
acknowledged recognition of a Black patient (5%idated a different race and 7.5% did not
answer). For the bias salience manipulation, 8106%e participants in the Non-salient
conditions indicated that they did not see the lriaguctions (13.2% indicated that they did and
5.26% did not answer), 79.6% of the participanthaSalient conditions indicated that they did
recognize the bias instructions (18.4% indicated they did not and 2.04% did not answer).
These findings suggest that each condition passethainipulation checks indicating strong
effects.

Further analysis was conducted to explore the piateffects associated with looking
solely at participants who passed the manipulatfeatks. This re-analysis brought the findings
closer to significance for the following variabkdationships: Bias salience and Short-term
Verbal Aggressiont(1) = 2.77, p = 0.10, Race and Serious Long-teroiévice F(1) = 2.35p
=0.13 Specifically, re-analysis revealed a non-sigaifit, yet stronger tendency of participants

who passed the bias instruction manipulation te ¢iwer ratings of short-term verbal
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aggression when not given an instructional remimd@otential bias (Non-salien¥i= 83.2,
SD= 18.8; SalientM=84.7,SD=17.0). A (non-significant) pattern was also fdwsuggesting
that participants who passed the race manipulatene more likely than the larger participant
sample to give higher ratings of future serioudenoe to black psychiatric patients (Whiké=
20.2,SD= 14.8; BlackM= 26.4,SD= 20.1). Again however, these two findings movieser to
significance, but did not reach a level of statatsignificance.

Violence Predictions and Participant Demographics

The relationship between participant demographickspaedictions of violence risk in the
study sample was also examined. Table 4 listsgatof violence risk for the 5 study dependent
variables by sample demographic characteristiosdifgs for each category of demographic
variables are summarized below.

Gender. A significant relationship was found between ggrant gender and ratings of
short-term physical aggressid(82) = -2.254p = .027. As can be seen in table 4, female
participants M = 62.7,SD = 21.0) gave significantly higher ratings of shientm physical
aggression than male participan% £ 49.3,SD= 23.1). There was also a non-significant trend
in ratings of long-term verbal aggression, with engdirticipantsNl = 74.5,SD= 23.9) giving
higher estimates of long-term physical aggressitetive to females\ = 64.8,SD = 24.6),

t(79) = 1.391p = .168.

Race and Age. No significant differences in prediction ratingsre found among
participant race/ethnicity. However, non-significént notable differences were found when
combining racial categories. As can be seen ile #hpHispanic/Latino(a) participants gave the
highest ratings on four of the five measures air@iviolence relative to all other

races/ethnicities. Hispanic/Latino(a) participagase noticeably higher ratings than all other
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races combined on measures of long-term verbakagigpn (Hispanics: M = 88.3, SD = 10.4;
Others: M = 65.2, SD = 25.5) and long-term serigoence (Hispanics: M = 48.8, SD = 25.9;
Others: M = 22.06, SD = 18.2). It was also fourat BBlack/African American participants gave
the lowest ratings of long-term serious violenceXNI5.8, SD = 9.43), relative to all other races
combined (M = 23.7, SD = 19.7). There was no $iicgmt correlation found between
participant age and any of the violence predictaimgs.

Training. The study was also interested in the effect thaigpant training would have
on predictions of violence. For the purpose ofigsis, study participants were placed into the
following two categories: advanced doctoral studé€né. doctoral students in their fourth year
of training and up) and mental health professiofias post-doc/non-licensed psychologist,
licensed psychologist/psychiatrist, medical resifle®f the two categories of training, a non-
significant pattern was observed for ratings ofrskerm physical aggressiot{74) = 1.307p =
.195. As can be seen in table 4, advanced doctudéntsi¥l = 62.2,SD= 20.0) had notably
higher ratings of short-term physical aggressioemnbompared to mental health professionals

(M = 53.5,SD = 25.4).



Table 4: Ratings of violence risk by participardemographic characteristics

Short-term Short-term Long-term Long-term Long-term
Verbal Physical Verbal Physical Serious
Aggression Aggression Aggression Aggression  Aggression
Variable M(SD) M(SD) M(SD) M(SD) M(SD)
Gender Male 80.9(22.7) 49.3(23.1) 74.5(23.9) 44 @ 22.6(20.5)
Female 84.6(16.8) 62.7(21.0) 64.8(24.6) 41.5(21.5)23.8(19.1)
Race/Ethnicity Black/African American 91.3(14.4) 66.3(30.4) 6192 45.0(5.77) 15.8(9.43)
Asian/Asian American 76.9(14.6) 53.4(32.3) 62.3636 42.5(31.1) 29.6(28.1)
White/European American 83.8(18.8) 59.6(20.0) @BlL) 40.4(21.2) 21.2(16.8)
Hispanic/Latino(a) 80.0(26.5) 66.7(15.3) 88.3(0.4 50.0(0.00) 48.8(25.9)
Multiracial/Multicultural 91.0(6.52) 56.0(24.6) €812.6) 46.0(17.8) 23.2(17.6)
Training Advanced doctoral 84.7(15.0) 62.2(20.0) 67.0(26.8) 44.6(24.1) 25.6)18
students
Mental health 81.6(21.4) 55.3(25.4) 62.4(24.5) 39.0(19.8) 22.4p0
professionals
Inpatient Yes 83.8(18.8) 58.5(22.1) 67.9(23.7) 41.0(21.1) 00.0)
Experience
No 83.6(14.6) 63.3(22.9) 59.1(29.8) 43.8(25.0) 6p16.9)
Risk Yes 83.6(17.2) 58.7(24.1) 66.7(26.3) 42.8(22.9) 8¢R.4)
Assessment
Experience
No 84.2(19.6) 61.7(17.6) 64.0(23.2) 39.3(20.0) 5g10.2)

[4S]
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Inpatient and risk assessment experience. The study was also interested in exploring
whether previous experience on an inpatient setimjor experience with violence risk
assessments could significantly influence decisadrfature violence. Though no significant
effects were observed for inpatient experiencegteem emerged between inpatient experience
and long-term verbal aggressi®¢80) = 1.35p = .182, with participants with previous inpatient
experience giving higher ratings of long-term védggressionNl = 67.9,SD = 23.7) than those
reporting no inpatient experiendd € 59.1,SD= 29.8). Having previous risk assessment
experience was not found to significantly impactience predictions.

Race and Treatment Decisions

This study was also interested in exploring thatrehship between race and various
treatment decisions. The following treatment deais were investigated: diagnosis, most likely
cause of hospitalization, immediate treatment reaendations, and suitability for individual
therapy.

Race and Diagnosis. Participants were asked to choose between tipteens of mental
disorders for the psychiatric patient describethevignette: bipolar, schizophrenia, and
intermittent explosive disorder. Seventy-one petroé participants diagnosed the patient with
schizophrenia. There was no significant racidiedénce in diagnosis of schizophrenia (Black =
28, White = 35).

Race and Cause of hospitalization. To examine the attributions individuals made
regarding the patient’'s behavior, participants wasieed to rank the following causes of
hospitalization: irritation/agitation, treatmer@mcompliance, impulsivity and aggression,
delusional thinking, inability to communicate need$ie majority of participants ranked

impulsivity and aggression as the number one calie patient’s hospitalization. It was
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predicted that a racial difference would emergdighat participants in the Black conditions
would rank impulsivity and aggression as the primause more often than participants in the
White conditions. Contrary to this prediction, id@vas no racial difference in beliefs regarding
the reasons for the patient’s behavior and psyctiatimission.

Race and Immediate Treatment Recommendations. The study was also interested in
exploring the affect of race on the immediate tresit options that participants would
recommend for the patient. The following treatmaptions were listed: Individual therapy,
group therapy, psychotropic medication, seclustomfother patients, one-to-one monitoring by
staff, long-term hospitalization, and partial haajpization. Ninety-six percent of participants
recommended psychotropic medication as an immettgdément option for the patient. A
significant racial difference in recommendationsgeclusion was foun? (1) = 3.92p =
0.047) such that participants assigned to the Btacklitions were more likely to recommend
seclusion than those in the White conditions. Igaificant racial differences were found for the
other immediate treatment recommendations.

Race and Suitability for Individual Therapy. Participants were asked to decide
whether the patient in the vignette was suitabterfdividual therapy. The overwhelming
majority of participants believed that the patieats a suitable candidate for individual therapy
(84%). There were no significant differences i@ tivo racial conditions for this treatment
decision.

Discussion

The present study was first interested in explopatential patterns in clinical decisions

of future violence. Several trends in decision-mghkwvere observed. Overall, there were

significant disparities in predictions of violenedth participants being more likely to give
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higher likelihood ratings of future violence fordée prediction measures: short-term verbal
aggression, short-term physical aggression, argtierm verbal aggression. Participants gave
lower ratings for two violence predictions, longrephysical aggression and long-term serious
violence. Furthermore, participants in all corahs were significantly more likely to rate the
individual in the vignette as having a lower chanteommitting a serious violent act within
three months of being discharged from the hosphet all other acts of violence.

Secondly, and most important, the study was istetein examining the role that race
and bias salience has on predictions of futureewicd. Overall, findings revealed that race and
bias salience had little effect on four of the fmeasures of violence prediction. Participants
who saw a case vignette detailing a Black psyadhigatient did not differ from those who saw a
White psychiatric patient in their predictions dbst-term verbal aggression, short-term physical
aggression, long-term verbal aggression, or long-fghysical aggression. Similarly, no
significant differences in these four violence pcadn measures were found for individuals that
did or did not receive instructions reminding thehpotential biases in decision-making. For the
fifth measure of future violence, long-term serim@ence, a notable pattern emerged. Though
race and bias salience alone had little effectrediptions of long-term serious violence, the
interaction of the two variables was found to iefige this measure (though findings did not
reach statistical significance). Specifically, tpapants who were exposed to a vignette detailing
a Black psychiatric patient without being giventrastions about potential biased decision-
making were more likely to give higher ratings otgntial long-term serious violence than all
other participants. While findings were not stataly significant, the magnitude of the
difference (roughly 10 percentage points greateessed risk), suggests that there may have

been a real difference that was not detected dietatatistical power.
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In addition to exploring the impact that race &ias salience has on violence
predictions, the study was also interested in exmjahe influence that participant
characteristics have on violence predictions. Bd\mtterns were observed among the
demographic variables. Females and advanced @bstadents gave significantly higher
ratings of short-term physical aggression, relatovenales and mental health professionals.
Males, Hispanic/Latinos(as), and individuals witleyaous inpatient experience tended to give
higher ratings of long-term verbal aggression. Addally, Hispanic/Latino(a) participants were
also found to give higher ratings of long-term gesi violence.

Another aspect explored in this study was whetherot race would function to
influence treatment decisions regarding diagnasisse of hospitalization, immediate treatment
recommendations, and suitability for individualrdggy. Of these decisions, a significant racial
difference was found in decisions regarding immiedigeatment options. Findings indicate that
participants viewing case vignettes detailing acBlpsychiatric patient were significantly more
likely to recommend seclusion as an option fortinggthe individual than those who viewed a
case vignette of a White psychiatric patient. sffimding, when coupled with the above
mentioned trend showing higher ratings of seridatence risk for Black psychiatric patients,
suggests that the study may provide some suppoitidoview that race is being used as a factor
in assessing serious risk.

Despite findings in the literature suggesting asicant racial bias in predictions of
violence, the current study found only partial @rnde suggesting that race is a factor in the
evaluation of future violence. Though race did sighificantly augment predictions of short-
term and long-term verbal and physical aggressiaid have a marginal effect on decisions

regarding long-term serious violence potentialtipalarly in cases where there were no
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instructions about biased decision-making. Thidifig of a relationship between long-term
serious violence predictions and race lends itgelf to the existing literature on violence
predictions. First, as mentioned previously, cigns are more accurate in predicting physical
violence in the short-term rather than in the loegn (McNeil & Binder, 1995). This finding
suggests that physical violence occurring in timgdterm is more difficult to predict than
violence occurring within a more immediate timenie Indeed, this conclusion is supported by
the findings illustrated in this study. As mengahpreviously, participants overall gave
considerably lower ratings for predictions of loegm physical aggression and long-term
serious violence. Prediction ratings for long-texanious violence were the lowest of all
measures, and were particularly low when the psycbipatient was Black. It can be
speculated that because patrticipants at baseliredifficulty making long-term predictions of
violence, adding race may further affect the deaisnaking process. In other words, it is
possible that long-term violence is more diffidaltpredict and thus more sensitive to extraneous
variables such as race. Conversely, it can beestigd that short-term predictions are less
affected by variables such as race because clisicrageneral prove to be more accurate when
making these types of decisions.

Second, and in line with the above-mentioned suggeshe role of race may be made
salient only when discussing issues of seriousewice. As stated previously, it was posited that
the potential to over-predict violence for Black/@siatric individuals resulted from faulty
clinical decision-making; decision-making predichte the stereotype that Black individuals
were more prone to violence, and thus more dangdhan their racial counterparts. Based on
the findings in this current study, it can be spai@d that this stereotype is activated more in

decisions involving serious acts of violence arss e other contexts. However, it should be
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noted that this was the only prediction measusehith the word “violence” was used; all other
prediction measures in this study used the wordression.” Though it is difficult to assess
which heuristics and beliefs are being activateédmprimed by race, it is strongly suggested in
this study that Black psychiatric patients may lerclosely associated with serious acts of
violence rather than general acts of verbal or hysggression. The finding in this study
showing a significant increase in seclusion recomaagons for Black psychiatric patients
further supports this assumption. Though no sigaift relationship between race and seclusions
rates have been found in existing research (Spe2ddd.), the findings in this study of more
frequent recommendations for seclusion and theenightimates of future serious violence
suggests that Black inpatients are seen as being physically dangerous and thus more
deserving of coercive measures of psychiatric tneat..

Though a pattern toward assigning higher ratingsoténtial long-term serious violence
was evident, a more definitive and global conclnsiegarding the strength of a racial effect
cannot be made from the current findings. Racefaasd to affect only one of the five
prediction measures; and only when comparisons mee regarding bias salience. There are
several reasons why a more global effect of racersd found. One possible explanation is that
the manipulations used in the study may not haea s&ong enough to influence decision-
making. It is well documented in the literaturattblinicians continue to use race as a predictor
for violence, despite evidence showing that racesdwt correlate with acts of violence
(Monahan et al., 2001). As mentioned previoustyesal studies on prediction accuracy reveal
that race was a common factor in false positivesitaes of future violence. Specifically, Blacks
were erroneously predicted to be more violent, ¢fnonio significant racial differences in actual

violence exist. These findings led to the prestundy’s interest in experimentally testing the
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isolated role of race in decision-making. Borrogvfrom the methodology used by Lewis,
Croft-Jeffreys, and David (1990), an attempt waslena prime racial beliefs by including in the
vignette a subtle one-time mention of the psyclugtatient’s race. It was believed that
including race would potentially activate stere@ypegarding Blacks and violence. However,
this was only likely the case for specific and glabal types of violence. It is possible that
indicating the race alone was not enough to prit@esstypically beliefs regarding race. In
Lewis, Croft-Jeffrey, and David (1990), both racel gender were explored and primed. The
authors found that clinicians rated vignettes dbsay Black male psychiatric patients as having
the highest potential for future violence. Thagseihgs suggest that race and gender together,
specifically Black male, more strongly prime staypes of violence. Gender was not
manipulated in this study and thus its potentiaitae effect on stereotyped thinking was not
explored.

An interesting finding, which may also explain thek of a main racial effect, is the
unequal distribution of participants into the WHgalient condition. As illustrated previously,
there were 30 participants in the White/Salientdtioon who completed the study relative to 20
participants in each of the other three groupsals also reported that 19 participants (17%)
attempted the survey but did not complete it. Gitret the study employed a random
assignment methodology whereby all potential pigitts had an equal chance of being
assigned to a condition, it is possible that pgudicts may have “selected out” of the other three
conditions. It is speculated that participants rhaye ‘selected out’ of the other conditions
because these conditions evoked more discomfdrscamfort possibly related to the racial
prime. This is despite efforts to conceal the paepof the study. The White/Salient condition in

theory was least likely to evoke discomfort dueaoe, so this might explain the unequal
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distribution of participants in the 4 conditiond/hen individuals select out of a study, it
compromises the equal distribution of participants conditions. The participant demographic
patterns in each group lend further support todl@sn. The White/Salient condition also had
higher numbers of individuals with less risk assess experience, suggesting perhaps that they
“selected out” of the other three conditions. Ipassible that participant dropout rates may have
weakened the study’s ability to detect strongerrande global racial effects.

The additional findings regarding the relationsbgtween participant demographics and
violence prediction measures are also worth notifigst, analysis of the gender effect revealed
that women were significantly more likely than nterbelieve that the described patient would
be physically aggressive in the immediate fututes possible that men were more reluctant to
appraise the described patient (a male) as beipgjgdily violent, due perhaps to a possible in-
group bias (Kawakini, Dion, & Dovidio, 1998). Arngr notable, but non-significant finding
among the demographic variables was that Hispaarticppants, though they accounted for only
5% of the sample population, recorded the higrastgs on four of the five prediction measures
(e.g., almost 20 points higher than all other rameseasures of long-term verbal aggression and
long-term serious violence). Though beyond thesatf this study, such a finding suggests that
possible moderating effects may exist regardingdle of the clinician making the judgment.
The third demographic finding of interest is thatraining and experience.

Limitations

There were several limitations evident with therent study. Perhaps the most
fundamental limitation of this study is the sizetloé participant sample. The snowball
participant recruitment method described earlleugh comprehensive in scope and proceeding

over 9 months, resulted in 90 participants for gigly, far below the target recruitment goal of
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200 participants. The low number of participangmiicantly limited the number of participants
assigned to each condition, thus reducing the poWeach hypothesized effect. It is believed
that increased numbers of participants would stregthe trends in ratings of future violence
and, more importantly, allow for more definitivengparisons to be made between the four
conditions. In addition to the lower-than-expectadhple size, the snowball sampling method
may have also resulted in a biased participant Eantpecause snowball sampling relies heavily
on recruitment through other participants, it isgble that this may have resulted in a more
willing and homogenous participant sample.

Another apparent limitation to this study was tlse of a web-based research approach.
As this study was interested in exploring the ismaole of race in decision-making, it was
imperative to create a study that would allow face to be manipulated while holding all other
variables constant. A web-based research appreasthus ideal for this purpose as it allowed
for the necessary experimental parameters to bblested in order to test the effect. The web-
based research approach also made it more convémigisseminate the study to students and
clinicians through United States and Canada, thparaing the potential sample size. This
approach, however, poses notable limits to thereatealidity of the findings. Many of the
decisions targeted in the study do not reflecictirecal reality of interest. Though cliniciansear
often called- upon to assess psychiatric patiemtgiblence risk, it is often done so with more
patient information on hand (e.g., information nelyag patient’s discharge and aftercare plans,
more observations on patient’s behavior aroundithie direct interaction with the patient).
Having access to more patient information wouldamably increase both accuracy and

confidence in ratings future violence.
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Future Directions

The findings from the current study, though limitedd significantly to the existing
research on violence risk assessments. As menteardidr, only one study to date has
attempted to look at the isolated role of raceitence risk assessments. It is clear that thesissu
of race has been given little attention in thisaawéclinical practice, though findings have
consistently pointed to the existence of racigbdigties in predictions. Practices in violencéris
assessment would thus benefit from additional studkploring both the tendency to over-
predict violence in Black psychiatric populatiomglahe ways in which this tendency translates
into actual racial bias. To do this, future studibsuld more closely focus on understanding the
decision-making process, particularly what aspamtdeing used to make decisions. Indeed,
this was attempted in this current study as paxitis were asked to identify what they believed
was the reason for the patient’s hospitalizatimvestigating specifically what factors were most
important in their respective decisions of violenisi& could extend this focus further.

Exploring the relationship between the decision-enagatient race, and the violence
predictions may also shed light on patterns ofenck predictions. The lower than expected
sample size in this study did not allow for an gsisl to be conducted regarding how the race of
the participant could moderate decisions of viogerihis potential interaction was evidenced by
the findings in this study showing variant ratirgterns between Hispanic/Latinos(as)
participants and the other racial/ethnic partictparit is possible that an interesting interaction
effect would emerge when considering dispositidaetiors such as race.

Furthermore, exploring the impact that specific-@xesting judgments and stereotypes
about Blacks may also shed light on the decisiokinggprocess. As mentioned previously, it is

difficult to investigate beliefs and stereotypesuattrace, partly because they are likely to exist
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on an implicit level and because for many theyuareomfortable to confront. Probing for the
participant’s pre-existing beliefs, either expligithrough a questionnaire or implicitly through
the use of the Implicit Association Test (IAT; Gneeld, McGhee, & Schwartz, 1998) may
function to predict which participants are likebya@vidence higher or lower violence risk ratings.

There are also various recommendations specitica@urrent study design that can also
be explored with future research. For instarto@as speculated that the lack of significant
findings of a racial difference in prediction ragwas due to the strength of the study’s
manipulation. Future studies may seek to exploeeeffects of altering the manipulations,
perhaps by including conditions with varying degreérace salience. For example, one method
might be to create a condition that, instead ofiiifjgng the patient’s race, uses a name pre-
determined to be a stereotypical Black name (laksrg condition). Another condition could
include more frequent references to the patieate throughout the vignette (more salient
condition). Since no evidence was found to supth&risolated effect of the bias-salient
instructions, perhaps making participants more awéthe racial bias would alter (reduce)
violence risk ratings. For instance, changing tlas-nstructions to state the following: please be
careful not to allow pre-existing beliefs and bmaboutace factor into your decisions.
Strengthening this manipulation would also helpddight on which pre-existing beliefs are in
fact being activated during the decision-makingcpss.

Implications

Taken together, the findings from the current stindye significant implications for the
psychiatric care of Black populations. Black psythc individuals are subjected to more
discrepant, and in some respects, more coercivehfayic care than other racial groups. Though

this study failed to find support for a global ddias in violence risk assessments, a marginal
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bias for serious violence was evidenced. It caadseimed that these types of risk predictions,
predicting the likelihood of a serious violent acturring once discharged, are the most
important of all. They are important because efithplications they pose for concerns of public
safety and because of the prejudice that follovet sun assessment. As the responsibility often
lies solely on clinical judgment and decisionss itmportant for clinicians to accurately identify
which patients they believe will pose the biggbseats to public safety. However,
systematically believing that Black psychiatricinduals are more prone to violence
compromises any attempts at making accurate desisiburthermore, adhering to such a belief
sends the implicit message that this populationaividuals with mental illness requires
coercive psychiatric care, most namely longer hakptays and more public scrutiny.

The finding that Black psychiatric patients aremael as being more prone to violence
(serious violence in specific) and are perceivedeasg more appropriate for seclusion
interventions, is particularly problematic for tnent within the hospital setting. It is likelyath
Black psychiatric patients who are perceived asrnupa greater propensity toward violence may
not be afforded the most therapeutically approeriaterventions within the hospital milieu.
These patients may not be provided with effectisychiatric care and thus may be more likely
to rely on emergency psychiatric services in tharki By perceiving and treating Black
psychiatric patients differently, clinicians ar@dvertently limiting the treatment options
available to them and disproportionately placingsthindividuals into facets of societal control
(e.g., inpatient hospitalization, criminal just&gstem). These biased decisions can have far
reaching consequences that keep Black individusdpitalized and dependent on coercive

psychiatric services. This could potentially hélve inadvertent effect of fuelling the mistrust
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between members of this population and the clirdeaision-makers that are put in place to treat
them.

It thus behooves clinicians and clinicians-in-tragito become aware of not only the role
of race in decision-making, but also the far-reaghionsequences of biased decision-making.
Steps must be taken to curb the racial dispaiiti@sychiatric care in general and violence risk
assessments in specific. The current study ateshtptdo just that. And although the
recommendation of making individuals aware of theises ahead of time did not significantly

impact violence predictions, similar steps mustaben.
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Appendix A
Informed Consent

Clinical Decision-making in Inpatient Settings
John Jay College of Criminal Justice/Graduate Ge@egNY

CONSENT TO PARTICPATE IN A RESEARCH PROJECT
Introduction/Purpose: You are invited to participate in this researttidg examining clinical

decision-making. The purpose of this study isrtidarstand and evaluate how clinicians make
decisions regarding individuals in psychiatric ifipat settings.

Procedures:. During this study you will be presented with gpbthetical case vignette
describing an inpatient with a mental illness askked to answer several questions regarding
your impressions of the individual as well as judgns of future behavior. These questions are
similar to those encountered in a typical inpatsetiting. This study will take about 15 minutes
to complete.

Possible Discomforts and Risks: The study poses no foreseeable risks to partitsparhe
subject matter in this study is typical to whahggmally encountered in a standard psychological
experiment.

Benefits: The benefits to your participation in this studglude that you may find the learning
experience enjoyable and that the process mawbelpo better understand the types of
decisions that clinicians routinely make. The hessof this research may enhance our
understanding of the clinical decision-making pss;earticularly as it pertains to inpatient
settings. The information derived from this proje@y also lead to professional publications
and presentations.

Voluntary Participation: Your participation in this study is completelylwotary and you are
free to decline participation or withdraw at anyéi. If you find that a question being asked or
the information presented in the study makes yawnonfortable, you are free to skip that
guestion or discontinue with the study.

Confidentiality: The data obtained from you will be collected &tauically via an online

survey format. Participants’ IP addresses williaeked solely to ensure that individuals do not
participate more than once. This information Ww#él removed once all the data has been
collected. No other personal or identifying inf@tmon will be captured. The collected data will
be accessible only to members of the research amamvill be securely stored in a computer
database.
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Contact Questions/Persons: Please feel free to contact my advisor if you Mdike to discuss
any aspect of the study. He can be reached #bltbeiing:

Philip T. Yanos, PhD

John Jay College of Criminal Justice, CUNY
Phone: (212) 237-8773

e-mail: pyanos@jjay.cuny.edu
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Appendix B
Case Vignette- White/Non-Salient Condition

Instructions: Please read the following summaryictvidescribes an individual that was recently
admitted to the psychiatric ward of a general haspocated in a large city. After reading this
case, you will be asked various questions regargog impressions and judgments of future
behavior.

Mr. J is a 36 year-old single White male who waerdly admitted to an inpatient hospital
following complaints by family members of odd argijeessive behavior and treatment non-
compliance. According to his mother, Mr. J has bggending the majority of his time during
the past few weeks in his room reading religiouskscand pacing around. She explained that
when she does attempt to engage Mr. J, he quiddgrbes agitated and verbally abusive, at
times making statements such as “God is going taspuyou for what you've done” and “the
devil inside you must come out.” He has also thr@bjects and has damaged furniture (e.g.,
breaking a glass window and a lamp). Mr. J hasp&td taking his antipsychotic medication
over the last week and has become increasinglgatadit

It is reported that prior to his recent period eEdmpensation, Mr. J was generally adherent with
his medication regimen. Although he was still freqtly irritable, he was not aggressive toward
others or withdrawn. Mr. J is an active membehiefreligious community and frequently
attends regular services and other spiritual mgetiHe considers himself a preacher and would
often stop and preach to random people in thetsteaa on the subway. Mr. J first sought
treatment for psychiatric problems when he wassrdtie 20’s. This, however, is his first
psychiatric hospitalization. Mr. J has a historysofoking marijuana though he denies current
use.

Mr. J has been on the ward for several days. Quriatime on the ward, Mr. J has had various
incidents with staff members and patients. Ond$eparate occasions Mr. J was observed
calling a nurse “un-godly,” the “devil,” and toldher patients that they were evil and needed to
be punished. During another incident, Mr. J thrésvtiay of food on the floor after refusing to
eat. A brief mental status exam was conductedlanébllowing conclusions were made:
generally agitated mood with episodes of verbal @mgsical aggression; thought process is
circumstantial and goal-oriented, though he harbdwegeligious delusion that people need to be
punished; he denied experiencing auditory or vikadlcinations, and also denied suicidal or
homicidal ideations.
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Case Vignette- Black/Non-salient Condition

Instructions: Please read the following summaryictvidescribes an individual that was recently
admitted to the psychiatric ward of a general hiaspiocated in a large city. After reading this
case, you will be asked various questions regargog impressions and judgments of future
behavior.

Mr. J is a 36 year-old single Black male who waendly admitted to an inpatient hospital
following complaints by family members of odd argijeessive behavior and treatment non-
compliance. According to his mother, Mr. J has bggending the majority of his time during
the past few weeks in his room reading religiouskscand pacing around. She explained that
when she does attempt to engage Mr. J, he quiddgrbes agitated and verbally abusive, at
times making statements such as “God is going taspuyou for what you've done” and “the
devil inside you must come out.” He has also thr@bjects and has damaged furniture (e.g.,
breaking a glass window and a lamp). Mr. J hasp&td taking his antipsychotic medication
over the last week and has become increasinglgatadit

It is reported that prior to his recent period eEdmpensation, Mr. J was generally adherent with
his medication regimen. Although he was still freqtly irritable, he was not aggressive toward
others or withdrawn. Mr. J is an active membehiefreligious community and frequently
attends regular services and other spiritual mggetiHe considers himself a preacher and would
often stop and preach to random people in thetsteaa on the subway. Mr. J first sought
treatment for psychiatric problems when he wassrldie 20’s. This, however, is his first
psychiatric hospitalization. Mr. J has a historysnfoking marijuana though he denies current
use.

Mr. J has been on the ward for several days. Quriatime on the ward, Mr. J has had various
incidents with staff members and patients. Ond$eparate occasions Mr. J was observed
calling a nurse “un-godly,” the “devil,” and toldher patients that they were evil and needed to
be punished. During another incident, Mr. J thrésvtiay of food on the floor after refusing to
eat. A brief mental status exam was conductedlanébllowing conclusions were made:
generally agitated mood with episodes of verbal @mgsical aggression; thought process is
circumstantial and goal-oriented, though he harbdwegeligious delusion that people need to be
punished; he denied experiencing auditory or vikadlcinations, and also denied suicidal or
homicidal ideations.
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Case Vignette- White/Salient Condition

Instructions: Please read the following summaryictvidescribes an individual that was recently
admitted to the psychiatric ward of a general hiaspiocated in a large city. After reading this
case, you will be asked various questions regargog impressions and judgments of future
behavior. Please be careful not to let pre-exadbieliefs or biases factor into your decisions.

Mr. J is a 36 year-old single White male who waerdly admitted to an inpatient hospital
following complaints by family members of odd argyjeessive behavior and treatment non-
compliance. According to his mother, Mr. J has bggending the majority of his time during
the past few weeks in his room reading religiouskscand pacing around. She explained that
when she does attempt to engage Mr. J, he quiddgrbes agitated and verbally abusive, at
times making statements such as “God is going taspuyou for what you've done” and “the
devil inside you must come out.” He has also thr@bjects and has damaged furniture (e.g.,
breaking a glass window and a lamp). Mr. J hasp&td taking his antipsychotic medication
over the last week and has become increasinglgatadit

It is reported that prior to his recent period e€dmpensation, Mr. J was generally adherent with
his medication regimen. Although he was still freqtly irritable, he was not aggressive toward
others or withdrawn. Mr. J is an active membehiefreligious community and frequently
attends regular services and other spiritual mggetiHe considers himself a preacher and would
often stop and preach to random people in thetsteea on the subway. Mr. J first sought
treatment for psychiatric problems when he wassrldie 20’s. This, however, is his first
psychiatric hospitalization. Mr. J has a historysofoking marijuana though he denies current
use.

Mr. J has been on the ward for several days. Quriatime on the ward, Mr. J has had various
incidents with staff members and patients. Ond$eparate occasions Mr. J was observed
calling a nurse “un-godly,” the “devil,” and toldher patients that they were evil and needed to
be punished. During another incident, Mr. J thrésvtlay of food on the floor after refusing to
eat. A brief mental status exam was conductedlanébllowing conclusions were made:
generally agitated mood with episodes of verbal @mgsical aggression; thought process is
circumstantial and goal-oriented, though he harbdwegeligious delusion that people need to be
punished; he denied experiencing auditory or vikadlcinations, and also denied suicidal or
homicidal ideations.
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Case Vignette- Black/Salient Condition

Instructions: Please read the following summaryictvidescribes an individual that was recently
admitted to the psychiatric ward of a general hiaspiocated in a large city. After reading this
case, you will be asked various questions regarging impressions and judgments of future
behavior. Please be careful not to let pre-exadbieliefs or biases factor into your decisions.

Mr. J is a 36 year-old single Black male who waergly admitted to an inpatient hospital
following complaints by family members of odd amgbeessive behavior and treatment non-
compliance. According to his mother, Mr. J has b&gending the majority of his time during
the past few weeks in his room reading religiouskscand pacing around. She explained that
when she does attempt to engage Mr. J, he quiddgrnes agitated and verbally abusive, at
times making statements such as “God is going tispuyou for what you've done” and “the
devil inside you must come out.” He has also thr@bjects and has damaged furniture (e.g.,
breaking a glass window and a lamp). Mr. J hagpsd taking his antipsychotic medication
over the last week and has become increasinglgtadit

It is reported that prior to his recent period eEdmpensation, Mr. J was generally adherent with
his medication regimen. Although he was still freqtly irritable, he was not aggressive toward
others or withdrawn. Mr. J is an active membehisfreligious community and frequently
attends regular services and other spiritual mggtiHe considers himself a preacher and would
often stop and preach to random people in thetsteg® on the subway. Mr. J first sought
treatment for psychiatric problems when he wassrdie 20’s. This, however, is his first
psychiatric hospitalization. Mr. J has a historysonfoking marijuana though he denies current
use.

Mr. J has been on the ward for several days. Qurigstime on the ward, Mr. J has had various
incidents with staff members and patients. Ondeparate occasions Mr. J was observed
calling a nurse “un-godly,” the “devil,” and toldher patients that they were evil and needed to
be punished. During another incident, Mr. J thrésvtlay of food on the floor after refusing to
eat. A brief mental status exam was conductedfabllowing conclusions were made:
generally agitated mood with episodes of verbal@mgbical aggression; thought process is
circumstantial and goal-oriented, though he harbwegeligious delusion that people need to be
punished; he denied experiencing auditory or vika#licinations, and also denied suicidal or
homicidal ideations.
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Appendix C
Impressions and Judgments

Please answer the following questions regarding yopressions and judgments of the case
vignette.

1. Based on the information provided in the vignettbich of the following disorders
would you give as a most likely diagnosis for thagient?
a. Bipolar Disorder
b. Schizophrenia
c. Intermittent Explosive Disorder

2. On a scale from 1-5, rank the following factorsttyau believe are the causes of his
current hospitalization. Rank d#ctors, with “1” being thenost important factoand “5”
being thdeast important factar

a. lrritation/agitation

b. Treatment-noncompliance

c. Impulsivity and aggression

d. Delusional thinking

e. Inability to communicate needs

3. Do you think that this patient poses a seriousfoslsuicide?
a. Yes
b. No

4. On a scale from 1-10, rate your level of confidemmcgour decision in question 3 with
“1” being not at all confidenand “10” beingvery confident

5. What do you think is the likelihood that this pati&vill be verbally aggressive at some
point within the next week? %.

6. On a scale from 1-10, rate your level of confideimcgour decision in question 5 with
“1” being not at all confidenand “10” beingvery confident

7. What do you think is the likelihood that this patiavill be physically aggressive (i.e.
throwing and/or damaging objects, assaulting ojrersome point within the next week?
%.

8. On a scale from 1-10, rate your level of confideimcgour decision in question 7 with
“1” being not at all confidenand “10” beingvery confident

9. What do you think is the likelihood that this patievill be verbally aggressive at some
point within three months after being dischargedhfithe hospital? %.



73

10.0n a scale from 1-10, rate your level of confidemcgour decision in question 9 with
“1” being not at all confidenand “10” beingvery confident

11.What do you think is the likelihood that this patievill be physically aggressive at some
point within three months after being dischargedhfithe hospital? %.

12.0n a scale from 1-10, rate your level of confidemmcgour decision in question 11 with
“1” being not at all confidenand “10” beingvery confident

13.What do you think is the likelihood that this patigvill commit a serious violent act at
some point within three months after being dischdriyjom the hospital? %.

14.0n a scale from 1-10, rate your level of confideimcgour decision in question 13 with
“1” being not at all confidenand “10” beingvery confident

15.Which of the following would you recommend as thestnappropriate immediate
treatment option(s) for this patient while he ighe hospital? Check all that apply.

Individual therapy

Group therapy

Psychotropic medication

Seclusion from other patients

One-to-one monitoring by staff

Long-term hospitalization

Partial hospitalization/residential facility

@rooooTp

16. Do you think that this patient is a good candidatendividual therapy?
a. Yes
b. No

17.0n a scale from 1-10, rate your level of willingsés conduct individual therapy with
this patient with “1” beingnot at alland “10” beingcompletely willing .

18.Which of the treatment options would you recommfamdhis patient once discharged?
Check all that apply.

Outpatient psychotherapy services

Medication services

Intensive case management services

No further services are needed

apop
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Appendix D
Demographics Questionnaire
Please complete the following questionnaire regargiour own demographic characteristics.
1. Age:

2. Gender
a. Male
b. Female
c. Other (please specify)

3. Which of the following best describes your currkeviel of training?
a. Fourth year doctoral student
b. Fifth year doctoral student
c. Sixth year doctoral student
d. Seventh year and beyond (doctoral student)
e. Medical resident
f. Licensed psychologist/psychiatrist

4. Which of the following best describes the raciéfét group with which you identify?
Select ALL that apply and, if relevant, please dyewltural/ethnic group.

Black/African American

Asian/Asian American

White/European American

Hispanic/Latino(a)

Pacific Islander

Native American/American Indian/Alaskan Native

Multiracial/Multicultural

Other

Se@meo0oTp

5. Have you had any experience working on an inpatietitng?
a. Yes
b. No

6. Have you ever done or assisted with a violenceassessment?
a. Yes
b. No
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Appendix E
Additional Case Vignette Questions
Please answer the following questions.

1. The patient harbored which of the following detuns?
a. The belief that his psychiatric hospitalization vpast of a CIA conspiracy
b. The belief that he had the ability to read peoptlesights
c. The belief that God would punish people for theiomg-doings
d. The belief that he had supernatural powers

2. Was the patient compliant with his medication dgiine days prior to his psychiatric
admission?
a. Yes
b. No

3. The patient was of what race?
a. White
b. Black
c. Hispanic
d. Asian
e. Other

4. The patient was approximately what age?
a. 20-25
b. 26-31
c. 32-37
d. 38-42

o

Did your instructions include the following statemreéPlease be careful not to let pre-
existing beliefs or biases factor into your deaisid

a. Yes

b. No
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Appendix F
Debriefing

Thank you for your participation in this study. elpurpose of this study was to examine the
impact of race on clinical decision-making, partély judgments of future risk. Studies have
shown that various pre-existing beliefs can functminfluence clinical decisions. Of interest in
this particular study is whether the race of thentlwould significantly affect perceptions of
future violence for psychiatric inpatients.

To test this, an experimental design was set wghich participants were given a case vignette
detailing either a Black or White psychiatric inpat (all vignettes were the same, with only the
race being changed). Some participants were atsoded with a statement in the instructions
that reminded them not to let pre-existing beliafiience their decisions. We hypothesized that
violence risk decisions would fluctuate dependingtwe race of the vignette as well as the
presence or absence of the statement in the itisinac

As it was essential for some of the informatioméowithheld at the start of this study, we ask
that you do not discuss the contents of this stuitly others whom may participate. Knowledge
about the study may influence their responsesesskntially, invalidate the information
obtained from them.

It is possible that the results of this researdhb@ presented at academic conferences and/or
published as an article in a journal. Again, ymgividual responses will be kept confidential
during this process. If you are interested inrtmaults of this study or if you have any additional
guestions or comments, please contact the followidiyiduals:

Stephen Smith, M.A.

John Jay College of Criminal Justice
Graduate Center, CUNY

Phone: (561) 629-3434

Email: ssmithl@gc.cuny.edu

Philip T. Yanos, PhD

John Jay College of Criminal Justice, CUNY
Phone: (212) 237-8773

e-mail: pyanos@ijjay.cuny.edu

In the event of any problems resulting from pap@&tion in the study, psychological treatment is
available at the John Jay College Counseling In&dion Office at (212) 237-8111.
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