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Preamble 

In 2017, the Competency Restoration Learning Community was formed to assist the Regional State 

Psychiatric Hospitals (RPHs) in Ohio with the Competency Restoration Services that they provide.  The 

learning community was comprised of staff members from the six Regional Hospitals who conduct 

Competency Restoration groups and individual sessions. By forming a Learning Community, staff at each 

of these hospitals were able to come together to discuss a variety of aspects of this work.  They shared 

information, handouts, curricula, teaching materials, visual aids and discussed challenging cases.  They 

discussed addressing challenges they faced when teaching competency restoration material such as 

cultural issues, linguistic issues, use of interpreters, and managing a range of symptomatology and 

cognitive skill level among clients in a group setting.   

During the Learning Community, a key element that was lacking in the Ohio system was discussed.  

There was a lack of consistent or standardized guidance on how to train a staff member to conduct 

Competency Restoration sessions.  Although forensically trained psychiatrists and psychologists were 

conducting the forensic assessments/court-ordered evaluations, a variety of disciplines were engaged in 

teaching competency restoration material to the patients they serve.  Staff members in these roles may 

have had limited education and experience with forensic psychiatric concepts in general. In recent years 

there have been greater efforts at some Ohio hospital sites to incorporate additional disciplines such as 

nursing, direct care staff, and adjunctive therapists into teaching Competency Restoration content.  The 

ability to use music, art, and recreation in the teaching and reinforcement of competency restoration 

materials is an asset for individuals with mental illnesses that are non-traditional learners.  Such 

opportunities are much less likely to exist in outpatient competency restoration programs. 

The Learning Community staff were asked how they were trained to conduct the competency 

restoration sessions.  It was clear that many staff were provided with little to no training or information 

about this specialty area but rather were asked to begin providing services with on-the-spot learning 

and mentoring.  The Learning Community reviewed competency restoration curriculums from other 

states. Most curriculums focused directly on the concepts to be taught rather than provide an 

orientation or background regarding the forensic services they were about to provide.  An exception to 

this is the Adult Restoration Services Manual from the state of Virginia.  Virginia’s manual provided 

several pages of orientation.  

The Competency Restoration Learning Community decided to embark on creating an orientation guide 

for staff members who are new to providing competency restoration services within the Ohio state 

psychiatric hospital system.  In 2021, Ohio passed SB2 which directed that defendants who are 

incompetent to stand trial and restorable and have non-violent misdemeanor offenses be either 

diverted to the treatment through probate court or referred to outpatient competency restoration.  

Regionally based outpatient competency restoration programs were developed.  This manual can also 

be used by outpatient competency restoration providers new to providing these services.   

You have been asked to conduct Competency Restoration Training as part of your job for the 

State of Ohio or with an outpatient competency restoration program.  Whether you have 

worked with patients with a severe mental illness and/or court-involved individuals for some 

time, or are new to this population, this guide will assist you in understanding key concepts and 

elements in this specialty area.   
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Part One- Foundational Concepts 

Competency to Stand Trial- Foundational Understanding 

What is Competency to Stand Trial?  Competency to Stand Trial is a legal concept that relates to fairness 

within our legal system.  Essentially, it is deemed to be unfair to place someone through a legal process  

which they do not understand or do not have the mental ability to participate in.  This concept has been 

noted across a vast array of cultures.  It has been shown to have been relevant in even in ancient times.   

In the United States, our concepts of Competency and another legal concept, Sanity/Criminal 

Responsibility, are largely based upon English Common Law.  The modern standard for Competency to 

Stand Trial was established with the Supreme Court case of Dusky v. United States (1960).  The Dusky 

standard states: 

The defendant has the right to a competency evaluation before trial; Competency is 

defined as “whether the defendant has sufficient present ability to consult with his 

lawyer with a reasonable degree of rational understanding and a rational as well as 

factual understanding of the proceedings against him”. 

Although the exact wording varies, all states use a variant of the Dusky standard to define Competency 

to Stand Trial.  In Ohio, our standard is defined by the Ohio Revised Code (ORC), sections 2945.37- 38.   

ORC 2945.371 defines Competency to Stand Trial as “whether the defendant is capable 

of understanding the nature and objective of the proceedings against the defendant or 

of assisting in the defendant’s defense”.   

The ORC also defines the amount of time a person has to be restored to competency which varies based 

upon the offense charged.   

• One year, if the most serious offense with which the defendant is charged is one of the following 
offenses:  Aggravated murder, murder, or an offense of violence for which a sentence of death 
or life imprisonment may be imposed; An offense of violence that is a felony of the first or 
second degree; A conspiracy to commit, an attempt to commit, or complicity in the commission 
of an offense that is a felony of the first or second degree. 

• Six months, if the most serious offense with which the defendant is charged is a felony other 
than a felony described above. 

• Sixty days, if the most serious offense with which the defendant is charged is a misdemeanor of 
the first or second degree. 

• Thirty days, if the most serious offense with which the defendant is charged is a misdemeanor of 
the third or fourth degree, a minor misdemeanor, or an unclassified misdemeanor. 
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Sanity/Criminal Responsibility- Foundational Understanding 

What is Sanity/Criminal Responsibility?  It is important to know that Competency and Sanity are two 

very different and distinct legal concepts.  These concepts are often confused.  Competency to Stand 

Trial is a pre-trial issue and an evaluation of one’s competency to stand trial is focused upon the present 

mental state of the defendant.  Sanity is a trial issue about the role a person’s mental illness played in 

their charges and may be decided by a judge or jury.  An evaluation of one’s sanity is focused upon what 

their mental state was at the time of the offense.  A defendant would need to be competent to stand 

trial in order to move ahead with a plea “Not Guilty by Reason of Insanity” as a defense.  

The Insanity defense is based upon the M’Naughten Rule, from the 1843 case of Daniel M’Naughten  in 

England.  In the US in 1962, the American Law Institute offered the Model Standard, or ALI standard.  

Not all states have an Insanity statute; those states with an Insanity statute follow a variant of one of 

these standards.  

In Ohio, a M’Naughten state, our standard is defined by ORC 2945.371: 

“whether the defendant, at the time of the offense charged, did not know, as a result of 

a severe mental disease or defect, the wrongfulness of the defendant's acts charged” 

This concept is also related to the fairness of the legal system.  If someone was so exceptionally mentally 

ill at the time of the offense that they did not understand the wrongfulness of their actions, they should 

not be held criminally responsible and punished, but rather acquitted and receive treatment.  This is the 

basis for Ohio’s “Not Guilty by Reason of Insanity” or “NGRI” defense.  Once an individual is found to be 

NGRI, they cannot receive a prison sentence.  Rather, they are to receive treatment via commitment of 

the criminal court.  They may be committed to the state hospital for treatment for as long as they could 

have been sentenced on the most serious offense if they had been found guilty.  Some individuals will 

be committed to receive outpatient treatment and will be followed by a Forensic Monitor who will 

report to the Court any violations of the conditional release plan. Most individuals, if hospitalized, will 

eventually be discharged on conditional release.   

Forensic Ethics: Clinical vs Forensic Assessment and Treatment- an inherent conflict of roles 

First and foremost, the patients in our hospitals have a treatable disorder and our role is to 

provide clinical services.  The state hospitals are treatment facilities, and the staff are of 

multiple disciplines to ensure holistic care.   

Think for a minute about a civil patient’s relationship with the treatment team.   

• The purpose for the hospitalization is to stabilize and relieve symptoms.   

• They have a typical doctor-patient relationship.   

• The clinical process is to assess, diagnosis, and treat.   

• Assessments are completed with an interview with the patient who provides a self-

report of their symptoms.  

• The treatment providers work to establish a therapeutic alliance and may advocate for 

the patient where appropriate.   

• Often a positive therapeutic bias occurs in the sense that the treatment providers want 

the patient to get better and recover.  
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• Any financial obligations are the patient’s, either through their insurance, Medicaid or 

Medicare, or self-pay.  If indigent, the state typically covers the costs.   

• The civil patient may voluntarily sign for treatment. 

Now consider the forensic patient.  In this case,  

• the Court has sent the patient to the hospital for an assessment or treatment of a 

mental disorder in order to answer a legal question or assist the Court in some capacity.   

• The patient is not admitted voluntarily.  

• With the third-party involvement, the Court is now the “client” rather than the patient.  

Although the patient still receives mental health care, their process of hospitalization is 

often dictated by the Court, including their ability to be discharged.  For example, in 

some cases, the patient may not be discharged without the Court’s order instead of 

when they are no longer clinically in need of hospitalization.   

• The objective of the hospitalization is to answer a question for the court, such as 

competency or sanity.   

• In these cases, there is a strong need for objectivity, to refrain from bias, and to take a 

neutral position.   

• While self-report is an important part of information gathering, records from other 

sources are essential.  Self-report information is viewed with some scrutiny for concerns 

about malingering a mental illness for secondary gain such as avoiding the legal process.   

• Given these factors, it is quite a challenge to be both establishing a therapeutic alliance 

with a patient while at the same time remaining a detached expert for the court.  

What does this mean for you as a competency restoration facilitator?  It is necessary to be 

aware of how working with a forensic patient will change certain elements of their care.  Are 

you providing treatment to the patient or assisting in the assessment for the court? You are, in 

fact, doing both of these seemingly contradictory roles at the same time.  Recognize your role 

in providing services to the patient is also a part of serving the court’s order.  Unlike when 

treating civil patients, you will need to be vigilant for observations that may indicate 

malingering (feigning of impairment for a specific gain).    Ethical issues are more likely to arise 

within the context of conflictual roles. Sometimes, forensic patients receive a negative bias 

simply because they are involved with the legal system or based upon the type of criminal 

charges they carry.  It is important not to let negative biases hinder the assessment and 

treatment of a valid mental disorder.  Verbalize and discuss these conflicts within the treatment 

team or with your supervisor as they arise.      

In outpatient competency restoration programs, it is also essential to consider role conflicts and 

other ethical issues.  The role of the competency educator and the competency evaluator 

should be separate to minimize effects of bias.   
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Part Two- Elements of Teaching Competency Restoration 

You may have many years of experience conducting therapy groups and individual sessions 

including psychosocial groups.  You may find that you also wish you had experience as a 

teacher, and those that do will find these skills helpful.  After all, you will be attempting to have 

the patients learn concepts that may be very new to them and there is a lot of material to 

cover.  In this section we will cover topics that will assist you in your new role.   

Role as “Teacher” and “Observer” 

Competency Restoration groups differ from traditional therapy groups. There is a strong 

emphasis on learning specific concepts related to the legal process the patients are expected to 

participate in.  In addition, the patients should be able to apply their understanding and 

knowledge to their case.  Discussions about specific patient’s legal cases should be conducted 

individually or within the patient’s treatment team meeting, not within the group setting.  

These groups are more effective if you have a structure and a curriculum to follow.  There is a 

strong benefit to have at least two co-facilitators when conducting competency groups.  One 

facilitator can take the lead in teaching the lesson for the day.  The other facilitator can observe 

and monitor the group, reinforce certain concepts, redirect inappropriate behavior, and call on 

participants that are quiet and not engaged. While your focus may be on imparting the 

information or material to the group, it also needs to be on observing the demeanor and 

responses of the group attendees.  This helps to assess progress over time.   

When having two co-facilitators is not feasible, smaller group numbers or individual sessions 

would assist in being able to fill both roles as teacher and observer of the factors mentioned 

above.  This may be especially true for outpatient competency restoration programs.  

Understanding Non-Traditional Learners 

Straight didactic teaching, or lecture format is often not an effective teaching style for the 

population we serve.  Individuals with severe mental illnesses often have non-traditional 

learning styles.  This means that they may need to involve a variety of sensory inputs to learn 

new materials.  The competency restoration educator may need to be creative with teaching 

concepts using visual, auditory, and kinesthetic means, such as: 

• Visual Aids, YouTube and other visual clips 

• Drawings  

• Movies, or portions of movies to display a concept 

• Vignettes and Role Play  

• Mock Trials 

The Competency Restoration Learning Community has shared resources such as handouts, 

vignettes, and links to visual aids.  For RPH inpatient staff, these resources are available on the 

MS Teams shared site.  Outpatient competency restoration providers may contact Lisa Gordish, 

Forensic Coordinator at lisa.gordish@mha.ohio.gov for access to these various resources.  

mailto:lisa.gordish@mha.ohio.gov
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Competency Restoration- What happens next? 

In addition to the concrete topics about the court system, it is beneficial to spend some time discussing 

the process of competency restoration with the patients.  Someone that understands, for instance, the 

benefits of being restored to competency, may become more attentive and willing to engage in the 

learning process.  Likewise, learning about what happens when a person is not restored to competency 

may provide additional motivation towards restoration. One approach may be to work through a 

pros/cons list of being restored to competency vs not being restored.  

Benefits of being restored to competency: 

• Can move the legal case forward and not be stuck in “limbo” 

• Can move ahead with planning a legal strategy with attorney 

• Can resolve the legal case faster 

• Can use the information they are learning to help understand the court hearings 

Potential impacts of not being restored to competency: 

• Not an automatic release from charges, jail, or hospital 

• May be returned to the hospital for additional court ordered treatment through the 

probate or criminal court, depending on the level of the charges 

• For higher felonies, a return to the hospital can be for the most amount of time they 

could have been sentenced on their most serious charge 

• For lower felonies and misdemeanors, the probate court may order hospitalization until 

they are deemed to be able to safely return to the community 

Paying Attention to Cultural Competency and Humility 

Providing culturally competent care is paramount for successful competency restoration treatment. It is 

necessary to understand how a person’s history and background affects their current understanding of 

the concepts being taught.  Although challenging, considering how to address pertinent issues will assist 

with restoration.  How might a person’s cultural heritage impact competency restoration? 

Language -  Is there another language that is the person’s first language?  Do they also speak 

English?  Most individuals learn better in their native language.  Try to provide the person the 

materials on court concepts that in their native language.  

Culture -  In some countries, the legal systems operate very differently from the United States 

legal system.  Explore any preconceptions the person has based on their native legal system. 

Linguistics- Sometimes words have different meanings or words can sound similar.  For 

example, a patient from Egypt had been mixing up the English words “assault” and “insult”.  He 

struggled to understand why he was being held so long for insulting someone.  This individual 

had been very psychotic at the time of the offense and remembered very little of the details.   

Use of Translators/Interpreters- When a person’s first language is not English, one may need to 

engage a translator or interpreter to help with competency restoration sessions.  It is important 

to ask about specific regional dialects of a language to obtain the correct match.  Using a 

translator during a group session can be disruptive; individual sessions are preferred.  Where 

possible, the translator should be certified as a court interpreter.   
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Documentation 

An important part of your role as competency educator is to communicate your observations to others 

on the treatment team or those conducting the forensic evaluation.  This communication primarily takes 

place in your documentation in a progress note in the patient record.  While writing progress notes can 

be routine, it is vital to resist a tendency to copy and paste standard statements that have little to no 

value.  Treatment team members and forensic evaluators read the progress notes and may use the 

information to structure their evaluation and make decisions on the case.  Documentation should 

include specific details about the individual that you observed during the competency restoration 

session.  Such details may include: 

• Observable behaviors- e.g. attentive, lethargic, disinterest, alert, engaged, defensive.  

Use descriptive adjectives or phrases.  Examples: “Paced throughout the group”, 

“Engaged calmly and attentively until we talked about plea bargains at which time, he 

commented firmly that he will not accept a plea bargain.” 

• Specific Comments- use quotes where appropriate to capture an individual’s specific 

concerns, “I won’t work with that attorney, not one that is also a spy and threatens me 

at night”.  

• Document what you observe in competency sessions that reflect what concepts the 

individual has mastered, learned about, or needs more work.  Provide examples when 

possible. 

• Avoid conclusory statements such as stating that the person is competent or 

incompetent to stand trial based on observations during sessions.  While the patient 

may be showing indicators towards competency or incompetency, it takes a full 

evaluation, court report, hearing, and judges’ decision to come to this conclusion.  

 

Part Three- Standard Elements of Competency Restoration 

Curriculums 

Where did the criteria used in Competency Restoration Curriculums and Evaluations come from?     

In the early 1970’s, the National Institute of Mental Health (NIMH) sponsored a project to develop 

reliable instruments that would translate the essentially legal criteria for competency into terms capable 

of being assessed by mental health professionals (Schreiber, J., 1978).  Dr. A. Louis McGarry was the 

director of the NIMH project. The instruments were developed at the Harvard Laboratory for 

Community Psychiatry and used at Bridgewater and Boston State Hospitals in Massachusetts.   

In 1960, the legal criteria for competency to stand trial were defined via the Supreme Court case of 

Dusky v. United States.  However, incompetent defendants many times were held indefinitely in state 

hospitals with no hopes of discharge to the community or proceeding with their case.  In 1972, another 

U.S. Supreme Court case, Jackson v. Indiana, was decided, placing time limits on restoration.  The need 

for structured processes to assess one’s competency to stand trial became evident and the work being 

done by NIMH was timely in this regard.  Two instruments were developed during this time: The 

Competency Screening Test (CST) and the Competency Assessment Instrument (CAI).  While newer 

instruments have been since developed and are used in current forensic evaluations of competency to 
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stand trial, the 13 criteria defined by McGarry in the CAI continue to form the basis for topics within 

Competency curriculums and the newer assessment instruments.   

The 13 McGarry criteria are: 

1) Appraisal of available legal defenses 

2) Unmanageable behavior 

3) Quality of relating to attorney 

4) Planning of legal strategy 

5) Appraisal of role of defense counsel, prosecuting attorney, judge, jury, defendant, witness 

6) Understanding of court procedure 

7) Appreciation of charges 

8) Appreciation of range and nature of possible penalties 

9) Appraisal of likely outcome 

10) Capacity to disclose to attorney pertinent available facts 

11) Capacity to challenge realistically prosecution witnesses 

12) Capacity to testify relevantly, and 

13) Self-defeating vs self-serving motivation. 

 

Pre-test and Post-test Assessments 

Competency to stand trail facilitators may find that providing a pre and post test of basic court terms 

and practices to be useful.  An assessment at the beginning of treatment as a baseline compared to 

subsequent assessments during treatment can assist with quantifying progress, or lack thereof.  It is 

important, however, that if a pre/post assessment is used that it is not the same assessment used in the 

competency evaluation.  For the purposes of the assessment during treatment, a simple assessment 

based on the McGarry criteria would suffice.   

13 McGarry Criteria- Suggestions for Teaching   

Appraisal of available legal defenses – Can the defendant understand various legal defenses available 

and what the likely outcome of each defense may be?  Competency classes should focus on Not Guilty, 

Guilty, Not Guilty by Reason of Insanity, and No Contest.  Participants should learn what each of these 

terms mean and what possible outcomes could occur if the defense was used.  

Unmanageable behavior -  A focus on the importance of maintaining behavioral control during court.  

Can the defendant sit and talk quietly with attorney during the proceedings?  What if someone lied on 

the stand and the defendant became angry, how would they handle this situation?  Are they able to pay 

attention? What about impulse control?  What strategies would the defendant use to maintain control 

of his/her impulses and behaviors? Noffsinger (2001) describes the benefits of including an anxiety 

reduction module into competency restoration trainings.  

Quality of relating to attorney- The defendant should be aware that his/her defense attorney is on their 

side.  The attorney will need to know details about the case.  Issues of trust often arise when discussing 

this factor.  Be aware as to whether issues of trust are psychotic in nature or related to past experience 

or other factors.   
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Planning of legal strategy- This topic coincides with knowing the various plea options.  It expands the 

concept to include choice of a plea and the rationale.  It may also include whether a person will decide 

to testify in his/her own defense.   

Appraisal of role of defense counsel, prosecuting attorney, judge, jury, defendant, witness- 

Competency classes should review the role of each court personnel; who they are and what they do and 

whether they are on the side of the defendant, against the defendant or neutral.   

Understanding of court procedure- Competency classes will want to focus on the court process 

including the difference between a hearing and trial and what happens during a trial.  Opening 

arguments, presentation of evidence, direct and cross examination of witnesses, closing arguments, jury 

deliberation and verdict are viable topics to review.  

Appreciation of charges- Competency classes may focus on the fact that there are a range of charges 

with different degrees and different penalties that generally reflect the seriousness of the charges.  You 

want the defendant to understand how serious their charges may be. 

Appreciation of range and nature of possible penalties- Along with the seriousness of the charge, 

classes will also focus on the what kind of penalties are possible from probation to many years of 

incarceration.   

Appraisal of likely outcome- The defendant will need to understand what a likely outcome is for his/her 

case related to the charges they are facing.  The competency classes will want to also cover plea 

bargains as a possible outcome.  Participants should learn what is a plea bargain and what a person 

might consider when trying to decide if to take a plea bargain or go to trial.   

Capacity to disclose to attorney pertinent available facts-  In competency classes, you will want to 

emphasize the importance of communicating to the defense attorney and being able to tell the attorney 

details of the events related to the charges.  The ability to communicate clearly is important, rather than 

talking in a confusing, tangential, unrealistic, or disorganized manner.  Documenting observations and 

working closely with the treatment team on what you are observing regarding this may assist with 

treatment adjustments that can help.  

Capacity to challenge realistically prosecution witnesses- You may want to convey during the teaching 

on the process of a trial that a witness testifying may be a witness for or against the defendant.  The 

defendant will want to listen carefully to the testimony and tell his/her attorney what parts of the 

testimony are not accurate in his/her view.  This will assist the attorney during cross examination.   

Capacity to testify relevantly- Competency classes should address that a defendant cannot be 

compelled to testify but may choose to do so.  There may be risks to testifying and the defendant will 

need to ask his/her attorney about this for his/her case.  The competency facilitator can be observant to 

issues related to relevant communication and document these observations in treatment notes.    

Self-defeating vs self-serving motivation- The competency facilitator can convey during classes the 

benefits of being found competent to stand trial and moving one’s case forward.  This can assist with 

mobilizing an individual’s self-serving motivation.  They can also document observations of self-

defeating or self-serving statements.  
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Does the State of Ohio have one standardized curriculum?  

At this point, there has not been one standardized curriculum developed to conduct competency 

restoration in the state of Ohio.  There are several curriculums available that can be used for 

competency restoration and all these curriculums are standardized in the sense that they draw upon the 

13 McGarry factors listed above.  The defendant population ranges in their needs and abilities, 

therefore, having a set of tools for competency training rather than a “one size fits all” tool, helps the 

trainer to select the best curriculum from which to work dependent upon setting (inpatient vs. 

outpatient), disability (severe mental illness vs intellectual disability) and learning style (didactic vs 

visual/kinesthetic).  The competency to stand trial literature reflects a high volume of studies on 

competency evaluations but a dearth of literature on competency restoration processes. (Gianni, P. & 

Zapf, P., 2020). The state hospital system in Ohio has also developed a patient workbook for 

competency restoration. Please contact Lisa.Gordish@mha.ohio.gov for further information.  

Does the State of Ohio endorse a particular model for competency restoration? 

Given the variability of needs in the field such as length of time for restoration, type of disability, and 

location of the services provided the state of Ohio does not endorse one particular model for 

competency restoration.  Competency restoration is able to be provided in the state hospitals, the 

developmental centers, on an outpatient basis and in the jail setting.  It can also be provided 

individually, in a group format, in person, or via telehealth.  Such decisions will be influenced by court 

order, the needs of the defendant and the resources of the competency restoration programs.  Current 

topics in competency restoration literature reflect the need for better understanding of how to optimize 

competency restoration services and outcomes. (Wasser, T.D., 2019).  

What do I do if a patient is not making progress? 

Sometimes it becomes very evident that a patient is not making progress in learning the information 

being taught in competency classes.  Communication with the treatment team is necessary.  Many 

factors may underlie such an issue.  The team may wish to explore the underlying issue in more depth.   

They can: 

• assess for malingering, if indicated 

• assess for intellectual disability, if indicated 

• assess for traumatic brain injury, if indicated 

• address issues related to refractory psychosis 

• take into consideration English as Second Language or other cultural issues  

• implement additional interventions or accommodations as a means of individualizing 

treatment 

For example, medication changes; slowing down the pace of new learning; providing 

individual instead of group treatment; providing handouts; providing more frequent 

review of information; and other means of individualizing interventions.  

The amount of time allowed, and seriousness of the charges may dictate the availability of pursuing 

these options.  In outpatient competency restoration programs, the patient may be receiving mental 

health services from a different provider than the competency restoration services.  In this case, the 

program may expect a defendant to sign a release of information for his/her treatment provider to 

allow for open communication.  The outpatient provider should inform the treatment provider of the 

mailto:Lisa.Gordish@mha.ohio.gov
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time limited competency restoration services that their client will be receiving.  A release of information 

will allow the competency provider to communicate any concerns about symptoms of illness to the 

primary mental health provider.  

 

 

The work you are providing is a valuable service to those with mental illness that are criminally court 

involved.  Thank you for the services you are providing.  Embrace the challenges and feel free to reach 

out to the Ohio Department of Mental Health and Addiction Services, Forensic Services for additional 

guidance and support.  At present (2021), we continue the Competency Restoration Learning 

Community to provide support for competency restoration training staff across the state.  

We can be reached at: 

Bob Baker Robert.Baker@mha.ohio.gov 

Lisa Gordish Lisa.Gordish@mha.ohio.gov 
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