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Report Preparation Process

Thistechnica report, prepared by the National Association of State Menta Health Program Directors
(NASMHPD) Medica Directors Council, is Sixth in a series of reports intended to provide information
and technica assstance to State mental health commissioners and directors on matters of clinical
concern. Topicsfor technical reports are identified by the Medica Directors Council in conjunction
with the NASMHPD leadership.

This report was prepared from proceedings of ameseting held April 23 and 24, 2001 in Annapoalis,
Maryland. Mesting participants included three state medicd directors, two state menta hedlth
commissioners, an internationa ly-recognized scholar with expertise in involuntary outpatient
commitment, and a representative from the NASMHPD Forensic Division, a representative from the
NASMHPD Legd Divison, and arepresentative from the Nationa Association of Consumer/Survivor
Menta Hedth Administrators (NAC/SMHA). A second participant from NAC/SMHA was unable to
attend the meeting but contributed to the drafting and editing of the report. Three staff members of
NASMHPD participated and afacilitator and atechnical writer assisted in the proceedings. Paul S.
Appelbaum, M.D., provided expert consultation to the participants. In addition, he and Marvin S.
Swartz, M.D., Duke University Medica Center, Department of Psychiatry, provided commentsin
response to drafts of thisreport. A ligt of participants and their affiliationsisincluded in the
Appendices. It isimportant to note that the views expressed by the participants were their own and are
not necessarily endorsed by their organizations.

Prior to the meeting, participants reviewed reports and research on involuntary outpatient commitmen.
The materids were not a comprehengive survey of dl current information on the topic, but sought to
establish an informed basis for group discussion.

This report does not provide a point-by-point guide to implementing involuntary outpatient commitment,
but ingtead reviews research and policy underlying it and ultimately focuses on the key issue of
improving consumer engagement in effective trestment. Included in this report are topics for continued
congderation and research as well as specific recommendations for state menta hedth agencies and
NASMHPD.

Drafts of this report were prepared by the technical writer, chief editor, and coeditor and were
digtributed for review and comment to al meeting participants and the members of the Medica
Directors Council’s Editoriad Board. A ligt of the Editorid Board isincluded in the Appendices. This
report attempits to integrate findings of the literature with the diverse perspectives and expertise of the
participants. Thefind report isaproduct of the Medica Directors Council and does not necessarily
reflect opinions held by dl NASMHPD members or the participants in the April 2001 meeting.



Executive Summary

In recent years, the public’s attention has been gripped by sensationd accounts of violence by people
reported to be mentdly ill but not recelving mental heslth trestment.  Policy makers have debated a
range of possible remedies to the percaived problem, including the enactment of laws for the involuntary
outpatient commitment (10C) of these individuas to trestment in the community.

Responsible policy development, however, should not be based on afew high profile incidents, but
instead should reflect a careful review and examination of the root concerns. We discern two concerns
underlying the current debate: (1) afear of violence by personswith mental disorders, and (2) adesire
that everyone with a serious menta disorders be afforded access to effective services in the community.
Research does not support an assumption that persons with mental disorders as a group are more
violent than the generd population. Consequently, this report focuses on Strategies to promote
consumer engagement with community-based mental hedlth services.

Individuals with mentd disorders may fail to participate in treetment both for individua reasons and for
systemic reasons. Individua reasons include past negative experiences with the menta hedth system or
with psychotropic medications, alack of family or sgnificant-other participation in the trestment
process, the socid stigma associated with menta health treatment, and a failure to perceive the need for
treatment. Systemic factorsinclude barriers to access to services, poor coordination of services, lack
of servicesfor preventive or early intervention care, an absence of effective services for co-occurring
disorders, and alack of consumer and family involvement in the design of the menta hedlth sysem. A
range of policy proposaswould address these individuad and systemic factors.

In considering policy options to address poor consumer engagement in community-based treatment, we
rely on two fundamenta vaues of the public menta hedth system: respect for consumers (including their
families and dgnificant others), and the use of coercion only asalast resort. We gpply the following
generd principles. policy changes should occur in response to typica Stuations rather than be driven by
rare, high-profile cases, adminidtrative rather than legidative solutions should be the first gpproach to
problems; treatment compliance is not a panacea and is meaningful only in the context of an array of
adequately-funded, effective community services; individuas should be engaged through a concern for
their comprehensive hedlth needs; and providers should collaborate with consumers, families, and
ggnificant othersin fashioning trestment.

Drawing upon these principles and vaues, we find a number of proposas that could reduce systemic
disncentives to trestment participation. Offering a broader continuum of services, for example, would
permit more individudized treatment planning. Working to more effectively coordinate services would
dlow for amore comprehensive plan Ensuring the availability of assertive community trestment would
better address the needs of some individuas with severe and perdstent mentd illness.



Some policy makers bdieve that improving the quaity and avallahility of servicesisinsufficient to ensure
that al consumersin need of treatment will engage in trestment, and recommend an additiona category
of proposas addressing individud factors. These proposals include menta hedlth advance directives
and criss cards, housing conditioned on trestment, money management, guardianship, crimina justice
intervention, and 10C. 10C isthe focus of this report.

The research on 10C is equivocd; indeed, the two best studies to date reached very different
conclusons. A New Y ork study suggested no aidticaly sgnificant difference in treatment
participation or violence rates between individuas receiving trestment under an 10C order and other
individuas receiving community-based services on avoluntary bass. A North Carolina study found
that in an initia, randomized 90-day period, two such groups showed no difference, but that a sub-
population with psychotic disorders who were under 10C for more than 180 days and who received 3
or more contacts per month fared much better than those receiving services voluntarily. Becausethe
study subjects were not randomized during the post-90 day period, however, these results have been
questioned.. The Rand Indtitute reviewed available studies and concluded that while |OC combined
with intensive menta health services can improve outcomes, no evidence exigts that a court order is
essentia to pogitive outcomes or even has any independent effect on outcomes.

This report does not take a position for or against the use of IOC. We acknowledge, however, that
current research fails to provide strong evidence that 10C is the best remedy for consumer non-
compliance in treetment. Regardless of whether a tate utilize 10C, funding a strong community-based
service provison system is essentia to increase consumer engagement in trestment. Ironicaly, if these
services were readily available, the need for coercive measures would likely be minimized or eiminated.
At aminimum, if a gate decidesto implement 10C, it must dlocate sufficient resources to community-
based trestment and monitor the outcomes of the more coercive measures.



Introduction

In recent years, policy makers have questioned the ability of community mental hedlth sysems
adequately to serve the needs of people with serious mentd disorders. High profile incidents such as
the 1998 shootings on Capitd Hill, dlegedly committed by a man with along history of trestment for
schizophrenia, fud the public's fears about people with mental disability. Policy makers have discussed
anumber of possible remedies, including the use of involuntary outpatient commitment (I0C) to require
that people with serious mentd disorders participate in trestment in the community ..

High profile events understandably capture the attention of public officials. Respongble policy
development, however, cannot be based on single incidents but rather requires full review and
examination of al the underlying concerns. This report ams to identify the concerns underlying the
current interest in 10C and explore the optima means to address those concerns.

Certainly much of the recent interest in 10C is driven by the public’ s fear of violence by persons with
mentd disorders. Thisfear, however, may be unfounded. Indeed, violence by individuas with menta
disordersis extremely rare. Even diminating al such violence, moreover, would have little impact on
the overdl rate of societa violence (Link, 1998). Recent research conducted under the auspices of the
MacArthur Research Network on Mental Hedlth and the Law has shown that the prevaence of
violence among persons with a mentd disorder (but no substance abuse problems) recently discharged
from a psychiatric hospita is about the same as among other personsin the genera population. (Note,
however, that the risk of violence escaaes Sgnificantly when an individua, whether mentaly ill or not,
suffers from a substance abuse disorder) (Steadman, et d., 1998). Thus, increased utilization of 10C
would do little to reduce societa violence.

A second factor behind renewed interest in 10C is the frudtration of family members and others when a
loved one who has a serious mentd illness goes without trestment. This concern is often well-founded,
as the ability of community menta hedlth providersto offer arange of services adequate to meet the
needs of different consumersis frequently limited. Developing comprehensive and effective community-
based mentad hedlth services and promoting consumer engagement with those services has long
chalenged public mentd hedth sysems.



The Problem: A Lack of Engagement in Treatment

The basic concern motivating consideration and use of 10C in some dtates is that many people in need
of community-based menta health trestment do not become (or remain) engaged in trestment. The
consequences of individuas with serious mentd disorders going without trestment are gpparent in our
society. Significant numbers of persons with menta disorders in the community live ungtable lives, adrift
or even homeess, many having frequent contact with the crimind justice system and coming into
contact with the menta hedth system only when in aserious criss.

Some individuas needing community-based menta hedlth trestment fail to obtain or receive it because
of individual, case-based factors:

. Negative past experiences with the mentd hedth system, including past involuntary
hospitaizations and other forms of coercive trestment

. Unpleasant or negetive Sde effects from taking psychotropic medications

. Falure to involve family members and sgnificant othersin trestment planning and
continuation of care

. Socid stigma which attaches to people receiving treatment for amental disorder

. The lack of individua insght and awareness of the need for trestment, or adenid of
their need for trestment, often as a consequence of their mental disorder

In addition to these individua factors, other societdl and systemic factors often play arolein why
individuas who need trestment do not become or remain engaged in community menta hedth
treatment:

. Barriers to ready access to services, including transportation problems, long waits for
savices, confusng digibility rules, and financid barriers such as insurance limits

. Lack of community mental health support services for prevention, such as affordable
housing and employment assistance, as well as outreach programs for early intervention
for individuas with recurring disorders

. Fragmentation of care, requiring individuals to access separate services to meet menta
hedlth, substance abuse, physical hedlth, and socia support needs

. Lack of sufficient services and effective service coordination for co-occurring disorders
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in many locdities

. Insufficient consumer and family participation in the design of their menta hedlth
sysems

Solutions to the problem of persons with mental disorders receiving inadequate treatment in the
community must address these societd and systemic factors aswell as factors peculiar to the individual.

Values and Principles of the Public Mental Health System
Endorsed by the Participants

Aswe consder policy options to address some serioudy mentaly ill consumers lack of engagement in
community trestment, we rely on two fundamenta vaues of the public menta heelth system:

1. Respect for Consumers and their Families: Asmenta hedth service providers, our misson isto
improve the qudity of life of the people we serve. We must operate from a foundation of respect for
the dignity of eech individud, including his or her family and sgnificant others. We am to provide the
consumer with choice from an array of services and attempt to facilitate access to atractive services
and develop individualized trestment plans. To preserve these values, we seek to provide trestment in
the least regtrictive setting possible and know that to do so, we must fulfill the promise of community
care by providing localy-based effective services that address a continuum of life needs.

2. Coercion asa Last Resort: We acknowledge that a tension sometimes exists between consumer
autonomy and the safety of theindividua and the genera public. In our view, legd coercion should be
used as alast resort and only to prevent serious harm to the consumer or violence toward other
individuasin the generd population. Providers should encourage voluntary participation in services.
When coercive measures are employed, additional measures should be taken to make the individud’s
experience of the coercion as benign as possible and to maintain the consumer’s dignity and respect
during the process.

In addition to these two fundamenta values, the participantsin this report endorse the following generd
principles.

. Policy should not be driven by individud, high-profile cases. Individud incidents
brought to the public’s attention through the media should be placed within the context
of typicd situations and problems. Policy should not be shaped by exceptiond
gtuations.

. Adminigrative and clinica solutions are generdly preferable to legidative solutions.



. Treatment compliance is not a panacea. Many factors are important in reaching
successful trestment outcomes, and compliance with an ill-designed or ineffective
trestment regime will not lead to positive results.

. Individuals engagement in community mental heglth trestment should be regarded as
only one aspect of the state' s overall concern for the individua’ s comprehensive hedlth
needs.

. Policies to promote consumer engagement in trestment should not be punitive but rather

should promise an improved qudlity of life, offering employment opportunities, housing,
and assstance in obtaining entitlements.

. Family members and significant others should be involved, when possible, to fecilitate
the engagement of the individud in trestment.

. To provide an aray of effective community services, adequate funding is essentid.

. Providers, consumers, and idedlly family members should be involved in fashioning
trestment, and consumers should be provided adequate information with which to judge
the strengths and weaknesses of any proposed trestment plan in order to participate
meaningfully in decisons concerning their care.

These underlying values and principles shgpe our consderation of any policy options desgned to
promote engagement in mental health trestment.

Potential Solutions to the Lack of Engagement in Treatment

Mentd hedth systems can develop avariety of programs and services to better engage people in need
of community trestment. The U.S. Supreme Court’sdecisonin Olmgtead v. L.C. ex rdl. Zimring (527
U.S. 581 (1999)) has focused attention on the need to expand community-based mental heglth
sarvices. The Court hed that under the Americans with Disabilities Act (ADA), when the clinical steff
of agate facility determines that an indtitutionalized person is digible and gppropriate for community
sarvices, the state must take reasonable steps to provide those services as an dternative to
inditutiondlization. The requirement for the provison of menta hedlth services in the community may be
limited by the overdl resources avallable and the state' s responghbility to other individuas with menta
disabilities Thejudicia nudging of Olmstead, combined with a growing body of research about the
effectiveness of some forms of community trestment, has heightened the dates interest in improving the
availability and effectiveness of community-based services,

Measures that address the societd and systemic factors that interfere with individuas becoming
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engaged in community trestment include:

Providing a broader continuum of services, including support services such as housing,
transportation, and vocationd ass stance, that would enable clinicians, consumers, and
family members to fashion trestment best suited to an individud’s needs

Egtablishing service coordination entities that would smplify the development of a
comprehengive trestment plan and permit more effective case management

Providing more assertive community menta health services, including crisis response
sarvices, mobile treetment services, and more intensve case management, in order to
better address the needs of individuals with recurring disorders while minimizing the
negative impact of active phases of their disorders.

Where sarvices are accessible and meet the needs of consumers, voluntary participation in community
trestment ismore likely. Nevertheless, anumber of clinicians, policymakers, and family members
believe that even when community menta health services are comprehensive and effective, not dl
individuasin need of trestment will engage in treetment. To address this concern, other measures have
been proposed, employing varying degrees of coercion. Recent efforts supported by the Initiative on
Mandated Community Treatment of the John D. and Catherine T. MacArthur Foundation (Monahan,
J, et d., inpress) have addressed arange of options for engaging reluctant consumers in community
trestment, including:

Mental health advance directives and crisis cards. Legdly-binding advance
directives, aswell as non-binding crisis cards, permit legaly-competent individuas with
mental disorders to specify and authorize specific treatments they would prefer should
they become impaired in the future. Advance directives can take the form of a proxy,
which specifies an dternative decisonmaker, or a conditiona authorization of specific
trestment modalities. Advance directives may encourage the participation of family
members and sgnificant others in assgting the consumer at times of deteriorating menta
hedith.

Housing conditioned on treatment: Government-subsidized housing may require
certain actions of the recipient, including continued compliance with menta hedlth
treatment.

Money management: When anindividua receives income from government programs
such as Supplementa Security Income, Socid Security Disability Insurance, or
Veterans Affairs, that individual may name a representative payee to receive the
payments from the government in hisname. If amenta hedth service provider is
named representative payee, the payee may increase compliance with trestment, either



through the smple device of increased face-to-face contact or possibly through using
this mechanism to enforce compliance.

Guardianship: A court may gppoint a guardian to make decisonsin the place of a
legdly incompetent individua. The guardian may make decisons relevant to treatment,
for example whether an individua should refuse suggested medications. Thusa
guardianship or conservatorship potentialy may be used to improve participation in
treatment.

Criminal justice intervention: For individuas charged with crimind offenses, the
court may order compliance with trestment as a condition of probation. In addition,
some jurisdictions have created specid menta health courts as a means of promoting
diverson for individuas charged with low-leve offenses who present with serious
menta hedlth issues.

Involuntary outpatient commitment: A court order mandating community-based
trestment may increase participation in treatment outside a hospital environment. 10C
gtatutes tend to fit one of three categories.

1. Prevention or early intervention statutes target individuals with recurring
disorders and a history of repeated hospitdization. The statutes permit IOC
before an individud meets traditiona civil commitment criteria

2. Hospitd diversion statutes provide treetment in the community rather than in
ahospitd once an individuad meets traditiond civil commitment criteria

3. Conditiond discharge statutes permit continued case management and
service provison after an individud is discharged from ahospitd. The standard
for thistype of |OC often areidentica to traditiond civil commitment criteriag,
but may be broader.




Review of the Research on I0OC

In arecent survey, the Rand Indtitute found that 38 states and the District of Columbia have statutory
provisons that would permit |OC (Ridgely, et d., 2001). Many of those provisons have existed for
yearsand areused rardly, if a al. Asdatesincreasngly consder drafting new legidation or using
heretofore dormant statutory provisons, public officids, menta hedth adminigtrators, and service
providers have expressed interest in learning about research eva uating the effectiveness of 10C.

The body of early research on |OC is sparse and flawed. Most early studies showed some positive
effects of 10C, such as reduced rehospitdization, shorter lengths of stay, increased utilization of
aftercare, and increased compliance after the termination of the commitment order. These Sudies,
however, had serious methodological problems and thus cannot form the basis for policy development.

In recent years, two states, New Y ork and North Carolina, have conducted randomized clinicd studies
of 10C programs, providing afirmer research base for future policy decisons. Thetwo studies,
however, differed in their conclusions, and even these sudies are criticized for their methodologica
flaws. A strong need exigts for additiond research evauating 10C programs and generating policy-
relevant data.

New York

Research in New Y ork evaluated a three-year pilot |OC program and examined two comparison
groups of patients released from Bellevue Hospital in New York City: recipients of enhanced services
under an 10C court order and voluntary recipients of enhanced services (Steadman, et d., 2001). The
research measured rates of rehospitdization, arrests, qudity of life, psychiatric symptoms, and

home essness among the three groups. The data showed no difference between individuas identified
under the |OC dtatute and other individuals receiving community-based services on avoluntary bass.

The finding of no difference may not be conclusve. The sudy used ardativey smal sample sze of
142 totd participants. Further, the New Y ork |OC statute had weak enforcement provisons,
essentidly alowing a 72-hour hold for evauations (which was permitted in New Y ork prior to the [OC
datute); no specid enforcement mechanism existed at the time of the sudy. Findly, personswith a
diagnosis of substance abuse/dependence, which strongly corrdates with higher rehospitaization rates,
were over-represented in the group of court-ordered 10C recipients.

The New Y ork research examined a three-year pilot program established in 1994, but interest in [OC
was intengfied by the January 3, 1999, desth of Kendra Webdade. Ms. Webdale was pushed onto the
tracksin front of an approaching New Y ork subway train by Andrew Goldstein, a man with along
history of treatment for menta disorder. Mr. Goldstein lived in substandard housing, was aienated
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from family and friends, and frequently gppeared in city emergency rooms seeking services. The
incident made gpparent the lack of coordinated carein New Y ork City and galvanized public interest
S0 that, despite research indicating alack of efficacy from New Y ork’s IOC pilot program, the Sate
legidature passed anew 10C datute (caled “assisted outpatient trestment”) and the Governor
gppropriated $200,000,000 in additiona monies ($50 million to implement the law and $150 million to
improve community services to the requidite level). Although there was an initid concern that the
system would be flooded by requests for evauation pursuant to the statute, that flood never
materidized. From the time the law passed in November of 1999 until August of 2001, 4605
assessments were conducted, leading to 1230 court orders (including 208 renewa orders). Inthe
aftermath of Kendra Webda € s death, the state Department of Mental Health has focused on
accountability, best practices, and the coordination of care, using the I0C satute to hold the county
Directors of Community Services accountable. The influx of funding has enabled the Department to
establish additional case management services and other services needed to support consumers with the
most complex needs.

North Carolina

Swartz, et d. (2001) conducted a randomized, controlled study of IOC with 331 North Carolina
individuas with severe and persstent mentd illness. The sudy compared involuntarily hospitalized
individuas who were randomly assigned to discharge on 10C or unconditiona discharge. Both groups
were subject to a standard follow-up protocol and were provided case management. After theinitid,
randomized 90-day outpatient commitment period, the study showed no difference between the groups
(interms of rehospitalization). After a subsequent, non-randomized 180-day renewa of the IOC
(comparing individuas meeting the criteriafor a second period of IOC with those in the origind
randomized control group), the study concluded that the |OC program was effective for a sub-
population with the following traits:

. psychoatic disorders
. more than 180 days of 10C (requires renewa of initial 90 day period)
. 3 or more contacts per month

For the sub-population meeting these three criteria, the study found a decrease in mean hospita
admissions from 1.23 to .34 and a decrease in mean hospita days from 24.1to 4.6.

Aswith the New Y ork study, the research is far from conclusive. Indeed, some researchers question
these results, pointing out that although participants were randomized for the first 90 days, continued
participation was determined by the trestment providers, not randomly. Some theorize thet after the
initia period, service providers may have decided not to renew |OC for the more difficult cases.
Additionaly, some have criticized the North Carolina research for using inherently weaker post-hoc
andyses. Swartz et d., however, have responded by pointing to the repeated measures analyses for
theinitial randomized group that demongtrated that for any 30-day period, the group subject to IOC
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had asgnificantly lower risk of reedmisson. The results of this key research project are criticized and
defended in Lettersto the Editor (2001) in the American Journal of Psychiatry.

In North Carolina, concerns about consumers participation in trestment were heightened by an incident
in 1995 in which Wendell Williamson, a UNC law student who had been under psychiatric care, shot
and killed severd Chapd Hill resdents. 1n 1998, the North Carolina Generd Assembly formed atask
force to investigate control of high risk patients. The task force concluded that before consdering new
IOC legidation, the state should brush off its existing but infrequently used statute and employ it to keep
patients engaged in treetment following discharge from a psychiatric hospital. Anecdota evidence
suggests an incongistent gpplication of the law between rurd and urban venues and an inconsistent
enforcement of its provisons. The increased need for law enforcement resources has placed astrain on
the sysem. The current legidative thrust in the Sate is to sandardize application of the law and develop
best practices. In Williamson's case, it should be noted, the statute is unlikely to have made a
difference, as Williamson was under community-based trestment voluntarily and disengaged from
trestment only when his psychiatrist retired and Mr. Williamson falled to follow-up on areferrd to
another treatment provider.

Rand Institute

The Rand Indtitute recently published a study commissioned by the Caifornia legidature seeking to
learn whether 10C is effective and how it has been implemented in other Sates (Ridgdy, M.S, et d.,
2001). Theresearchers reviewed available sudies and interviewed stakeholders in eight states
(Michigan, New Y ork, North Carolina, Ohio, Oregon, Texas, Washington, and Wisconsin) and
conddered the likdly impact of any new legidation in Cdifornia

After an evidence-based critical review of existing research on 10C, the Rand study concluded that a
court order combined with intensive menta hedth services can improve outcomes but that no evidence
exigsthat a court order is essentia to pogitive outcomes or even has any independent effect on
outcomes. The principa researchers for the North Carolina study dispute this conclusion, arguing that
their research found that 10C was an important part of improved outcomes and that high-intensity
service users not under a court order had no better outcomes than consumers who infrequently or never
received services (Swartz, et d., 2001; Letters to the Editor, 2001).

In the eight states surveyed in the Rand study, 10C was used most frequently as a“ step-down”
program from inpatient commitment and was used only infrequently prior to hospitaization.
Respondents in these states saw |OC as a means to get consumers the services they needed, but
observed that frequently the existing servicesin their community were inadequate. They concurred that
an effective |OC program required:

. “The infrastructure to handle petitions, receive court orders, and track people through
the system.
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. Available treatment services—e.g., assertive community treatment, intensve case
management, newer medications, and supported housing.

. A service system that can ddliver care rationaly—e.g., gppropriate caseloads, incentives
to modify provider behavior, efforts to improve the quality of routine care, and attention
to the needs of patients rather than just the bottom line.”

The Rand study concluded that the current data make it very difficult to determine the potentid impact
of any new legidation in Cdifornia

Practical Insights About IOC

This report does not take a position about whether states should provide for IOC. However, the
report does recommend that any state adopting an 10C program take steps to minimize the problems
inherent to any coercive procedure and the problems inherent in any program to which inadequate
resources are alocated. If agtate plansto use IOC asameansof improving consumers engagement
with treatment, the state should consider and address the issues which have been raised in the
implementation of existing |IOC laws. Before cregting or implementing a satutory 10C procedure, a
date should consider the following questions:

What is the purpose of IOC in the state? Theissues and questions a state should review regarding
|OC differ depending upon the nature of the IOC program consdered. Two common purposes of
|OC are:

1. To provide an dternative to hospitalization: IOC can be used instead of hospitalization
(“hospita diverdon”) when an individua meets civil commitment criteriaor can dlow
for akind of conditiona discharge after aperiod of hospitdization. The legd criteriafor
commitment under thistype of IOC are usudly identica to civil commitment criteriafor
inpatient hospitalization.

2. To endble early intervention for an individua with arecurring disorder: For individuas with a
history of repeated rehospitalizations after discharge, this type of 10C would permit
earlier treetment when an individua begins to show sgns of decompensation. Thistype
of 10C would generdly require broader legd criteriathan traditiond civil commitment
datutesin order to permit intervention before an individua could be involuntarily
admitted to a hospital.

What are the risks of implementing an 10OC program? Would establishing |OC in the Sate inhibit
consumers from getting treatment out of afear of becoming subject to coercive IOC provisons?
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Would IOC risk fracturing exigting aliances among consumers, families, and service providers? Wiill
therapeutic relationships be jeopardized and unintended negative consequences created if the treatment
provider also serves to monitor compliance with the |OC court order?  Systems should respect the
independence of the individuad and the individua’ s vaues. Although trestment may be involuntary,
treatment plans should reflect the individud’ s input and, to the extent possible, the individud’s
preferences.

How will the mental health system be required to provide appropriate services? 10C may be
reciprocal, committing the system to provide services as well as committing the consumer to receive
them. Some argue that when |OC is effective, it isin part because |OC has forced the system to
provide care. Needlessto say, adequate funding of community servicesis essentid to the success of
any |OC program.

How should the IOC law and procedures be structured? In general, acourt order for treatment may
be structured in two different ways.

1. Generd requirement to comply with the treetment recommendation of the menta hedlth
service provider

2. Articulation of a specific trestment plan, with arequirement to comply with that plan.

What details should be included in the IOC statute? For what length of time should the |OC order
aoply? Must the mentd hedlth service provider first agree to provide the needed services? Will the

standard for commitment under the Satute differ from traditiona civil commitment criteria? If o, how
will the criteriabe written? If “serious deterioration” is the criterion used, how should it be measured?

What are the clinical characteristics of persons for whoma “ preventive” (or early intervention)
model of IOC would be appropriate? In aresource document developed under the auspices of the
American Psychiatric Association’s Council on Psychiatry and Law, Gerbag, et d. (2000, p. 135)
endorsed 10C for asmal subset of consumers and delineated seven recommended criteriathat a
person should meet prior to being subject to IOC. The criteria detal the nature of the person’s severe,
recurring menta disorder; the need for trestment to prevent deterioration and the unlikelihood that the
individua will seek that treetment; a history of hospitdization; and the existence of a pecific trestment
plan likely to be effective and a service provider who has agreed to provide the specified trestment.
Some have suggested incagpacity to make treatment decisons should be a criterion aswell. Paull
Appebaum (2001, p. 349) surveyed existing research and concluded that digibility criteriafor a
preventive model of IOC should concentrate on three factors: ahistory of deteriorations thet required
hospitaization, a current likelihood of such deterioration, and a treatment plan providing effective
sarvices in the community.

How can the perceived coercion involved in |OC be minimized? A recent study of coercion
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conducted through the MacArthur Research Network on Mental Hedlth and the Law concluded:

The amount of coercion a patient experiencesin the mental hospital admission processis
strongly associated with the degree to which that process is seen to be characterized by
“procedurd jugtice” That is, patients who believe they have been dlowed “voice” and treated
by family and clinical staff with respect, concern, and good faith in the process of hospita
admission report experiencing significantly less coercion than patients not so trested. Thisholds
true even for legaly “involuntary” patients and for patients who report being pressured to be
hospitalized (Monahan et ., 1999).

If thisfinding holds true in the context of outpatient commitment the procedures used to commit the
individua may have a ggnificant impact on thet individud’s perception of coercion.

How will any 10C order be enforced? The state will need to implement a system for monitoring |OC
orders and sarvice providers. When an individud fails to comply with IOC, what are the
consequences? Law enforcement may be required to take the individual to a community clinician.
Higoricdly, however, this has been alow priority for law enforcement, and long delays may occur
between the time a*“ pick-up” order isissued and the individua seesthe clinician.  If that clinician
determines that an individud is not complying with the required trestment regime, a report may be filed
with law enforcement, the court of jurisdiction may hold an ex parte hearing, or the court may hold afull
hearing. If the court finds the consumer violated IOC, may the provider force medication? Will the
consumer be evauated for inpatient commitment? How will staff/court personnd be trained on legd
and policy issues? What are the ethical dilemmas presented by encouraging compliance with an 10C
court order under circumstances where the legd requirements mandating compliance are week?

Conclusion

Recent atention on 10OC has been fudled by concerns with societal violence and inflamed by high
profile cases. Policy changes should not be based solely on these few cases, but instead should derive
from afirm foundation of research and experience. Relevant research suggests that, given the low
levels of violence by individuas with mental disorders, public concerns about violence are misdirected
when focused primarily on individuas with mental disorders. 10C would be an ineffective meansto
reduce sgnificantly the overdl incidence of societa violence.

Current interest in 10C dso stems from concerns about individuas with menta disorders going
untreated in the community. 10C, however, should not be regarded as an dternative to adequate
community mental hedlth services. Current research fails to provide strong evidence of success with
IOC programs. It isclear that IOC will not accomplish its objectives without a strong community-
based service provison system. Some podit that if comprehensive services were readily accessblein
the community, there would be no need to use amore coercive mechanism like IOC to engage
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consumersin trestment. At aminimum, if a Sate decidesto implement IOC, it mugt dlocate sufficient
resources to community-based trestment and monitor the outcomes of the more coercive measures.
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Recommendations for NASMHPD

This technicd report on involuntary outpatient commitment concluded that the chdlenge for state menta
hedlth systems is to develop comprehensive and accessible systems of care suitable for consumers with
the most complex needs. Whether or not a state employs IOC, afull array of services and supports
must be available. NASMHPD should promote (or, through NRI, conduct) research to identify
evidence-based practices that have specia merit for reluctant consumers, consdering in particular the
role of consumer-supported, peer-driven supports and the involvement of family members and
ggnificant others.

In addition, NASMHPD should encourage (or conduct) research to:
. Determine whether the existence of 10C in a state provides a disincentive for some
consumers to participate in menta hedlth trestment voluntarily out of afear of becoming

more readily identifiable and potentialy subject to IOC.

. Determine the effect of 10C on the strength of consumer/family/provider aliancesin
date public mental hedth systems.

. Determine the effect of 10C on the relationship between provider and consumer.

. Assess the financid impact of implementing an |OC program.
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Recommendations for State Mental Health Agencies

Regardless of whether a gate utilizes |0OC legidation, the NASMHPD Medicd Directors Council
recommends that state menta health agencies take the following steps to improve consumer
engagement in mentd hedth trestment:

. Address issues of co-occurring disorders

. Make consumer-driven service improvements

. Develop case coordination, including a means of addressing al hedth needs

. Develop outreach services, including criss response, mobile treatment, and other

assertive community trestment services.

. Conduct aroot cause analyss of any problems rather than grasping at quick solutions
. If using 10C, develop clinical guidelines for narrow interpretation
. Collect data as part of arigorous evauation prior to any implementation of IOC and as

ameans of accountability for outcomes

. Encourage consumer and family participation in reviewing the system needs
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