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The issue of dangerousness has become such an ac-
cepted aspect of contemporary mental health prac-
tice that we rarely, if ever, stop for a moment to
consider the propriety of this arrangement between
societal expectation and our professional perfor-
mance. Yer, there was a time not that long ago when
dangerousness was not such an integral part of the
work of psychiatry. Legal decisions regarding the use
of dangerousness in mental health proceedings sur-
faced in the 1960s. Prominent mental health profes-
sionals began expressing their alarm about this trend
in the 1970s.

Birth of a Paradigm

In 1966 in Baxstrom v. Herold,' the U.S. Supreme
Court required a judicial determination of danger-
ousness to permit civil commitment of inmates. That
same year, Judge Bazelon limited the use of civil
commitment in managing danger to self (Lake .
Cameron),? implying the need to legitimize involun-
tary hospitalization by a standard more stringent
than concern for the individual. In 1974 in Hawks v.
Lazaro,> West Virginia's highest court upheld the
dangerousness prong of civil commitment and its
source in the state’s police powers while striking
down the parens patriae prong as vague and prone to
abuse. The 1975 U.S. Supreme Court ruling in
O’Connor v. Donaldson® confirmed the important
role of dangerousness to others as part of the civil
commitment formula.
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This trend prompted Bernard Diamond to com-
ment on “The Psychiatric Prediction of Dangerous-
ness” in 1974.> He expressed his concern that psy-
chiatrists had no ability to predict dangerousness and
should routinely advise the courts of this fact when
asked to make such predictions. (John Monahan’s
1981 review® of the existing research literature noted
that such predictions were wrong in two of three
cases, confirming Diamond’s opinion.)

In 1978, Saleem Shah? cited more than 15 ways in
which determinations of an individual’s dangerous-
ness were being used in civil and criminal law. He
expressed his concerns about the scientific reliability
of such determinations, particularly within a social
context that powerfully directed a preference for false
positive errors and unfairly marked some categories
of persons (“mentally ill”) as worthy of preventive
confinement, while others who are clearly dangerous
(repeat drunk drivers, for example) are not so
marked.

In 1975, Alan Stone® warned that the use of dan-
gerousness as the standard for civil commitment
would deprive the traditional psychiatric population,
which is rarely dangerous, of access to inpatient care.
He also predicted that hospital wards would be filled
with untreatable individuals who are dangerous,
transforming those environments into jails, with the
psychiatrists as wardens. Stone further argued that in
such a scenario, civil commitment would become
“almost nothing but preventive detention.”

These criticisms were generally ignored in the law,
which continued to expand the legal conception of
psychiatric gractice regarding dangerousness. Tara-
soff (1976),” as well as progeny cases like Lipari
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(1980),'® established and amplified our duties to
predict and control the dangerousness of our pa-
tients. In two separate cases in 1981'! and 1983,'2
the U.S. Supreme Court supported the use of psychi-
atric testimony on the prediction of dangerousness in
capital sentencing proceedings. In 1983, the U.S.
Supreme Court also ruled in jones ». U.S.' that a
judicial finding of insanity (even for a nonviolent
property crime) was sufficient evidence of danger-
ousness to permit indefinite commitment of an in-
sanity acquittee who had not proven his sanity or lack
of dangerousness.

These developments must also be contextualized
within the developments of two other phenomena:
deinstitutionalization and the decreasing use of in-
voluntary hospitalization. Prior to 1972, the major-
ity of psychiatric inpatients in the United States were
involuntarily committed.' Thus the 1960s saw not
only the beginning of increased community treatment
but also increased reliance on voluntary inpatient treat-
ment. These developments were accompanied by the
need to establish criteria for distinguishing those indi-
viduals who should be involuntarily hospitalized from
among all those suffering from mental illness. In prior
eras, when the majority of mentally ill persons were
rather automatically thought to be in need of involun-
tary institutionalization, there was no need for such se-
lection criteria.

Such automatic thinking, of course, was part of
the stigma of mental illness and its association in the
minds of the public with violence, a stereotype that
had been prevalent for millennia. But the fight
against stigma and the pursuit of libertarian ideals
must also be seen as contributing to the emergence of
dangerousness as the defining criterion for treatment
decisions and service delivery. In the pursuit of the
highest possible rationale for the deprivation of lib-
erty inherent in forced confinement for treatment,
the police power of the state became the main vehicle
for care-giving, while the care-giving power of the
state (parens patriae) was increasingly ignored as a
legitimate authority for providing care. Within these
developments, our profession must also take respon-
sibility for its part in the existence of the poor care-
giving institutions that inspired such zealous pursuit
of “freedom” ar all cost.

Today, as Stone predicted,® only the specter of
danger permits admission to inpatient psychiatric
care. Long-term and intermediate-term care are re-
served almost exclusively for forensic populations,

while other seriously disordered individuals (who are
not so “fortunate” as to be considered dangerous or
have not yet become “forensic”) often live in the
squalor and deprivation that policy-makers refer to as
“wrap-around services in the community.” Acute
care admissions are controlled by the managed care
concept of “medical necessity,” a term meaning dan-
gerousness to self/others or significant self-care im-
pairment.'? Practically, however, the latter can rarely
be justified, and thus medical necessity essentially
equates to dangerousness.

Recent study findings by Phelan and Link'® sug-
gest that the dangerousness criterion seems to have
backfired with regard to fighting stigma as well. In
1950, 7.2 percent of respondents mentioned vio-
lence in describing a person with mental illness, but
only 4.2 percent of that sub-group used “dangerous
to self or others” language in their description. In
1996, 12.1 percent of respondents mentioned vio-
lence in their description, and 44.0 percent of them
used the dangerousness language. The 44 percent
sub-group accounted for all the increase in total per-
centage of respondents associating violence with
mental illness.

Problems with the Paradigm

Reliance on Police Powers

Before turning to the subject of how police powers
affect psychiatric practice, it must first be acknowl-
edged that the police power to confine individuals is
applied unevenly and unfairly to the mentally ill. As
Shah” noted, there are many categories of people in
the world who are clearly more dangerous than the
category of individuals suffering from mental illness
regarding whom we do not employ the state police
powers to accomplish preventive detention (drunk
drivers, repeat violent offenders). Link and col-
leagues'” suggested that data from their epidemio-
logical study of the factors correlated with violence
would provide just as rational an argument for con-
fining men relative to women, or high school gradu-
ates relative to college graduates, as it would for con-
fining individuals with identified mental illness
relative to never-treated individuals.

The effect on professional practice of our near-
exclusive contemporary fixation on this police power
is ro remove us from the core of our clinical work—

..dnd we all suffer for it. The ethical and effective prac-

tice of psychiatry requires more than the police
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power and the concept of danger bring to practice.
This point has been made, and ignored, previously.

In 1975, Stone'® advanced his “Thank You The-
ory of Paternalistic Intervention,” a model for civil
commitment based on the presence of reliably deter-
mined and treatable mental illness causing signifi-
cant distress to the person, when the person’s judg-
ment about accepting treatment was impaired by the
illness and when the treatment would be acceptable
to a reasonable person. This approach was criticized,
however, because of difficulties in defining and as-
sessin% the competency element; in 1979, Loren
Roth'” suggested ways to tighten the competency
concept, and in 1981 Paul Appelbaum®® cautioned
that solutions based on competency were unwork-
able and needed experimental study.

The American Psychiatric Association (APA) As-
sembly and Board of Trustees nonetheless adopted a
similar approach in approving the APA Model Com-
mitment Law in 1982.>' The APA criteria de-em-
phasized the control of dangerousness and empha-
sized the ability to provide treatment for a severe
mental disorder to an individual who is incapable of
giving informed consent and who is at risk of deteri-
oration, self-harm, or harming others as a result of
the mental disorder. It is within this Stone-Roth-
APA continuum that we find the proper clinical con-
ceptualization of our role.

But this is not the role we have come to play.
Instead, we are increasingly called upon by our soci-
ety to play the roles of police and jailer. We are ex-
pected to identify dangerous individuals, sound
alarms at their discovery, and incapacitate them
without failure. The presence of treatable disorder
has become an inconsequential aspect of such expec-
tations. Distinctions between patients and criminals
that once seemed obvious are now challenged and
breached.”?

Even worse, many mental health professionals
have come to identify with these societally enforced
roles. I draw this conclusion, in part, from discus-
sions with a variety of licensed mental health profes-
sionals with whom I have been meeting in a series of
seminars on risk assessment and management. There
are those who have adopted the notion that because
they work in the public sector, they owe a primary
duty to the public (the taxpayers who pay their sal-
ary) to protect them from mentally ill people who
might be dangerous. Others have expressed their
concern that the duty of confidentiality is a bar set

too high to permit the kind of easy disclosure that
potentially endangered citizens should enjoy.

Nearly all express their anxious perceptions of so-
cietal expectations to provide control and warnings;
not one expresses comfort with the level of resources
available to provide good care. We have lost our es-
sence as healers and as a result feel frustrated, angry,
and anxious about our work.

Limits of Research

The research on violence of the last two decades
has been productive. Monahan’s 1981 conclusion®
that we are wrong in two-thirds of our predictions of
violence was replaced by his 1997 appraisal that we
have a better than chance ability to predict violence,
and that epidemiological studies have demonstrated
that mental illness is a modest risk factor for vio-
lence.??

For a time, the research of the past decade seemed
to be moving in a direction of narrowing the mental
illness factors specifically identified with higher risk
of violence. In 1990, Swanson et 2/.>* identified ma-
jor mental disorders as modest risks. In 1992, Link
et al.'” identified level of active psychosis as opera-
tive. In 1994, Link and Stueve? identified particular
psychotic symptoms of threat/control/override as the
important variables, and Swanson er 2.6 replicated
those findings in 1996.

In 1999, Swanson and colleagues?” failed to find
associations berween violence and paranoia,
psychoticism, or diagnosis in a sample of North
Carolina patients meeting outpatient commitment
criteria. This year, Appelbaum and colleagues®® pub-
lished MacArthur Risk Assessment Study data, in
which no association was found between delusional
beliefs (when rated by the interviewer) and violent
behavior. The European data, on the other hand,
continue to support an association between psychoti-
cism and violence.?”

It is at present difficult to draw firm conclusions
from these developments in the research literature.
One exception is that it is clear that the contribution
of any of these factors is quite small relative to other
factors that are repeatedly found to be strongly asso-
ciated with violence: young age, male gender, low
socioeconomic status, and sociopathy. Perhaps the
most notable exception is that no study that has ex-
amined the subject has failed to find a very strong
association between substance abuse and violence. In
fact, substance abuse is the one finding that stands
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out as universally and most strongly associated with
violence.

From a cynical perspective, what all this means is
that, with decades of modern research, we now have
the science to support Prohibition. An alternate con-
clusion is that our science would now support the
preventive detention of all active substance abusers.
Of course, in such an involuntary mode only the
biological aspects of detoxification would be possi-
ble. Rehabilitation for substance dependence/abuse
generally requires motivation (which we can possibly
enhance) and voluntary participation. But, in con-
temporary legal thought there is little concern for
treatability anyway (as evidenced by Kansas v. Hen-
dricks®®), so long as we can statutorily redefine the
creation of danger to the public as a mental abnor-
malicy.

Perhaps the main shortcoming of our research lit-
erature is that it is not particularly useful in clinical
care and decision-making. Clinicians face the reality
that a great many individuals with serious mental
illness have impaired insight and judgment and com-
monly experience chronic psychosis, including delu-
sions of the threat or control/override nature. Yet we
manage nearly all of these people in the community,
struggling to wrap enough service around them,
manage our own anxiety, and make appropriate de-
cisions about when to seek inpatient (or other more
intensive) care.

As Mulvey and Lidz®' have rightly pointed out,
knowing how accurate we are at assessing risk and
knowing which patients are more likely to engage in
some violence are not the essential issues. Good clin-
ical management requires “knowing when and under
what conditions a violent incident will occur and how
accurately clinicians can assess which patients are at
particular risk under those conditions related to vio-
lence” [italics in original] >’

This next era of research is underway. Mulvey and
Lidz are beginning to research the conditional nature
of these judgments. The MacArthur Risk Assessment
researchers (as described in this issue by Dr. Stead-
man, as well as elsewhere)** 3 are exploring the use
of decision tree analysis in an effort to produce more
clinically meaningful results. No doubt these efforts
will produce advances in scientific knowledge. How-
ever, the prospects for significant clinical advance
seem more limited.

In his paper appearing in this issue, Dr. Stead-
man*? righely describes the limitations of much of

the previous research and techniques associated with
risk assessment. While this research has been very
useful in demonstrating scientifically the limited ex-
tent of the correlation between mental illness and
violence, it has been significantly less useful to prac-
ticing clinicians, as he points out. But even the con-
temporary research projects he describes have serious
limitations in the clinical realm.

The authors of the HCR-20%* are careful to de-
scribe their instrument as a research tool and are to be
credited for acknowledging limits to its clinical util-
ity, as noted by Dr. Steadman. The authors of the
Violence Risk Appraisal Guide (VRAG),?* on the
other hand, are not cautious in this way and have
argued that their instrument is so superior to clinical
assessment that the lacter should be used only to
make minor adjustments to risk appraisals anchored
by the VRAG score.

It is worth amplifying the problem with such an
approach. The factors that determine the VRAG
score (and thus the level of risk for violent recidivism)
are entirely static. Thus, no clinical intervention can
ever change the risk assessment, and a committed
patient can never appear to be any less dangerous or
more ready for discharge than he/she appeared on the
day of commitment. The authors’ suggestion that
the VRAG score can be used in conditional release
situations to match the level of treatment and super-
vision with the level of risk is out of touch with the
reality that forensic patients identified as high risk are
simply not released. For them, the actuarial assess-
ment constitutes a potential life sentence of preven-
tive confinement. Under such situations, in what
meaningful clinical work can patient and treater en-
gage? And if there is no clinical work to be done, we
are once again left with the prospect of functioning as
jailers.

The Iterative Classification Tree (ICT) ap-
proach®® suffers from much of this same problem
because many of the crucial decision elements in-
volve static factors, such as seriousness of past arrest
or history of one’s father using drugs. Under the
latter condition, the individual would not even have
the solace of facing the consequences of his/her own
history. That would be hard to explain to a patient,
even if the science is completely accurate.

Another concern about the ICT approach is re-
lated to its pigeon-hole construct and the arbitrary
assignment of high and low risk status. At the end of
multiple decision points, one arrives at a group char-
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acterization with a percentage risk for violence. Such
a determination would be labeled “high risk” if that
percentage were twice the average risk, which seems a
reasonable operational definition of “high risk” for
research purposes. But how would a real-life clinician
make a distinction regarding appropriate response
between a person in a 26.9 percent risk group and a
person in a 39.2 percent risk group? The model
would call only the latter “high risk” but would in my
view fail to provide meaningful direction or guid-
ance.”?

For some of the ICT determinations, there seems
to be little benefit to the approach over clinical as-
sessment. For example, the determination that an
individual previously arrested for a serious violent
offense and who is experiencing violent fantasies is at
high risk does not seem to require computer analysis.
For other ICT determinations, there is little connec-
tion to clinical issues. The assessment that an indi-
vidual with a history of minor arrest and a father who
used drugs is at high risk might well generate some
kind of imperative for a clinician to act, without any
recognizable or reasonable direction for an interven-
tion. In such situations, the characterization of the
model as “clinically useful,” and the aura of reliability
attached to computerized instruments (ICT software
is currently in development)**> would only make
matters worse for the hapless clinician.

Techniques are traps; they will always oversimplify
the situation and lead to a false sense of security.
Human behavior and interactions are too complex,
and violence is too over-determined to permit useful
rule-making. The clinical assessment and manage-
ment of risk will remain highly individualized, even
though properly informed by scientific knowledge
and management concepts. The actuarial assessment
of risk will remain a process for the long-term (if not
life-long) categorization of individuals by levels of
risk. It is unlikely to ever assist clinicians in the real-
time decisions they are called upon to make on a daily
basis in their real world of responsibility for large
numbers of high risk individuals.

Finally, given what we already know from this
body of research, one must ask the question: “What
testable hypothesis could we yet explore, the confir-
mation or disconfirmation of which would represent
a significant breakthrough in our clinical under-
standing or management of mental illness and vio-
lence?” 1 would argue that we have exhausted this
mine, and continue to toil only for small nuggets.

The trouble is not with the research or the research-
ers, it is with the limited usefulness of the paradigm.

Perils of Dangerousness

In its abstract form, the concept of using danger-
ousness as a major determinant in seeking treatment
requiring involuntary confinement was not particu-
larly startling. Afterall, no treater seriously interested
in the welfare of patients could be uninterested in the
protection of their civil liberties. Therefore, psychia-
trists regularly participated in this aspect of the civil
commitment process (perhaps believing that we
could be faithful to an appropriate clinical role, as
articulated in the APA Model Commitment Law,
despite the common lack of statutory endorsement of
these values); but such assumptions proved perilous.

When the APA argued that the use of psychiacric
prediction of dangerousness was unscientific and
therefore unreliable in capital sentencing procedures,
the U.S. Supreme Court blithely dismissed such con-
cerns. The Court reasoned that if prediction of dan-
gerousness could be performed for civil commitment
proceedings, it could be performed for capital sen-
tencing proceedings as well.'?

Further, the fact that we routinely engage in some
process of assessing risk of violence (or predicting
dangerousness) creates an expectation that we should
do so. And thus we become accountable for the out-
comes of a type of assessment in which our accuracy
is only modestly better than chance. (While the more
recent concept of “risk assessment” may have advan-
tages for academicians and forensic consultants,
there is no shelter in the subtle probabilism of risk
levels for clinicians and administrators who have to
make actual decisions.)

Mossman’s®® re-analysis of research data (using
receiver-operating characteristic analysis) from 44
published studies suggests that past behavior may be
a better predictor of violence than clinical judgment.
This conclusion would imply that, at the very least,
we should not claim any special ability at this work
and should inform the courts and others that atten-
tion to history alone (not requiring clinical expertise)
may be equally, if not more, meaningful. Downplay-
ing the value of our contribution might ease expec-
tations. On the other hand, Lidz and colleagues®’
determined that the clinical prediction of violence
was better than chance even when clinicians were not
predicting on the basis of history. So, there may be
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some additional contribution that clinical evaluation
makes, but we are not sure what it is. Perhaps we
could learn more about this from future research.

Dangerous Populations and
Resource Allocation

One of the effects of deinstitutionalization is that
long-term hospital-level care is a scarce resource now
reserved almost exclusively for identified forensic
populations. Many other individuals with serious
mental illness and high risk for violent behavior must
be managed in the community. At the same time,
because public mental health agencies are seen as
being in the business of managing dangerousness,
other populations of individuals have been sent our
way for expected management of their dangerous-
ness, regardless of the presence of serious mental ill-
ness. For all of these high-risk or “special” popula-
tions there is a tremendous demand for supervised
housing arrangements that rarely exist. Agencies be-
come forced to create ad hoc solutions to continuous
supervision, which generally require expensive spe-
cial staffing in situations that do not permit econo-
mies of scale or reliable management.

We have become full partners in an elaborate pre-
tense. Society demands protection from individuals
who could not be civilly committed, and we oblige
with strategies that: are intrusive (yet incite no liber-
tarian objection merely because they are carried out
in the community); are cost-ineffective (but are not
questioned because they do not involve bricks and
mortar); are ultimately impotent (because commu-
nity staff have no authority to touch, much less con-
trol or confine, the behaviors of their “clients”); and
which set community providers up to take the blame
when things go wrong, Holloway’s*® criticism of
such supervisory practices in the U.K. as “paper ti-
gers” seems quite applicable to the American experi-
ence as well.

We must also remember that the contribution to
the overall rate of violence in our society that is re-
lated to mental illness is vanishingly small.?? In the
community control data of the MacArthur Risk As-
sessment Study, that association was statistically
nonexistent (in the absence of substance use).>* Why
then, if these links between mental illness and vio-
lence are so small, would we rationally devote so
much of our limited mental health resources to the
control of potential violence? -

Social Context and the Inexhaustible Demand
for Control

The dangerousness approach to mental health de-
cisions has always held the potential for extensions to
situations in which society would wish to create
mechanisms to house and isolate unacceptably dan-
gerous individuals who were not appropriate candi-
dates for civil commitment or were not even mentally
ill. The sexual predator commitment laws of a num-
ber of state legislatures and the Kansas v. Hendricks
decision of the U.S. Supreme Court have actualized
that potential. Predictably, psychiatric facilities have
been chosen as the vehicle for this actualization, or at
least for its fagade. Those offenders whom we cannot
deposit in psychiatric facilities, we register on web pages
filled with photos, addresses, and rap sheets. Surely, this
cannot represent more than an “electronic tiger.”

It is a most certain reality that our society has zero
tolerance for violent behavior by individuals with
mental illness. This intolerance is almost always
manifested in criticism of mental health professionals
and agencies. Whatever problems are brought to the
doorstep of those agencies will be subject to the same
zero tolerance, whether we accept delivery of the
problems or adamantly, but vainly, attempt to refuse
them. We are a society obsessed with risk and filled
with expectations of simple and simplistic relief. And
the more we know, the worse we feel, for the other
side of the coin of scientific advance seems to be
communal anticipatory anxiety.

In such a risk-focused environment, we will never
free our patients from unwarranted associations with
violence, nor ourselves from the responsibility for
controlling violence. Our best research efforts to
challenge the stigma of mental illness (like our efforts
to champion civil liberties with the dangerousness
standard) are likely, paradoxically, to heighten anxi-
ety about links between mental illness and danger-
ousness. Even the smallest associations will confirm
common fears; science and public opinion are rare

bedfellows.

Death to the Paradigm

The paradigm of dangerousness is a failure and a
trap. It is fairly clear how we got to this point, but
understanding how we came to be where we are does
not make our willingness to stay here understandable
or defensible. Our patients are not treated with more
dignity or care, their liberties are false, and their
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rights are challenged by ever-increasing attention to
the needs of third parties and public fears. There are
no breakthrough discoveries to be had regarding
mental illness and violence, and the idea of “treating”
dangerousness is a false and perilous construct.

Dr. Steadman®? points out that scientists must be
optimists. So too must clinicians be optimists regard-
ing their ability to help people change, grow, and
improve their state of well-being. But we can only be
helpful regarding dynamic variables. And since the
past, which neither our patients nor we can do any-
thing about, seems to correlate best with dangerous-
ness, there is yet another compelling reason for us
to abandon dangerousness (even in its modern
semblance of risk assessment) as a primary focus of
clinical care.

We must recognize that the dominant use of po-
lice power as the tool to deal with manifestations of
clinical syndromes represents a paradigm-reality mis-
match with serious negative consequences for our
patients and our profession. We are not the police. So
we must engender a replacement paradigm that bet-
ter explains and supports clinical reality, a reality in
which we act like doctors.

Such a reality would attend more clearly and
closely to the endeavors of healing, to the prevention
and alleviation of suffering. It would manifest public
policy grounded in the doctrine of parens patriae
without manifesting fears of malignant paternalism.
In such a reality, treatment would never serve as the
fagade for preventive detention.

I believe the time has come for us to re-examine
the models proposed by Stone and the APA, as well as
the modifications and criticisms of Roth, Appel-
baum, and others. We now have the benefit of 25
years of advances in the treatment and management
of serious mental illness, including new biological
therapies and treatment algorithms, cognitive-be-
havioral therapies, psychoeducational and rehabilita-
tive therapies, and creative management models. We
have an entire research literature on the assessment
and understanding of competence that did not exist
when those models were originally proposed and ar-
gued.*® 4! Our understanding of diagnosis and
prognosis have evolved considerably, especially con-
sidering that our research-based diagnostic system
was first introduced five years after Stone published
his original model.

Surely, with all these advances, we can make a
more compelling argument for our role as healers. In

such an argument, we would gladly abdicate the roles
of jailers and fortune tellers cast upon us in the failed
paradigm of dangerousness.
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