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The American Psychiatric Association's Council on
Psychiatry and Law has takenan objective, reasoned
approach to mandatory outpatient treatment,1 bas
ing their findings and recommendations on the
needs of persons with severe mental illness. What is
best for this population appears to be paramount to
the Council, and preconceived ideology has been
kept to a minimum. The Council has carefully re
viewed the research to date and concluded that the
"use of mandatoryoutpatient treatment is strongly
and consistently associated with reduced rates of re-
hospitalization, longer stays in the community, and
increased treatmentcompliance amongpatients with
severe and persistent mental illness." However, the
Council recognized that whether "these outcomes
are entirely a function of the enhanced services avail
able to committed patients, or whether some of the
positive effects are attributable to the judicial order"
is an unresolved question. While they believe that
additionalresearch isnecessary to clarify theseissues,
theytakethe position "that policy judgments regard
ing the desirability of mandatory outpatient treat-
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ment need not await the outcome ofthese additional

studies," because "the existing research already pro
vides a strong empirical foundation for including
mandatory outpatient treatment asone of the strate
gic elements of a planof aggressive communitytreat
ment." We applaud these positions and believe that
such an approach for mental health treatment is
sorely needed if the minority of treatment-resistant,
severely mentallyill persons is to bewellserved in the
community.

While the criteria for mandatory outpatient treat
ment are somewhat vague and not entirely clear as
presented under "Conclusions and Recommenda
tions," these criteria are extremely clearand specific
in the bodyof the Resource Document and, in par
ticular, as outlined under "Criteria for Mandatory
Outpatient Treatment." We agree strongly that
mandatory outpatient treatment should be reserved
for persons who need treatment "to prevent a relapse
or severe deterioration that would predictably result
in the person (becoming adangerto himselfor others
or becoming substantially unable to care for him or
herself in the foreseeable future)." Thus, these rec
ommendations take a need-for-treatment approach
and do not rely simplyon criterialinked to danger-
ousness toselfor others.It shouldbeemphasized that
this need-for-treatment approach is defined strin
gently. It isfar more protectiveofthe libertyinterests
of the severely mentally ill population than what
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served as the basis for involuntary treatment prior to
the extensive modifications to the commitment laws

that began in 1969 when California's Lanterman-
Petris-Short Act went into effect.

While the Council stringently defines "need-for-
treatment," in many states this definition would ex
pand the mandatory treatment standard to include
grave disability inaddition to dangerousness toselfor
others. We believe that this change is long overdue. It
is important to note that the Council adopts the
position that, "mandatory outpatient treatment
should not be designed principally to protect the
public, but rather to enable severely ill patients to
receive the treatment they need, with potential ben
efits to themselves and to the community."

The Council recognizes the liberty interests at
stake under any schemeofmandatory treatment and
believes that the imposition ofsuch treatmentshould
beordered byacourtonlyafter ahearingatwhich the
judge finds, on the basis of clear and convincing ev
idence, that the patient meets the statutorily pre
scribed criteria for mandatory treatment. In our
view, involving an independent trier-of-fact reduces
the riskoferroneousapplicationby well-intentioned
clinicians and assures due process for the patient.

The Council recognizes that mandatory outpa
tient treatment is most effective when it includes ser

vices equivalent to the intensity of those provided in
assertive community treatment or intensive case-
management models. The Council wisely recom
mends that states adopting mandatory outpatient
treatment statutes must assure that adequate re
sources are available to provide effective treatment.
Fromour own perspective, wecannot overemphasize
the importance of a comprehensive approach to
treatment, as discussed in the next section.

The Importance of a Coherent
Treatment Philosophy

To work effectively with resistant, severely men
tally illpersons, thereisa growing recognition ofthe
importanceofidentifying and articulatinga coherent
treatment philosophyin relation to both theory and
practice.2-4 Therefore, we recommend that the Re
source Document address the need for a reality-
based,comprehensive treatment philosophy that in
cludes the following: clear treatment goals, with
attention paid to those expressed by the patient; in
corporation of the principles of case management;
designation of one person for each patient who has

the responsibility foroverseeing all aspects ofthe pa
tient's treatment and rehabilitation; use ofoutreach,
when necessary; emphasis on structure and supervi
sion; appropriately supportive and structured living
arrangements; participation in the formulationofthe
treatment plan by the clinicians who will be provid
ing the treatment; treatment staffwho are comfort
able with using authority and setting limits; close
liaison withthecourtmonitoring thepatient, includ
ingaccess to themental health system's database (and
criminal justice databases, if applicable) on each pa
tient; management ofaggression and a recognition of
the importanceofpsychotropic medication;and rec
ognitionofthe rolefamily members have in the treat
ment of patients.

We believe an important recommendation made
by the Council is that "patientsshould be consulted
about their treatmentpreferences and shouldbepro
vided with a copyofthe mandated outpatient treat
ment plan, so that they will be aware of the condi
tions with which they will be expected to comply."
Generally, mental health professionals believe that
community treatment ofseverely mentallyillpersons
should focus on the stabilization of the illness, the
enhancement of independent functioning, and the
maintenance of internal and external controls that

prevent thepatientfrom decompensating and/oract
ingviolently. It ishoped these goals will besharedby
the patient. Further, it is crucial that the patient's
goals be incorporated into the treatment plan, if pos
sible. Important aspects of the discussion between
clinician and patient are that the patient understand
which behaviors and symptoms are ofconcern, why
theyareofconcern,what isexpected ofthe patientby
both the clinician and the court, and how the treat
ment can help the patient meet these expectations.5

An important obstacle to resistant, severely men
tally illpersons receiving outpatient treatment is that
communitymentalhealth resources maybe inappro
priate for many members ofthis population.6 For
instance, mentally ill persons may be expected to
come to outpatient clinics when the real need for a
large proportion of this population is outreach ser
vices where professionals goto them.The Councilon
Psychiatry and Law recognizes this problemwhen it
cites the assertive community treatment and inten
sive case management models as examples of the
kinds of treatment needed by severely mentally ill
persons.
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In our experience, patients referred for mandatory
outpatient treatment usually lack internal controls;
they need external controls and structure to organize
them tocopewithlife's demands.8-10 Forinstance, it
is generally believed by most mental health profes
sionals that staffshould insist that severely mentally
ill patients' days be organized bymeaningful, thera
peutic activities such as work, day treatment, and
various forms ofsocial therapy.1' TheResource Doc
ument addresses structure for the population dis
cussed here by recommending that treatment be
mandatory, under the jurisdiction of the court, and
contain specific procedures to be followed in the
event of patient noncompliance.

Although it may go beyond the scope of the Re
source Document,wewouldhope that theclinicians
involved in mandatory outpatient treatment pro
grams recognize that survival in the community for
the great majority of these treatment-resistant, se
verely mentally ill persons appears to depend on an
appropriately supportive and structured living ar
rangement.4 This can often be provided by family
members. In many cases, however, the kind and de
gree of structure that the patient needs can be found
onlyin a living arrangement outsidethe family home
where a high staff-patient ratio exists, medication is
dispensed by staff, curfews are enforced, and thera
peutic activities structure most of the patient's day.
Some patients need a great deal of structure and su
pervision in their housing situation,othersneedonly
a minimal amount, and most fall somewhere in be
tween. How muchstructuredoesa patient need? The
treatment staffmember or the case manager assigned
to each patient needs to decide whether a particular
living arrangement (family home or facility) has the
appropriateamount ofstructure to meet the needs of
the patient.

The Councilrecognizes that outpatient treatment,
to be effective, must have the support of the clini
cians whowill beconductingthe treatment. It wisely
recommends that these clinicians be involved in the

decision-making process and participate in the for
mulation of the treatment plan to assure that the
proposed plan isone that theyareable and willing to
execute. Thus, the Council recommends that a treat
ment plan be presented to the court before outpa
tient treatment may be ordered. This would enable
judges to make more informed decisions and outpa
tient clinicians to exercise appropriate control over
which patients are committed to them for treatment.

In our experience, probably no factor has proved
more important in the failure of mandatory out
patient treatment thanasking mental health profession
als in outpatient settings to implement plans in which
they had noinputinformulating butfor which they are
now expected to assume responsibility.

It also has been found that the mental health sys
tem regards many resistant mentally ill persons as
extremely difficult to treat and, therefore, is often
reluctant or unable to serve them.12,13 Given a
choice, most of us prefer to work with mentally ill
persons who are cooperative with our treatment,
adaptquietly to living in the community, anddo not
need an inordinate number of limits and structure.
However, ifmandatory outpatienttreatment isto be
successful, those involved in the treatment of this
population need to be comfortable in working with
resistant, severely mentally ill persons.

The Resource Document states that "clinicians in
mandatory treatment programs need specific skills
and training toappropriately manage theirdual roles
as therapists and social control agents."14 Thus, treat
ment staff need to be unambivalent about the use of
authority. The clinical uses and therapeutic value of
authority appear to be a cornerstone of successful
communitytreatmentfor resistant, severely mentally
ill persons.4,15,16 When treatment is effective, the
staff are comfortable about: insisting consistently
and reasonably that the imposedconditions of treat
ment be followed; monitoring patients' compliance
with prescribed psychotropic medications; and mon
itoring patients to detect the use of alcohol or illegal
drugs. They have no problems with insisting that
patients live in appropriately structured and support
ive residential settings. They arewilling to promptly
rehospitalize patients in community facilities at times
ofcrisis andfeel comfortable in making such recom
mendations to the court.

In those cases in which contact between the pa
tient and family members is anticipated, the roleof
thefamily cannot beoverestimated. Family members
involved with the patientcanprovide emotional sup
port, monitor the patient's medication, treatment,
and rehabilitation, and supervise the patient's mon
ey.17 In addition, when family members are guided
andinstructed inways tohelpstabilize theirmentally
ill relative, the relationship between them can im
prove and stress on the family can be alleviated.
Therefore, we recommend that the Resource Docu-
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mentgive moreemphasis to the role of involved fam
ilymembers and their potential therapeutic effect on
their severely mentally ill relative.

Issues of Ethics, Compliance, and Length
of Treatment

The Resource Document acknowledges the legal
and ethical aspects of treating persons under the ju
risdiction of the court. We agree that severely men
tally illpersons whoarebeing considered formanda
tory outpatient treatment should be apprised of all
the conditions and limitations that will be imposed
on them, why they will be imposed, and what will
happen to them if they do not comply before con
senting to such a disposition.1 These conditions
mayinclude: limits to confidentiality,with respectto
both past and present treatment and criminal his
tory, and sharing such information with the court18;
supervision and monitoring byvarious authority fig
ures, such as judges, therapists, and case managers;
mandatory compliance with treatmentandother im
posed conditions; residing in an appropriate living
situation; andbeingaware ofthe possibility that non-
adherence to the terms and conditions may result in
loss of their outpatient status.

The Councilon Psychiatry and Law takes the po
sition that the statutes for mandatory outpatient
treatment must contain a mechanism for some forc

ible intervention to promote treatment compliance.
Weagree that "a judicial order isnot a panacea either
for 'curing' or for 'controlling' treatment resistant
patients, but it does appear to play a useful role in
some cases, when combined with enhanced and well-
designed services." The Resource Document notes
that thecourtordermayincrease thevigilance ofcase
managers over their patients.19 Thus, we would rec
ommend that the Resource Document go further
andendorse the monitoring of mandatoryoutpatient
treatment bythecourton a regular basis and not just
in cases of noncompliance with the court-ordered
treatment plan. Such a mechanism has been shown
to improve outcome in terms of fewer hospitaliza
tions, fewer rearrests, and less violence and homeless-

20
ness.

We believe that the position put forth by the Re
source Document on the response to noncompliance
isa reasonable one. For example, with regard to psy
chotropic medications, a position is not taken on
whether forced medication should be permitted or
precluded. However, it isrecognized that even ifstat

utes do not authorize forced medication, there is a
need for some coercive power to enforceadherence.
For instance, if the patient does not take court-or
dered medication, he or she could be taken to the
outpatient treatment facility where the medication
could again beoffered. If all else fails, therecouldbe
authority to take the patient to a hospital. If taking
medications is part of the court order, the court
should make it clear to the patient that taking med
ications will beexpected ifhe or shewants to remain
in the community.

The Council concludes that mandatory outpa
tient treatment is likely to be most successful when
theperiod ofmandated treatment isat least 180days
or longer, and we agree with this conclusion. Every
clinician knows that treatment and rehabilitation of
persons with severe mental illness is not a short-term
process. In addition, research cited in the Resource
Document hasshown that the majorityofpersonsin
mandatory outpatient treatment who remained in
the program for a six-month period tended to be
adherent to their medication regimens.21

Conclusion

We believe that the Resource Document written
by the APA's Council on Psychiatry and Law is a
major step forward in formulating a balanced and
reasoned approach to laws addressing the commu
nity treatment of severely mentally ill persons who
are resistant to treatment.The Council has carefully
reviewed the most recentresearch pertainingto man
datory outpatient treatment. Theyhave put ideology
asideand focused realistically on the needs of a sub-
population of severely mentally ill persons who have
been neglected and left to live on the streets, have
been inappropriately incarcerated in our jails, and
have caused great anguish for families who have
found themselves unsupported and helpless as they
witness the plightof their loved ones.

We endorse the recommendations presented in
the Resource Document and hope that they will
form the basis of new laws for mandatory outpatient
treatment nationwide.

References

1. GerbasiJB, Bonnie RJ, Binder RL: Resourcedocument on man
datoryoutpatient treatment. J AmAcad Psychiatry Law 28:127-
44, 2000

2. Miraglia RP, GiglioCA: Refining an aftercare program for New
York state's outpatient insanity acquittees. Psychiatr Q 64:215-
34, 1993

152 The Journal of the American Academy of Psychiatry and the Law



Commentary

3. California Department of Mental Health: Conditional Release
Program for theJudicially Committed.Sacramento, CA:Califor
niaDepartment of Mental Health, 1985

4. Lamb HR,Weinberger LE, Gross BH: Communitytreatment of
severely mentally ill offenders under the jurisdiction ofthe crim
inal justice system: a review. Psychiatr Serv50:907-13, 1999

5. Brelje TB: Problems oftreatment ofNGRl's in an inpatientmen
talhealth system.Presented atameetingof the Illinois Association
ofCommunity Mental Health Agencies, Chicago, IL, 1985

6. KnechtG, Schanda H, Berncr W, et at: Outpatient treatment of
mentally disordered offenders in Austria. Int J Law Psychiatry
19:87-91, 1996

7. Tcplin LA, Abram KM, McClelland GM: Prevalence of psychi
atric disorders among incarcerated women. ArchGen Psychiatry
53:505-12,1996
Buckley R, Bigelow DA:The multi-service network: reaching the
unserved multi-problem individual. Community Ment Health J
28:43-50, 1992
Heilbrun K, Griffin PA: Community-based forensic treatmentof
insanity acquittees. Int J LawPsychiatry 16:133-50, 1993
Lamb HR: The new state mental hospitals in the community.
Psychiatr Serv48:1307-10, 1997
Lamb HR, Weinberger LE, Gross BH: Court-mandated commu
nityoutpatient treatment for persons found notguilty by reason of
insanity: a five-year follow-up. Am J Psychiatry 145:450-6,1988
Jemelka RP, Trupin E, ChilesJA: The mentallyill in prison: a
review. HospCommunity Psychiatry 40:481-91, 1989

13. Draine J, Solomon P, Meyerson A: Predictors of reincarceration

8

10

11

12

among patients who received psychiatric services in jail. Hosp
Community Psychiatry 45:163-7, 1994

14. TrotterC: Working with Involuntary Clients. Thousand Oaks,
CA: Sage, 1999

15. Wack RC:The ongoing riskassessment in the treatment of foren
sic patientson conditionalrelease status.Psychiatr Q 64:275-93,
1993

16. Bloom JD, Bradford JM, Kofocd L: An overviewof psychiatric
treatment approaches to threeoffendergroups. HospCommunity
Psychiatry 39:151-8, 1988

17. Lamb HR, Weinberger LE: Conservatorship for gravely disabled
psychiatric patients: a four-year follow-up study. Am J Psychiatry
149:909-13, 1992

18. Heilbrun K,Griffin PA: Community-based forensic treatment, in
Treatment of Offenders with Mental Disorders. Edited by
Wettstein RM. New York: Guilford Press, 1998

19. Swartz MS, Hiday VA, Wagner HR, Swanson JW, Borum R,
Burns BJ: Measuring coercion underinvoluntary outpatientcom
mitment: initial findings from a randomized controlled trial, in
Research in Community and Mental Health: Vol 10.Coercionin
Mental Health Services. Edited by Morrissey JP, Monahan J.
Stamford, CT:JAI Press, 1999, pp 57-77

20. Lamb HR, Weinberger LE, Reston-Parham C: Court interven
tion to address the mental health needs of mentallyilloffenders.
Psychiatr Serv47:275-81, 1996

21. Hiday VA, Scheid-Cook TL: A follow-up of chronic patients
committedtooutpatienttreatment. HospCommunity Psychiatry
40:52-59, 1989

Volume 28, Number 2, 2000 153


