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Modernizing Maine’s civil commitment law
Maine needs assisted outpatient treatment

Assisted outpatient treatment (AOT), also known as involuntary outpatient commitment (I0C), refers to a court
order mandating that a person with a severe mental illness adhere to a prescribed community treatment plan,
using the possibility of hospitalization for treatment noncompliance as leverage. The main goal of AOT is to
enable more consistent adherence to treatment for people whose severe mental illnesses impair their ability to
seek and voluntarily comply with treatment.” AOT has also been shown to:

Reduce Hospital Readmissions - Medication nonadherence is a significant factor in hospital

.. 2 . .. . . . .. 3
readmissions.” Maine does not have sufficient state psychiatric hospital bed capacity.” AOT has
been shown to reduce hospital readmission and is necessary to reduce Maine’s current hospital
crowding.

Reduce Violence - Noncomplian‘?e with treatment, specifically nonadherence to medication, is
strongly associated with violence” among people with severe mental illnesses. Smce 2000, there
have been at least seven preventable deaths in Maine resulting from nontreatment.”

Reduce Arrests — Nonadherence with medication is strongly associated with the risk of
incarceration. ® Managing individuals with mental illness in jails is a risky proposition —in 2003, one
inmate at the state prison in Warren Maine, tried to commit suicide four times while being bounced
between jail and mental hospltals AOT reduces the risk of arrest and incarceration.

New York has seen dramatic success in its first five years using AOT

On March 1, 2005, New York’s Office of Mental Health issued a report detailing the results of the first five years
of AOT under Kendra’s Law.® Among individuals in the program, far fewer experienced hospitalizations (77
percent), episodes of homelessness (74 percent), arrests (83 percent), and incarceration (87 percent) and
significantly more individuals had improved medication compliance (103 percent) and participation in substance
abuse treatment (67 percent). There were marked reductions in harmful behavior; individuals who were in AOT
for longer periods had greater reductions in violent behavior. Hospital days were reduced dramatically from an
average of 50 days over a six-month period before starting AOT, to an average of 22 days during the six months
of AOT, to an average of only 13 days in the six-month period after AOT. That is a full 74 percent reduction in
hospital days six months after termination of the court order when compared with the six months prior to AOT.

People with severe mental illnesses report improved quality of life with AOT

More than 75 face-to-face interviews have been conducted with participants in New York's AOT program to
assess their opinions about AOT including their perceptions of coercion or stigma associated with the court
order and their quality of life as a result of AOT. Contrary to what AOT opponents speculate, the interviews of
AOT recipients showed that when asked about the impact of the pressures and other measures that people took
to get them to stay in treatment:

75 percent reported that AOT helped them gain control over their lives,

81 percent said that AOT helped them to get well and stay well, and

90 percent said AOT made them more likely to keep appointments and take medication.

A randomized control study of AOT showed similar results. Researchers assessed the impact of AOT on quality
of life of people with severe mental illnesses, covering a range of areas including social relationships, daily
activities, finances, residential living situation, and global life satisfaction. They found evidence that subjects who
underwent sustained periods of AOT had measurably greater subjective quality of life at the end of the study
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year. The researchers concluded that AOT exerts its effect largely by improving treatment adherence and
decreasing symptomatology.9

Consumers believe the benefits of AOT outweigh the potential disadvantage of perceived coercion

In a survey of people with schizophrenia concerning preferences related to AOT, “being free to participate in
treatment or not” was the least important outcome. When asked to rank their preferences, consumers
responded that reducing symptoms, av0|d|ng interpersonal conflict, and avoiding rehospitalization outranked
avoidance of outpatient commitment. 1% Studies show that a majority of people with severe mental illnesses who
received mandatory treatment later agreed with the decision. Y An informal survey of consumers of services for
people with Severe mental illnesses by a fellow consumer revealed that a majority supported outpatient
commitment.”™ A formal survey published in July 2004 found that a majority of consumers regard mandated
treatment as effective and fair.®> One prominent consumer advocate who has schizophrenia explained that
those “who have been primarily interested in consumer rights and liberties ... focus ... on opposing the use of
forced treatment. ... On the other hand, consumer advocates who place a high value on the need for
psychiatrically disabled persons to receive treatment tend to support [AOT]."14

Maine is one of only eight states without AOT

Maine is one of only eight states that does not yet provide AOT as an alternative to involuntary hospitalization
for people with severe mental illnesses. The practical result of Maine’s current law is that community mental
health services are only available to people who are able to accept services voluntarily. The rest are left
untreated until their condition deteriorates to the point where they “pose a likelihood of serious harm.” ® Maine
essentially forces people who lack insight into their illness to hit rock bottom before they can be helped.

In the last six years, 16 states have adopted more progressive civil commitment laws: Wyoming (1999), Nevada
(1999), New York (1999), South Dakota (2000), Washington (2001), Montana (2001), West Virginia (2001),
Minnesota (2001), Wisconsin (2001), California (2001, 2002), Idaho (2002), Utah (2003), Maryland @003),
Illinois (2003), Florida (2004), and Michigan (2004).

Studies in other states also demonstrate that AOT works

In Washington, D.C., hosp|tal admissions decreased from 1.81 per year to 0.95 per year before and
after outpatient commitment. 16

In Ohio, the number of hospital admissions decreased from 1.5 to 0.4 per year. Outpatient
commitment increased patients’ compliance with outpatient psychiatric appointments from 5.7 to
13.0 per year and with attendance at day treatment sessions from 23 to 60 per year. o

In lowa, the number of hospital admission reduced from 1.3 to 0.3, total number of hospital days
reduced from 33.3 to 4.6, and length of stay from 26.7 to 18.6. 18

In North Carollna admissions for patients on outpatient commitment decreased from 3.7 to 0.7 per
1,000 days

In North Carolina, only 30 percent of patients on outpatient commitment refused medication during a
six-month period compared to 66 percent of patients not on outpatient commitment.?°

In Arizona, among patients who had been outpatient committed "71 percent of the patients
voluntarily maintained treatment contacts six months after their orders expired" compared to "almost
no patients” who had not been put on outpatient commitment. 2

AOT addresses the most common reason for refusing treatment - lack of insight (anosognosia)

Extensive research since the early 1990s has revealed that some people with schizophrenia and bipolar
disorder experience a neurological deficit called “anosognosia,” a condition also commonly found in people
suffering other brain disorders such as Alzheimer’'s or stroke. 2 Anosognosm impairs a person’s ability to
recognize that his or her symptoms are caused by a brain disorder. Z A leading researcher detailed the severe
consequences of this condition:

[P]Joor insight in schizophrenia is associated with poorer medication compliance, poorer psychosocial
functioning, poorer prognosis, increased relapses and hospitalization and poorer treatment outcomes.

The most common reason that people with severe mental illnesses are not being treated is that they do not
believe that they need treatment for a mental iliness. % A severe lack of insight into iliness, whether caused by
schizophrenia or other impairment, can “senously interfere with [a patient’s] ability to weigh meaningfully the
consequences of various treatment optlons
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A randomized control study further proved that AOT reduces the consequences of nontreatment

The most comprehensive, randomized control study of AOT, referred to as the Duke Study, involved people who
“generally did not view themselves as mentally ill or in need of treatment.”®’ The study compared people who
were offered community mental health services with people who were offered the same services combined with
a court order requiring participation in those services (i.e., the difference was the court order). The Duke Study
showed that combining a court order with services for a long term (at least six months) reduced hospitalization
(up to 74 percent), reduced arrests (74 percent), reduced violence (up to 50 percent), reduced victimization (43
percent), and improved treatment compliance (58 percent).

Maine cannot afford not to have assisted outpatient treatment

Maine does not have sufficient state psychiatric hospital bed capacity.28 Medication nonadherence is a
significant factor in hospital readmissions. A recently published study of Medicaid recipients with schizophrenia
in California revealed that “individuals who were [medication]2 nonadherent were two and one-half times more
likely to be hospitalized than those who were adherent.” ® The same study found that those who are
nonadherent incur 43 percent more in service costs than those who adhere to medication. AOT can help reduce
such costs by improving medication compliance.

Maine has made a substantial investment in community mental health services in recent years.30 Between 1994
and 2002, the funding for community services tripled. Assertive Community Treatment (ACT) teams are
available for “consumers who historically are underserved by traditional services,” that is, people who are
treatment resistant and experience frequent rehospitalization. Unfortunately, the effectiveness of ACT services
is compromised because Maine does not have assisted outpatient treatment. The ACT Model recognizes that
sometimes a court order may be required to ensure that clients benefit from these services.>" In 1989 in Dane
County, Wisconsin, where ACT originated, nearly 25 percent of the chronically mentally ill population had
community medication court orders.*
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