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OOuuttppaattiieenntt  CCoommmmiittmmeenntt

Although involuntary outpatient
commitment is widely permit-
ted throughout the United

States (1), its advisability and effec-
tiveness remain contested (2–5).
Studies have provided little evidence

of its effectiveness (6–16), with one
exception (16). However, interpreta-
tion of the results of that study is
complicated by a host of confounding
problems. For example, eligibility cri-
teria were poorly specified, leaving

open the issue of selection bias. Ef-
fects were poorly monitored, making
it unclear how many persons com-
plied with ordered treatment. In ad-
dition, several uncontrolled variables,
such as enhanced services, secure
housing, and competent case man-
agement, may rival legal coercion in
accounting for positive effects. 

In 1994 the New York state legisla-
ture authorized a three-year pilot
program in outpatient commitment
to be conducted at Bellevue Hospital
and independently evaluated. The re-
quired design called for random as-
signment of eligible persons referred
to the program either to court-or-
dered treatment, including enhanced
services, or the enhanced-service
package alone. Enhanced services in-
cluded inpatient assessment, a com-
prehensive postdischarge treatment
plan in which the patient participat-
ed, arrangements for ongoing case
management, and continued over-
sight of the patient by the outpatient
commitment coordinating team. For
the group that received court-or-
dered treatment, the outpatient treat-
ment plan was formalized by a court
proceeding and an explicit judicial or-
der.

Under the law (chapter 560 of the
state’s Mental Hygiene Law, section
9.61.4), to be eligible for outpatient
commitment, a current Bellevue in-
patient must be 18 or older, with at
least two involuntary hospitalizations
in the past 18 months because of non-
compliance with treatment. Eligible
persons also must be unlikely to com-
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Objective: The study evaluated the effectiveness of a three-year outpa-
tient commitment pilot program established in 1994 at Bellevue Hospi-
tal in New York City. Methods: A total of 142 participants were random-
ly assigned; 78 received court-ordered treatment, which included en-
hanced services, and 64 received the enhanced-service package only.
Between 57 and 68 percent of the subjects completed interviews at one,
five, and 11 months after hospital discharge. Outcome measures in-
cluded rehospitalization, arrest, quality of life, symptomatology, treat-
ment noncompliance, and perceived level of coercion. Results: On all
major outcome measures, no statistically significant differences were
found between the two groups. No subject was arrested for a violent
crime. Eighteen percent of the court-ordered group and 16 percent of
the control group were arrested at least once. The percentage rehospi-
talized during follow-up was about the same for both groups—51 per-
cent and 42 percent, respectively. The groups did not differ significant-
ly in the total number of days hospitalized during the follow-up period.
Participants’ perceptions of their quality of life and level of coercion
were about the same. From the community service providers’ perspec-
tive, patients in the two groups were similarly adherent to their re-
quired treatments. Conclusions: All results must be qualified by the fact
that no pick-up order procedures for noncompliant subjects in the
court-ordered group were implemented during the study, which com-
promised the differences between the conditions for the two groups,
and that persons with a history of violence were excluded from the pro-
gram. (Psychiatric Services 52:330–336, 2001)
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ply with services once discharged and
thus can be considered in need of in-
voluntary treatment to prevent re-
lapse and likely to benefit from such a
program.

It is important to note from the out-
set that our results must be interpret-
ed cautiously, for two reasons. First,
no pick-up order procedures for non-
compliant subjects in the court-or-
dered group were implemented,
which compromised the differences
between the program conditions of
the two study groups. Such proce-
dures allow the New York City police
to transport noncompliant subjects
and bring them to the hospital. Sec-
ond, persons with a history of violence
were excluded from the program.

Methods
Sample size and randomization
From January 6, 1996, through Feb-
ruary 28, 1998, a total of 567 patients
were referred by Bellevue Hospital
staff to the outpatient commitment
program. The Bellevue outpatient
commitment coordinating team
found that 315 of these patients (56
percent) were eligible for outpatient
commitment. Of the eligible patients,
112 were discharged or eloped from
the hospital or the treating psychia-
trist withdrew referral before the pa-
tient entered the outpatient commit-
ment program. 

When the coordinating team com-
pleted the treatment plan, they called
the research team, who checked the
random number list to see whether
the client was to be assigned to the
group receiving court-ordered treat-
ment or the comparison group. Of
the 203 individuals who were ap-
proached, 175 (86 percent) signed a
consent form indicating their willing-
ness to participate in the study; the 28
who refused remained eligible for
outpatient commitment but not for
random assignment in the study. Rea-
sons for refusal to participate ranged
from unwillingness to discuss person-
al history to a fear that participation
would alter the treatment plan or de-
lay discharge. Refusal rates were sim-
ilar for men and women. 

Of the 175 persons who consented
to participate in the study, 23 eloped
or were discharged before assign-
ment to study groups. Of the remain-

ing 152 potential subjects, 142 com-
pleted the baseline interview. The ten
persons who did not complete the in-
terview either refused to do so or
were discharged before an interview
could be conducted. Seventy-eight
persons were in the experimental
group—that is, went to court—and
64 were in the control group. In the
experimental group, 39 were commit-
ted with a medication order, and 38
were committed with no medication
order. Because no results differed by
whether or not the person had a med-
ication order, this issue is not ad-
dressed further. The court rejected
the team’s recommendation of outpa-

tient commitment for one person.
The slightly uneven distribution of
subjects in the two groups resulted by
chance from the randomization pro-
cedures. 

Between 57 and 68 percent of the
subjects were interviewed at each fol-
low-up, at one, five, and 11 months
after hospital discharge. Losses to fol-
low-up occurred for several reasons.
After participating in the baseline in-
terview, some subjects refused to par-
ticipate in the follow-up interviews—
7 percent (N=10), 7 percent (N=10),
and 14 percent (N=17) at the one,
five, and 11 month follow-ups, re-
spectively. Some were too impaired to
participate in an interview—9 per-

cent (N=12), 7 percent (N=10), and
11 percent (N=13), respectively. Oth-
ers had moved out of the New York
City area—2 percent (N=3), 9 per-
cent (N=12), and 10 percent (N=12),
respectively. Across all three follow-
ups, more of the experimental sub-
jects were interviewed, because few-
er had left the area. A logistic regres-
sion analysis showed no bias across
the two study groups as a result of dif-
ferential attrition.

Comparability of groups
The two study groups were quite
comparable. They did not differ sig-
nificantly in gender, race, age, and
median length of stay. Fifty-four pa-
tients (69 percent) in the experimen-
tal group were men, compared with
40 (62 percent) in the control group.
The numbers by race were 25 (32
percent) and 27 (42 percent) Cau-
casian, respectively; 30 (39 percent)
and 23 (36 percent) African Ameri-
can; and 16 (21 percent) and nine
(14 percent) Latino. The mean±SD
ages were 41± 11 years for the ex-
perimental group and 41±12 years
for the control group. The median
lengths of stay for the index hospital-
ization were 53 days and 51 days, re-
spectively.

The two groups were similar in
terms of whether they were receiving
entitlements—63 subjects (81 per-
cent) in the experimental group and
50 (78 percent) in the control group.
The groups had similar employment
rates, 17 subjects (22 percent) and
ten subjects (16 percent), respective-
ly. The only significant difference was
that subjects in the control group
were more likely than those in the ex-
perimental group to have been home-
less at the time of their index hospital-
ization (33 percent versus 10 percent;
χ2=11.0, df=1, Fisher’s exact p=.001).

Because outpatient commitment
patients had to be scheduled for a
court appearance and the opportuni-
ty for the court appearance occurred
on only one specific day each week,
there was some concern that outpa-
tient commitment might artificially
extend the length of hospital stay.
However, length of stay was about the
same for both groups—a median of
53 days for the experimental group
and 51 days for the control group. 
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Psychosocial and other characteris-
tics of the two groups were also simi-
lar. The majority of participants in
both groups had a psychotic disorder;
56 patients (72 percent) in the exper-
imental group had a diagnosis of
schizophrenia, schizoaffective disor-
der, or other psychotic disorder, com-
pared with 50 (78 percent) in the con-
trol group. A significantly larger pro-
portion of participants in the experi-
mental group had a co-occurring sub-
stance use disorder—44 (56 percent)
versus 25 subjects (39 percent) (χ2=
4.24, df=1, Fisher’s exact p= .04). The
Global Assessment of Functioning
score for both groups at baseline was
43, placing these patients at a highly
symptomatic level. 

The MacArthur Perceived Coer-
cion Scale (17), adapted for use in this
study, indicated that the majority of
subjects in both groups reported a
high level of coercion—54 subjects
(72 percent) in the experimental
group and 38 (63 percent) in the con-
trol group. 

Baseline and follow-up interviews
The initial interview occurred as soon
as possible after consent was given.
The interview assessed subjects’ per-
ceptions of illness severity and sus-
ceptibility, the benefits of and barri-
ers to treatment, and cues to action

related to compliance. Also assessed
were current functioning and symp-
tomatology, quality of life, perceived
level of coercion, social supports, and
recent life experiences. Subjects were
asked to give their opinion about out-
patient commitment. 

Subjects were contacted in the
community, in hospitals, or at other
clinical facilities for follow-up inter-
views at one month, five months, and
11 months after the baseline inter-
views. These time periods were se-
lected to coincide with key points in
the outpatient commitment program:
initial linkage to community supervi-
sion, the conclusion of the first 180-
day order, and the conclusion of the
second outpatient commitment order
if one had been issued. The core
measures at all three follow-ups were
the same as those at baseline; some
additional questions about communi-
ty-based treatment and experiences
were included.

Discharge plans and use of services 
Treatment plans for patients in both
groups typically included case man-
agement services, psychiatric after-
care, and residential placement. Case
management services at discharge in-
cluded supported case management
for 69 patients (47 percent), intensive
case management for 42 (30 percent),

and assertive community treatment
for 31 (22 percent). Half of those in
the court-ordered group had a med-
ication order (N=39). The outpatient
commitment order was renewed at six
months for 51 subjects (65 percent).

Residential placement at discharge
varied considerably. Of the 142 pa-
tients in the sample, 54 (38 percent)
were discharged to independent liv-
ing, that is, alone or with family or
friends. Forty-seven subjects (33 per-
cent) were placed in structured hous-
ing programs, such as residences for
persons with co-occurring mental
health and substance use disorders.
Most of these initial placements were
intended to be temporary, with more
appropriate housing as a long-term
goal. Twenty-five persons (18 per-
cent) went to less structured or semi-
independent supported housing pro-
grams, and 16 (11 percent) went to
single-room-occupancy hotels.

The psychiatric aftercare arranged
for study participants ranged from
hospital-based day programs to indi-
vidualized treatment at an outpatient
clinic. The treatment plans for most
of the 142 participants (86, or 60 per-
cent) specified highly structured
types of treatment environments—
day treatment that required consis-
tent attendance or residential pro-
grams, such as those for persons with
co-occurring substance use disor-
ders—in which treatment is integrat-
ed in the daily routine of the resi-
dence. 

Results
Outcome data for both the experi-
mental and control groups were ob-
tained from official records. Data on
hospitalizations were from the New
York City Health and Hospitals Cor-
poration, and information about ar-
rests was from the New York State
Division of Criminal Justice Services.
Data were also obtained from a re-
view of the Bellevue Hospital charts
and from patients’ self-reports during
the follow-up interviews.

Rehospitalization
No statistically significant differences
were found between the experimen-
tal and control groups in psychiatric
hospitalization in acute facilities or
state hospitals. As Table 1 shows, the
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Psychiatric hospitalizations in the outpatient commitment group and the control
group during the follow-up period after discharge from Bellevue Hospital1

Outpatient com-
mitment group Control group Total
(N=78) (N=64) (N=142)

Variable N % N % N %

Acute hospitalization
At least one 40 51 27 42 67 47
Multiple2 22 28 8 13 30 21
Median number of days

hospitalized 43 69 51
State hospitalization

At least one 9 12 15 23 24 17 
Multiple 0 — 3 5 3 2
Median number of days 

hospitalized 79 61 70
Median number of days for

all hospitalizations 43 101 55

1 The follow-up period was 11 months for most subjects. Four subjects in the outpatient commit-
ment group and five in the control group had shorter follow-up periods, ranging from 8.6 months
to 10.7 months (mean=9.5 months).

2 Significant between-group difference, χ2=5.20, df=1, Fisher’s exact p=.025



proportion of subjects rehospitalized
in the 11-month follow-up period was
not significantly different between
the groups, nor was the number of
days subjects were hospitalized. The
median number of days hospitalized
during the period was 43 for the ex-
perimental group and 101 for the
control group. Although this differ-
ence is substantial, a standard non-
parametric statistical test of signifi-
cance (the Wilcoxon two-sample test)
showed that the two distributions
were not significantly different. If we
had recruited twice as many subjects
for the study, this difference in hospi-
tal days would have attained the .05
level of statistical significance. Thus,
although on inspection the difference
between the two groups looks like an
important finding, it does not meet
the conventional scientific standard
to rule out the possibility that it oc-
curred by chance. 

It could be argued that the funda-
mental question from a services
standpoint is demand for and use of
services—or, more bluntly, costs.
That is, from the perspective of a
mental health system, we want to
know whether it is less costly in terms
of hospitalizations to mount an “as-
sisted outpatient treatment” pro-
gram—the addition being the court
order—than simply to provide the
services. To answer that question, a
simple comparison of mean days re-
hospitalized ought to suffice. That
comparison should model the phe-
nomenon that a majority of cases
were not hospitalized. In our statisti-
cal approach, we modeled zero days
hospitalized binomially and the dura-
tion of hospitalization as a Weibull
distribution. Using that method, we
concluded that there was no statisti-
cally significant difference in the av-
erage rehospitalization times of the
two groups (18). 

The data presented in Table 2
point to a key finding of this re-
search. Although no differences be-
tween the experimental and control
groups were found on any major
outcome measure, significant differ-
ences were noted in the court-or-
dered group in the proportions of
subjects hospitalized in the 12
months before the index admission
and in the first 11 months in the

community under the commitment
order. As noted, the law requires
that persons eligible for outpatient
commitment have at least two invol-
untary hospitalizations in the previ-
ous 18 months. Eighty-four percent
of all study participants had at least
one hospitalization in the previous
year, and 35 percent had two or
more in that year. During the 11
months of participation in the out-
patient commitment program, 47

percent of all subjects were rehospi-
talized once, and 21 percent were
rehospitalized two or more times.
Both differences were found to be
statistically significant. Both the ex-
perimental and control subjects had
significantly fewer rehospitalizations
during the 11-month period in the
program. However, the number of
multiple rehospitalizations was sig-
nificantly reduced for the control
subjects only.
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Psychiatric hospitalizations in the outpatient commitment and control groups dur-
ing the 12 months before program entry and during the follow-up period1

Outpatient
commitment Control group Total
group (N=70) (N=60) (N=130)

Variable N % N % N %

Hospitalizations during the 12 
months before program entry

At least one2 61 87 48 80 109 84 
Multiple3 24 34 22 37 46 35

Hospitalizations during the 
follow-up period

At least one 36 51 25 42 61 47
Multiple 19 21 8 13 27 21

1 Because of missing data on previous hospitalizations, fewer subjects were included in this analysis.
2 Significant difference between any hospitalizations before program entry and any during the fol-

low-up period for the outpatient commitment group (χ2=20.98, df=1, Fisher’s exact p<.001), for
the control group (χ2=18.50, df=1, Fisher’s exact p<.001), and the total sample (χ2=39.15, df=1,
Fisher’s exact p<.001)

3 Significant difference between multiple hospitalization before program entry and during the fol-
low-up period for the control group (χ2=8.71, df=1, Fisher’s exact p=.003) and the total sample
(χ2=6.88, df=1, Fisher’s exact p=.009)

TTaabbllee  33

Arrests in the outpatient commitment group and the control group during the fol-
low-up period1

Outpatient
commitment Control group Total
group (N=78) (N=64) (N=142)

Variable N % N % N %

Arrests
At least one 14 18 10 16 24 17
Multiple 8 10 6 9 14 10
Total 28 36 24 38 52 37

Most serious charge 
Violence against a person 0 — 0 — 0 —
Property offense 6 43 6 60 12 50
Drug offense 6 43 3 30 9 38
Other 1 7 0 — 1 4
Minor 1 7 1 10 2 8

1 The follow-up period was 11 months for most subjects. Six subjects in the outpatient commitment
group and five in the control group had shorter follow-up periods, ranging from 8.1 months to 10.5
months (mean=9.3 months).



Arrests
Arrests during the follow-up period
are summarized in Table 3. No sub-
jects were arrested for a violent of-
fense, and relatively few were arrest-
ed overall—16 percent of the control
group and 18 percent of the experi-
mental group. No between-group dif-

ferences were found on indicators for
any arrest, multiple arrests, number
of arrests, or most serious charge.

Quality of life and 
symptom reduction
Tables 4 and 5 present results on oth-
er outcome measures. As Table 4

shows, differences between the ex-
perimental and control groups were
not significant on any quality-of-life
or symptomatology outcome meas-
ures. Also, both groups changed very
little on these outcome measures
from baseline through the follow-up
period. Table 5 summarizes data on
other outcome measures. One impor-
tant and desired outcome of the out-
patient commitment program was
successful engagement in services.
Such engagement, it was hoped,
would lead to more favorable out-
comes in the community. For all par-
ticipants, we measured self-reports of
compliance, conducted interviews
with community providers of treat-
ment, and compiled a measure of
treatment discontinuation. The pro-
portion of persons in both groups who
discontinued treatment was similar—
27 percent for the experimental group
and 26 percent for the control group. 

Treatment discontinuation varied
by the type of residential placement.
Subjects in programs for persons
with co-occurring substance use dis-
orders were twice as likely as other
subjects to discontinue treatment
(χ2=6.31, df=1, Fisher’s exact p=
.018). Those engaged in treatment
with an assertive community treat-
ment team had the lowest dropout
rate—9.7 percent. The dropout rate
was significantly lower than the rates
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Other outcome measures for the outpatient commitment group and the control
group

Outpatient com-
mitment group Control group Total

Variable N % N % N %

Problems with or side effects of 
medication

No problems 23 41 15 36 38 39
Few problems 23 41 20 48 43 44
Quite a few problems 5 9 5 12 10 10
A lot of problems 5 9 2 5 7 7

Level of perceived coercion1

High regarding rehospital-
ization2 11 55 8 67 19 67

High regarding medication 28 56 17 53 45 55
High regarding treatment 27 51 17 46 44 49

Self-reported treatment 
noncompliance3 7 13 6 15 13 14

Homelessness4 12 18 12 25 24 21

1 Measured with the MacArthur Perceived Coercion Scale, adapted for use in this study. Possible
scores on the subscales range from 0 to 5, with higher scores indicating  a high level of perceived
coercion. The cutoff score used to indicate a high level of perceived coercion was 3.

2 The percentage reflects the proportion of the hospitalized group. 
3 These subjects reported not attending treatment when they thought they should.
4 These subjects reported homelessness during one or more of their follow-up interviews.

TTaabbllee  44

Quality-of-life and symptomatology measures for the outpatient commitment group and the control group1

Outpatient commitment group Control group Total

Mean N of Mean N of Mean N of 
Variable score subjects score subjects score subjects

Quality of life2

Objective daily activities 3.9 55 3.9 41 3.9 96
Subjective living situation 4.8 49 4.6 32 4.7 81
Subjective daily activities 4.7 55 4.8 41 4.7 96
Subjective quality of life overall 4.4 50 5.0 35 4.7 85

Symptomatology
Global Assessment of Functioning3 44 58 47 40 45 98
Positive and Negative Syndrome Scale4

Positive 16 44 15 41 16 99
Negative 17 56 16 39 16 95
General psychopathology 27 57 28 40 29 97

1 Scores are from the five-month follow-up when possible and from the 11-month follow-up when the subject missed the five-month follow-up.
2 Measured with the Lehman Brief Quality of Life Interview. Possible scores on the objective daily activities scale range from 0 to 6, with higher scores

indicating more participation. Possible scores on the three other scales range from 1 to 7, with higher scores indicating more positive status. 
3 Possible scores range from 1 to 90, with higher scores indicating higher functioning.
4 Possible scores on the positive and negative scales range from 7 to 49. Possible scores on the general  scale range from 16 to 112. Higher scores on all

scales indicate more severe symptoms. 



for other treatment groups (χ2=5.14,
df=1, Fisher’s exact p=.034). Resi-
dential placement and treatment
type had no association with other
outcome measures, such as rehospi-
talization and arrest.

Other factors, including diagnosis,
existence of a medication order, case
management type, and services, were
examined to probe further for differ-
ences between the experimental and
control groups on the outcome meas-
ures, but remarkably few differences
were found. The primary difference
was between those with a diagnosis of
substance abuse or dependence and
those without. A significantly higher
proportion of subjects with a sub-
stance use disorder were rehospital-
ized: 40 with a substance use disorder
(58 percent) were rehospitalized
compared with 27 with no substance
use disorder (37 percent) (χ2=6.27,
df=1, Fisher’s exact p=.018). The dif-
ference in rehospitalization rates was
significant whether or not subjects
had a co-occurring diagnosis of psy-
chosis. A logistic regression entering
the main effects for the diagnosis
variable and group membership (ex-
perimental or control) confirmed a
significant interaction between sub-
stance abuse or dependence and
group membership in the explanation
of rehospitalization rates. 

In summary, the court-ordered
group and the control group were re-
markably similar on most outcome
measures over the follow-up period.
These findings may be due to the
overrepresentation in the court-or-
dered group of persons with a diagno-
sis of substance abuse or dependence,
which was significantly correlated
with a higher rate of rehospitalization.
However, that conclusion is not clear
from these data. 

Discussion and conclusions
A number of contextual factors con-
strain the conclusions that can be
drawn from these data. First, the pilot
outpatient commitment program at
Bellevue Hospital was in its start-up
and early phases, and many aspects of
the program were in flux during data
collection. It is possible that results
would have been different for a ma-
ture program. 

One major missing ingredient was

the anticipated special enforcement
mechanism, specifically under sec-
tion 9.61, through which the New
York City Police Department could
have been called for pick-up orders
for noncompliance. Because of the
Police Department’s misgivings, such
a mechanism did not materialize until
after the study was completed. Dur-
ing the pilot program, emergency
mental health services for both study
groups were available under existing
civil Mental Hygiene codes. Specifi-
cally, under existing regulations, mo-
bile crisis staff, assertive community
treatment teams, and similar pro-
grams were able to call 911 to sum-

mon police when emergency trans-
port was necessary. Even though the
enforcement mechanism was not in
place, service providers sometimes
warned court-ordered participants
that their noncompliance would re-
sult in return to Bellevue Hospital;
the implication was that it was espe-
cially easy to rehospitalize patients
because of the special court order un-
der section 9.61. 

Another limitation of our study was
the modest size of our sample—142
subjects. Although the sample was
large enough to allow valid compari-
son of the two groups on all major
outcome variables, it was too small to
address the subtler questions requir-
ing subgroup analyses.

On all major outcome measures, no

statistically significant differences
were found between the court-or-
dered group and the control group.
Neither group had a single arrest for
a violent crime. A modest proportion
of both groups—18 percent and 16
percent, respectively—were arrested
at least once. The percentage of both
groups rehospitalized over the 11-
month follow-up period was about
the same, 51 percent and 42 percent,
respectively. The total number of
days hospitalized during the follow-
up period did not differ significantly
between the two groups. From the
subjects’ perspective at all three fol-
low-ups, their quality of life and the
level of coercion they perceived were
about the same. No evidence was
found that the outpatient commit-
ment order increased perceived coer-
cion. From the community service
providers’ perspective, the two
groups were similarly compliant with
their treatment plans. 

Notably, in both the experimental
and the control groups, a significantly
smaller proportion of subjects were
hospitalized in the 11 months after
program enrollment than in the year
before the index admission. This find-
ing suggests that the package of en-
hanced services and vigilant coordina-
tion after discharge yielded real bene-
fits. Clinicians and administrators in
the outpatient commitment program
strongly believe that the court order
was crucial for ensuring compliance
and reducing negative consequences
for a small group of subjects, perhaps 5
to 10 percent. The limited sample size
in our study did not permit us to test
this belief or to describe the character-
istics of this putative group.

Still, it is clear that under the aus-
pices of the pilot outpatient commit-
ment program, the Bellevue coordi-
nating team played a powerful role in
marshaling resources and coopera-
tion among providers of mental
health services, substance abuse
treatment, housing, and social servic-
es for the court-ordered participants.
Community providers who had been
quite reluctant at the beginning of the
program proved to be faithful collab-
orators throughout. In effect, the pi-
lot program “committed the system”
as much or more than it did any indi-
vidual program participants.
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Finally, it is important to recognize
that all the results included in this re-
port must be understood to apply to a
select group of persons. The sample
consisted of persons with two involun-
tary hospitalizations in the 18 months
before the index admission to Bellevue
Hospital and a history of noncompli-
ance with treatment associated with
decompensation in the community
who agreed to participate in outpatient
commitment as a condition of dis-
charge from the hospital. From the
outset of the pilot program, it was ex-
plicitly recognized by program admin-
istrators that people with a history of
violence who were considered at high
risk of future violence would not be in-
cluded. Thus the results of this study
may not be generalizable to other out-
patient commitment programs that in-
clude such people. ♦
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FFiirrsstt--PPeerrssoonn  AAccccoouunnttss  aanndd  FFrroonnttlliinnee  RReeppoorrttss  IInnvviitteedd

Patients, former patients, family members, and mental health professionals are invit-
ed to submit first-person accounts of experiences with mental illness and treatment for
the Personal Accounts column. Maximum length is 1,600 words. 

Material to be considered for Personal Accounts should be sent to the column edi-
tor, Jeffrey L. Geller, M.D., M.P.H., at the Department of Psychiatry, University of
Massachusetts Medical School, 55 Lake Avenue North, Worcester, Massachusetts
01655. Authors may publish under a pseudonym if they wish.

Program administrators and staff are invited to submit contributions for Frontline
Reports, a column featuring short descriptions of novel approaches to mental health
problems or creative applications of established concepts in different settings. Mate-
rial submitted for the column should be between 350 and 750 words.

A maximum of three authors can be listed; one author is preferred. References, ta-
bles, and figures are not used. Any statements about program effectiveness must be
accompanied by supporting data within the text.

Material to be considered for Frontline Reports should be sent to the column edi-
tor, Francine Cournos, M.D., at the New York State Psychiatric Institute, 1051 River-
side Drive, Unit 112, New York, New York 10032. 


