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Involuntary Outpatient Commitment Recap

A legal mechanism compelling a person determined to be experiencing a “severe mental illness” to accept 

treatment while living in the community, with the threat of hospitalisation as the primary enforcement 
tool. Active AOT legislation in 48 U.S. states and 75+ jurisdictions worldwide.

U.S. Terminology

• Assisted Outpatient Treatment (AOT)
• Involuntary Outpatient Commitment (IOC)

• Court-ordered; judge signs the order
• Kendra's Law (NY) is the most-

studied program
• In a few states, involuntary inpatient 

& outpatient orders are combined – 
same order used for combination of 
inpatient and outpatient

International Terms

• Community Treatment Orders (CTOs)
• Compulsory Community Treatment (CCT)
• Mandated Outpatient Treatment (MOT)

• Usually clinician-initiated (UK, Aus, 
NZ)

• Often involves tribunals (= 
specialized, independent quasi-
judicial bodies designed to review 
the detention of individuals 
involuntarily hospitalized for mental 
health treatment)



Evidence Base Used in this Presentation

~150
Sources

3
RCTs

3
Cochrane

reviews

12+
Countries

represented

U.S. evidence concentrated in:

North Carolina RCT (late 1990s data)

New York Kendra's Law studies (1999–2011)
Ohio (Mark Munetz/ NEOMED group)
ASPE multi-site evaluation (2024, pre-post design)

N.B. Valasek et al identified 21 peer-reviewed U.S. articles 
published between 2009–2022; 84 papers reviewed for this 
presentation

International evidence concentrated in:

Australia & NZ (large administrative data studies)

UK (OCTET RCT + qualitative studies)
Norway, Sweden, Netherlands (legal reform studies)
Nearly absent from low/middle-income countries

Large within-country variation unexplained by demographics
70 articles reviewed for this presentation



Part 1: Effectiveness

“does compulsory community treatment work?”



The Randomised Trial Evidence: Consistently 
Null

NYC/Bellevue (Steadman 2001)

n=142

No significant differences on ANY 
outcome. Both groups received 
enhanced services.

North Carolina (Swartz 1999)

n=331

No differences in direct  
comparisons. Post-hoc benefits 
only for orders >180 days + 
intensive services (length not 
randomized)

OCTET / England (Burns 2013)

n=336

No differences in any primary 
outcome or pre-planned sub group 
analysis

2017 Cochrane Review conclusion (3 RCTs): No significant difference in any primary outcome expect low 
level evidence for reduced victimization. Number needed to treat to prevent 1 readmission = 142.



The Observational Evidence: A Different 
Picture

Pre-post and uncontrolled studies generally show positive results on variables measured (hospitalization rates & 
days; adherence; violence)

Kendra's Law (NY): 25% reduction in hospitalisation. NZ national data (n=14,726): Reduced admissions during CTO periods. ASPE  multi-site 

(2024): Improved adherence (+25.9%), reduced violence (-19%), reduced suicidal ideation (-24.7%). Canadian, Swiss, and Israeli studies also 
report reductions in hospitalisation.

But controlled comparisons show no effect

The Barnett et al. (2018) meta-analysis makes this clear: pre-post comparisons showed large positive effects,  controlled comparisons 

showed none. This pattern holds across both U.S. and international literature

Why the difference? Primary explanations in the literature

Regression to the mean

People are placed on CTOs/AOT during crises (and periods of 

instability leading up to crisis). After a crisis, most people 
improve regardless of treatment. Comparing before vs. after a 
crisis will almost always show improvement — this is not a 

treatment effect.

Coercion–services - accountability confound

AOT/CTO recipients receive enhanced services (more contacts, 

prioritized resources, provider side mandates & 
accountability). In the one RCT where BOTH groups received 
enhanced services (NYC), no differences emerged. Benefits 

may come from the services, not the legal mandate.



Additional Explanations

Administrative Measure Validity Concerns
• Harms are rarely measured, leading to similarity with matched services without the ability to identify 

potential negative effects of IOC/AOT in areas such as financial disempowerment; “institutionalization” in 
IMDs, group homes & supervised residential programs; medication side effects and iatrogenic conditions 
such as Parkinsonism, obesity and diabetes, cognitive decline; social defeat

• Some outcomes are a direct result of heightened coercion / confounded with the intervention itself (e.g. 
medication adherence while on an IOC order – but does this matter if it doesn’t lead to significant 
reduction in distressing symptoms?)

Self-Report Validity & Reliability Concerns
• Self report under conditions of coercion is always suspect – individuals facing consequences if they speak 

out, appear “non-adherent” etc likely to conceal concerns + behavior
• Clinician reported outcomes also suspect – IOC/AOT clinicians who are also judged / held accountable for 

outcomes likely to mis-report



More on Methods Limitations: What We Can and 
Can’t Conclude

The RCTs are limited

Only 3 – all older; inherent limitations of recruitment, ethics and capacity to consent in the context of AOT

Observational studies can't establish causation

Pre-post designs show improvement due to regression to the mean; matched comparisons depend on very limited variables -- neither can 

truly isolate the court order's effect 

In general, administrative data misses what arguably matters most (well-being, community integration)

Most large studies rely almost wholly on routinely collected administrative and/or clinical data: hospitalizations; bed-days; arrests; offending

Follow-up is too short

Most studies follow patients for 12 months;  claims of benefit after 2+ years (e.g. Duke RCT; Kisely 2021) rest on observational data subject 

to survivorship bias — patients still on CTOs after 2 years are those who didn't drop out, die, or get discharged



The Duration Question: Does Longer 
Compulsion Work Better?

The claim: Some studies suggest CTOs/AOT work if maintained long enough. The Duke (North Carolina) RCT 
found benefits only for orders sustained >180 days + intensive services. Kisely et al. (2021) meta-analysis found 
some evidence of benefit after 2+ years

Limitations of the duration hypothesis

• Survivorship bias: patients still on CTOs at 2+ years are a selected group — those who died, were 
discharged, or disengaged are excluded

• Confounding by compliance: patients who accept long-term orders may be fundamentally different from 
those who don’t (esp in countries in which escape from an AOT order only requires crossing a state or 
county line)

• Confounds compounded by use of very limited admin/clinical outcomes -- & failure to measure 
social defeat

• Cossu et al. (2024) systematic review found adherence generally DOES NOT persist after CTOs end —calls 
into question whether compulsion produces lasting change in the way advocates desire it to

• No study has compared the effect of long-duration CTOs to long-duration enhanced voluntary services







Alternatives To AOT: A Major Gap in our 
Understanding of Non-Coercive Approaches?

Maylea et al. (2025) searched specifically for successful CTO reduction programmes and found none with even a 
moderate evidence base: research on alternatives to outpatient compulsion tiny in comparison to the body of 
research on IOC

What has been studied (briefly):

ACT without formal coercion
Stuen et al. (2018) found Norwegian ACT providers valued the model for building rapport but saw 'few alternatives to CTOs as long-term 

measures.’ ; ACT model often used in IOC/AOT, but no study has rigorously compared randomization to ACT -with-CTO vs ACT-without-CTO.

Supported decision-making
Brophy et al. (2019): SDM 'may contribute to reducing CTO use' but requires system-wide transformation; Wergeland et al. (2022) reports 

on Norway's capacity-based legislation documented major challenges in implementation.

Advance directives / joint crisis plans
De Waardt et al. (2025): Dutch stakeholders emphasised advance dialogues and joint crisis plans as essential preconditions fo r any 

compulsory treatment but there is no associated empirical evaluation

Enhanced voluntary services
Starkd et al (2020) and other CA evaluations document high rates of voluntary service agreement instead of IOC; nuy in the US, almost no 

dedicated research on enhanced voluntary plans as diversion 



Part 2: Racial, Ethnic and
Cultural & Linguistic Minority 

Disparities

disproportionate coercion without disproportionate benefit



The Numbers: Disproportionate Application 
Across Jurisdictions

11x
Black vs White

CTO rates
(England)

Kisely 2024

3x
Māori vs Caucasian

CTO rates
(New Zealand)

Lees et al. 2023

40-66%
Higher odds

for CALD groups
(Australia)

Kisely et al. 2021 (meta-analysis)

2.8x
Interpreter users'

odds of CTO
(Queensland)

Moss et al. 2019

NO study finds that overrepresented groups derive additional or greater benefit from IOC

Ahmad et al. (2025) scoping review: 43 studies included; only 9 directly focused on race/ethnicity & IOC (2001-2023; global 
review). Results were mixed and varied by design, population and jurisdiction – many with multiple limitations and a narrow 
conceptualization of ethnoracial disparitites/inequality
--Most of this research comes from Australia and New Zealand, focused on Mairi & Aboriginal communities
--Comparatively, US literature is markedly smaller and less developed



Primary Framing of Racial Disparities in the IOC 
Literature

U.S.: "Upstream" Framing

Swanson et al. (2009): Within the target eligible 

population (people with multiple involuntary 
hospitalisations), Black and White AOT rates are similar. 
The disparity is 'upstream' — in who enters the 

involuntary system

Galon (2012): No in-program racial bias in OPC 

application

International: Population-Level Documentation

Multiple studies show CALD/Indigenous populations face 

higher CTO rates even after controlling for clinical 
variables:
- Kisely & Xiao 2018: Gradient by country of birth

- Kisely et al. 2019: Indigenous +45%, CALD +54%
- Moss et al. 2019: Interpreter use +176%
- Lees et al. 2023: Māori 3x+ rates, NOT explained by 

demographics

Neither approach adopts a deeper structural approach – examining how race, poverty, housing, policing, and service access interact to 

produce disproportionate coercion spanning pathways into & through IOC/ AOT 





“In models predicting elevated depressive 
symptoms, holding greater implicit anti-Black 
bias in tandem with reporting lower racial 
discrimination was associated with the highest 
risk. ”





“African American race, homelessness, and a 
history of trauma were [each] significantly 
associated with forced medication 
administration during inpatient hospitalization 
[controlling for other demographic 
characteristics]”



Focus: Indigenous Perspectives — Māori in 
Aotearoa New Zealand

The data (Beaglehole et al. 2024, Lees et al. 2023)

34% of CTO recipients were Māori (vs 17% of population). Māori are younger, spend longer under compulsion, more likely to hav e psychotic 

disorder diagnosis. 22% of Māori CTO recipients were under 18 (vs 12% non-Māori). Non-Māori received MORE depot antipsychotic 
medication on CTOs than Māori — raising questions about treatment equity. Mortality rate ratio during CTOs: 1.71 for Māori (vs 1 .16 for 
non-Māori).

The voices (Kirikiri et al. 2024 — led by a Māori researcher)

Five themes: CTOs as restrictive and stigmatising; poor information about CTO structures; CTOs as mechanism to circumvent con sent; CTOs 

as mandating support; CTO status as unimportant. Participants described interpersonal and structural racism, lack of Māori me ntal health 
workers, and a system that did not prioritise culturally appropriate care. Novel finding: CTOs used to BYPASS informed consen t 
requirements.

The obligation

Te Tiriti O Waitangi principles require equity of health outcomes for Māori, active protection, and Māori self-determination in health service 

design. Authors call for Kaupapa Māori health services offering alternative treatment options.



Racial Inequity in IOC/AOT
Excess force against Black Americans is likely at every stage of the service system pipeline

1
Social Determinants
Segregation, poverty, policing intensity

2
Crisis Pathway & ED
Emergency eval, MOO & restraint disparities

3
Diagnostic Bias
Racialized schizophrenia diagnosis

4
Hospitalization Cycling
Cumulative coercion each admission

5
Referral Discretion
Violence risk perception, implicit bias

6
Court Order
Authorizes future law enforcement force

7
Enforcement & Experience
Monitoring, pick-up orders, rehospitalization

I O C /AO T

Structural pipeline (1–4) AOT system (5–7)

Bias or disproportionality documented directly or via known 
mechanism

Key Distinctions
Referral racial bias in IOC/AOT: is there discrimination at the referral decision? The literature finds 
inconclusive evidence (Swanson 2009 vs. Galon 2012).

Racial inequity (re)produced through AOT: does AOT, operating downstream of racially structured 
systems, concentrate coercive authority on a population that is disproportionately Black and 
Brown as a result of and further reinforcing those prior inequities and their ongoing sociostructural 
underpinnings?

And is excess force applied at every stage? Evidence consistently suggests yes, providing 
mechanisms at all key junctures

Emergency evaluation

Black race associated with physical and chemical 
restraint — controlling for clinical presentation.

Eswaran et al 2023; Smith et al 2022; Schnitzer et al 2020; 

Thomas et al 2020 

Commitment enforcement

Law enforcement kill Black Americans with 
perceived mental illness at significantly greater 
rates. IOC court orders authorize police transport 
for non-adherence.
Shadravan et al 2021; Saleh et al 2018; Watson & El-

Sabahi 2023; Thomas et al 2021

Why those impacted may not explicitly identify this as racism
Force is administered by personnel following institutional protocols & often experienced as standard 
procedure not racial targeting. Standard clinical framing tends to render excess force (MOO, restraints, police 
removals) invisible as racial force, even as it is applied disproportionately. Oppressive conditions tend to be 
internalized (documented across the Globe & central to many theories of collective consciousness raising). 
This is precisely how structural racism functions.

Studies that 'control for' diagnosis, hospitalization history, and clinical severity are controlling for the very pathways through 
which structural racism — including racially disparate force — operates.

38%  Black in NY AOT (vs. 17.6% pop.)     2  articles on race, 

2009–2022



Summary and Recap: U.S. Racial Equity - 
What We Do & Don't Know

The U.S. literature's engagement with race is limited and largely defensive

No study examines whether AOT — as actually practised across diverse jurisdictions — disproportionately subjects Black, 
Latinx, and Indigenous individuals to state coercion, including disparate determinations of “non-compliance” during an IOC 
order, disparate police involvement & use of force in police “removals”, commitment & medication-over-objection while on 
IOC

• Swanson 2009 is the only detailed U.S. analysis of racial composition — from a single programme (Kendra's Law)
• Galon 2012 examined one site (n=154) — too small to detect meaningful differences
• Gonzales 2015 found no measurable differences between those referred to AOT and those NOT referred — suggesting at 

least some degree of arbitrariness in selection (and a set-up for racial bias to play out)
• Wahbi 2022 provides one of the only US –based structural/abolitionist analysis — but theoretical work, not empirical
• No U.S. study examines differential health outcomes by race under AOT; how AOT intersects with policing, housing, and 

poverty; experiences of Black, Latinx, Indigenous, or immigrant AOT recipients; whether AOT deterrs voluntary help-
seeking differentially by race

• Higher perceived coercion among African Americans under OPC (Swartz 2002) has never been followed up with in-depth 
qualitative or mixed methods work necessary to tease out underlying mechanisms and effects

T
h

is “d
o

n
’t k

n
o

w
’ / h

a
ve

n
’t in

ve
stiga

te
d

 it” is stru
ctu

ra
l 

racism
 to

o



Part 3: Harms

single most prominent and systemic blind spot in the evidence base



Harms: What's Measured, What's Not
"Any possible harms were under-researched, particularly in quantitative designs" — Kisely et al. 2024; Umbrella 

Review

Mortality
Beaglehole 2023: 29% higher mortality during CTO periods (rate ratio 1.29). Accidents/assaults: 73% higher (RR 1.73). Māori m ortality on 

CTOs: 1.71 HIGHER. No comparable U.S. studies. Morandi 2024: 13% of Swiss CTO patients died during the study period (but no c ontrol 
group).

Perceived coercion (measured but not foregrounded)

Consistently increased by CTOs/AOT (Swartz 2002, Elbogen 2003). Munetz 2014: IOC/AOT participants perceive significantly MORE  coercion 

than AOT recipients and more hopelessness after (Munetz) - but literature often treats coercion as a trade-off, not a harm in its own right

Experiential harms (qualitative only)

Khalil 2025: CTOs described as punitive, potentially contributing to trauma. Kirikiri 2024: CTOs used to bypass consent. Brop hy 2019: 

Medication side effects a primary source of distress. Macgregor 2022: Tribunal participation experienced as tokenistic

What is virtually unmeasured
Metabolic/physical health effects of compulsory medication & iatrogenic health conditions; damage to future help-seeking & self-

determination; social exclusion, stigma & social defeat; “institutionalization” and long-term identity impacts; cumulative burden of repeated 
orders over a lifetime



Unmeasured Structural Harms

Further coupling of dangerousness, risk & ‘serious mental illness’ (administrators, legal 
system, general public)

Force/coercion communicated as primary strategies of “treatment,” branded as compassion 

Workforce de-skilling (someone doesn’t ‘comply’ – threaten or force them as the solution)

Civil rights deprivation as justification for provider-side accountability (and this gets 
normalized)

Monetary & social/political disinvestment in true social integration / recovery oriented / 
trauma informed continuum of support & care 



Part 4: Direct Experience
and Participatory Research

whose perspectives shape the existing evidence base?



The Qualitative Evidence Gap

"Who's talking about us without us?" — Brosnan (2018), survivor researcher

U.S.: Near-total absence

Only 1 substantial qualitative study with AOT recipients (Yanos 

2019, small NYC sample). Player 2015 captures attorney 
perspectives, not client voices. Coercion studies (Swartz 2002, 
Elbogen 2003) use standardised instruments that measure 

perceptions but cannot capture meaning, context or 
internalized low expectations/adaptive 
processes/internalization. Corring 2017 systematic review: 22 

qualitative studies,  mostly from UK/Australia/NZ — NOT the 
U.S.

International: Richer but still limited

~20+ qualitative studies across UK, Australia, NZ, Canada, 

Norway, Netherlands. Multi-perspective studies include 
patients, carers, clinicians. But: most involve small samples. 
None use longitudinal qualitative methods. Meaningful service 

user/survivor involvement in research design is the rare 
exception, not the rule.

What direct recipients consistently say (across ALL jurisdictions)

Ambivalence: compulsion may have helped during crises BUT experienced as coercive. Prefer community compulsion to hospitalisa tion, but 

both are coercive. Medication is the perceived primary purpose; side effects are a major source of distress. Trust is central  — and often 
damaged by clinician's dual role as therapist/enforcer. Third-person effect: CTO patients more optimistic about CTOs helping OTHERS than 
themselves (Nakhost 2019).



Lived Exp Involvement in Research: Rhetoric vs 
Reality

What's missing

The entire foundational evidence base — 5 RCTs, 3 Cochrane reviews, Kendra's Law evaluation, ASPE report, all major meta-analyses — was 

produced without documented consumer involvement in research design, conduct, or interpretation. Outcome measures reflect 
PROFESSIONAL priorities (readmissions, bed-days, arrests) not what CONSUMERS say matters (dignity, autonomy, trust, side effects, 
housing, social inclusion).

Exceptions in the international literature

Brophy et al. (2018, 2019): Consumer researchers on team

Maylea et al. (2025): Consumer academics as co-authors
Kirikiri et al. (2024): Māori researcher leading Māori-focused 
study using Kaupapa Māori principles

Brosnan (2018): Survivor researcher perspective / critical 
commentary
Brophy (2013): Articulation of emancipatory social work values 

guiding IOC/AOT research

Virtually absent in U.S. literature

No U.S. AOT study reports lived exp co-design or co-

production of research
No survivor-led research on AOT in the U.S.
The ASPE evaluation was designed by RTI International, PRA, 

and Duke — no lived exp representation documented (or even 
noted as a limitation)
This matters: a genuinely co-produced research agenda would 

likely ask very different questions and measure very different 
outcomes

A research field about coercion that does not meaningfully include the voices of those coerced has fundamental bias and 
legitimacy problems



Part 5: Legal Oversight
and Reform

safeguard or rubber stamp?



Legal Oversight: Consistent Cross-
Jurisdictional Concerns

99% of Swedish court decisions agreed with treating psychiatrists — courts failed to meet standards 
of procedural fairness (Zetterberg 2014)

12%
of Scottish CTO applications met the minimum standard for documenting the key legal criterion 
(SIDMA) (Martin 2021)

20% of Victorian tribunal hearings resulted in shorter orders — linked to patient/support person 
attendance (Taylor-Sands 2021)

U.S. parallel: Player (2015) found defense attorneys face significant barriers in AOT hearings; judges defer heavily to clinical 
testimony — 'more rubber stamp than genuine adjudication'

Legislative reform consistently disappoints

Queensland's CRPD-influenced legislation INCREASED CTO rates (Gill 2020); Victoria's 2014 Act reduced CTOs but increased inpatient 

conversions (Vine 2019).



Unexplained Regional Variation: Supply-Side 
Drivers

The pattern
NZ: Nearly 4-fold variation across DHBs (53–184 per 100,000) NOT explained by demographics (Lees 2023). Australia: 66–113 per 100,000 

across states (Kisely 2024). England: CTO use varies 1.1%–20.2% of patients across trusts (Lei 2019). U.S.: 48 states authorise AOT but many 
rarely use it; NY's programme is exceptionally well-resourced and even then huge variation across counties (from ultra-minimal use to 
extensive implementation).  Involuntary inpatient use also hugely variable across US (Lee & Cohen 2021).

What this tells us

Variation driven by clinical cultures, local resources, and practitioner preferences — NOT patient need / justification. Nyttingnes et al. 

(2023): Norwegian areas with LOWER involuntary care levels showed NO worse patient outcomes. Stuen et al. (2018): Norwegian A CT 
teams varied from 6% to 52% of patients on CTOs — reflecting team culture, not patient characteristics

Implication

If areas with lower compulsion do not show worse outcomes, then higher-use areas may be subjecting patients to unnecessary harm 

Understanding what enables some services to function with lower coercion — and supporting others to learn from them — may be the 
most productive path forward



What the Combined Evidence Tells Us

Controlled evidence does not support effectiveness on standard outcomes — across all jurisdictions and legal frameworks

Marginalised populations are disproportionately subject to orders without additional benefit — consistent with structural 
discrimination

Harms are systematically under-measured, creating a fundamental imbalance in the evidence base

Consumer experiences are remarkably consistent across countries: ambivalence, coercion, narrow medication compliance 
focus, damaged trust

Legal oversight frequently fails to provide genuine protection — courts and tribunals defer to clinicians

IOC/AOT rates are high, rising in many countries, and seemingly driven more by clinical culture than patient need

Alternatives to compulsory treatment remain unevaluated — including ACT without formal coercion

Duration claims rest on observational data with survivorship bias, and adherence does not persist post-CTO



What We Still Don't Know

• Does compulsory community treatment CAUSE mortality — or merely correlate with greater severity?
• What specific mechanisms drive any observed outcomes — legal leverage, service intensity, compulsory 

medication adherence, clinical monitoring, social defeat / institutionalized apathy/compliance?
• Do harms outweigh benefits when BOTH are comprehensively measured?
• Why do some clinicians and services rely heavily on compulsion while others do not?
• What would happen to patients currently on CTOs/AOT if systematically offered enhanced voluntary services that 

were truly “high quality” (person centered trauma informed) instead?
• And what if we prevented harm upstream through services that from first point of contact ensured 

authentically humanizing, trauma informed, non-coercive support?
• Should the consistent null RCT findings be dismissed as readily as they have been in the US?
• How does compulsory treatment interact with race, poverty, housing, policing, and service access?
• How do people subject to long-term / repeat IOC experience its effects on identity, relationships, and recovery 

over time?
• Can ACT, intensive community supports, supported decision-making, or peer-led services such as INSET achieve 

equivalent or better outcomes without the legal mandate?



Research Priorities Going Forward
Measure harm with equal rigor
Prospective studies with validated instruments — mortality, trauma, metabolic effects, social exclusion, help-seeking deterrence.  Hofstad 

(2023) Norwegian protocol provides a potential template for one valuable approach (= “By using the natural variation in healt h providers' 
preference for compulsory care as a source of quasi‐randomization we will estimate causal effects of compulsory care on short ‐ and long‐term 
trajectories.”

Center lived experience

Co-produced research designs, survivor-led studies, outcome measures reflecting what matters to people under orders; especially needed 

in the U.S., which has almost no qualitative data

Address the coercion–services--provider accountability confound

Natural experiments, instrumental variable approaches (Hofstad 2023), stepped-wedge designs exploiting policy variation. Compare ACT-

with-IOC to ACT-without-IOC

Examine structural inequity

Intersectional analyses of how race, poverty, housing, and policing produce disproportionate reliance on compulsion; move bey ond 

'upstream' framing to examine AOT/CTOs as mechanisms operating within (and reinforcing) systems of inequality

Evaluate alternatives with equal investment

Supported decision-making, advance directives, peer-led outreach and support services, enhanced voluntary community care — tested with 

the same rigour (and financial resources) applied to compulsory approaches



Closing (rhetorical?) question: Should the 
burden of proof should rest with

those who advocate for maintaining

compulsory community treatment rather 
than those who question its use?

current evidence does not demonstrate that the benefits of compulsory
community treatment outweigh its harms and liberty costs
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