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Objective: This article explores the link
between violence and the practice of le-
gally mandating treatment in the com-
munity or leveraging benefits from the so-
cial welfare system, such as subsidized
housing and disability income support, to
ensure adherence to treatment.

Method: Data are presented from a sur-
vey of 1,011 persons with psychiatric dis-
orders receiving treatment in public men-
tal health service systems in five U.S.
cities. Multinomial logit analysis was used
to examine the association between phys-
ically assaultive behavior and experience
of social welfare leverage, legal leverage,
or both types of leverage, with the analy-
ses controlling for demographic and clini-
cal characteristics.

Results: Across study sites, 18% to 21% of
participants reported having committed
violent acts in the past 6 months; 3% to
9% reported having used or made threats
with a lethal weapon, committed sexual

assault, or caused injury. About three-
quarters of subjects who reported such
serious violence also reported having ex-
perienced some form of leveraged treat-
ment, compared with about one-half of
subjects who did not report serious vio-
lence. Demographic and clinical factors
that were independently associated with
the likelihood of experiencing both types
of leverage included younger age, male
gender, poorer clinical functioning, more
years in treatment, more frequent hospi-
talizations, higher frequency of outpa-
tient visits, and negative attitudes toward
medication adherence. Among partici-
pants who did not voluntarily take psy-
chotropic medication, even minor as-
saultiveness was associated with having
experienced legal leverage.

Conclusions: A combination of concerns
about safety and treatment nonadher-
ence may influence decisions by clini-
cians and judges to apply legal leverage.

(Am J Psychiatry 2006; 163:1404–1411)

Over the past two decades, the debate over involun-
tary psychiatric intervention has followed the path of dein-
stitutionalization into the realm of community-based
treatment. In that context, arguments about coercion and
violence have become intertwined. On the one hand, the
“dangerousness” criterion for inpatient civil commit-
ment—rooted in the police powers of the state—has meta-
morphosed into a rationale for preventive outpatient com-
mitment, which is justified as a means of preventing future
dangerousness (2). On the other hand, the putative ab-
sence of risk of violence in the large majority of persons
with serious mental illness has been used to combat
stigma, justify less restrictive alternatives to hospitaliza-
tion, and promote independent community living for peo-
ple with psychiatric disabilities (3, 4).

Most of the controversy over involuntary treatment in
the community has focused on outpatient commitment,
where the issue of violence appears in several roles. Attitu-
dinal surveys reliably document the popular belief that
mental illness causes violence (5) and the strong correla-
tion of this belief with the public’s endorsement of policies
that restrict the liberties of, or allow coercion of, persons

with mental disorders (6, 7). Drawing on this well of public
opinion, political advocates of outpatient commitment in
recent years have capitalized on publicity generated by
sensational acts of violence committed by people with
mental disorders, explicitly promoting involuntary outpa-
tient treatment as a measure that is necessary to ensure
public safety (1).

At the same time, in some states, outpatient commit-
ment laws have been rewritten to be inapplicable to the
most seriously violent persons with mental disorders—
that is, those who would meet the dangerousness criteria
for involuntary inpatient hospitalization. In states whose
laws do require a finding of dangerousness for outpatient
commitment, application of these laws has been limited.
As Appelbaum (8) observed, “Clinicians and courts alike
have a difficult time determining which patients are suffi-
ciently impaired to meet dangerousness criteria for inpa-
tient commitment and yet might be appropriate candi-
dates for enforced outpatient care. . . . Having declared a
patient dangerous for purposes of commitment, many cli-
nicians understandably shy away from recommending
outpatient treatment, fearing that they will be held re-

This article is featured in this month’s AJP Audio.



Am J Psychiatry 163:8, August 2006 1405

SWANSON, VAN DORN, MONAHAN, ET AL.

ajp.psychiatryonline.org

sponsible for any harm that occurs to the patient or to
other people” (p. 349).

Concern about legal liability, specifically with respect to
the clinician’s obligation to prevent patients from harming
themselves or others, is perhaps the principal reason that
efforts to implement outpatient commitment often ex-
clude patients who have a history of serious violence (2).
For similar reasons, the two randomized clinical trials of
outpatient commitment that have been conducted in the
United States excluded patients who had a documented
history of serious violence (9, 10), although one of the
studies conducted a parallel observation of outcomes for
the violent patients who were screened out of the random-
ized trial (11).

Outpatient commitment, however, is only one of several
tools derived from the social welfare and judicial systems
that have gained widespread use as forms of leverage to
ensure treatment adherence among persons with severe
mental illness (1, 12). In mandated community treatment,
negative events, such as incarceration, or positive events,
such as placement in subsidized housing, can be made
contingent on whether the patient adheres to treatment in
the community. With each type of leverage, the issue of vi-
olence takes on different emphases.

One common form of leverage is exerted through the
representative payeeship system: appointed money man-
agers for patients’ disability funds may make a patient’s ac-
cess to funds contingent on treatment adherence (13, 14).
Research indicates that for people with severe mental ill-
ness, the risk of violence is significantly higher among
those who receive disability or other entitlement payments
(15) and among those who are financially dependent on
family members (16, 17). One study found a significant as-
sociation between the occurrence of physical fights and
warnings from family members or case managers that
money would be withheld if the person failed to attend
mental health treatment appointments and take pre-
scribed medications (13). Thus, on the one hand, it seems
clear that in some instances, violence could result from the
mix of money disputes, poverty, disability, and conflicted
family relationships. On the other hand, some representa-
tive payees may consider it one of their responsibilities to
help prevent violence by using the contingency of financial
control to ensure patients’ treatment compliance.

In another form of leverage, access to subsidized hous-
ing is made conditional on treatment adherence (18). With
affordable housing for people with psychiatric disabilities
in short supply, managers of subsidized housing units may
choose not to rent to patients they consider high-risk ten-
ants—perhaps those with a comorbid substance use prob-
lem and a history of violence—or, if they do rent to such
patients, they may do so on the condition that the tenants
adhere to psychiatric treatment. In this regard, Monahan
et al. (19) found that patients with comorbid substance
use problems were significantly less likely than others to
have had subsidized housing used as leverage to secure

their adherence to treatment. This finding may be related
to the fact that people with mental illness who have co-
morbid substance use problems tend to incite a greater
fear of violence in the public mind (7), and this fear may in
turn result in their exclusion from subsidized housing.
Ironically, patients with comorbid substance use diag-
noses have a particularly high risk of homelessness—and
homelessness, in turn, greatly increases the risk of violent
behavior (20).

Finally, several forms of leverage have developed within
the criminal justice system. A judge may offer a mentally
ill defendant a lenient sentence on the condition that the
person participate in treatment or may make adherence to
treatment a condition of probation (21, 22). Also, specialty
mental health courts have emerged, explicitly linking
criminal sanctioning and community-based treatment
(23, 24). People with serious mental disorders who come
into contact with the criminal justice system have a higher
risk of future violence than those with no history of such
contact (1). In that light, persons who engage in violent
behavior as a result of untreated mental illness might
seem to be appropriate candidates for the use of criminal
justice system leverage, and reduction of the risk of vio-
lence might seem to be an appropriate goal of such pro-
grams. While early mental health courts tended to focus
on defendants charged with nonviolent misdemeanors,
newer courts have focused on those charged with felonies,
including violent felonies (23).

Each of these types of leverage might rationally be ap-
plied to persons with mental illness who have a history of
violent behavior. However, there are also reasons to expect
that individuals considered dangerous might be excluded
from some programs involving leveraged community
treatment. The empirical association between violence
and leveraged treatment is unknown. To date, there has
been no systematic study of the prevalence of violent be-
havior in persons with mental disorders who have received
leveraged treatment compared with those who have not.
Information is also lacking about whether alternative
forms of leverage are being withheld from people with
mental illness who have acted violently, or whether the ef-
fect of violence history on the use of leverage may be con-
ditioned by other variables, such as voluntary adherence to
treatment. We address these issues by analyzing data from
a survey conducted in 2002–2003 of 1,011 persons receiv-
ing treatment for psychiatric disorders in the public mental
health service systems of five U.S. cities (19).

Method

Study Design

The study method is described in detail elsewhere (19). In brief,
approximately 200 outpatients were recruited at publicly funded
mental health treatment programs in each of five cities: Chicago,
Durham, N.C., San Francisco, Tampa, Fla., and Worcester, Mass.
The inclusion criteria for participation in the study were age 18–
65 years, speaker of English or Spanish, first mental health treat-
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ment episode at least 6 months ago, and at least one outpatient
treatment encounter with a publicly supported mental health
service provider within the past 6 months. Persons receiving
treatment only for substance use disorders and not for any other
psychiatric disorder were excluded.

At the Worcester, Tampa, and San Francisco sites, potential
subjects were recruited sequentially in the waiting rooms of out-
patient clinics of the community mental health centers. In
Durham, a list of potentially eligible subjects was created from
management information system data, and patients from the list
were randomly selected to be approached for participation in the
study. The Chicago site used both sampling methods, enrolling
about half the sample using the waiting room approach and the
other half using the eligibility list approach. Participants were en-
rolled after receiving a complete description of the study and pro-
viding written informed consent. All sites received approval from
their respective institutional review boards. Refusal rates varied
from 2% to 13% across sites. A single structured interview, lasting
about 90 minutes, was administered in person by a trained lay in-
terviewer. Participants were paid $25 for the interview.

Measures

Our dependent variable, leverage, had four categories: no le-
verage; social welfare leverage only (i.e., leverage involving
money or housing); legal leverage only (outpatient commitment
or leverage applied through the criminal justice system); and
both types of leverage.

We used the MacArthur Community Violence Interview (3, 25)
to assess violent and aggressive behavior on the part of study par-
ticipants during the previous 6 months. Violent acts were then
categorized into two levels of severity: “serious violence,” which
included any assault that resulted in injury or in which a lethal
weapon was used, any threat made with a lethal weapon in hand,
and any sexual assault; and “other aggressive acts,” which in-
cluded simple assault without injury or use of a weapon. We also
created a summary variable, “any physically assaultive behavior,”
which includes both serious violence and other aggressive acts.

Chart diagnoses were used to record participants’ primary psy-
chiatric disorder. In our analyses, we compared psychotic disor-
ders with all other disorders. Substance use was assessed with the
four-item CAGE questionnaire (26) on alcohol use, and the same
questions were adapted to ask about drug use. In our analyses, we
combined alcohol and drug abuse into a single dichotomous vari-
able to indicate either “one or more symptoms of a substance use
disorder” or “no symptoms of a substance use disorder.”

The Brief Psychiatric Rating Scale (BPRS) (27) was used to as-
sess current psychiatric symptoms; possible scores range from 0
to 126, with higher scores indicating more symptoms and greater
severity. The Global Assessment of Functioning scale (GAF) was
used to assess current functioning; possible scores range from 0
to 100, with higher scores indicating higher levels of functioning.
The Insight and Treatment Attitudes Questionnaire (28), an 11-
item rating scale, was used to measure awareness of mental
health problems and acknowledgment of the need for treatment
in the past, currently, and in the future; possible scores range
from 0 to 22, with higher scores indicating greater awareness of
illness and acceptance of need for treatment. An item from the
Drug Attitudes Inventory asked whether respondents took psy-
chiatric medication of their own free choice. Continuous vari-
ables were dichotomized into high and low categories (above the
median and less than or equal to the median) because of skewed
distributions and to capture nonlinear associations (29). Our se-
lection of independent variables and grouping of covariates into
domains were based on prior clinical and epidemiological studies
of risk factors related to violence and other outcomes for persons
with severe mental illness (3, 15, 30, 31).

Statistical Analysis

Multinomial logit analysis was used to examine the association
between physically assaultive behavior and experience of social
welfare leverage, legal leverage, or both types of leverage, control-
ling for a variety of demographic and clinical characteristics. Rel-
ative risk ratios were computed for each category of violence to
express the likelihood of subjects’ being in each leverage category
compared with no leverage. All statistical tests were adjusted to
account for our pooled sample. Site was modeled as a fixed effect,
with a robust variance estimator to account for clustering of ob-
servations by site. Stata 8.2 (32) was used for all analyses.

Results

Participant Characteristics

Across the five sites, 1,011 participants were included in
the study. The proportion of all respondents who reported
having engaged in serious violence during the previous 6
months ranged from 3.4% to 8.5% across the sites, and the
proportion who reported having engaged in any physically
assaultive behavior ranged from 18.3% to 21.0%. Partici-
pants’ mean age ranged from 41.3 to 46.7 years across the
sites. The proportion of male participants ranged from
32.4% to 64.5%, and the proportion of nonwhite racial
groups ranged from 28.5% to 64.0%. Schizophrenia or an-
other psychotic disorder was the primary psychiatric chart
diagnosis for 41.5% to 49.5% of respondents. Rates of co-
morbid substance use ranged from 13.9% to 35.5%. Mean
BPRS scores ranged from 31 to 33, indicating that, on aver-
age, these were moderately symptomatic patients. Meant
GAF scores were in the range of 42 to 56, indicating moder-
ate to serious impairment of functioning on average. Mean
scores on the Insight and Treatment Attitudes Question-
naire were consistent across sites, with relatively high lev-
els of awareness of need for treatment and for medication.

The average number of years in treatment ranged from
19 to 23 years across sites; 47.6% to 63.3% of respondents
reported four or more lifetime hospitalizations, and 24.6%
to 85.2% of respondents had more than three outpatient
visits per month. Large majorities of respondents (74.4%
to 87.2%) indicated that they took medication of their own
free will.

Types of Leverage Reported

The proportion of respondents reporting no experience
of the various types of leverage ranged from 41.0% to
55.9% across the sites. Experience of social welfare lever-
age alone was reported by 15.7% to 26.3% of respondents,
legal leverage alone by 11.2% to 17.0%, and both types by
12.8% to 18.5%.

Correlates of Leverage Types

Table 1 presents the participants’ assaultive, demo-
graphic, and clinical characteristics by type of leverage,
along with the statistical significance of associations as
determined by chi-square tests. A Bonferroni adjustment
for multiple comparisons reduced the threshold for statis-
tical significance to a p value of 0.001. Participants who
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had experienced legal leverage only and those who had ex-
perienced both legal and social welfare leverage had sig-
nificantly higher rates of serious violence than those who
had experienced no leverage. We found no associations
between any of the leverage categories and the category of
other aggressive acts only.

Prevalence of Leveraged Treatment by Violent 
Behavior

Leveraged treatment was significantly more common
among the 56 participants who reported serious violence
than among the 955 respondents who did not report seri-
ous violence (73.1% versus 50.1%; Fisher's exact test, p
0.001). However, the prevalence of leveraged treatment
did not significantly differ between the 143 participants
reporting only other aggressive acts and the 812 partici-
pants reporting no violence or other aggressive acts
(50.0% versus 50.1%).

Multivariable Models

We used multinomial logit regression to test multivari-
able associations. Tables 2, 3, and 4 present models assess-
ing the effects on type of leverage associated with serious
violence, with other aggressive acts only, and with any
physically assaultive behavior, respectively. Models also
controlled for site and the clustering of observations
within sites. Participants who reported any physically as-
saultive behavior were significantly more likely to have ex-
perienced both legal and social welfare leverage, com-
pared with no leverage. However, neither type of leverage
alone was associated with the category of any physically

assaultive behavior (Table 4). Serious violence was signifi-
cantly associated with having experienced legal leverage
alone but not with experience of social welfare leverage
alone or of both types of leverage (Table 2).

These models also permit examination of the net effects
on leverage associated with demographic and clinical co-
variates, with the effects of violence held constant. The ef-
fects of covariates were consistent across analyses, irre-
spective of the severity of violence, as shown in Tables 2, 3,
and 4. Significant predictors of social welfare leverage
alone included white race, four or more prior hospitaliza-
tions, and more than three outpatient mental health visits
per month. For legal leverage alone, significant effects
were younger age, male gender, longer time in treatment
(21 years or more), four or more prior hospitalizations,
and not taking psychiatric medication voluntarily. For
both leverages together, significant effects were younger
age, male gender, a low GAF score (≤47), longer time in
treatment, four or more prior hospitalizations, more than
three outpatient mental health visits per month, and not
taking psychiatric medication voluntarily.

Voluntary Medication Adherence, Violence, and 
Leveraged Treatment

Does voluntary adherence to medication moderate the
effect of any physically assaultive behavior on the likeli-
hood of experiencing treatment leverage? Is the combina-
tion of medication refusal and any physically assaultive be-
havior more likely to result in the application of leverage
than either of these conditions alone? To test this potential

TABLE 1. Assaultive, Demographic, and Clinical Characteristics of 1,011 Subjects Receiving Treatment in Publicly Funded
Mental Health Programs, by Type of Treatment Leverage Experienced

Percentage With Characteristic

Characteristic
No Leverage 

(N=492)
Social Welfare Lever-

age Only (N=221)
Legal Leverage Only 

(N=143)
Both Types of 

Leverage (N=155)
Physically assaultive behaviora

Serious violence 3.05 4.98 9.79b 10.32b

Other aggressive acts only 15.09 13.81 13.95 17.27
Any physically assaultive behavior 17.68 18.10 22.38 25.81

Demographic covariates
Age ≥45 years 55.49 49.55 48.25 47.74
Male 39.43 57.47b 59.44b 66.45b

Nonwhite 45.29 37.44 45.45 45.75
Clinical covariates

Brief Psychiatric Rating Scale score ≥31 47.86 58.37 50.35 66.45b

Years in treatment ≥21 44.95 53.74 58.70 62.00b

Four or more prior hospitalizations 38.45 68.04b 58.74b 80.52b,c

Number of outpatient mental health visits 
per month >3 43.26 58.05b 50.00 56.38

Substance abuse 16.67 19.91 30.07b 29.03b

Global Assessment of Functioning score ≥48 58.66 47.51 51.05 37.42b

Psychotic disorder 38.01 56.56b 41.26 54.19b

Insight and Treatment Attitudes Questionnaire 
score ≥19 56.30 61.09 60.84 62.58

Takes medication of own free will 80.85 83.03 74.45 67.76b,d

a “Serious violence” includes any assault or threat with a lethal weapon, any assault resulting in injury, and any sexual assault. “Other aggres-
sive acts” indicates simple assault without injury or use of a weapon. “Any physically assaultive behavior” is a summary variable that includes
both serious violence and other aggressive acts.

b Chi-square tests show significant difference from no leverage (p<0.001 with Bonferroni correction).
c Chi-square tests show significant difference from legal leverage only (p<0.001 with Bonferroni correction).
d Chi-square tests show significant difference from social welfare leverage only (p<0.001 with Bonferroni correction).
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interaction, we coded respondents into four groups accord-
ing to whether they reported any physically assaultive be-
havior and whether they reported that they took psychiatric
medication of their own free choice: not violent, takes med-
ication voluntarily; not violent, does not take medication
voluntarily; violent, takes medication voluntarily; and vio-
lent, does not take medication voluntarily. We then exam-
ined the relative risk of having experienced any legal lever-
age and any social welfare leverage in the latter three groups

compared with the first group (results not shown). (We were
unable to examine the combination of having experienced
legal and social welfare leverage in this interaction model
because of inadequate statistical power.)

Among respondents who reported that they took medi-
cation voluntarily, assaultive behavior was not associated
with a significantly greater likelihood of having experi-
enced legal or social welfare leverage. Likewise, among re-
spondents who did not report any physically assaultive

TABLE 2. Relative Risk of Experiencing Different Types of Leverage in Community Mental Health Treatment for Subjects
Who Reported Having Engaged in Serious Violence, Controlling for Demographic and Clinical Covariatesa

Social Welfare Leverage Only Legal Leverage Only Both Types of Leverage

Characteristic
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Physically assaultive behavior

Serious violence 1.59 0.53–4.83 2.40*** 1.50–3.85 2.21 0.78–6.26
Demographic covariates

Age ≥45 years 0.67 0.43–1.06 0.65* 0.46–0.92 0.61* 0.38–0.96
Male 1.65 0.94–2.89 1.93* 1.04–3.56 2.69*** 1.74–4.17
Nonwhite 0.65** 0.47–0.91 1.02 0.58–1.79 1.19 0.80–1.78

Clinical covariates
Psychotic disorder 1.59 0.99–2.57 0.85 0.38–1.89 1.04 0.58–1.84
Substance abuse 0.87 0.49–1.57 1.30 0.71–2.38 1.13 0.52–2.47
Brief Psychiatric Rating Scale score ≥31 1.40 0.89–2.19 0.86 0.56–1.31 1.51 0.80–2.86
Global Assessment of Functioning 

score ≥48 0.81 0.52–1.27 0.76 0.46–1.25 0.50*** 0.37–0.69
Years in treatment ≥21 1.06 0.75–1.50 1.94*** 1.54–2.43 1.85*** 1.42–2.42
Four or more prior hospitalizations 2.69*** 1.86–3.90 1.81** 1.15–2.87 4.51*** 2.71–7.52
Outpatient mental health visits 

per month >3 1.53** 1.16–2.01 1.29 0.75–2.22 1.65* 1.00–2.74
Insight and Treatment Attitudes 

Questionnaire score ≥19 1.07 0.84–1.37 0.96 0.62–1.50 0.94 0.60–1.48
Take medication of own free will 1.02 0.60–1.74 0.52*** 0.38–0.73 0.47*** 0.30–0.74

a “Serious violence” includes any assault or threat with a lethal weapon, any assault resulting in injury, and any sexual assault. For the multi-
nomial logit model, N=869 rather than the full study sample because of missing values on one or more variables.

*p<.0.05. **p<0.01. ***p<0.001.

TABLE 3. Relative Risk of Experiencing Different Types of Leverage in Community Mental Health Treatment for Subjects
Who Reported Having Engaged in Other Aggressive Acts, Controlling for Demographic and Clinical Covariatesa

Social Welfare Leverage Legal Leverage Both Types of Leverage

Characteristic
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Physically assaultive behavior

Other aggressive acts 0.84 0.56–1.28 0.77 0.32–1.87 1.27 0.67–2.42
Demographic covariates

Age ≥45 years 0.69 0.43–1.11 0.64** 0.45–0.92 0.55** 0.34–0.88
Male 1.69 0.98–2.90 1.89 0.90–3.98 2.63*** 1.65–4.19
Nonwhite 0.67** 0.50–0.90 0.98 0.50–1.92 1.18 0.80–1.75

Clinical covariates
Psychotic disorder 1.62 0.91–2.88 0.85 0.33–2.16 1.26 0.66–2.42
Substance abuse 1.02 0.60–1.74 1.36 0.77–2.39 1.02 0.47–2.21
Brief Psychiatric Rating Scale score ≥31 1.38 0.85–2.25 0.84 0.52–1.36 1.49 0.77–2.87
Global Assessment of Functioning score 

≥48 0.87 0.62–1.21 0.68 0.35–1.33 0.54*** 0.36–0.78
Years in treatment ≥21 1.03 0.72–1.49 1.94*** 1.50–2.53 2.02*** 1.50–2.72
Four or more prior hospitalizations 2.84*** 2.22–3.65 1.82** 1.18–2.81 4.24*** 2.59–6.93
Outpatient mental health visits 

per month >3 1.57*** 1.30–1.90 1.39 0.71–2.72 1.84** 1.14–2.96
Insight and Treatment Attitudes 

Questionnaire score ≥19 1.07 0.85–1.36 0.98 0.61–1.58 0.90 0.61–1.32
Take medication of own free will 0.94 0.58–1.51 0.53*** 0.41–0.70 0.39*** 0.23–0.66

a “Other aggressive acts” indicates simple assault without injury or use of a weapon. For the multinomial logit model, N=817 rather than the
full study sample because of missing values on one or more variables.

*p<.0.05. **p<0.01. ***p<0.001.
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behavior, not taking medication voluntarily was not asso-
ciated with a greater likelihood of having experienced ei-
ther type of leverage. However, those who reported any
physically assaultive behavior and also did not take medi-
cation voluntarily were more than twice as likely to have
experienced legal leverage (odds ratio=2.6, p<0.001), al-
though they were not more likely to have experienced so-
cial welfare leverage. Figure 1 illustrates the interaction ef-
fect of any physically assaultive behavior with voluntary
medication adherence on experience of legal leverage.

Discussion

In this study, we explored the link between risk of vio-
lence and use of legal and social welfare system leverage to
improve adherence to community-based treatment
among people with mental illness. We found that serious
violence was infrequent among psychiatric patients who
were subjected to mandated community treatment and
other forms of leveraged treatment. However, in our mul-
tivariable analysis, we found that serious violence was as-
sociated with a significantly greater likelihood of having
experienced legal leverage. We also found that any physi-
cally assaultive behavior—a summary variable that in-
cluded serious violence as well as any other aggressive acts
(defined as any simple assault without a weapon or caus-
ing injury)—was associated with a greater likelihood of
having experienced both legal and social welfare leverage.
Committing other aggressive acts only was not associated
with experience of leveraged treatment.

An interaction model showed that committing any
physically assaultive behavior was significantly associ-
ated with having experienced legal leverage, but only

among participants who did not voluntarily take psycho-
tropic medication. This finding suggests that a combina-
tion of concerns about safety and nonadherence to treat-
ment may influence clinicians and judges to apply legal
leverage; even minor assaultiveness may raise concern
about psychiatric patients who are unwilling to take pre-
scribed medication.

We also found that certain demographic and clinical
factors were independently associated with a greater like-
lihood of having experienced both types of leverage. These

TABLE 4. Relative Risk of Experiencing Different Types of Leverage in Community Mental Health Treatment for Subjects
Who Reported Having Engaged in Any Assaultive Behavior, Controlling for Demographic and Clinical Covariatesa

Social Welfare Leverage Only Legal Leverage Only Both Types of Leverage

Characteristic
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Relative Risk 

Ratio 95% CI
Physically assaultive behavior

Any physically assaultive behavior 0.96 0.79–1.18 1.07 0.67–1.73 1.41* 1.06–1.87
Demographic covariates

Age ≥45 years 0.66 0.42–1.03 0.62** 0.46–0.84 0.60* 0.38–0.95
Male 1.65 0.95–2.87 1.95* 1.02–3.74 2.77*** 1.77–4.35
Nonwhite 0.66** 0.48–0.91 1.02 0.59–1.78 1.19 0.81–1.75

Clinical covariates
Psychotic disorder 1.57 0.94–2.61 0.83 0.36–1.91 1.06 0.58–1.94
Substance abuse 0.91 0.53–1.58 1.39 0.75–2.58 1.15 0.57–2.33
Brief Psychiatric Rating Scale score ≥31 1.41 0.90–2.20 0.87 0.56–1.35 1.50 0.80–2.80
Global Assessment of Functioning 

score ≥48 0.81 0.51–1.29 0.75 0.47–1.20 0.51*** 0.37–0.68
Years in treatment ≥21 1.06 0.74–1.50 1.93*** 1.52–2.45 1.89*** 1.42–2.51
Four or more prior hospitalizations 2.71*** 1.85–3.96 1.83** 1.16–2.90 4.48*** 2.68–7.49
Outpatient mental health visits 

per month >3 1.53** 1.16–2.02 1.30 0.75–2.25 1.65* 1.02–2.68
Insight and Treatment Attitudes 

Questionnaire score ≥19 1.07 0.84–1.37 0.96 0.63–1.47 0.93 0.61–1.44
Take medication of own free will 1.02 0.60–1.73 0.52*** 0.37–0.71 0.46*** 0.29–0.73

a “Any physically assaultive behavior” includes both serious violence (any assault or threat with a lethal weapon, any assault resulting in injury,
and any sexual assault) and other aggressive acts (simple assault without injury or use of a weapon). For the multinomial logit model, N=869
rather than the full study sample because of missing values on one or more variables.

*p<.0.05. **p<0.01. ***p<0.001.

FIGURE 1. Proportion of Subjects Experiencing Any Legal
Leverage, by Whether They Reported Any Assaultive Be-
havior and Whether They Take Medication Voluntarily
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include younger age, male gender, poorer clinical func-
tioning, more years in treatment, more frequent hospital-
izations, higher frequency of outpatient visits, and nega-
tive attitudes toward medication adherence.

Whether leveraged community treatment may be suit-
able for violence-prone individuals with mental disorders
may depend on what forms of leverage are available; and
whether a given type of leverage is appropriate may in turn
depend on the nature and severity of the violent behavior.
In any case, the application of leverage is intended prima-
rily to improve the effectiveness of treatment, not to reduce
the risk of violence per se, and hence the mandated treat-
ment should address the needs of the person involved.

This study had several limitations. The five sites were
not randomly sampled, and thus our findings cannot be
generalized to all persons in treatment for mental disor-
ders. Also, in a cross-sectional survey, it is impossible to
determine temporal or causal ordering in associations
between recent violence (past 6 months) and lifetime ex-
perience of leveraged treatment. Likewise, we cannot
make inferences about the specific pathways leading to
the application of leverage and the role of violence in
these pathways. However, our results at least suggest that
the combination of a risk of violence and a negative atti-
tude toward medication adherence play an important
synergistic role in the application of leverage. Persons
with mental illness in whom these two problems occur
jointly may be particularly challenging to engage in ef-
fective treatment, which may lead to attempts to apply
leverage to encourage treatment adherence.

Because our findings also indicate that a number of
other clinical characteristics are associated with experi-
ence of leverage, we would caution against overinterpret-
ing the association of violence and leverage; violent be-
havior may serve as a proxy measure for other factors
related to clinical acuity, social-environmental barriers to
care, or unspecified difficulties with treatment engage-
ment. Alternatively, it is possible that the experience of le-
verage, in combination with other risk factors, increases
the risk of assaultive behavior. Research has shown that
among persons with severe mental illness who have fre-
quent contact with their families, a family representative
payee arrangement is associated with a nearly threefold
increase in risk of violence (17).

The finding that individuals who report violent behavior
are more likely to have experienced legal leverage is not
surprising, given that involuntary outpatient commit-
ment, one form of legal leverage, has drawn the attention
of policy makers seeking an effective mechanism for re-
ducing the risk of violence among persons with severe
mental illness. Insofar as self-reported recent violence
stands as a rough indicator of lifetime history of violence,
it would appear that violence-prone individuals account
for only a small proportion of all cases of legal leverage.
Any such conclusion must remain tentative, however, be-

cause we do not know how many of the respondents who
reported having experienced leveraged treatment were
also violent at some time in the past, but not in the past 6
months—perhaps as a result of having received leveraged
community treatment. For example, Swanson and col-
leagues (11) found that sustained outpatient commitment
with regular use of outpatient services was associated with
a 50% reduction in the probability of any violent behavior
in a sample of involuntarily hospitalized patients released
under outpatient commitment. In any case, the advan-
tages and drawbacks of using legal leverage must be eval-
uated with a broader range of persons with severe mental
illness—not only those who have recently been violent.

The notion that people with mental illness are almost
never violent is a core tenet of the movement to destigma-
tize psychiatric illness, to treat it like any other serious
medical problem, and to resist any abridgment of the hu-
man rights of psychiatric patients. That people with men-
tal illness occasionally do commit violent acts as a result of
untreated serious psychopathology—often with grim con-
sequences to themselves and others—is a core tenet of the
movement to extend legally mandated outpatient psychi-
atric treatment. At the intersection of these two arguments
about civil rights and public safety, a moderate position
might hold that in community-based mental health care,
leverage, like violence, is not entirely avoidable but should
be rare.
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