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The Helping Families in Mental Health Crisis Act focuses on expanding psychiatric 

hospitalization and forced outpatient treatment.  Among other things, the bill would condition 

states’ continued receipt of federal mental health block grant money on dramatically lowered 

involuntary inpatient and involuntary outpatient commitment standards, and would allow federal 

Medicaid reimbursement for most psychiatric hospital beds for the first time in more than fifty 

years).  It would also divert SAMHSA funding now used to support innovative community 

services to instead support an expansion of involuntary outpatient commitment.  

Over the years, one report after another – including the 1999 Surgeon General’s Report 

on Mental Health and President Bush’s 2003 New Freedom Commission on Mental Health 

report – has recognized that our mental health system is broken because we have not sufficiently 

invested in the types of community-based services that prevent needless hospitalization, 

incarceration and homelessness and afford individuals with serious mental illnesses the 

opportunity to live full lives.  Instead, state service systems have offered little or no services to 

many of these individuals.  Ironically, these gaps in community services result in costly spending 

on psychiatric hospitals, jails, emergency rooms and shelters.  Much of this spending be 

avoided—and individuals’ lives substantially improved—if sufficient community services were 

offered.   

The failure to invest in the community services needed to support individuals with mental 

illnesses in their own homes and communities raises serious civil rights concerns.  As the 

Supreme Court has recognized, the ADA prohibits state and local governments from needlessly 

institutionalizing people with disabilities.  The Justice Department and private litigants have 

reached settlements with states including Georgia, Delaware, New Hampshire, New York, and 

North Carolina that commit states to reallocating dollars from psychiatric hospitals and board 

and care homes to fund services in integrated settings such as supported housing (where people 

with mental illnesses live in their own homes or apartments with the services they need to 

succeed).  In these cases, plaintiffs have shown that expanding community services would have 

prevented many admissions to psychiatric hospitals and shortened hospital stays for many other 

individuals.
1
    

Another civil rights concern is the use of forced outpatient treatment, euphemistically 

called “assisted outpatient treatment.”  Repeated studies have shown no evidence that mandating 

outpatient treatment through a court order is effective; to the limited extent that court-ordered 

outpatient treatment has shown improved outcomes, these outcomes appear to result from the 

                                                           
1 Notably, in a report issued following the incident involving Virginia state senator Creigh Deeds, the 

Virginia Inspector General concluded that – contrary to popular assumptions that more hospital beds were 

needed – what is missing in Virginia’s service system is community services.  Virginia has hundreds of 

individuals who continue to be needlessly served in state psychiatric hospitals, at tremendous expense to 

the state.  If the state had invested in more community services, hospital beds would be available for those 

who actually need them. 
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intensive services that have been made available to participants rather than from the existence of 

a court order mandating treatment.
2
  RAND Health found clear evidence that “alternative 

community-based mental health treatments can produce good outcomes for people with severe 

mental illness.”
3
 Common sense, cost concerns, and concerns about forced treatment 

undermining patient-provider relationships and driving individuals away from treatment dictate 

that we engage people and offer voluntary treatment before restricting their freedom with 

coercive interventions.
4
  

Despite the widespread recognition that the focus of mental health reform should be 

addressing gaps in voluntary community services, and the ADA’s “integration mandate,” the 

Helping Families in Mental Health Crisis Act gives short shrift to community services, focusing 

instead on expanding hospitalization and the use of forced outpatient treatment.   

A focus on hospitalization and forced treatment presents particular concerns for African 

Americans, who are overrepresented in both psychiatric hospitals as well as in forced outpatient 

treatment programs.  Due to financial and other reasons, African Americans have 

disproportionately low access to mental health services.
5
  They are significantly more likely than 

whites to be hospitalized in psychiatric hospitals.
6
  Mental health care for African Americans 

“occurs relatively frequently in emergency rooms and psychiatric hospitals.”
7
  As the Surgeon 

General noted in 2001, “[t]hese settings and patterns of treatment undermine delivery of high-

quality mental health care.”
8
   

African Americans are also disproportionately subjected to forced outpatient 

treatment.  In New York, one of the few states that actually implements forced outpatient 

treatment on a significant scale, civil rights advocates have expressed grave concerns about the 

fact that African Americans are approximately five times as likely as whites to be subject to 

forced outpatient treatment.
9
  The state legislature funded a study that found no evidence of 
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 See Dr. Michael Rowe, Alternatives to Outpatient Commitment, 41 J. Amer. Acad. of Psychiatry and the Law 332 

(Sept. 1, 2013), http://www.jaapl.org/content/41/3/332.full.pdf+html (describing the studies); M. Susan Ridgely, 
Randy Borum and John Petrila, RAND Health, The Effectiveness of Involuntary Outpatient Treatment (2001), 
http://www.rand.org/content/dam/rand/pubs/monograph_reports/2007/MR1340.pdf; Steve R. Kisely, Leslie Anne 
Campbell, and Neil J. Preston, Compulsory community and involuntary outpatient treatment for people with severe 
mental disorders, Cochrane Database of Systematic Reviews (Feb. 2012). 
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racial bias, but found that this disparity was likely due to “upstream” factors correlating with race 

such as poverty, incidence of illness, and reliance on public service systems.
10

  Even if overt 

racial bias does not account for the disproportionate use of force on African Americans, it is 

extremely troubling to expand programs that result in the disproportionate use of force against 

African Americans.  As one expert has stated: 

The possible role of bias in this regard is unclear, as African Americans are 

overrepresented among the target group for outpatient commitment. Even so, the 

coercive nature of mandated mental health treatment, considered in the context of 

African Americans' overrepresentation in U.S. jails and prisons, should give us pause. It 

would be ironic, to say the least, if addressing the inequity in receipt of mental health 

care among African Americans were to be accomplished, in part, through forcing some 

members of this population to accept outpatient treatment. (citations omitted).
11

 

Finally, the use of forced outpatient treatment presents heightened concerns due to the 

increased risk of long-term severe side effects that African Americans face from antipsychotic 

medication.  Tardive dyskinesia, characterized by abnormal muscular movements, has been 

shown to be significantly more prevalent among African Americans than among whites.
12

  In 

light of this concern, the need to focus on voluntary treatment, where individuals have more 

ability to influence their treatment regimen, is important. 
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