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Objective: Study findings indicating that
involuntary outpatient commitment can
improve treatment outcomes among per-
sons with severe mental illness remain
controversial. Opponents of outpatient
commitment argue that its coerciveness is
unacceptable even given its arguable ben-
efits. However, it is unclear to what extent
the public debate surrounding outpatient
commitment represents the preferences
of persons with a stake in the benefit or
harm resulting from outpatient commit-
ment. This study examines and compares
views of outpatient commitment among
four stakeholder groups: 1) persons in
treatment for schizophrenia and related
disorders, 2) family members of persons
with these disorders, 3) clinicians treating
persons with these disorders, and 4) mem-
bers of the general public.

Method: Subjects from the Piedmont re-
gion of North Carolina who were mem-
bers of the four stakeholder groups were
presented with short vignettes that de-
picted potential outcomes that were asso-

ciated alternatively with outpatient com-
mitment and with voluntary treatment.
Subjects rated each vignette according to
how positively or negatively they viewed
the overall situation for the individual de-
scribed. Multivariate regression tech-
niques were used to estimate preference
weights for each stakeholder group.

Results: With some exceptions, each
group gave the highest preference to
avoiding involuntary hospitalization, fol-
lowed by avoiding interpersonal violence
and maintaining good interpersonal re-
lationships. No group gave appreciable
importance to outpatient commitment,
which suggests that avoiding its coercive-
ness is a lesser concern compared to other
outcomes.

Conclusions: The findings suggest that
these stakeholders are willing to accept
the coerciveness of outpatient commit-
ment to gain improved outcomes for cer-
tain persons with schizophrenia and re-
lated disorders.

(Am J Psychiatry 2003; 160:1139–1146)

Involuntary outpatient commitment is a civil procedure
whereby a judge orders a person with mental illness to
comply with outpatient treatment or risk sanctions such
as being forcibly brought to treatment by law enforce-
ment officers. The use of outpatient commitment to re-
duce high rates of relapse and related negative outcomes
among persons with severe mental illness has generated
considerable controversy among mental health policy
makers, clinicians, and patient advocate groups (1–11).
Critics of outpatient commitment, especially patient ad-
vocate groups, have claimed that its potential therapeutic
benefits are negated by its coercive effects (1). However, in
the midst of this heated public policy debate, there has
been little effort to assess systematically representative
stakeholders’ views about outpatient commitment. This
study examines how key stakeholders appraise the bene-
fits and detriments of outpatient commitment by assess-
ing four stakeholder groups’ preferences concerning the
procedure.

Several studies conducted before 1995 reported that pa-
tients in outpatient commitment programs had a number

of positive outcomes, including lower hospital readmis-
sion rates, diminished lengths of stay, and better access to
community-based services (12–19). Two randomized,
controlled trials of outpatient commitment were con-
ducted after 1995 in North Carolina and New York City.
The North Carolina study (20–23) found that subjects ran-
domly assigned to outpatient commitment experienced
reduced hospital admissions, compared with subjects re-
leased from outpatient commitment. Moreover, subjects
who received sustained periods of outpatient commit-
ment in combination with frequent outpatient services
had significantly better treatment adherence, were less
likely to be violent, and were less likely to be criminally
victimized, compared to subjects who received an equal
or greater number of treatment service events, but with-
out sustained outpatient commitment. Benefits were
most apparent for persons with psychotic disorders.

The randomized trial in New York City evaluated a pilot
outpatient commitment program at Bellevue Hospital (8).
Subjects were randomly assigned to court-ordered outpa-
tient commitment or release, but all received enhanced
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treatment services. Although the evaluation found that
subjects benefited from enhanced services, there was no
evidence that the court order per se improved outcomes.
The study’s authors reported that under New York’s newly
initiated outpatient commitment statute, enforcement
was not fully operational, which limited the interpretation
of the findings. In addition, the number of subjects in this
study was too small to allow evaluation of potential bene-
fits among subgroups of interest.

Irrespective of empirical findings about outpatient
commitment’s effectiveness or lack thereof, many mental
health clients and mental health law advocates have
strongly opposed court-ordered mental health treatment
as coercive, stigmatizing, harmful to therapeutic relation-
ships, and discouraging to those seeking voluntary treat-
ment (1, 24–26). Despite these claims, little empirical re-
search has addressed stakeholders’ assessment of the
potential benefits or drawbacks of outpatient commit-
ment. In a study of students’ attitudes toward involuntary
hospitalization, respondents reported that they would
prefer being hospitalized for 3 days or more to being vio-
lently victimized (27).

Although outpatient commitment is of greatest concern
to persons with mental illness, other groups—family
members, clinicians, and the public at large—have an im-
portant stake in the effectiveness of a legal procedure that
involves community treatment as well as judicial and law
enforcement resources. Patients have opinions about
which outcomes have the greatest importance to them,
and their family members have similar interests and con-
cerns. Clinicians who use and apply outpatient commit-
ment have their own perspectives about the importance of
outcomes associated with the procedure, as do members
of the general public. For a more comprehensive appraisal
of the effectiveness of outpatient commitment, research-
ers must account for the relative importance of different
outcomes under outpatient commitment, as well as differ-
ences across stakeholder groups in the willingness to ac-
cept certain tradeoffs that may be inherent in outpatient
commitment.

Medical decision analysts have developed strategies for
quantifying preferences or utilities for health outcomes
(28–31). Such methods permit estimation of preferences
or importance weights for outcome domains, which can
be used to quantify preference-weighted outcomes by

multiplying a score on an outcome measure by the prefer-
ence weight for that outcome and summing the results.

Several investigators have recently examined preference
measurement for schizophrenia outcomes (32–35). Most
studies have focused on preferences for health status asso-
ciated with antipsychotic medication—especially thera-
peutic gains versus side effects (32–34, 36, 37). To our
knowledge, no studies have applied these methods to
evaluate preferences for mandated community treatment.

The present study quantifies preferences for four out-
come domains in schizophrenia treatment: involuntary
outpatient commitment, involuntary rehospitalization,
interpersonal violence, and interpersonal relationships.
We examine the preferences of four stakeholder groups
and examine the extent to which different stakeholders
have different outcome preferences. We also examine how
much importance stakeholders assign to coercive treat-
ment under outpatient commitment, given the potential
tradeoffs of other treatment outcomes.

Method

Subjects

To examine how different stakeholder groups weight the impor-
tance of outpatient commitment in relation to other outcomes, we
collected data from persons with schizophrenia and related disor-
ders (subjects with psychoses), family members of persons with
schizophrenia and related disorders, members of the general pub-
lic, and clinicians. All participants were from the Piedmont region
of North Carolina. After complete description of the study to the
participants, written informed consent was obtained.

Subjects with psychoses. The subjects with schizophrenia and
related disorders (including schizoaffective and schizophreni-
form disorders) had recently completed an observational study of
schizophrenia treatment under “usual-care” conditions. Eligible
subjects included all adult patients within a defined geographic
region who were in treatment for a recently documented DSM-IV
diagnosis of schizophrenia, schizoaffective disorder, or schizo-
phreniform disorder.

Even after giving informed consent to participate, a small num-
ber of subjects demonstrated potential difficulty comprehending
the relatively complex interview. Those subjects were assessed by
using the Short Portable Mental Status Questionnaire (38). If the
subject committed four or more errors, the interview was stopped
and the data were not used. In addition, at the end of the inter-
view, the interviewers rated the respondents’ level of comprehen-
sion of the detailed and cognitively demanding study instrument;
data for subjects who were rated as not understanding the inter-
view were also excluded. Eleven subjects were excluded from the

TABLE 1. Characteristics of Stakeholder Groups in a Study of Preferences Concerning Involuntary Outpatient Commitment

Characteristic Subjects With Psychoses (N=104) Family Members (N=83) General Public (N=56) Clinicians (N=85)
N % N % N % N %

Male 57 54.81 21 25.30 27 48.21 34 40.00
African American 76 73.08 49 59.04 15 26.79 20 23.53

Mean SD Mean SD Mean SD Mean SD

Age (years) 43.94 9.26 54.38 15.78 37.84 13.13 44.46 9.48
Education (years) 11.55 2.25 13.39 3.28 15.54 2.49 18.67 1.69
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study on the basis of these criteria. A total of 104 subjects with
psychoses were included in the final study group (Table 1).

Family members. Family members were recruited by asking
potential subjects with schizophrenia for permission to contact a
family member, even if the person with schizophrenia did not
wish to participate. Subjects who gave informed consent to con-
tact a family member provided one to three family contacts, or-
dered by the closeness of the subject’s relationship with the family
member. The family members with the closest relationship to the
subject were approached first. To maximize diversity among the
family members in the study, we recruited additional family
members through advertisements placed in a local daily newspa-
per and in the newsletters of area chapters of the National Alli-
ance for the Mentally Ill (NAMI). Family members who had
worked as mental health clinicians in the past 2 years were ex-
cluded, as were family members who reported being hospitalized
for mental health problems in the past 5 years (N=2). The same
comprehension standards used for the subjects with psychoses
were also used for the family members. Only one family member
was excluded because of comprehension difficulties.

Forty-nine family members (59.0%) were recruited through
contacts with study subjects, and 34 (41.0%) were recruited
through the newspaper and NAMI newsletter advertisements.
The two groups of family members did not differ by gender or age,
but they did differ by race (73.5% of the family members recruited
through the study subjects were African American, compared
with 38.2% of the group recruited through the advertisements;
χ2=10.30, df=1, 83, p<0.005) and in their mean number of years of
education (11.8 years for the family members recruited through
the study subjects, compared with 15.6 years for the group re-
cruited through the advertisements; t=–6.39, df=81, p<0.0001).

Members of the general public. Members of the general pub-
lic were recruited through a list of research volunteers maintained
at the Center for the Study of Aging and Human Development at
Duke University Medical Center and through advertisements
placed in the local daily newspapers. To ensure demographic di-
versity, the general public group was stratified by gender and age
on the basis of gender and age distributions in the 1990 census
data. Persons who had worked as mental health clinicians in the
previous 2 years were excluded, as were persons who reported
having ever been hospitalized for mental health problems (N=3).
None of the 59 participants in the general public group was ex-
cluded on the basis of poor comprehension.

Clinicians. The clinician subjects (N=85) were selected from the
staff rosters of community mental health centers and the psychi-
atric wards of general hospitals in the local area and from among
psychiatrists in private practice in the region who treated patients
with schizophrenia and related disorders. The clinicians were sur-
veyed with a mailed questionnaire version of the interview
adapted for self-administration; those who did not return the
questionnaire were sent three reminders. This method yielded a
response rate of 85%. The clinicians had an average of 12.85 years
of experience (SD=8.82) in the mental health field (excluding time
spent in training). Twenty-seven respondents were employed at a
state hospital, 37 at a community mental health program, 10 at a
health center, 11 at a Veterans Affairs hospital, 19 at a medical
school, 16 in private practice, five in a correctional facility, and
five in other settings. (Clinicians could list more than one em-
ployer.) Forty-four clinicians had a medical degree, two had a
doctoral degree, 25 had a master’s degree in social work or an-
other master’s degree, three were registered nurses, nine had a
bachelor’s-level degree, and two were caseworkers with less than
a bachelor’s degree. A majority of clinicians (N=51, 60%) reported
that 25% or more of their caseload consisted of patients with
schizophrenia, and only 18 (21.2%) reported less than 10% of
their caseload consisted of patients with schizophrenia. Data for

two clinicians who did not complete all questionnaire items were
excluded.

Procedures

Trained field research interviewers described the study, ob-
tained informed consent, and conducted interviews with partici-
pants with psychoses, family members, and members of the gen-
eral public. The interviewers were trained to repeat questions as
often as needed and to use neutral probes if answers were incon-
sistent or seemed confused. The average length of an interview
was 1.5 hours for the participants with schizophrenia, 1.1 hours
for the family members, and 0.8 hours for the general public. As
mentioned, clinicians’ responses were obtained by using a self-
administered survey; informed consent was obtained by return of
the survey.

Instruments

To assess the preferences of participants, we described a hypo-
thetical person with schizophrenia, Mr. Smith, and provided a
brief description of outpatient commitment. Mr. Smith was intro-
duced as having had problems with drug and alcohol abuse and
as being released from the hospital after an involuntary admis-
sion for threatening strangers on the street. This description of
Mr. Smith, i.e., as an individual with schizophrenia, substance use
problems, and a history of threatening behavior, was intended to
reflect the population in which outpatient commitment is most
frequently applied.

This introduction was followed by eight vignettes, each of which
described a different set of outcomes that Mr. Smith could experi-
ence after leaving the hospital at the end of an involuntary psychi-
atric hospitalization. The eight vignettes were constructed by us-
ing four possible outcome domains presented in the following
order: involuntary outpatient commitment, interpersonal rela-
tionships, interpersonal violence, and involuntary rehospitaliza-
tion. Within each domain, two levels of outcome—a “good” and a
“bad” outcome—were possible. Placing outpatient commitment
first was necessary for the temporal and causal ordering assumed
in the vignettes, but this placement also served to ensure that out-
patient commitment was less likely to be overlooked by the partic-
ipant. The vignettes were presented in random order. See Figure 1
for the description of Mr. Smith and a summary of the vignettes.

For the outpatient commitment domain, the vignettes con-
tained either a statement that Mr. Smith was discharged without
any legal requirement to continue outpatient treatment or a
statement that Mr. Smith was discharged with the requirement
that he enter involuntary outpatient commitment. Outpatient
commitment was described as being ordered by a judge to com-
ply with mental health treatment, including taking medication.
Because the North Carolina outpatient commitment statute does
not allow forcible administration of medications, the vignettes
did not describe forcible administration of medications.

For the interpersonal relationships domain, the two levels con-
sisted of getting along well with his family, friends, and other peo-
ple versus arguing with them. For the interpersonal violence do-
main, the two levels were the absence or presence of assault by
Mr. Smith against a stranger who Mr. Smith believed was threat-
ening him. For involuntary hospitalization, the two levels were
the presence or absence of worsening symptoms leading to an in-
voluntary rehospitalization lasting 7 days or more.

After hearing the entire vignette (or reading it, in the case of the
clinicians), the participants were asked to assign a score repre-
senting how good or bad they thought that entire situation was
for Mr. Smith. Possible scores were presented on a scale from 0 to
10, with 0 being the worst possible situation for Mr. Smith and 10
being the best. The participants were asked to imagine them-
selves in Mr. Smith’s situation when making this rating.
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With four domains, each of which had two possible states, a full
factorial design would be unworkably burdensome and repetitive
for the participants. A fractional factorial design allowed us to re-
duce the number of vignettes presented (39–41). This design al-

lowed us to determine the main effects in each of the four do-
mains as well as the first-order interaction between outpatient
commitment and the other three domains (42). Each participant
was asked to rate eight vignettes.

After rating the vignettes, all participants also completed a
preference-ordering task, in which they were asked to place the
following items in order of importance, if they had a serious men-
tal illness like schizophrenia: 1) being free to participate in treat-
ment or not; 2) staying out of the hospital; 3) being safe; 4) being
“clean and sober”; 5) getting along with family, friends, and other
people; 6) and feeling well, thinking clearly, and not hearing
voices. Participants with schizophrenia, family members, and
members of the general public gave their rating as part of a card-
sort task, and the clinicians used a printed list. These importance
ratings were included both as a validation check for the utilities
data generated from the responses to the vignettes and to allow
exploration of additional domains that were not included in the
vignette design.

Statistical Analysis

We used conjoint analysis to determine the utility and prefer-
ence weights for participants’ responses. In conjoint analysis, lin-
ear regression, stratified by participant, is employed to determine
the utility and preference weights. Scores given by the respondent
for each vignette formed the dependent variables. Independent
variables were formed from a set of proxy variables representing
each outcome domain (e.g., outpatient commitment), and the re-
gression coefficients for these dummy variables were the utilities.
The null conditions were defined as being placed in outpatient
commitment, arguing with family and friends, being violent, and
being involuntarily rehospitalized. Within the coding scheme,
positive coefficients denoted a positive utility for avoiding outpa-
tient commitment, not arguing with family and friends, avoiding
violence, and avoiding rehospitalization. The utilities denoted by
the regression coefficients represented the change in the vignette
score attributable to the endorsement of a positive outcome for
that domain. For example, a coefficient of 0.5 for interpersonal vi-
olence indicated that the importance attached to avoiding vio-
lence raises or improves the vignette score by one-half point, on
average, when the vignette specifies no violence.

The preference weight for each domain was calculated as the
magnitude (absolute value) of the coefficient for that domain di-
vided by sum of the magnitudes of the coefficients for all four do-
mains. The weights conveyed how important each domain was in
the participant’s assessment of Mr. Smith’s situation, regardless of
the direction of the influence of that domain. For each partici-
pant, the preference weights sum to 100 and can be thought of as
the relative percentage of influence for each domain.

Averages of the utilities and preference weights were calculated
for all participants combined and for each group of subjects sep-
arately. Analysis of variance was used to make between-group
comparisons, and the Tukey-Kramer adjustment was used to cor-
rect for multiple comparisons.

Results

Table 1 presents a demographic profile of each stake-
holder group. Table 2 presents the average utilities for all
participants and for each stakeholder group separately.
Avoiding involuntary rehospitalization had the highest
utility for subjects with psychoses, members of the general
public, and clinicians, and avoiding violence had the high-
est utility for family members. Avoiding outpatient com-
mitment had the lowest utility of any domain for all four
stakeholder groups.

FIGURE 1. Outcomes for a Hypothetical Person With
Schizophrenia That Were Rated in a Study of Preferences
Concerning Involuntary Outpatient Commitment

Now, I want to talk to you about involuntary outpatient 
commitment. Outpatient commitment is when a judge requires 
a person with mental illness to go to a community mental 
health center for treatment. Under outpatient commitment, if a 
person does not go to treatment, he or she can be picked up by 
the police and brought to a mental health facility.

I will be reading you some short stories about the life of Mr. 
Smith, a person with schizophrenia.

Mr. Smith sometimes sees, hears, or feels things that other 
people do not. He sometimes holds beliefs or thoughts that no 
one else believes or understands. For example, sometimes Mr. 
Smith believes that other people can hear what he is thinking. 
Mr. Smith is often unable to work and sometimes says things 
that don't make sense. Mr. Smith has many of these problems 
when he gets sick, but does pretty well when he is in treatment.

Mr. Smith has been given a diagnosis of schizophrenia and 
has had problems with drug and alcohol abuse. He was not 
taking his psychiatric medications. He was picked up by the 
police and admitted involuntarily to a psychiatric hospital after 
threatening bystanders on the street.

Considering the good things and bad things together, if you 
were in Mr. Smith's situation, how would you feel? Please rate 
how you would feel on the scale from 0, worst possible 
situation, to 10, best possible situation.

Outpatient commitment

After discharge from the 
hospital, Mr. Smith could 
decide whether or not he 
wanted to go to the mental 
health center for treatment 
and take medications as 
prescribed.

Upon discharge from the 
hospital, a judge ordered 
Mr. Smith to go to the 
mental health center for 
treatment for the next 6 
months. If he doesn't keep 
his appointments and take 
prescribed medications, the 
police will take him to 
treatment.

Rehospitalization

He stays well enough to 
stay out of the hospital.

His symptoms worsen, 
and he is again admitted 
involuntarily to the 
psychiatric hospital for a 
week or more.

Violence

He doesn't hurt or 
threaten anyone.

He becomes upset and 
suddenly hits a stranger on 
the street who he thinks 
might hurt him.

Difficult interpersonal relationships (arguing)

After getting out of the 
hospital, he gets along well 
with his family, friends, and 
other people.

After getting out of the 
hospital, he argues a lot 
with his family, friends, and 
other people.

Outcome Domains and Possible Outcomes

Rating Prompt

Description of "Mr. Smith"
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For the outpatient commitment domain, the family
members’ utility for avoiding outpatient commitment was
significantly lower than that of the general public (t=–2.82,
df=140, p<0.05). The family members’ utility for avoiding
involuntary hospitalization was significantly less than that
of the clinicians (t=–3.60, df=174, p<0.005). The cohorts
did not differ on utilities for the domains of interpersonal
relationships or violence. The coefficient for the intercept
shows, for each stakeholder group, the value of the base
situation (i.e., in which Mr. Smith is hospitalized, is vio-
lent, has poor interpersonal relationships, and is placed in
outpatient commitment). On the intercept, the subjects
with psychoses rated Mr. Smith’s base situation higher
than the clinicians (t=2.87, df=185, p<0.05), and the family
members rated his situation higher than the general pub-
lic (t=–2.95, df=140, p<0.05) and the clinicians (t=–4.99, df=
164, p<0.0001).

Preference Weights

Preference weights by stakeholder group are listed in
Table 3. Because the weights reflect the magnitude of the
coefficients but not the direction, the preference weight for
outpatient commitment is greater than its utility. Outpa-
tient commitment was consistently rated as less important
than other domains. The clinicians’ preference weights for
rehospitalization were significantly higher than those of
the family members (t=–4.09, df=164, p<0.0005) and the
subjects with psychoses (t=–2.65, df=185, p<0.05).

Interaction of Outpatient Commitment 
With the Other Domains

The results of the analysis of the interaction of outpa-
tient commitment with other domains are shown in Table
4. The excluded category for each model was no outpa-
tient commitment and a bad outcome (poor interpersonal
relationships, violence, or rehospitalization). All models
controlled for the main effect of the two domains not in-
volved in the interaction. As expected, the highest utility in
each analysis was for avoiding outpatient commitment
while having a good outcome. The lowest utility in each
instance was for being placed in outpatient commitment
and still having a bad outcome. Despite these overall find-
ings, the average utility for outpatient commitment with a
bad outcome was still positive for most cases, except for

the clinicians’ views of the interaction between outpatient
commitment and rehospitalization. That is, none of the
participant groups rated the adverse effects of outpatient
commitment highly.

Preference Order

Participants ordered six items from most to least impor-
tant. The preference order of this ranking was calculated
for each group for each item. With one exception, the
rankings from most important to least important in every
group were 1) feeling well, thinking clearly, and not hear-
ing voices; 2) being safe; 3) getting along with family,
friends, and other people; 4) staying out of the hospital;
5) being clean and sober; 6) and being free to participate
in treatment or not. The only exception was that the gen-
eral public group considered being clean and sober to be

TABLE 2. Utility Weights for Outcomes in Vignettes Rated by Four Stakeholder Groups in a Study of Preferences Concerning
Involuntary Outpatient Commitment

Outcome and Utility Weighta

Group Intercept

Avoiding
Involuntary

Rehospitalization

Avoiding
Interpersonal

Violence

Avoiding
Interpersonal

Conflict

Avoiding
Outpatient

Commitment
All subjects (N=329) 2.61 1.83 1.59 1.40 0.13
Subjects with psychoses (N=104) 2.71 1.90 1.81 1.50 0.17
Family members (N=83) 3.51 1.32 1.67 1.30 –0.28
General public (N=59) 2.37 1.77 1.48 1.47 0.42
Clinicians (N=83) 1.75 2.30 1.33 1.31 0.30
a Utility weights represent the change in subjects’ rating of the outcome vignette that is attributable to endorsement of a positive outcome.

Positive coefficients denote a positive utility for the outcome.

TABLE 3. Preference Weights Denoting Importance of Out-
come Domains in Vignettes Rated by Four Stakeholder
Groups in a Study of Preferences Concerning Involuntary
Outpatient Commitment

Preference Weighta

Group and Outcome Domain Mean SE
All subjects (N=329)

Outpatient commitment 16.26 0.74
Interpersonal relationships 24.57 0.77
Interpersonal violence 26.89 0.82
Involuntary rehospitalization 32.27 1.05

Subjects with psychoses (N=104)
Outpatient commitment 15.09 1.23
Interpersonal relationships 25.14 1.37
Interpersonal violence 28.51 1.47
Involuntary rehospitalization 31.26 1.95

Family members (N=83)
Outpatient commitment 18.44 1.72
Interpersonal relationships 26.11 1.79
Interpersonal violence 28.74 1.89
Involuntary rehospitalization 26.72 2.00

General public (N=59)
Outpatient commitment 17.92 1.74
Interpersonal relationships 24.37 1.66
Interpersonal violence 24.65 1.68
Involuntary rehospitalization 33.07 2.50

Clinicians (N=83)
Outpatient commitment 14.37 1.29
Interpersonal relationships 22.47 1.35
Interpersonal violence 24.63 1.45
Involuntary rehospitalization 38.53 1.85

a Preference weights reflect the relative percentage of influence for
each outcome domain in the participant’s assessment of the out-
come vignettes, regardless of whether the influence of the domain
was positive or negative.
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more important than staying out of the hospital. These
findings confirm the analyses based on utility and prefer-
ence weights, i.e., reducing symptoms, avoiding interper-
sonal conflict, and avoiding rehospitalization outrank
avoidance of outpatient commitment as areas of concern.

Discussion

We found that four stakeholder groups—subjects with
schizophrenia and related disorders, family members of
persons with these disorders, clinicians, and members of
the general public—have remarkably similar views about
preferred outcomes in treatment of schizophrenia. Pre-
sented with a vignette-rating task depicting a patient at
high risk for relapse and rehospitalization, stakeholders
generally gave greatest importance to avoiding involun-
tary hospitalization, interpersonal violence, and interper-
sonal conflict; avoiding involuntary outpatient commit-
ment was of relatively little importance. The results of the
preference-ordering task were similar, suggesting that
stakeholders viewed outpatient commitment as less nox-
ious than other negative outcomes. The concordance of
the latter results with the conjoint analyses also indicates
that the stakeholders understood the vignette-rating task
and provided internally consistent ratings.

One caveat is that these results refer to particular vi-
gnettes depicting a clinically unstable patient with schizo-
phrenia and do not necessarily generalize to situations
involving more stable patients or patients with other psy-
chiatric disorders. Enforcement of outpatient commit-
ment was not depicted in the vignettes due to interviewing
time constraints. Adding details about enforcement of
outpatient commitment by law officers might have influ-
enced the views of stakeholders, although actual enforce-
ment by law officers has been rare (22). As a further caveat,
the respondents with psychoses in our study were selected

from an established longitudinal research cohort of per-
sons who had been treated for schizophrenia. Their views
may not be representative of the views of persons who
avoid treatment or who refuse to participate in research.
The North Carolina stakeholders in the present study may
not be representative of persons in other regions of the
country and may reflect more deference to medical au-
thority than is found in other regions. In future analyses,
we hope to compare the attitudes toward mental illness
and treatment of the North Carolina stakeholders to those
of a nationally representative sample.

The views of the stakeholders, who found outpatient
commitment less deleterious and restrictive than hospital-
ization, were consistent with the intent of outpatient com-
mitment statutes. It is important to note that the statutory
intent of using outpatient commitment as a means to
avoid and minimize involuntary inpatient treatment often
appears to be overlooked by its critics. Our findings, based
on a systematic assessment of stakeholders’ opinions, sug-
gest that some of those criticisms may be misplaced.

We have reported elsewhere the results of studies show-
ing that outpatient commitment, particularly when ap-
plied for extended periods and in conjunction with fre-
quent outpatient services, is associated with a range of
positive outcomes, including reduced hospitalization, re-
duced violence, better treatment adherence, and im-
proved quality of life among persons with schizophrenia
and related disorders (23). Nevertheless, the empirical ev-
idence of such benefits does not by itself support an un-
qualified endorsement of outpatient commitment with-
out adequate consideration of concurrent costs, including
curtailment of personal autonomy in mental health treat-
ment. The findings presented here inform these cost is-
sues by providing a subjective context for the positive out-
comes previously reported.

TABLE 4. Utility Weights for Interactions of Outcome Domains in Vignettes Rated by Four Stakeholder Groups in a Study of
Preferences Concerning Involuntary Outpatient Commitment

Group and Utility Weightb

Interactiona

Subjects With
Psychoses 
(N=104)

Family 
Members 

(N=83)

General 
Public 
(N=59)

Clinicians 
(N=83)

All Subjects 
(N=329)

Outpatient commitment and interpersonal relationships
Outpatient commitment with poor interpersonal relationships 0.10 1.06 0.26 0.31 0.43
Outpatient commitment with good interpersonal relationships 1.34 1.57 1.05 1.01 1.26
No outpatient commitment with good interpersonal relationships 1.78 2.08 2.15 1.91 1.95

Outpatient commitment and interpersonal violence
Outpatient commitment with interpersonal violence 0.27 0.74 0.13 0.11 0.32
Outpatient commitment with no interpersonal violence 1.64 1.95 1.06 1.04 1.46
No outpatient commitment and no interpersonal violence 2.25 2.14 2.03 1.74 2.05

Outpatient commitment and involuntary rehospitalization
Outpatient commitment with involuntary rehospitalization 0.21 0.56 0.08 –0.02 0.21
Outpatient commitment with no involuntary rehospitalization 1.73 1.60 1.35 2.01 1.70
No outpatient commitment and no involuntary rehospitalization 2.27 1.60 2.27 2.57 2.18

a In each category, the excluded interaction consists of no outpatient commitment with the negative outcome (poor interpersonal relation-
ships, interpersonal violence, or involuntary rehospitalization). Analyses of the utilities of the interactions of each outcome domain with out-
patient commitment are controlled for the other two domains and have an intercept.

b Utility weights represent the change in subjects’ rating of the outcome vignette that is attributable to endorsement of a positive outcome.
Positive coefficients denote a positive utility for the outcome.
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Data on the subjective value that persons assign to the
potential benefits of outpatient commitment, compared
to the value they assign to avoiding the undesirable fea-
tures of outpatient commitment, has heretofore been
missing from the literature on outpatient commitment
outcomes. Given that all four groups in our study consid-
ered the benefits to outweigh the potential downside of
outpatient commitment (at least outpatient commitment
as represented by the vignettes we used), the findings
would seem to support a recommendation that outpatient
commitment be implemented under the conditions and
within the populations in which research has shown that it
is likely to be effective.

Of course, deontological and other ethical arguments
against outpatient commitment have been made. Some
opponents of outpatient commitment view coercion as
intrinsically unjust and illegitimate outside the limited
confines of the police powers of the state. To such argu-
ments, stakeholders’ opinions are as irrelevant as out-
come studies showing benefits—just as they would be to
strong, morally based arguments against any legal proce-
dures regarded as intrinsically immoral. However, if one
assumes that outpatient commitment in principle in-
volves a utilitarian question of balancing means and ends,
then the present paper suggests that, under certain condi-
tions, these stakeholders believe the ends do justify the
means.
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