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About the Chapter Opening Artists

We are pleased and privileged to offer as chapter
opening illustrations creative works from Sistare, a
nonprofit education institute, and from Creative
Growth Art Center.

Sistare’s first project was “Truth from Darkness,”
an exhibit of sculpture, prints, and paintings by
artists with such mental disorders as schizophrenia,
bipolar disorder, and obsessive-compulsive disorder.
The exhibit opened in the Russell Senate Building Ro-
tunda in Washington, D.C., in fall 1996 and traveled
nationwide throughout the following year. The pro-
ject was inspired by Susan Sistare Thorne, an artist
who lost her battle with schizophrenia when she com-
mitted suicide in 1993. “The exhibit is committed to
shedding light on the talents and intelligence of indi-
viduals who suffer from mental illnesses using fine
art,” says Sarah Thorne Mentock, president and

founder of the namesake nonprofit organization. “It
is simply one more avenue to bring the crisis of men-
tal illness to the public, in hopes that awareness is
raised and interest is heightened.”

Creative Growth Art Center, a studio/gallery in
the San Francisco Bay Area, provides creative art
programs, educational and independent living train-
ing, counseling, and vocational opportunities for
adults who are physically, mentally, and emotionally
disabled. Yearly, over 4,000 people visit the Creative
Growth Gallery, which was started with a National
Endowment for the Arts grant as the first gallery of
its kind in the country whose primary mission is to
exhibit the art of people with disabilities. Creative
Growth Art Center demonstrates that labels such as
disability need not be barriers to high achievement
and success in the arts.
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A Guided Tour of
Abnormal Psychology

Welcome to one of the most fascinating courses you’ll ever take! Fascinating as
it may be, however, this is no tabloid treatment of the subject matter. The text
you have opened is grounded in research and steeped in clinical experience. You
can trust what yvou’re about to read!

We know from experience with our own students that you’ll be especially
interested in coverage of clinical disorders—depression, schizophrenia, obses-
sive-compulsive disorder, and so on. So, after a basic introduction to the nature
and diagnosis of abnormal behavior, we begin our coverage of disorders in Chap-
ter 3—much earlier than most other texts do.

Because there is evidence that many disorders have their roots in childhood,
so the first disorders chapters deal with disorders of infancy, childhood, and ado-
lescence. These chapters will give you important developmental background ma-
terial for understanding the later disorders chapters in the text.

Our coverage of all disorders is organized in relation to the Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV), published by
the American Psychiatric Association, And, because prevention is quickly becom-
ing as important in today’s world as diagnosis and treatment, every disorders
chapter includes a focus on how disorders might be prevented as well as treated.

Perhaps most important of all, youw’ll find the text peppered with real-life
clinical stories of patients whom we and our colleagues have encountered.

So that you’ll make the most of all the material in the following pages and
chapters, we’ve incorporated a number of helpful features and ancillary items in
this textbook package.

An Integrated View of the Field

Roots of Disorders

Underscoring the developmental theme that appears
early in the text and recurs throughout:

Connections tabs appear in every

chapter, giving you cross-references to

other interesting coverage elsewhere >

in the text. Rather than presenting ab-
normal psychology’s varied topics as
isolated bits of information, we will
help you tie them together meaning-
fully at every opportunity.
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xii To the Student: A Guided Tour of Abnormal Psychology

Diathesis—stress models are presented in care-
fully and consistently color-coded diagrams to
show how the interaction of
< biological, psychological, and
environmental factors can bring
about disorders.

The Clinical and
Research Base
Each chapter opens with

From the Case of . . .,
a dramatic case history P>

to which the chapter
text refers and to which
we return at the end of
the chapter in Revisiting
the Case of . . .. Among other
cases, you'll be especially inter-
ested in the stories of

B Nelson McGrath, whose diary provides
a haunting introduction to abnormality;

® former Green Bay Packers defensive
end Lionel Aldridge, diagnosed with
schizophrenia; and

® serial killer Ted Bundy’s antisocial
personality disorder.

Specially highlighted
brief case histories appear
throughout each chapter,
» further bringing the ] S
clinical world of
abnormal psychology
to life.

How should

mental disorders
be diagnosed? Find
at-a-glance summaries
of the official termi-
nology, criteria, and

categories in special
DSM tables.
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The research base truly comes to life, as today’s leading authorities
in the specialty areas of abnormal psychology speak with us in

A Talk with . . . features within each chapter. Among others,

hear the words of

Lee Sechrest, on the science of abnormal psychology;
Elizabeth Loftus, on repressed memory and dissociative disorders;
[rving Gottesman, on schizophrenia; and
David Orlinsky, on psychotherapy.

4 Prevention

How can mental disorders
be prevented? Check out
each disorders chapter’s
Prevention feature on
such topics as

B adolescent suicide;

® the FAST track approach to derailing
childhood conduct disorder;

® promoting community health; and

® adolescent drinking.

Holding Your Interest pp | ommm . .
and Stretching Your
Thinking

There is a special section in each chapter on a Controversy that is cap-
turing current scholarly, popular, or clinical attention. A set of Think-
ing Critically questions at the end of each Controversy will deepen
your understanding of the material. Among the Controversies are:

® What are the implications of genetic causes of abnormality?
® Are diagnoses gender biased?

® [s Ritalin a safe treatment for hyperactivity?

® Can violence be socially inherited?

Masterful Teaching and
Effective Learning

In the Textbook . . .
Chapter Outlines help you preview and organize the material.

In Review at the end of most major sections, brief reviews provide
you with summaries that help you along the way.

Chapter Summaries provide a paragraph of review for each of the chapter’s
main sections. You’ll see the main headings from the
chapter outline repeated here, for effective review and
“chunking” of the material.
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Key Terms

And beyond . . .

All of the chapter’s boldfaced glossary terms are gathered
at the end of the chapter for you to test your recall of the
chapter’s terminology. If you’re having trouble with a
term, check the page reference provided.

A variety of student ancillary items are also available from your bookstore.
Check with your instructor.

Practice Tests

Study Guide

Website

Casebook

Multiple-choice tests, with answers, for all chapters,
composed of real test items from the text’s Test Bank, by
Susan K. Fuhr of Weber State University, prepare you to
take the real thing.

By John Foust of Parkland College, applies the tried-and-
tested learning technique—SQ3R—to a variety of exer-
cises for each chapter.

Visit the Allyn & Bacon America Online home page
(keyword: College Online) and this textbook’s website
(http://www.abacon.com/nietzel) for a wealth of informa-
tion and assistance related to abnormal psychology. Inter-
act with an online study guide, follow

links to other useful sites, or just browse.

Case Studies in Abnormal Behavior, Third Edition

by Robert G. Meyer and Yvonne Hardaway Osborne,
provides a wealth of actual, recent cases, accompanied
by introductions and discussions.
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This book arose from a vision that we shared about
a more exciting organization for an abnormal psy-
chology textbook, as well as a new set of emphases
on how disorders develop and can be prevented. This
vision was focused by our experiences teaching ab-
normal psychology courses, by talking with other in-
structors about their classes, and, most important,
by talking with students about what they wanted in
an abnormal psychology textbook. We believe we
have translated this vision into a book that students
will enjoy reading and that instructors will appreci-
ate assigning in their classes.

A Innovative Organization

The traditional abnormal psychology textbook be-
gins with four to six chapters on the history of psy-
chology and abnormality, an overview of theoretical
approaches to abnormal behavior, a survey of clas-
sification and assessment techniques, and often a
primer on research methods. In many cases, one
quarter to one third of the book is devoted to these
topics. In our experience, such an organization creates
several problems that we have tried to eliminate in
this text. First, students routinely become bored with
so much background material and grow impatient,

as they often put it, “to get to the interesting stuff*—
y p g g

the disorders themselves. Instructors frequently re-
spond by not assigning all of the opening chapters,
but this can result in an incomplete introduction to the
course, inadequately explained content later, or both.

In this text, we compress what we believe to be
the necessary preparatory content into the first two
chapters. In those chapters, we survey major histori-
cal periods and their associated worldviews, summa-
rize various theoretical perspectives on abnormality,
describe the basics of assessment and classification,
and introduce the logic of the scientific method. We
confine ourselves to the fundamentals of this mater-
ial, but we return to all of these issues later in the text,
by discussing them in the context of specific disor-
ders. By the end of the book, students will have been
exposed to all the basic historical, psychological, and
scientific concepts in a way that we believe is more
interesting and less artificial than the typical abnor-
mal text’s format.

A second major innovation in this text lies in its
placement of chapters on infancy, childhood, and ad-

olescence. In the typical text, these problems are dis-
cussed in the last third of the text, usually after all
the major adult disorders have been described. This
standard organization does nothing to help students
understand the many important links between child-
hood experiences and adult problems. In this text, dis-
orders of infancy, childhood, and adolescence, and
developmental disorders, are covered before all oth-
ers. This arrangement helps students learn how, in
many individuals, childhood experiences are linked
to adult disorders.

The unique organization of this text makes pos-
sible some special features and themes. One repeated
theme is developmental psychopathology, a perspec-
tive on mental disorders that is gaining ever-greater
prominence. The origins and signs of many adult dis-
orders emerge in childhood and adolescence. Under-
standing how early developmental factors increase
the risk of mental disorders is crucial, and the orga-
nization of this text provides a framework for achiev-
ing this understanding.

Special attention to developmental contributions
to mental disorder is enhanced by an emphasis on
prevention. Each disorders chapter contains a high-
lighted section devoted to a specific prevention topic.
Does family violence produce aggressive children who
then become antisocial adults? What role do early
thinking patterns play in creating anxiety and mood
disorders, and can these patterns be altered? Do we
know enough about the genetics of mental disorders
to offer genetic counseling to prospective parents?
Although our current knowledge of psychopathology
does not yet permit the design of effective prevention
programs for all disorders, considerable progress has
been made in several areas. Our book is intended to
portray what is currently known about prevention
and to help students understand the importance of re-
search in this vital area.

Various theoretical models have attempted to ex-
plain mental disorders by invoking a large number
of biological, psychological, and social factors. OQur
text surveys these models, but, for each disorder, we
emphasize the causal model that we believe is best
supported by existing data. For many disorders, this
turns out to be a diathesis—stress model, which em-
phasizes an interaction between a vulnerability or pre-
disposition to disorder (diathesis) and the stressors
and other triggering events that translate diathesis
into disorder. In order to highlight the importance of

XV



xvi To the Instructor

the diathesis—stress model, we use carefully and con-
sistently color-coded diagrams to depict the diathe-
ses and stressors involved in specific disorders.

Why do men and women differ in the frequency
with which they are diagnosed with certain disor-
ders? What is the most effective form of treatment
for a given disorder? Should we devote increased re-
sources to preventing mental disorders or to treating
them once they appear? For many of these questions,
the answer remains unclear. Scholars often disagree
about how to interpret empirical data about such
questions or even about whether empirical data can
resolve their disagreement. In order to acquaint stu-
dents with these inevitable, and desirable, disputes, we
have included a Controversy in each chapter that
focuses on an unresolved diagnostic, causal, or treat-
ment issue. The purpose of these Controversy sec-
tions is to point students toward some of the “big
questions” that remain unanswered in the field of ab-
normal psychology while encouraging them to deepen
their understanding of the issue by thinking critically
about it. To this end, each Controversy concludes with
Thinking Critically questions.

Just as childhood experiences are often linked to
later problems, the symptoms, causes, and treatments
of one type of disorder are often relevant to other con-
ditions as well. Given the degree to which biological,
psychological, and social factors interact with each
other, this overlap should not be surprising. How-
ever, it is often overlooked. One key skill in learning
about abnormal behavior is being able to see linkages
between different disorders, causal factors, treatment
methods, and outcomes. We attempt to promote this
kind of insight in our readers by noting some of the
connections between chapters. These Connections ap-
pear in the margins of the text and direct the reader
to content on specific pages in other parts of the text
that is related to the current topic under discussion.

Discoveries in abnormal psychology are unfold-
ing at an astounding rate. New knowledge in the areas
of diagnosis, causation, and treatment appears liter-
ally almost every day. To ensure that students are ex-
posed to the most current and sophisticated think-
ing available, each chapter includes A Talk with . . .,
an interview with a world-renowned expert on a
topic covered in that chapter. These experts also sug-
gest some of the most crucial questions in need of fu-
ture study.

Promoting Interest and Learning

To promote students’ interest in the material and aid
their understanding, we have employed a number of
other pedagogical devices in all chapters. In addition

to brief case histories liberally distributed through-
out the text, we begin each chapter with a lengthy case
history entitled From the Case of . .., which illus-
trates the clinical reality of a disorder discussed in
that chapter. We return to these cases at the end of the
chapter in Revisiting the Case of ..., which sum-
marizes the course and outcome of the individual’s
problem. These introductory and revisited cases were
selected to show how general concepts of cause and
treatment operate in individuals most of whom are
known personally by the authors.

Students’ studying of the text should be facilitated
by our use of several other learning rools, including:

® In Review summaries that highlight the key
points of major sections in each chapter.

® Chapter Summaries, which identify and inte-
grate the most important subject matter for
chapters.

® Key Terms, which are boldfaced in the chapter,
listed at the end of each chapter with page ref-
ererces, and defined in the book’s Glossary.

Ancillaries for Instructors

No major college textbook today would be complete
without a full complement of teaching materials to
help make the instructor’s job easier. Ours is no ex-
ception. We are pleased to offer:

® An Instructor’s Manual, by Peggy Nash of
Broward Community College, featuring chap-
ter overviews, outlines, lecture makers, trans-
parency lists, and various other helpful
resources.

W A Test Bank of over 2,500 items, by Susan K.
Fuhr of Weber State University, available in
both hard copy and computerized form for
DOS, Windows, and Macintosh computers.

® A website specifically for this textbook, which
offers both students and instructors the oppor-
tunity to browse to other sites relevant to spe-
cific topics in this textbook, to chat with one
another on our message boards, and to partici-
pate in an on-line study guide.

® Transparencies, in full color, of key figures
from the textbook and other sources.

W A variety of video resources for you to choose
from, including:
—A 90-minute case video, featuring (1) Dev-

on, an autistic boy, whose mother is inter-
viewed by pediatric psychologist Sandra



D’Angelo; and (2) Lionel Aldridge, former
Green Bay Packers defensive end, diagnosed
with paranoid schizophrenia, interviewed by
Mike Nietzel. Each case also provides a de-
scription of the disorder, as well as treat-
ments each individual received,

—A series of videos from American Psychiatric
Press, Inc., on diagnostic issues and treat-
ments for a variety of disorders.
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dom employed and, if they do hold jobs, their in-
comes average less than $5,000 a year. Beyond all
this, they suffer almost daily rejection by members of
the general public who both pity and fear them (Fed-
eral Task Force on Homelessness and Severe Mental
Illness, 1992). The policy of confining these people in
state mental hospitals was obviously not the answer,
but at least it usually assured them a minimum level
of safety and shelter. Today, with public mental hos-
pitals a less-ready refuge, there is a continuing strug-
gle to provide the broad range of services these indi-
viduals need.

Should they all be put back in hospitals? The
problem of mental illness among the homeless is too
complex and profound to be solved through any sin-
gle program or idea. The National Institutes of Men-
tal Health Task Force on Homelessness and Severe
Mental Iliness has proposed creation of an integrated
system of care with three main components (see Fig-
ure 18.2). The first would be its assertive outreach
orientation, meaning that service providers would
seek out and bring treatment to the homeless men-
tally ill on the streets and in shelters rather than
waiting for these clients to ask for help. Service pro-
viders would also offer integrated case management,
helping clients obtain necessary health and welfare
benefits, arranging appointments with health care
providers, and making sure they are receiving appro-
priate services.

The second major component of this system
would be to provide adequate housing. Many of
the homeless mentally ill need safe havens from
their confusing and frightening lives on the street or
in mass shelters. These facilities would provide semi-
private living conditions and basic services (such
as food, showers, and clothing) for small groups of
people whose mental illness has kept
them out of larger shelters. Safe ha-
vens would provide temporary help

Connections
Do services such as
psychosocial rehabil-
itation successfully
maintain patients in
the community?
See Chapter 17,
pp. 602-604.

ey

until more permanent housing could
be found in a special-residence hotel,
halfway house, group home, foster
home, nursing home, board-and-care
home, or apartment.

The final component in this inte-
grated system of care would consist of
a collection of income support, health
care, psychosocial rehabilitation, men-
tal health and substance abuse treat-
ment, education, and vocational ser-
vices. The specific package of services
offered would depend on the particu-

lar needs of a given client, as assessed by a case man-
ager. Because some severely mentally ill persons re-
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sist or avoid psychiatric treatment, one strategy would
be to “bundle” services so that mental health treat-
ment and rehabilitation are always paired with ne-
cessities such as food and shelter. Proponents of bun-
dled services see them as a reasonable, efficient way
to reach an often-inaccessible population; opponents
view bundling as coercing people into treatment that
they may not want and should be free to refuse.
The debate highlights again the enduring conflict
in the United States between personal autonomy
and the rights of society at large.

The Mentally Ill in the Criminal Justice System. The
process of deinstitutionalization has placed ever-
greater responsibility for supervising the severely
mentally ill on police and the criminal justice system.
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Police officers have wide discretion in their response
to disruptive people who may also be mentally ill.
They can arrest them or force them into a hospital.
They can attempt on-the-spot counseling, refer them
to a mental health agency, or return them to the care
of friends or relatives. Research suggests that the po-
lice are reluctant to arrest or hospitalize mentally ill
people unless they create an obvious public danger
{Bittner, 1967). This reluctance is part of a general
tendency for police to avoid arrests in minor en-
counters unless the suspect is disrespectful or a com-
plainant insists on pressing charges. Consider, for
example, the research of Linda Teplin (1984), a so-
ciologist at Northwestern University, who trained a
team of psychology graduate students to observe
police—citizen interactions over a 14-month period
in two Chicago precincts. Using a symptom check-
list and a global rating of mental disorders, the re-
searchers studied more than 800 police—citizen en-
counters. In these encounters, over 500 citizens were
considered suspects eligible for arrest, but only 29.4
percent of them were actually arrested. However, of
the 30 suspects rated by the observers as mentally ill,
46.7 percent were arrested, a significantly higher rate
than for suspects who did not appear to display a
mental disorder. Similar results have been reported
in other cities.

In other words, when something must be done
about a disruptive mentally ill person, police officers
may prefer arrest over hospitalization, partly because
arrest often involves less red tape, and also because
hospitals often refuse to accept these people because
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they are too dangerous, not dangerous enough, or
suffer a disorder that the hospital does not trear. Thus,
the homeless mentally ill are being “criminalized” to
a certain extent because society does not know what
else to do with them. They are often treated like petty
criminals and, for many, local jails have become their
major source of shelter, food, medical treatment, de-
toxification, remedial education, and other services.
Not surprisingly, rates of severe mental disorders and
substance abuse are now alarmingly high among jail
populations (Abram & Teplin, 1991). Commenting
on this situation as it affects Black youngsters, the
Reverend Jesse Jackson noted that, for many teen-
agers, “Jail is a step up; once they are jailed, they are
no longer homeless . . . they have balanced meals
. . . they will no longer be hit by drive-by shootings.”

By the 1980s, it was apparent to most thought-
ful observers that an exclusive concern for protect-
ing the rights of mentally disordered patients often
meant ignoring their needs for adequate care, hous-
ing, and treatment. Ironically, the legislative reforms
of the 1970s inadvertently helped create a situation
in which it was too hard to get mentally ill people
into a hospital for needed treatment and too easy for
them to be released before they were ready to cope
eftectively with the outside world. These people had
been protected from hospitalization only to be rel-
egated to the streets, jails, or “psychiatric slums” that
offered neither treatment nor protection from hunger,
crime, disease, and other dangers. Had adequate at-
tention been given to providing community-based
services to deinstitutionalized patients, the results

Partly as a result of laws that
make it harder to hospitalize
the mentally ill against their
will, increasing numbers of
individuals with mental dis-
orders are being detained in
local jails where they can be
observed for a day or two to
determine whetber a hospital
commitment is justified. One
jailer, commenting on indi-
viduals who are repeatedly
arrested for this reason, said
“it s as if they are serving a
life sentence a few days at

a time.”
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might have been different. But the fact is that most
communities have not assured the services that a
proper deinstitutionalization program requires.

As activism by mental health professionals and
patients’ famnilies awakened interest in these concerns,
the social policy pendulum began to swing back to-
ward making it a bit easier to commit people to a
hospital without their permission. Many states al-
tered their laws to permit involuntary commitment,
not only of people whose mental illnesses poses a dan-
ger to themselves or others, but also of people who
are gravely disabled by their disorder or are in dan-
ger of deteriorating if they are not hospitalized. These
revised laws recognized that a small percentage of
people may be so severely incapacitated by mental
illness that, although they pose no real danger to
others, they will be unable to survive for long unless
they receive custodial care and protection.

Even before legislators began to pass these re-
vised state laws, clinicians and judges had informally
started to use commitment criteria that anticipated
them. Their decisions were based on a common-
sense model of commitment that did not “place
rights above suffering” (Applebaum, 1994). Some-
times called the “thank-you theory” of commitment,
this model assumed that patients whose disorders ren-
der them unable to make reasonable decisions about
their lives will ultimately be grateful for the treatment
that a mental health professional or judge insists they
receive. This practice amounted to an informal return
to the parens patriae logic for commitment.

Types of Commitment in Use Today. Most state
laws now permit three types of involuntary commit-
ment of mentally ill persons: (1) commitment with-
out a court order, (2) commitment by court order,
and (3) outpatient commitment.

Commitment without a court order is allowed
under emergency circumstances. Because most com-
mitments arise in emergency situations, this is the
most frequent means by which patients are commit-
ted to hospitals. Family members, police officers,
mental health professionals, or, sometimes, just con-
cerned citizens can initiate this type of commitment
by alerting law enforcement officials when people
appear mentally disturbed and about to harm them-
selves or others. This was the basis for the commit-
ment of Wilson, whose case opened this chapter. A
few states require approval by a judge before allow-
ing an emergency commitment but, in most cases,
the decision is left up to a mental health professional
at the hospital to which the person is taken by the
police. Upon being committed, the person is read
a list of legal rights pertaining to commitment. Pa-
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tients are told, for example, that they can be detained
in the hospital for only a limited time—usually from
24 hours to a few days—before a court hearing must
be conducted to determine whether more extended
confinement is necessary.

Commitment with a court order requires that
a family member, police officer, or other concerned
party petition a court to have the allegedly mentally
ill person examined by a mental health professional.
A court hearing is then conducted to determine
whether the criteria for commitment are satisfied.
The person whose commitment is being sought has
the right to be represented at this hearing by an at-
torney who can call and cross-examine witnesses.
The judge or a jury then decides whether the com-
mitment criteria have been met. Although “danger-
ousness” is the standard discussed as the formal basis
for most involuntary commitments, proof of “grave
disability” is actually the criterion that usually de-
termines the court’s decision (Turkheimer & Parry,
1992). Regardless of the formal criteria, if the judge
or jury thinks a person is mentally ill and in obvious
need of care, commitment is usually ordered.

Outpatient commitment is a procedure allowed
in most states, but, until recently, it has not been used
very often. It allows the state to commit a patient
to mandatory treatment in an outpatient setting—
a community mental health center, or day center, for
example. Outpatient commitment often occurs when
patients are given conditional release from a mental
hospital: they are ordered to continue to receive med-
ication or other treatment in the community and, if
they fail to do so, they can be returned to an inpa-
tient institution.

Although outpatient commitment appears to be
an attractive alternative for treating some severely
mentally ill persons, it carries several complications.
For example, are therapists liable for any dangerous
acts performed by patients while on outpatient com-
mitment? s effective, community-based treatment
readily available? Finally, the vast majority of outpa-
tient commitments require that patients continue to
take prescribed medication. Can patients be forced to
take these medications? This last question, the thorni-
est of all, involves patients’ right to refuse treatment.

The Right to Refuse Treatment

Several fundamental questions about patients’ rights
are raised when a patient does not want to take med-
ication that a physician believes would be beneficial.
Should society “help” patients by giving them treat-
ment against their will? Does the need for treatment
outweigh patients’ rights to protection against inva-
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sion of privacy and against interference with decisions
about what goes into their bodies? Does it make sense
to commit people to an institution and then allow
them to refuse the very treatment that may be nec-
essary for them to regain their freedom?

For many years the treatment of medical patients
has been governed by rules that require patients to
give informed consent before recetving medication,
surgery, or other procedures. The rules of informed
consent presume that medical patients are competent
to decide whether they want to receive a treatment
after being told about its potential benefits and risks
and the alternative treatments available (see Figure
18.3 on page 626). For many decades, however, in-
formed consent rules were not usually applied in the
treatment of the seriously mentally ill because it was
assumed that their disorders made them incompe-
tent to render such decisions. In short, the mentally
ill were expected to simply follow doctors’ orders.

By the late 1970s, however, courts in Massachu-
setts (Rogers v. Okin, 1979) and New Jersey (Ren-
nie v. Klein, 1978), among others, had decided that
committed mental patients should not be automati-
cally presumed incompetent and that they therefore
retained the right to refuse medication, even if it were
likely to be beneficial. Still, the right to refuse treat-
ment is not recognized in all states; some state courts
have decided that committed patients can be ordered
to comply with treatment that a professional has
deemed necessary.

Indeed, the U.S. Supreme Court has never held
that the mentally ill have a constitutional right to
refuse all treatment. Instead, it has mostly followed
the principle of deferring to the professional judg-
ment of physicians who are treating a patient. For
example, in the 1982 case of Youngberg v. Romeo,
which involved a profoundly retarded young man
who was involuntarily committed, the court held that
honoring the rights of patients cannot unnecessarily
restrict the judgment of the treating professionals.
Likewise, in Washington v. Harper, a 1990 case in-
volving a mentally ill prisoner, the court stated that
the prisoner could not be medicated against his will
unless treating professionals concluded that medica-
tion was necessary to ensure the safety of the pris-
oner or others. The Supreme Court reached a similar
decision in the 1992 case of Riggins v. Nevada, when
it ruled that it was unconstitutional to force a defen-
dant on trial for murder to be medicated unless it
could be shown that such medication was necessary
to ensure the defendant’s safety (or the safety of oth-
ers) or that the trial could not be conducted unless
the defendant were medicated.

Even in states that recognize a patient’s right to
refuse treatment, that right is not absolute. A patient’s
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refusal can be overridden if the patient is behaving
dangerously and medication is likely to lessen the
emergency, or if the patient is judged to be incom-
petent to make a decision about treatment. In the
latter instance, a judge or a panel of clinicians and
citizens can give “substituted” consent on the pa-
tient’s behalf if they conclude that the patient would
have consented to treatment had he or she been men-
tally competent to do so.

Despite these exceptions, many mental health
professionals were alarmed about the implications
of allowing patients even limited rights to refuse
treatment, especially psychoactive medications. They
predicted that, because the mentally ill often deny
their problems, few of them would consent to treat-
ment and that mental hospitals would thus not be
able to do their job. They warned that hordes of un-
medicated patients would make hospital wards in-
creasingly chaotic, violent, and dangerous, and they
suggested that the nearly constant hearings required
to determine the competency of each nonconsenting
patient would place a substantial drain on their time
and money.

In fact, these predictions have generally not come
true. Formal refusals of treatment are surprisingly
infrequent. On average, in jurisdictions recogniz-
ing the right to refuse treatment, only about 10 per-
cent of patients actually do so (Appelbaum, 1994).
Even fewer refuse medication for very long, and those
who do almost always have their refusal overridden
eventually by a judge or review panel (Appelbaum
& Hoge, 1986). And while states that allow patients
to refuse treatment have seen some increases in ag-
gression in hospital wards, these increases have been
less than feared.

Predictions about increased costs have come
true. Taking into consideration the clinicians’ time,
judicial and court costs, waiting periods, and review
panel obligations, it is clear that allowing patients to
refuse treatment is an expensive process. However,
these costs must be viewed in light of their benefits
in giving patients a feeling of control over their lives.
Typically, a patient’s refusal of treatment comes as
an initial objection to treatment. Then, the patient
and physician usually begin to negotiate (Appelbaum,
1994). If the patient refuses one drug, the clinician
may prescribe a different one. If the patient refuses
medication because of feared side effects, the clini-
cian may prescribe a lower dose. In some cases, pa-
tient and therapist come to an understanding and the
therapist may agree to suspend medication for a while
in order to see how well the patient functions. If symp-
toms return, the patient agrees to go back on the med-
icine. If the symptoms do not return, the doctor does
not insist on continued treatment.



