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Carlos J. Vega 
CURRICULUM VITAE  

 
FOREIGN LANGUAGES 

Spanish (fluent) 
 

EDUCATION 
Sept. ‘78 -- Dec. ’81 -- Nova Southeastern University, Ft. Lauderdale, FL.— 
Degree Awarded July 1982, Doctor of Psychology from The School of Professional 
Psychology. 
Sept. ‘77-July ‘78 -- Nova Southeastern University, Ft. Lauderdale, FL. Degree 
awarded: Master of Science in Psychology (Counseling and Guidance) from the 
Behavioral Science Program. 
Sept. ‘75 -- May ‘77 -- University of Miami, Coral Gables, FL. Degree awarded: 
Bachelor of Arts, Major in Psychology and Minor in French. 

LICENSES AND PROFESSIONAL AFFILIATIONS 
State of Arizona licensed (Clinical) psychologist since May 1983 (license #1020). 
Arizona Board of Psychologist Oral Examiner (1997) 
Past Chair for East Valley Behavior Health Assoc Quality Assurance Committee. 

WORK EXPERIENCE 
Mar. ‘87 -- present --Full time private practice. 
Aug. ‘82 -- April ‘87 --Clinical Director and Clinical Psychologist at the Behavioral 
Health Agency of Central Arizona. ( Jan. ‘87) Part-time private practice in Phoenix, 
St. Luke’s Medical Building #406. 
Sept. ‘81 --July ‘82 --Staff Clinical Psychologist at the Miami Mental Health Center, 
located in Miami FL. 
Sept. ‘80 -- Sept. ‘81 --Clinical Psychologist Internship at Miami Mental Health 
Center. 
 

RESEARCH/PROJECTS/PRESENTATIONS 
Presented recently on the effects of psychological trauma at CIBHS, a state wide 
behavioral health agency. several DSM III-R seminars and an interviewing 
technique seminar to local professionals, a DSM IV seminar to case managers, and 
two seminars on Psych. Testing to social service providers.  Conducted study 
subsidized by DES of MMPI (personality testing) findings on maltreating mothers 
in Pinal and Gila Counties.  Presented study of human figure drawings of sexually 
abused girls at NCCMHS.  Have also made formal presentations in Spanish such as 
one on EMG biofeedback in San Juan, Puerto Rico to Puerto Rican graduate 
students.   

MAJOR EDUCATIONAL SEMINARS ATTENDED 
(A few of the recent ones) 

Training MH Experts in Legal Competency and Restoration. Current Trends in 
Psychopharmacology. Conducting Effective Mental Status and Risk Assessment.Two of the 
Annual US Psychiatric and Mental Health Congresses.  Recent MMPI-2 & MMPI-A 
symposia by Dr. Butcher.  Dr. Amen’s The Healing Brain. Innovations in Addiction 
Treatment & Behavioral Health Care. 
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CARLOS J. VEGA, PSY. D. 
 PSYCHOLOGIST 

1298 E. AVENIDA GRANDE 
CASA GRANDE, AZ 85122 

(520) 836-1835 
(520) 876-4653 FAX 

drcjvega@gmail.com 
 

PSYCHOLOGICAL EVALUATION 
CONFIDENTIAL 

FOR PROFESSIONAL USE ONLY 
 
 

NAME: Clarence W Dixon 
DATE OF BIRTH:  
AGE: 66 years old 
DATE OF EVALUATION: April 23, 2022                       
EVALUATOR: Carlos J. Vega, Psy.D. 
CASE NUMBER: CR2002-019595 
 
REFERAL STATEMENT 
Clarence is a 66-year-old Native American male who was court ordered for a psychological evaluation 
involving a competency matter that exceeds the usual issues covered by a general Rule 11 Exam. With 
guidance from the Attorney General’s Office this evaluation needs to address the following questions: 
  

1. Is Clarence Dixon’s mental state so distorted, or his concept of reality so impaired, that he lacks a rational 
understanding of the State’s rationale for his execution? 

2. Is Clarence Dixon, due to a mental disease or defect, presently unaware that he is to be punished for the crime 
of murder or unaware that the impending punishment for that crime is death? 

3.  
This report addresses Clarence’s general psychological functioning, and the referral concerns are 
summarily addressed in the final section of this report. 
 
ASSSESSMENT PROCEDURES 
Clinical Interview *Mental Status Examination *Competency Inquiry *Review of Reports Available 
 
RESULTS OF ASSESSMENT PROCEDURES  
Documents reviewed include the “Motion to Determine Mental Competency to be Executed” dated April 8, 
2022. The motion indicates that “…Clarence Dixon is a 66-year-old legally blind man of Native American 
ancestry, who has long suffered from a psychotic disorder––paranoid schizophrenia. Previously, an 
Arizona court determined that he was mentally incompetent and legally insane. Mr. Dixon has a 
documented history of delusions, auditory and visual hallucinations, and paranoid ideation. On April 5, 
2022, the Arizona Supreme Court issued a warrant of execution scheduling Mr. Dixon’s execution date for 
May 11, 2022…Mr. Dixon’s execution by the State of Arizona will violate A.R.S. § 13-4021, which 
prohibits the State from executing an individual who is mentally incompetent to be executed. Mr. Dixon’s 
execution will also violate the Eighth Amendment to the United States Constitution…which “prohibit[s] a 
State from carrying out a sentence of death upon a prisoner who is insane.” As set forth below, Mr. Dixon’s 
mental illness renders him incompetent to be executed by depriving him of the ability to rationally 
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comprehend the meaning and purpose of the punishment the State of Arizona seeks to exact by his 
execution—that is, Mr. Dixon’s mental illness thwarts his ability to form a rational understanding of the 
State’s reasons for his execution… Mr. Dixon has a long and well-documented history of severe mental 
illness, including prior findings of incompetency, a legal finding of not guilty by reason of insanity 
(NGRI), and multiple diagnoses of paranoid schizophrenia… in September 1977, Mr. Dixon was found 
incompetent by two different court-appointed psychiatrists… He was released from ASH approximately 
two months later, after a third psychiatrist found he regained competency to stand trial. At trial for the 1977 
assault, Mr. Dixon was found NGRI and released…recognizing Mr. Dixon’s serious mental illness…the 
trial judge also ordered the State to commence civil commitment proceedings. The murder, for which Mr. 
Dixon is sentenced to death in these current proceedings, occurred on January 7, 1978, less than 48 hours 
after the trial judge had ordered the State to institute civil commitment proceedings… Subsequently, in 
1981, a psychological evaluation of Mr. Dixon administered by the Arizona Department of Corrections 
described symptoms consistent with his paranoid schizophrenic psychotic disorder…and that he 
experiences “grossly disturbed perceptual and thought patterns, clear paranoid ideation, feelings of 
frustration, and moderate agitation…producing inefficiency of intellectual functioning…” 
 
Documents reviewed reveal that in May 2001 Tempe Police Department matched DNA evidence to 
Clarence W Dixon, of the 1978 murder of 21-year-old Arizona State University Student Deana Bowdoin. 
Dixon was serving life sentences in prison for a 1986 sexual assault. Dixon, at one point had been released 
on parole in March 1985, and on April 2, he grabbed a woman in the parking lot at Northern Arizona 
University, holding a knife to her throat. On June 10, he grabbed a female jogger on the road near NAU. 
While holding her at knife point, he walked her to the woods where he tied her hands and sexually 
assaulted the woman. Dixon was arrested, convicted, and sentenced to seven consecutive life terms. A prior 
psychiatric evaluation indicated that “Mr. Dixon reported no involvement with the Juvenile Justice 
System…”, however there are documents that indicate that as a child he was cruel to animals and may have 
molested his sister. “…He said he was first convicted of “DUl's" when he was eighteen and nineteen in 
Gallup, NM. He also stated that he was charged with soliciting prostitution in 1978. He said that he spent 
five days in jail…” In 1977 he assaulted a young girl whom he thought was his ex-wife or (she looked like 
his ex-wife)…” In 2005, Clarence was charged with the 1978 sexual assault and murder of a university 
student. In 1985 Clarence had been convicted in Coconino County of seven counts arising from the sexual 
assault of a student on the campus at NAU. He was on parole at the time of these offenses and therefore he 
received seven consecutive life sentences in that case. 
 
Aside, and at times related to Clarence history of antisociality is his admitted history of psychoactive 
substance abuse. Documents reviewed indicated that Clarence was around 16 years old when he began to 
use alcohol. He stated that eventually his drinking increased to daily use of etoh. He reported that this went 
on from 1977 until September 1978 and that it included usually drinking beer but at times he would drink 
an entire bottle of vodka. He acknowledged to having had frequent blackouts "about once every two or 
three weeks" from the vodka.  
 
I met with Clarence on April 22 via Google Meet video set up. Clarence is being housed at the Browning 
Unit at the DOC in Florence. I introduced myself and went over the reason for my visit. Clarence was 
immediately amenable and cooperative. He stated that he had been in "the DOC for 36 years “and added 
that he was "on death row” and he was going to be executed “in 11 days.” 
 
Even though his psychosocial history is well documented, to help establish a good rapport I obtained a 
summary of his background information. Clarence reported that he was from Fort Defiance in Arizona. He 
stated that this was approximately 100 miles from the four corners area. He reported that he has two sisters 
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and three brothers and acknowledged that he wasn't close to any of them and had lost contact. It’s been 
documented in prior evaluations that Clarence never really felt connected to anyone. He went on to 
describe himself as a loner. He reiterated that which has been documented in terms of not having any 
friends. He did mention having had a friend in the sixth grade and that the relationship lasted several years, 
but admits that this relationship also ended decades ago. With regards to his education, he said that he was 
an average student in high school and that he was “one semester away from a bachelor’s degree in fine 
arts". 
 
With regards to employment, he stated that he worked approximately a total of “four or five years" and that 
he was an auto mechanic. He added that he worked two years in the reservation and "two years off [the 
reservation]". He stated that he enjoyed working. 
 
He was married at one time and was with his wife for about two years and denied having children. 
Documents indicate that he had a very troublesome marriage and she divorced him when incarcerated. 
 
Clarence reported not having had any dealings with behavioral health services growing up. However, 
documents indicate that he reportedly suffered considerable depression as a youngster. In addition, he 
describes himself as being avoidant, very shy and reticent in his interpersonal dealings. There’s also reports 
of Clarence having been cruel to animals and having molested his sister. The latter is something he 
subsequently denied. At any rate, he recalls that he first dealt with behavioral health professionals in 1977 
when he was referred to “two psychiatrists” for competency evaluation. The latter was in connection to 
having “ attacked a girl with a pipe". Client stated that he did not know his diagnosis but  knew that the 
mental health professionals stated that he had "deep psychological problems". He does not recall ever 
having been offered medication and he reports that he never took psychotropic medication. There is a 
psychological report dated 1981 suggesting that Clarence could benefit from medication, a strong 
tranquilizer like Haldol. Clarence stated that back then he was "passive, stupid and weak" and that he knew 
"something was wrong [with him]". 
 
Medically, documents indicate that he's had a number of maladies in the past, including cardiac difficulties 
when he was much younger. However, Clarence basically identified the issue of his vision and a persistent 
cough as salient. He expressed a lot of frustration with the DOC because he has requested cough drops and 
they have not listened to his concern about his persistent cough that requires frequent use of cough drops as 
treatment. He expressed resentment at the DOC staff for thinking they know better than he does about the 
coughing. He also complained of the fact that he is now legally blind after undergoing "four useless 
operations". He angrily remarked "I can't get shit out of the health unit". 
 
FINDINGS 
Clarence was alert and oriented across all spheres. He was capable of providing all of his personal 
identifying information without hesitation. This includes his height at 5'8" tall and his weight of 145 
pounds. He stated that lately he's been losing weight. He attributes this to the normal processing of aging. 
Clarence presents as an older looking and somewhat frail Native American male [Navajo]. He did not 
appear to be in any physical distress and offered no complaints of a medical nature other than the persistent 
cough that requires he be given cough drops. He never coughed during our 70-minute session. He is legally 
blind, and he ambulates with a cane. I observed how he came in the room and folded the cane as he sat in 
the chair maintaining very good posture. Hygiene and grooming appeared to be within normal limits. He 
then described the seriousness of his visual difficulties. He advised me that he wasn't able to really detail 
what I looked like. He stated that with short distances, say a couple of feet, he could make out his hands, 
fingers and colors but that is difficult for him to watch TV. 
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Clarence was very easy to engage. He was immediately cordial and personable. It's evident that his 
cognitive and memory functioning are intact. He's capable of expressing himself very well. He's likely to 
be above average intellect. His affect was mildly blunted but generally appropriate. He described his mood 
as "depressed". He then added "wouldn’t you be depressed ( if you were being put to death in a few 
days)”? He describes having a reactive depression, an adjustment disorder with depressed mood. 
 
With regards to his sleep, he stated that he was "sleeping a lot". He describes hypersomnia. In addition, he 
stated that he doesn't have much of an appetite. He also has no interest sexually. Clarence denied suicidal 
ideation. With regards to homicidal ideation or wanting to hurt others, he stated that the only person he 
would want to hurt badly would be "Donald Trump". Clarence mentioned to this writer that he does follow 
politics. It's interesting to note that when I asked him about President Biden, he initially blurted out 
"incompetent". He then modified his response and stated that with regards to President Biden, he would 
describe him as "a lackluster leader". When I asked about auditory hallucinations, Clarence stated that there 
are times when he hears his name being called. He described how he heard his name emanating from the 
side of his head or behind him. He went on to report that he understood that this auditory hallucination was 
"in [his] head". With regards to visual hallucinations, he stated that sometimes he sees “white squares" and 
it's annoying because they get in the way of the little vision that he does have when he's watching 
television. He then revealed that the most frustrating visual hallucination he has pertains to seeing "a little 
white boy dancing with red and white striped shirt on." He added that this really "pisses [him] off". He 
explained that he doesn't understand why it has to be a “white boy” that he sees. He would prefer seeing 
“an Indian boy since I am a Navajo". The hallucinatory experiences he describes appear to be more 
neurologically than psychiatrically relevant. He responds to the hallucinations with annoyance rather than 
incorporate them into any kind of a delusional system. He denies ever having had command hallucinations 
or mood related hallucinations.  Interestingly, Clarence himself commented that his hallucinatory 
experiences may be due to him having “a tumor".  
 
With regards to psychoactive substances, Clarence acknowledges that there was a time back in the late 70’s 
that he had frequent blackouts "about once every two or three weeks" from vodka. He describes having an 
alcohol dependence. After his incarceration, he learned how to make "hooch" and, years ago, one of the 
inmates told him that making hooch could be very dangerous and since then he hasn't had any issues 
regarding the use of psychoactive substances. Notwithstanding, when discussing the issue of the murder 
conviction Clarence essentially describes having been in an alcoholic blackout because he could not 
remember what had happened that night. 
 
When it comes to social support system, Clarence reported that he did have a couple of female pen pals. 
However, he stated that he can't find his address book and he has not been able to keep in touch with these 
individuals. In addition, he stated that he does have a "spiritual leader" who has been visiting with him 
since 1986. He stated that his name was Len Foster. It's interesting to know that Clarence initially became 
rather accusatory of the DOC staff regarding his address book. He began to rant about the fact that the staff 
had taken his address book and was ascribing malevolent intentions. This went on for a couple of minutes 
and then Clarence switched gears and stated that perhaps he had misplaced his address book. He remarked 
needing to do a more thorough search for his address book. This disclosure about the address book is quite 
revealing when it comes to a Clarence. It shows his tendency to externalize blame to the point that it 
borders on paranoia but then he recovers. If Clarence’s proclivity was to become delusional when 
suspecting he’s been harmed, then one would have expected Clarence to develop and hold on to a position 
that staff were actively persecuting and tormenting him. He would have contended how this was further 
evidence of DOC staff targeting him and colluding against him. However, that was not the case at all. Had 
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he been prone to delusions (as a supposed paranoid schizophrenic) he would've never shifted gears and 
acknowledge the possibility that perhaps he misplaced the address book.  
 
COMPETENCY INQUIRY 
With regards to the incident in 1977 where Clarence  “… attacked a girl with a pipe…”, Clarence described 
how he was walking  down that side walk and hit her. Asked if the girl reminded him of anyone and he said 
“no” but he did intimate that there were things going on with him when he assaulted her. I asked him, why 
did you hit her and essentially he responded that he hit her “because she was there” Asked what he did after 
he hit her and if he felt bad about hitting her and he said that after he hit her he ran and that he did feel bad 
about hitting her “ … but mostly, I did not want to get caught”.  
 
Regarding the DNA and the murder conviction, legally Clarence reiterated that which has been well 
documented. He assured me it was an illegal conviction and that his DNA was collected by the NAU police 
and they did not have jurisdiction etc.  I focused my inquiry on assessing what transpired and whether he 
was involved. Clarence initially stated he didn’t know the victim but eventually acknowledged that he must 
have been with her on that fateful night. He stated that he did “ not know anything about what went on…I 
have an idea where it happened…but [only know] what I read in the police report”. Were you drunk? 
“Probably, I was a big drinker at the time…” At that point I tactfully confronted him and suggested that if 
he had had a blackout as he intimated, that he could have killed her and not remember. Clarence 
immediately remarked “No, no no [regarding murder], I know I had sex with her ”. Later he denied having 
said that he knew he had sex with her. He explained that he didn’t remember having sex with her but stated 
knowing he had sex with her because “ my DNA was there” and “…I’m not denying the evidence” In other 
words, he’ll readily accept that he had sex with her even though he does not remember but he does not 
believe he killed her. Parenthetically, Clarence also made mention that police had DNA from another 
individual in that case that was ignored and proceeded to engage in the proverbial blaming of the victim as 
he detailed how the victim was someone who was known to have numerous sexual partners implying 
others may have had motive. He felt that focusing on him alone was not fair. Despite his lengthy 
description of the victim’s sexual partners, Clarence insisted that he didn’t “remember that girl”. He went 
on to explain that had he killed her on purpose then maybe he deserved the death penalty, adding “… but if 
I was in another state, they wouldn’t be killing me…” He then reported being unfortunate because he is 
here in Arizona and everyone “says we gotta kill him”.  He indicated knowing “ whether [he] did it or not 
[it] isn’t going to change a damn thing. [He] can’t bring that girl back… If [he] could [he] would.”. Lastly, 
when Clarence was asked, hypothetically, how he would feel if he were to suddenly have a memory of 
having killed her and he replied that if he were to recall having murdered that girl, he would have a sense 
of relief on his way to his execution.  
 
CONCLUSION & RECOMMENDATIONS 
After reviewing all the documentation and considering the results of this evaluation, it is evident to this 
writer that Clarence is primarily suffering from an antisocial personality disorder with salient paranoid and 
narcissistic personality characteristics. There are a number of references made to Clarence suffering from 
schizophrenia. However, throughout his imprisonment that spans over 3 decades, he was never treated for a 
psychotic disorder. At one time when he was younger, he is described as having suffered severe 
depression. In the past he may have at times experienced episodes of psychosis. However, there is no 
evidence that Clarence is experiencing active symptoms of schizophrenia at this time. He reports 
hallucinations that appear to be more neurologically, than psychiatrically relevant. The notion that he is 
delusional, because of his insistence on errantly applying inapplicable case law to have his murder 
conviction overturned, is unfounded. There is no doubt that he is deluding himself legally, but this is likely 
the function of the kind of cognitive distortions that are part and parcel of personality disordered 
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individual. Clarence wrote numerous motions attempting to suppress the DNA evidence that linked him to 
the 1978 murder on the basis that the NAU police were not a legal entity when he was arrested in 1985. 
Clarence, according to documents reviewed misconstrued "the holding in Goode…[that] does not depend 
on the 1985 amendments. Instead, Goode holds that the board has implicit authority under ARS 15–1626 
[A] [2].” Clarence unsuccessfully  re-litigated the issue all the way through the Arizona judicial system. 
The issue however was not deemed “viable“ and the Supreme Court denied review. Clarence 
narcissistically continues to be convinced that his argument is valid and the Courts are mistaken. This is not 
delusional thinking.  The definition of delusional implies an outrageous false belief. In this type of  case, a 
delusional legal defense would sound something like this. “ John Doe maintaining that Intergalactic Law 
and Statutes supersede and takes precedence over State, National and International law with Jesus Christ 
as the ultimate judge”. As a result, there is no evidence that Clarence’s mental state is so distorted, or his 
concept of reality so impaired, that he lacks a rational understanding of the State’s rationale for his 
execution. As can be seen in the Competency Inquiry section above, Clarence is so well aware of the 
State’s rationale for his execution that he wishes he resided in a different State, one that did not have the 
death penalty. He made it clear that he does not want to die and believes that there is nothing to be gained 
by his execution. He even goes as far as to say that if he could bring the victim back to life, he would. He 
made it clear that he was “going to fight [his execution] until the end”. He has deluded himself into 
believing that he found case law, that supports his position. He admits that he has worked feverishly for 
years to write numerous motions and describes his motions as having been sufficiently tenable to have been 
litigated through Arizona’s entire judicial system and turned away at the doorstep of the Supreme Court. 
Furthermore, Clarence insists that he has no memory of the murder, and this additionally motivates him to 
fight against being put to death. The notion that he has no memory of the incident surrounding the death of 
the victim appears to be true since Clarence revealed to this writer that if he were to suddenly remember 
having killed the victim, he would have a sense of relief at his execution. 
 
Furthermore, Clarence is not suffering from any mental disease or defect, that results in making him 
unaware that he is to be punished for the crime of murder or unaware that the impending punishment for 
that crime is death. He is suffering from personality disorder, and this is responsible for his deluded notion 
that the government has refused to agree with his legal argument, not because his argument is not sound 
but rather the government is afraid of the consequences of admitting they are wrong.  Clarence is well 
aware of his impending punishment and reported that this is responsible for his current level of depression. 
He has a moderate adjustment disorder with depressed mood, a reactive depression. He insists that aside 
from what he considers the illegality of his execution, he finds it is immoral. He wishes he were in another 
State [sans the death penalty]. He claims that if someone murders another individual in the State of 
Arizona, that individual can be put to death yet when the US government launches a drone bomb strike to 
kill a terrorist and ends up killing innocent women and children as well, somehow that’s not considered 
immoral or punishable by law.  
 
Thank you very much for allowing me to consult with you in this matter.  If I can be of any further 
assistance to you in the future, please don't hesitate to contact me. 
 
Respectfully submitted, 
 
 
 
_________________________ 
Carlos J. Vega, Psy.D. 
Psychologist 
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DECLARATION 

I, Erin Morrissey, declare: 

1. I am the duly authorized custodian of medical records at Arizona Department of 
Corrections Rehabilitation & Reentry, and have authority to certify the authenticity of 
these records. 

2. I have caused a diligent search to be conducted under my supervision, and the attached 
56 pages are true copies of the Arizona Department of Corrections Rehabilitation & 
Reentry Medical Records described in the request for the records of Dixon, Clarence, 
ADCRR #38977, for the time period of04/22/2022 to 04/25/2022. 

3. Based upon my best information and belief, the attached medical records were compiled 
by the personnel of the Arizona Department of Corrections Rehabilitation & Reentry 
Health Unit, medical staff, nurses, physicians, or persons acting under their control, in the 
ordinary course of Health Unit business at or near the time of the events described in the 
records. 

4. In the event any records contained within the attached documents were generated by 
entities other than the Arizona Department of Corrections Rehabilitation & Reentry, the 
above-noted custodian of records cannot avow to the accuracy or completeness of 
records. 

5. I declare under penalty of perjury that the foregoing is true and correct. 

Dated: 04/25/2022 

1~ 
Erin Morrissey 
Medical Records Monitor 
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038977 Inmate Name: DIXON, CLARENCE W. SSN: 

Race/Sex: NA Indian Male DOB: 08/26/1955 Age: 66 Status: Active 

Location: ASPC-E BROWNING D/RW Bed: WG3G 019B Custody: Close 

Medical Grade: 4 

Admission Date: 01/08/1986 Job Assignment: Unassigned Earliest Release: 

National Last 
ID# Category Type HIE Code(s) Diagnosis Code Reaction Severity Onset Date Encounter 

Date 

032 Other Other Diagnosis 
SNOMED: 25064002 - Headache 

Headache [R51] 04/12/2022 04/12/2022 Diagnosis (finding) ~) 

031 Other Other Diagnosis 
SNOMED: 60826002 - Coccidloidomycosls, unspecified 07/22/2021 07/22/2021 Diagnosis Coccldioidomycosis (disorder) (~) [B38.9] 

030 Mental Mental Health 
SNOMED: 48694002 - Anxiety 

Anxiety disorder, unspecified [F41.9] 07/21/2021 07/21/2021 
Health (finding) ~) 

029 Chronic Heart Murmur, SNOMED: 414786004 - Murmur 
Cardiac murmur, unspecified [R01.1] 10/08/2020 02/10/2022 Conditions Rheumatic, etc (finding) ~ 

028 Other Other Diagnosis 
SNOMED: 399029005 - Tinea cruris 

Tinea cruris [B35.6] 04/25/2020 04/25/2020 
Diagnosis (disorder) @ 

027 Other Other Diagnosis 
SNOMED: 309529002 - Lung mass Other nonspecific abnormal finding of 03/31/2020 03/31/2020 

Diagnosis (finding) @ lung field [R91.8] 

Other 
SNOMED: 235595009 -

Gastro-esophageal reflux disease 026 Other Diagnosis Gastroesophageal reflux disease 03/17/2020 03/17/2020 Diagnosis (disorder) ,~ without esophagltis [K21.9] 

025 Other Pt. Specific SNOMED: 61582004 - Allergic rhinitis 
Other seasonal allergic rhinitis [J30.2] 03/17/2020 03/17/2020 Diagnosis Chronic Condition (disorder) ~i 

023 Other Other Diagnosis 
SNOMED: 23986001 - Glaucoma Chronic angle-closure glaucoma, 06/22/2018 06/22/2018 

Diagnosis (disorder) @ bilateral, severe stage [H40.2233] 

022 Other Other Diagnosis SNOMED: 92070006 - 92070006 Benign neoplasm of unspecified cornea 03/09/2017 03/09/2017 Diagnosis [D31.10] 

021 Other Other Diagnosis 
SNOMED: 69397000 - Angular Angular blepharoconjunctivltls, 12/31/2015 12/31/2015 

Diagnosis blepharoconjunctlvltis (disorder) ,'ii,i) unspecified eye [H10.529] 

018 Other Other Diagnosis Enlarged prostate without lower 10/01/2015 02/10/2015 Diagnosis urinary tract S\l.!TIPtoms [N40.0] 

014 Functional Legally Blind Legal bllndness-usa def [369.4] 02/17/2015 02/17/2015 Limitations 

013 Other Other Diagnosis Dermatitis NEC [692.89] 02/17/2015 02/17/2015 Dlaonosis 

012 Other Other Diagnosis BPH loc w/o ur obs/LUTS [600.20] 02/10/2015 02/10/2015 Diagnosis 

010 Allergies - NKDA (No Known 12/03/2014 12/03/2014 
Medication Drug Allergies) 

008 Other Other Diagnosis Heart valve replac NEC [V43.3] 12/03/2014 12/03/2014 Diagnosis 

007 Other Other Diagnosis Glaucoma NOS [365.9] 12/03/2014 12/03/2014 Diagnosis 

005 Other Other Diagnosis Prostatltis NOS [601. 9] 12/03/2014 12/03/2014 Diagnosis 

004 Other Other Diagnosis Bladder neoplasm NOS [239.4] 12/03/2014 12/03/2014 Diagnosis 

001 Chronic Heart Murmur, 08/15/2014 08/15/2014 
Conditions Rheumatic, etc 

Date Encounter Type Staff ICD Diagnosis 

04/12/2022 Provider - Review Olmstead, Pamela R51 Headache 
07/22/2021 Provider - Review Fullmer, Samantha B38.9 Coccidloidomvcosis, unspecified 
_10/08/2020 Provider - Chronic Care Karv, Sharon R01.1 Cardiac murmur, unspecified 
04/25/2020 Provider - Chronic Care Weigel, Natalya B35.6 Tlnea cruris 
03/31/2020 Provider - Follow Up Care Hahn, Betty R91.8 Other nonspecific abnormal finding of lung field 
03/17/2020 Provider - Sick Call - Scheduled Hahn, Betty ]30.2 Other seasonal allergic rhinitis 
03/17/2020 Provider - Sick Call - Scheduled Hahn, Betty K21.9 Gastro-esoohaoeal reflux disease without esophagltls 
10/30/2019 Provider - Sick Call - Scheduled Powell, Marianne ROS Cough 
06/22/2018 Provider - Follow Uo Care Penn, Mark H40.2233 Chronic angle-closure glaucoma, bilateral severe stage 

03/13/2017 Provider - Review Gay, Maureen H40.9 Unspecified glaucoma 
,93/09/2017 Provider - Sick Call - Scheduled Gay, Maureen D31.10 Benion neoplasm of unspecified cornea 
03/16/2016 Provider - Medication Renewal Balnbrldoe, Julie 365.9 Glaucoma NOS 
93/16/2016 Provider - Medication Renewal Bainbridge, Julie H40.9 Unspecified glaucoma 
,!2/31/2015 Provider - Review Salyer, Nick C Hl0.529 Anoular blepharoconiunctlvltls, unspecified eve 
12/11/2015 Provider - Chronic Care WIikinson, Xuong L03.211 Cellulitls of face 
.Q,9/25/2015 Provider - Medication Renewal Ruehrup, Jens 365.9 Glaucoma NOS 
09/25/2015 Provider - Medication Renewal Ruehrup Jens H40.9 Unspecified glaucoma 
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Date Encounter Type Staff ICD Diagnosis 

08/17/2015 Provider - Medication Renewal Salyer, Nick C 239.4 Bladder neoplasm NOS 
08/17/2015 Provider - Medication Renewal Salver, Nick C 365.9 Glaucoma NOS 
08/17/2015 Provider - Medication Renewal Salyer, Nick C 369.60 Blindness, one eye 
08/17/2015 Provider - Medication Renewal Salver, Nick C 595.89 Cystitis NEC 
08/17/2015 Provider - Medication Renewal Salver, Nick C 599.72 Microscopic hematuria 
08/17/2015 Provider - Medication Renewal Salyer, Nick C 601.9 Prostatltls NOS 
08/17/2015 Provider - Medication Renewal Salyer, Nick C H40.9 Unspecified glaucoma 
08/17/2015 Provider - Medication Renewal Salyer, Nick C N41.9 Inflammatory disease of prostate, unspecified 
08/17/2015 Provider - Medication Renewal Salver. Nick C V43.3 Heart valve replac NEC 
_96/01/2015 Provider - Medication Renewal Jeffrey, Julie R 365.9 Glaucoma NOS 
06/01/2015 Provider - Medication Renewal Jeffrey Julie R H40.9 Unspecified glaucoma 
_Q5/06/2015 Provider - Medication Renewal Salyer, Nick C 239.4 Bladder neoplasm NOS 
05/06/2015 Provider - Medication Renewal Salx~r, Nick C 365.9 Glaucoma NOS 
05/06/2015 Provider - Medication Renewal Salyer, Nick C 369.60 Blindness, one eve 
05/06/2015 Provider - Medication Renewal Salver Nick C 595.89 Cystitis NEC 
05/06/2015 Provider - Medication Renewal Saly~r, Nick C 599.72 Microscopic hematuria 
05/06/2015 Provider - Medication Renewal Salyer, Nick C 1601.9 Prostatitis NOS 
95/06/2015 Provider - Medication Renewal Salver Nick C H40.9 Unspecified glaucoma 
05/06/2015 Provider - Medication Renewal Salyer, Nick C N41.9 Inflammatory disease of prostate, unspecified 
05/06/2015 Provider - Medication Renewal Salver, Nick C V43.3 Heart valve replac NEC 
05/06/2015 Provider - Medication Renewal Salver, Nick C 365.9 Glaucoma NOS 
05/06/2015 Provider - Medication Renewal Salyer, Nick C H40.9 Unspecified glaucoma 
02/17/2015 Provider - Sick Call - Unscheduled Sal er, Nick C 369.4 Legal bllndness-usa def 
02/17/2015 Provider - Sick Call - Unscheduled Salver, Nick C 692.89 Dermatitis NEC 
02/17/2015 Provider - Sick Call - Unscheduled Salyer, Nick C L25.8 Unspecified contact dermatitis due to other agents 
_Q2/10/2015 Provider - Review Salver, Nick C 222.2 Benign neoplasm prostate 
02/10/2015 Provider - Review Salyer, Nick C 600.20 BPH loc w/o ur obs/LUTS 
02/10/2015 Provider - Review Salyer, Nick C D29.1 Benign neoplasm of prostate 
02/10/2015 Provider - Review Salyer, Nick C N40.0 Enlarged prostate without lower urinary tract SYfr!Ptoms 
12/23/2014 Provider - Review Salver, Nick C 365.9 Glaucoma NOS 
12/23/2014 Provider - Review Saly_er, Nick C H40.9 Unspecified glaucoma 
12/03/2014 Provider - Sick Call - Scheduled Salyer, Nick C 239.4 Bladder neoplasm NOS 
12/03/2014 Provider - Sick Call - Scheduled Salver, Nick C 365.9 Glaucoma NOS 
12/03/2014 Provider - Sick Call - Scheduled Salve_!:, Nick C 369.60 Blindness, one eye 
12/03/2014 Provider - Sick Call - Scheduled Saly~_r, Nick C 595.89 ~_ystitis NEC 
12/03/2014 Provider - Sick Call - Scheduled Salver, Nick C 599.72 Microscopic hematuria 
2:.2/03/2014 Provider - Sick Call - Scheduled Saly~r, Nick C 601.9 Prostatitis NOS 
12/03/2014 Provider - Sick Call - Scheduled Salyer, Nick C H40.9 Unspecified glaucoma 
12/03/2014 Provider - Sick Call - Scheduled Salyer, Nick C N41.9 Inflammatory disease of prostate, unspecified 
12/03/2014 Provider - Sick Call - Scheduled Salver, Nick C V43.3 Heart valve replac NEC 

Staff Axis Diagnosis 

MH - Initial Ps chlatric Evaluation Jose h, Adlene, NP Anxlet disorder, uns eclfled [F41. 9] 

Issued Drug Classification Dosage Frequency Status 
', 

Expiration Date 

04/12/2022 Acetaminophen Tab (Tvlenol)/325MG 2 TABS BID Received from Pharmacy 0,?/10/2022 
04/07/2022 A5.plrin Chw (Baver Chlldrens Aspirln)/81MG 1 tab QD Received from Pharmacy 07/06/2022 
04/06/2022 Atropine Sul Sol (Isopto Atroplne)/1 % OP 1gtt BID Received from Pharmacy 10/02/2022 
04/06/2022 Prednisolone Acetate Suso (Pred Forte)/1 % OP 1ott TID Received from Pharmacy 06/04/2022 
04/06/2022 Cosopt Pf U/D Sol (Dorzolamlde Hcl/Tlmolol Mal) 1 gtt BID Received from Pharmacy 0~/04/2022 
04/06/2022 Latanoprost Sol (Xalatan)/0.005% 1gtt QHS Received from Pharmacy 10/02/2022 
_Q4/06/2022 Terazosin Hcl Cap _(!:!l'.!!:!_n)/2MG 1 CAP QPM Received from Pharmacy 10/02/2022 
04/06/2022 Acetazolamide Tab (Dlamox)/250MG 2 TABS BID Received from Pharmacy 0_?./04/2022 
94/07/2022 Aseir-Low Tab {Bayer Low Strength)/81MG EC 1 tab QD Discontinued - Other 08/04/2022 
03/18/2022 Acetazolamide Tab (Dlamox)/250MG 2 BID Discontinued - Other 05-/16/2022 
03/07/2022 Terazosin Hcl Cap (Hytrln)/2MG 1 QPM Discontinued - Other 09/02/2022 
03/07/2022 Latanoprost Sol (Xalatan)/0.005% 1~L~! ___ QHS Discontinued - Other 09/02/2022 
02/22/2022 Cosopt Pf U/D Sol (Dorzolamlde Hcl/Tlmolol Mal) 1_ gtt BID Discontinued - Other 05/22/2022 
02/21/2022 Prednisolone Acetate Suso (Pred Forte)/1 % OP 1ott UAD Discontinued - Other 04/25/2022 
01/17/2022 Fluconazole Tab (Diflucan)/200MG 2 tabs QD Discontinued - Other Q.?./15/2022 
12/27/2021 Atropine Sul Sol (Isopto Atropine)/1 % OP 1gtt BID Discontinued - Other Q6/24/2022 
12/27/2021 Acetazolamide Tab (Diamox)/125MG 1 QID Discontinued - Other 0_6/24/2022 

Begin.Date End Date Specify Comments 

No Rows Found 

Assigned Staff Job Title 

No Rows Found 
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Category Date Type Staff Location 

Medical Provider 04/13/2022 Provider - Follow U Care Olmstead Pamela ASPC-E BROWNING D/RW A27 
Dental 04/06/2022 Dental - Chart Review Jeffers, Emilee ASPC-E BROWNING D/RW [A27] 
Mental Health 04/24/2022 MH - Se re atlon Visit THOMAS, FELICIA ASPC-E BROWNING D/RW A27 
Nursin 04/12/2022 Nurse - Sick Call - Scheduled Wischhusen, Da hnie ASPC-E BROWNING D/RW [A27] 

Generated Date Type Due Date Generated By 
No Rows Found 

·Last Vital Signs--------------------------------------------------, 

Order Date: 04/12/2022 

BP: 120 I 78 

Right: 0 

Corrected Vision: Left: 0 

Both: 0 

Order Date 

Started 

Temperature: 97.6 

Weight: 125 lb. 

Approximate Begin Date 
No Rows Found 

Pulse: 77 

Height: 5 ft. 8 in. 

Respiration: 18 

Approximate End Date 

Specimen Date Results Date Type Result 
No Rows Found 

Type Expires 

04/12/2022 WASTING SYNDROME 04/12/2023 
04/06/2022 RUBBER TIPPED CANE 06/30/2022 
04/06/2022 LOWER BUNK 06/30/2022 

I-0-'4/'--0_6-'-/2_0_2_2 _________ ___,f-LO--W_E....:.R....:.T.=..:IE::.:.R_;__ ___________________ ----ilQ~/30/2022 

1-0_3/'-0_7_,_/_20_2_2 __________ -t-D_le_t_·....:.N-'o--n_-F....;o __ rm....;..;_u....:.la~ry'------------------------i·.9_;3;06/2023 
01,/14/2022 WASTING SYNDROME Ql/14/2023 

Category Type Priority 

No Rows Found 

Scheduled Type Location Staff 

08/30/2022 Health Services ASPC-F-CENTRAL D/RW Generic, Practitioner 
07/25/2022 Health Services ASPC-F-CENTRAL D/RW Generic, Practitioner 
05/02/2022 Health Services ASPC-E BROWNING D/RW Generic, Practitioner 
04/25/2022 Health Services ASPC-E BROWNING D/RW Generic, Clinic Nurse 
02/01/2022 Health Services ASPC-F-CENTRAL D/RW Generic, Clinic Nurse 

Placed Type Expires 

12/01/2021 Medical Hold 05/31/2022 
_11/23/2021 Medical Hold 02/22/2022 
01/24/2020 Medical Hold 01/31/2022 
09/21/2017 Medical Hold 09/21/2018 
01/11/2016 Medical Hold 07/31/2016 
08/02/2010 Medical Hold 10/02/2010 
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001 Chronic Heart Murmur, Assessed 08/15/2014 Conditions Rheumatic, etc 

004 Other Other Diagnosis Bladder neoplasm NOS [239.4] Assessed 12/03/2014 Dia nosis 

005 Other Other Diagnosis Prostatitis NOS [601. 9] Converted 09/30/2015 Dia nosls to ICD10 

007 Other Other Diagnosis Glaucoma NOS [365.9] Converted 
09/30/2015 Dia nosls to ICD10 

008 Other Other Diagnosis Heart valve replac NEC [V43.3] Assessed 12/03/2014 Dia nosls 

010 Allergies - NKDA (No Known Assessed 12/03/2014 Medication Drug Aller ies 

012 Other Other Diagnosis BPH loc w/o ur obs/LUTS [600.20] Converted 09/30/2015 Diagnosis to ICD10 

013 Other Other Diagnosis Dermatitis NEC [692.89] Converted 09/30/2015 Dia nosis to ICD10 

014 Functional Legally Blind Legal bllndness-usa def [369.4] Assessed 02/17/2015 Limitations 

018 Other Other Diagnosis Enlarged prostate without lower urinary 
Assessed 10/01/2015 Dia nosis tracts mptoms [N40.0] 

021 Other Other Diagnosis Angular blepharoconjunctivitls, unspecified SNOMED: 69397000 - Angular 
Assessed 12/31/2015 Diagnosis eye [Hl0.529] blepharoconjunctivitls (disorder) 

022 Other Other Diagnosis Benign neoplasm of unspecified cornea SNOMED: 92070006 - 92070006 Assessed 03/09/2017 Dia nosls [D31.10] 

023 Other Other Diagnosis Chronic angle-closure glaucoma, bilateral, SNOMED: 23986001 - Glaucoma 
Assessed 06/22/2018 Diagnosis severe stage [H40.2233] (disorder) @ 

025 Other Pt. Specific Chronic Other seasonal allergic rhinitis [J30.2] 
SNOMED: 61582004 - Allergic rhinitis 

Assessed 03/17/2020 Diagnosis Condition (disorder) ~;i 

026 Other Other Diagnosis Gastro-esophageal reflux disease without SNOMED: 235595009 - Gastroesophageal 
Assessed 03/17/2020 Diagnosis esophagltls [K21. 9] reflux disease (disorder) ~1 

027 Other Other Diagnosis Other nonspecific abnormal finding of lung SNOMED: 309529002 - Lung mass 
Assessed 03/31/2020 Diagnosis field [R91.8] (finding) i~l 

028 Other Other Diagnosis Tlnea crurls [B35.6] 
SNOMED: 399029005 - Tinea cruris 

Assessed 04/25/2020 Diagnosis ( disorder) 1'@ 

029 Chronic Heart Murmur, Cardiac murmur, unspecified [R01.1] SNOMED: 414786004 - Murmur (finding) Assessed 10/08/2020 Conditions Rheumatic, etc 
030 Mental Health Mental Health Anxiety disorder, unspecified [F41. 9] SNOMED: 48694002 - Anxiety (finding) Assessed 07/21/2021 

031 Other Other Diagnosis Coccidloldomycosis, unspecified [B38. 9] 
SNOMED: 60826002 - Coccidioidomycosis 

Assessed 07/22/2021 Diagnosis (disorder) @ 

032 Other Other Diagnosis Headache [R51] SNOMED: 25064002 - Headache (finding) Assessed 04/12/2022 Dia nosis 
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protected by Federal Law.
(42 CFR, Part 2) prohibits you from
any further  cf si
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 or  permitted by
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 or other fofomtsfes . 
 tor

 interviewed on October 6, 1977, He  a
 with moderate depression being present. He has inf l icted i n j u r y upon

only  in the past, this being when he held a lighted cigarette to the  o f
his hand. He reports no suic ida l gestures, denies suic idal ideation, but states that
he thinks of various ways in which he might be accidental ly k i l l e d .

On the day he assaulted the g i r l ,  fid a fight with his wife and was involved in
three different shoving matches  three different men. Marital discord is long-
standing. After the assault occurred, Clarence went and sat in his car to wait for the
a r r i v a l of the police.

Much  this man's poor emotional condition is apparently due to a poor marital s i t u a -
t i on which he has perceived as being without solution.  guilt and depression are
suf f ic ient to cause fantasies about dying, but he does not appear to be
person who wi l l ever die d i rect ly  his own hand. He could manage to die acc identa l ly
or be k i l led by someone else i f his problems are not  reduced.

 appears that his depression may have been of psychotic or near-psychotic proportions
when he was examined by Dr. Tuchler  Dr.  in August of 1977.

Diagnosis; Depressive neurosis

1. and marital counseling
Anti-depressant medication at a later date i f needed

DAVID L. WHITE, Ed.D.
5k

10/7/77  
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S^izophrenïa Spectrum and 
Other Psychotic Disorder·

SchiZOphreniâ spectrum and other psychotic disorders include schizophrenia, 
other psychotic disorders, and schizotypal (personality) disorder. They are defined by ab­
normalities in one or more of the following five domains: delusions, hallucinations, disor­
ganized thinking (speech), grossly disorganized or abnormal motor behavior (including 
catatonia), and negative symptoms.

Key Features That Define the Psychotic Disorders 
Delusions
Delusions are fixed beliefs that are not amenable to change in light of conflicting evidence. 
Their content may include a variety of themes (e.g., persecutory, referential, somatic, reli­
gious, grandiose). Persecutory delusions (i.e., belief that one is going to be harmed, harassed, 
and so forth by an individual, organization, or other group) are most common. Referential 
delusions (i.e., belief that certain gestures, comments, environmental cues, and so forth are 
directed at oneself) are also common. Grandiose delusions (i.e., when an individual believes 
that he or she has exceptional abilities, wealth, or fame) and érotomanie delusions (i.e., when 
an individual believes falsely that another person is in love with him or her) are also seen. 
Nihilistic delusions involve the conviction that a major catastrophe will occur, and somatic 
delusions focus on preoccupations regarding health and organ function.

Delusions are deemed bizarre if they are clearly implausible and not understandable to 
same-culture peers and do not derive from ordinary life experiences. An example of a bi­
zarre delusion is the belief that an outside force has removed his or her internal organs and 
replaced them with someone else's organs without leaving any wounds or scars. An ex­
ample of a nonbizarre delusion is the belief that one is under surveillance by the police, de­
spite a lack of convincing evidence. Delusions that express a loss of control over mind or 
body are generally considered to be bizarre; these include the belief that one's thoughts 
have been "removed" by some outside force {thought withdrawal), that alien thoughts have 
been put into one's mind (thought insertion), or that one's body or actions are being acted on 
or manipulated by some outside force (delusions of control). The distinction between a de­
lusion and a strongly held idea is sometimes difficult to make and depends in part on the 
degree of conviction with which the belief is held despite clear or reasonable contradictory 
evidence regarding its veracity.

Hallucinations
Hallucinations are perception-like experiences that occur without an external stimulus. 
They are vivid and clear, with the full force and impact of normal perceptions, and not 
under voluntary control. They may occur in any sensory modality, but auditory halluci­
nations are the most common in schizophrenia and related disorders. Auditory hallucina­
tions are usually experienced as voices, whether familiar or unfamiliar, that are perceived 
as distinct from the individual's own thoughts. The hallucinations must occur in the con­
text of a clear sensorium; those that occur while falling asleep (hypnagogic) or waking up
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(hypnopompic) are considered to be within the range of normal experience. Hallucinations 
may be a normal part of religious experience in certain cultural contexts.

Disorganized Thinking (Speech)
Disorganized thinking (formal thought disorder) is typically inferred from the individual's 
speech. The individual may switch from one topic to another {derailment or loose associa­
tions). Answers to questions may be obliquely related or completely unrelated (tangential- 
ity). Rarely, speech may be so severely disorganized that it is nearly incomprehensible and 
resembles receptive aphasia in its linguistic disorganization {incoherence or "word salad"). 
Because mildly disorganized speech is common and nonspecific, the symptom must be se­
vere enough to substantially impair effective communication. The severity of the impair­
ment may be difficult to evaluate if the person making the diagnosis comes from a 
different linguistic background than that of the person being examined. Less severe dis­
organized thinking or speech may occur during the prodromal and residual periods of 
schizophrenia.

Grossly Disorganized or Abnormai iViotor Behavior 
(inciuding Catatonia)
Grossly disorganized or abnormal motor behavior may manifest itself in a variety of ways, 
ranging from childlike "silliness" to unpredictable agitation. Problems may be noted in 
any form of goal-directed behavior, leading to difficulties in performing activities of daily 
living.

Catatonic behavior is a marked decrease in reactivity to the environment. This ranges 
from resistance to instructions {negativism); to maintaining a rigid, inappropriate or bi­
zarre posture; to a complete lack of verbal and motor responses {mutism and stupor). It can 
also include purposeless and excessive motor activity without obvious cause {catatonic 
excitement). Other features are repeated stereotyped movements, staring, grimacing, 
mutism, and the echoing of speech. Although catatonia has historically been associated 
with schizophrenia, catatonic symptoms are nonspecific and may occur in other mental 
disorders (e.g., bipolar or depressive disorders with catatonia) and in medical conditions 
(catatonic disorder due to another medical condition).

Negative Symptoms
Negative symptoms account for a substantial portion of the morbidity associated with 
schizophrenia but are less prominent in other psychotic disorders. Two negative symp­
toms are particularly prominent in schizophrenia: diminished emotional expression and 
avolition. Diminished emotional expression includes reductions in the expression of emo­
tions in the face, eye contact, intonation of speech (prosody), and movements of the hand, 
head, and face that normally give an emotional emphasis to speech. Avolition is a decrease 
in motivated self-initiated purposeful activities. The individual may sit for long periods of 
time and show little interest in participating in work or social activities. Other negative 
symptoms include alogia, anhedonia, and asociality. Alogia is manifested by diminished 
speech output. Anhedonia is the decreased ability to experience pleasure from positive 
stimuli or a degradation in the recollection of pleasure previously experienced. Asociality 
refers to the apparent lack of interest in social interactions and may be associated with avo­
lition, but it can also be a manifestation of limited opportunities for social interactions.

Disorders in Tliis CInapter
This chapter is organized along a gradient of psychopathology. Clinicians should first con­
sider conditions that do not reach full criteria for a psychotic disorder or are limited to one
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domain of psychopathology. Then they should consider time-limited conditions. Finally, 
the diagnosis of a schizophrenia spectrum disorder requires the exclusion of another con­
dition that may give rise to psychosis.

Schizotypal personality disorder is noted within this chapter as it is considered within 
the schizophrenia spectrum, although its full description is found in the chapter "Person­
ality Disorders." The diagnosis schizotypal personality disorder captures a pervasive pat­
tern of social and interpersonal deficits, including reduced capacity for close relationships; 
cognitive or perceptual distortions; and eccentricities of behavior, usually beginning by 
early adulthood but in some cases first becoming apparent in childhood and adolescence. 
Abnormalities of beliefs, thinking, and perception are below the threshold for the diagno­
sis of a psychotic disorder.

Two conditions are defined by abnormalities limited to one domain of psychosis: delu­
sions or catatonia. Delusional disorder is characterized by at least 1 month of delusions but 
no other psychotic symptoms. Catatonia is described later in the chapter and further in this 
discussion.

Brief psychotic disorder lasts more than 1 day and remits by 1 month. Schizophreni­
form disorder is characterized by a symptomatic presentation equivalent to that of schizo­
phrenia except for its duration (less than 6 months) and the absence of a requirement for a 
decline in functioning.

Schizophrenia lasts for at least 6 months and includes at least 1 month of active-phase 
symptoms. In schizoaffective disorder, a mood episode and the active-phase symptoms of 
schizophrenia occur together and were preceded or are followed by at least 2 weeks of de­
lusions or hallucinations without prominent mood symptoms.

Psychotic disorders may be induced by another condition. In substance/medication- 
induced psychotic disorder, the psychotic symptoms are judged to be a physiological con­
sequence of a drug of abuse, a medication, or toxin exposure and cease after removal of the 
agent. In psychotic disorder due to another medical condition, the psychotic symptoms 
are judged to be a direct physiological consequence of another medical condition.

Catatonia can occur in several disorders, including neurodevelopmental, psychotic, bi­
polar, depressive, and other mental disorders. This chapter also includes the diagnoses 
catatonia associated with another mental disorder (catatonia specifier), catatonic disorder 
due to another medical condition, and unspecified catatonia, and the diagnostic criteria for 
all three conditions are described together.

Other specified and unspecified schizophrenia spectrum and other psychotic disor­
ders are included for classifying psychotic presentations that do not meet the criteria for 
any of the specific psychotic disorders, or psychotic symptomatology about which there is 
inadequate or contradictory information.

Clinician-Rated Assessment of Symptoms and 
Related Clinical Phenomena in Psychosis

Psychotic disorders are heterogeneous, and the severity of symptoms can predict impor­
tant aspects of the illness, such as the degree of cognitive or neurobiological deficits. To 
move the field forward, a detailed framework for the assessment of severity is included in 
Section III "Assessment Measures," which may help with treatment planning, prognostic 
decision making, and research on pathophysiological mechanisms. Section III "Assess­
ment Measures" also contains dimensional assessments of the primary symptoms of psy­
chosis, including hallucinations, delusions, disorganized speech (except for substance/ 
medication-induced psychotic disorder and psychotic disorder due to another medical 
condition), abnormal psychomotor behavior, and negative symptoms, as well as dimen­
sional assessments of depression and mania. The severity of mood symptoms in psychosis 
has prognostic value and guides treatment. There is growing evidence that schizoaffective
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UnmetNeed forMentalHealth Care in Schizophrenia: AnOverview of Literature and
New Data From a First-Admission Study

Ramin Mojtabai1,2, Laura Fochtmann3, Su-Wei Chang3,
Roman Kotov3, Thomas J. Craig4, and Evelyn Bromet3

2Department of Mental Health, Johns Hopkins Bloomberg School
of Public Health, Baltimore, MD; 3Department of Psychiatry and
Behavioral Sciences, State University of New York, Stony Brook,
NY; 4American Psychiatric Association, Washington, DC

We present an overview of the literature on the patterns of
mental health service use and the unmet need for care in indi-
viduals with schizophrenia with a focus on studies in the
United States. We also present new data on the longitudinal
course of treatments from a study of first-admission patients
with schizophrenia. In epidemiological surveys, approxi-
mately 40% of the respondents with schizophrenia report
that they have not received any mental health treatments
in the preceding 6–12 months. Clinical epidemiological stud-
ies alsofind thatmanypatients virtually dropout of treatment
after their indexcontactwith servicesand receive littlemental
health care in subsequent years. Clinical studies of patients in
routine treatment settings indicate that the treatment pat-
terns of these patients often fall short of the benchmarks
set by evidence-based practice guidelines, while at least
half of these patients continue to experience significant symp-
toms. The divergence from the guidelines ismore pronounced
with regard to psychosocial than medication treatments and
inoutpatient than in inpatient settings.Theexpansionofman-
aged care has led to further reduction in the use of psychoso-
cial treatments and, in some settings, continuity of care. In
conclusion, we found a substantial level of unmet need for
careamong individualswith schizophreniabothatcommunity
level and in treatment settings.More than half of the individ-
uals with this often chronic and disabling condition receive
either no treatment or suboptimal treatment. Recovery in
this patient population cannot be fully achieved without en-
hancing access to services and improving the quality of avail-
able services.Therecentexpansionofmanagedcarehasmade
this goal more difficult to achieve.

Keywords:unmetneed for care/treatmentpatterns/mental
health services

Introduction

This article presents an overview of the literature on pat-
terns of mental health service use and, by extension, the
unmet need for care in individuals with schizophrenia.
In addition, new data on the longitudinal course of treat-
ments in a first-admission sample of patients with schizo-
phrenia are presented. Randomized clinical trials have
repeatedly shown the efficacy of pharmacological and psy-
chosocial interventions in the management of schizophre-
nia.1,2 Findings from these studies have been synthesized
into practice guidelines with the aim of improving the
treatment of schizophrenia across various settings.3–8

However, treatments offered in routine clinical practice of-
ten fall short of guideline recommendations, and many
patients in the community receive no or little treat-
ment.9–18 Thus, our knowledge of evidence-based treat-
ment practices does not always translate into better care
and outcomes for patients.
In comparison to hundreds of randomized clinical tri-

als of various pharmacological and psychosocial treat-
ments for schizophrenia, there are relatively few
studies of the treatment patterns in routine care settings
and the extent and the correlates of the unmet treatment
needs in this patient population. Furthermore, much of
the available data focus on patterns of pharmacotherapy,
and less is known about the patterns of use of psychoso-
cial treatments.
From a public health perspective, the issue of unmet

need for care can be defined at different levels (eg, the com-
munity and the services) or from different perspectives (eg,
the patients, their families, or their clinicians). Further-
more, there is currently a debate about the threshold at
which care would be essential, and the lack of care would
constitute an unmet need.19 For example, it is not clear
whether treatment would be needed for the large number
of people in community-based epidemiological studies
whomeet the full diagnostic criteria for a mood or anxiety
disorder butwhodonot seek treatment.20–22 Some authors
have argued that many of these individuals experience
‘‘appropriate homeostatic responses that are neither path-
ologic nor in need of treatment.’’20(p114) These debates
are likely less relevant to schizophrenia, in which the du-
ration of illness, the severity of symptoms, and the social
and occupational dysfunction that are the defining

1To whom correspondence should be addressed; tel: 410-614-
9495, fax: 410-614-7469, e-mail: rmojtaba@jhsph.edu.

Schizophrenia Bulletin vol. 35 no. 4 pp. 679–695, 2009
doi:10.1093/schbul/sbp045
Advance Access publication on June 8, 2009

� The Author 2009. Published by Oxford University Press on behalf of the Maryland Psychiatric Research Center. All rights reserved.
For permissions, please email: journals.permissions@oxfordjournals.org.

679

D
ow

nloaded from
 https://academ

ic.oup.com
/schizophreniabulletin/article/35/4/679/1907935 by guest on 30 April 2022

Case 2:14-cv-00258-DJH   Document 89-8   Filed 05/09/22   Page 79 of 106

Fairchild
Highlight



characteristics of the disorder23 justify treatment in almost
all individuals with the diagnosis.

In both community and service settings, unmet needs
are often evaluated by examining the patterns of service
use and by comparing these patterns with the treatments
recommended by evidence-based practice guidelines. An
alternative approach would be to directly assess the per-
ceptions of consumers, family members, or clinicians of
the extent of met and unmet needs.

At the level of services, unmet needs commonly result
from the discontinuities in treatment or provision of sub-
standard treatments due to inadequate resources, prohib-
itive cost of treatments, inadequate health insurance,
changes in insurance coverage, or the lack of satisfaction
with the available treatments. These factors often coexist
and may act synergistically in interfering with treatment.

In this article, we will present an overview of some of
the studies that have evaluated the unmet need for treat-
ment in schizophrenia. We will approach the question of
unmet need for treatment according to 3 definitions as (a)
the prevalence of cases of disorder that have not received
any treatment in community settings or patients who
have dropped out of treatment in representative clinical
samples, (b) the prevalence of inadequate treatment or
treatment of low quality in routine clinical settings,
and (c) the prevalence of self-rated unmet need for treat-
ment as perceived by the patients. For assessing the ex-
tent of unmet need for treatment based on the first 2
definitions, we will rely on studies of treatment patterns
among individuals who meet the criteria for schizophre-
nia in general population epidemiological surveys or in
clinical epidemiological studies that are based on repre-
sentative clinical samples drawn from delimited geo-
graphical regions and clinical sample of patients drawn
from routine treatment settings. We will also present
data on the longitudinal course of mental health treat-
ments in patients with schizophrenia from the Suffolk
County Mental Health Project—a clinical epidemiologi-
cal study of first-admission psychotic disorders in Long
Island, New York. To assess the prevalence of unmet
need for treatment as perceived by patients, we will
briefly examine the growing literature on patient-
perceived needs. Discussing these studies in concert
highlights the various limitations and strengths of each
approach as well as the complexities of assessing the
unmet needs for care in schizophrenia. Our overview
focuses on studies from the United States. However,
where appropriate or in cases where there are few US
studies, we will also discuss studies conducted in other
countries.

Treatment Patterns

Treatment Patterns in Population Samples

Much of our current knowledge about treatment patterns
in individuals with common mood and anxiety disorders

comes from the epidemiological surveys of general popu-
lations.24,25 Fewer epidemiological studies of general pop-
ulations have investigated the treatment patterns in
representative samples of individuals with schizophrenia.
In a 1980 review of the literature on the rates of mental
health treatment in epidemiological studies, Link and
Dohrenwend18 identified 7 studies from across the world
conducted between 1938 and 1973 that specifically exam-
ined the lifetime treatment rates for schizophrenia. The
median rate of lifetime treatment in these studies was
83.3% (range: 50%–100%) as compared with the general
population studies of overall psychopathology (mostly
mood, anxiety, and alcohol disorders) in which themedian
rate of treatment was only 26.7% (range: 7.8%–52.0%).
Comparison across these studies, however, is hampered
by the sociocultural variations in the samples, variations
in case ascertainment methodology, and diagnostic
criteria.
The introduction of explicit diagnostic criteria such as

theDiagnostic and StatisticalManual ofMental Disorders
(Third Edition) (DSM-III) and the incorporation of these
diagnostic criteria into structured interview instruments
paved the way for a second generation of epidemiological
studies, which use standardized assessments and
generally have large and representative population-based
samples.26 In the United States, the Epidemiologic
Catchment Area (ECA) study is the earliest and the
best known of the second-generation studies that specif-
ically focused on DSM-III disorders, including schizo-
phrenia.27 The ECA was conducted in the early 1980s
and sampled over 20 000 adults from 5 sampling sites
across the United States. One advantage of the ECA
over subsequent epidemiological studies was that in ad-
dition to the household samples, individuals in institu-
tions were also sampled. The ECA found that about
1.3% of the population met lifetime DSM-III criteria
for schizophrenia based on the lay-administered Diag-
nostic Interview Schedule.27 Another 0.2% met criteria
for the schizophreniform disorder. The large majority
of these cases were identified in the community as op-
posed to an institutional setting.27 The ECA found
that among individuals with symptoms in the past 6
months (6-mo schizophrenia), only 57% had received
some form of outpatient mental health care in this period:
40% from the specialty mental health sector (psychia-
trists, psychologists, social worker, or other mental
health professionals) and 17% from the general medical
sector or the human services (such as the clergy or non-
mental health social work).27 The ECA study did not re-
port the lifetime history of treatment in this group of
patients. However, the 57% rate of 6-month treatment
seeking is much smaller than the 83% lifetime treatment
from earlier epidemiological studies. It is not clear
whether changes in the time and the diagnostic criteria
or differences in the time frame (6 mo vs lifetime), in
sociocultural characteristics of the samples, or in the
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ascertainment methods (structured interview vs clinician
evaluation) accounted for this difference.
The second landmark US epidemiological survey, the

National Comorbidity Survey (NCS), was conducted
a decade later, between 1990 and 1992. TheNCS included
a nationally representative sample of individuals between
the ages 15 and 54 years and administered the University
of Michigan revised version of the Composite Interna-
tional Diagnostic Interview (CIDI). This study found
a similar lifetime prevalence of the Diagnostic and Statis-
ticalManual ofMental Disorders (Third Edition Revised)
schizophrenia and schizophreniform disorder to that
from the ECA (1.3%).28 However, the NCS also reported
prevalence estimates based on the clinical reinterviews
with the NCS respondents who had been assigned a diag-
nosis of schizophrenia or schizophreniformdisorder by the
lay-administered structured interview. The concordance
between the structured interview and the interviews by
the senior clinicians was quite low, with only 10% of
the reinterviewed subjects being assigned a diagnosis of
schizophrenia or schizophreniform disorder and 37% re-
ceiving a broader diagnosis of ‘‘nonaffective psychoses.’’
By the clinician diagnosis, the lifetime prevalence rates
were 0.2% for schizophrenia or schizophreniform disor-
ders and 0.3% for nonaffective psychoses—much lower
than the estimates from the structured interviews. Among
the clinician-identified cases of nonaffective psychoses
symptomatic in the past 12 months, 57.9% had used
some form of mental health services in that time frame:
47.5% had used specialty mental health services, 21.5%
general medical services, 16.3% human services, and
22.0% self-help resources.29

A further wave of the NCS, the US National Comor-
bidity Survey-Replication (NCS-R), was conducted a de-
cade later, between 2001 and 2003. The NCS-R sampled
adults aged 18 years and older and administered a revised
version of the CIDI. It also used a significantly modified
ascertainment scheme to minimize false-positive
responses30 as well as the statistical method of multiple
imputation,31 commonly used to estimate missing data,
to estimate the predicted prevalence of the Diagnostic
and Statistical Manual of Mental Disorders (Fourth Edi-
tion) clinician-diagnosed nonaffective psychoses based
on the responses to the structured interviews. The lifetime
prevalence of the probable nonaffective psychoses (in-
cluding schizophrenia, schizophreniform disorder, as
well as the other nonaffective psychoses) was 1.5% based
on the structured interviews and 0.5% based on the pre-
dicted clinician diagnoses.30 We note that the 0.5% prev-
alence rate is consistent with the estimates from the other
epidemiological studies.32

Among the NCS-R cases with a predicted clinician di-
agnosis of nonaffective psychosis who had active symp-
toms in the past 12 months, 57.8% reportedmental health
treatment contacts in the same 12-month period: 49.8%
were treated in the mental health specialty sector, 5.0% in

the general medical sector, 11.9% in the human services
sector, and 13.4% in the complementary-alternative med-
icine sector.30

The differences in the sampling frame, the age ranges,
the diagnostic criteria, the interview instruments, and the
ascertainment methods make comparisons across these 3
US surveys very difficult.20 The difficulty is compounded
by the inaccuracies inherent in estimating the prevalence
of rare conditions in population samples33 that are likely
responsible for the discrepancy in prevalence rates based
on the lay-administered interviews and the clinician inter-
views.
The probability of correctly identifying cases of a dis-

order based on a screen-positive result (positive predic-
tive validity) and of the cases free of the disorder
based on a screen-negative result (negative predictive val-
idity) is significantly affected by the true prevalence of the
disorder, as well as by the sensitivity and specificity of the
screening test. Eaton et al33 estimated that, eg, in a pop-
ulation survey of 1000 persons with a true prevalence of
schizophrenia of 1%, a measure having 90% sensitivity
and specificity (far higher than the sensitivity of currently
available structured interview instruments) would iden-
tify 9 true cases and 99 false-positive cases, generating
a prevalence estimate of more than 10% or 10 times high-
er than the true prevalence of the disorder.
Thus, the majority of the cases of schizophrenia iden-

tified using a lay-administered interview would be false-
positive cases. Unless true cases of a disorder in a
population can be identified with some accuracy, the pat-
terns of treatment for that disorder cannot be accurately
determined. Furthermore, the prevalence estimates of
rare disorders are particularly sensitive to the selective
nonresponse,25 and there is some evidence that indi-
viduals with schizophrenia in the community are less
likely than other individuals to respond to surveys or ap-
pear in population-based samples if they are living in
nursing homes and other quasi-institutional community
settings.34

Despite these limitations, the similarity in treatment
patterns of individuals with schizophrenia across the 3
population surveys is remarkable. About 57%–58% of
individuals with active symptoms of schizophrenia in
the 6–12 months prior to interview reported receiving
some form of mental health treatment in that time frame.
In the NCS and the NCS-R, between 47.5% and 49.8%
received treatment in the specialty mental health sector.
Thus, based on these data, at least 40% of individuals
with actively symptomatic schizophrenia-spectrum disor-
ders living in community settings in the United States
have no consistent contact with needed services, and
more than half have no contact with the specialty mental
health treatment sector. These numbers reflect a large de-
gree of potential unmet need for treatment among indi-
viduals with schizophrenia living in the various US
communities.
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Treatment Patterns in Clinical Epidemiological Samples

Whereas general population epidemiological surveys
have typically been the gold standard for estimating
the burden of the unmet need for treatment in the pop-
ulation,24 the limitations in ascertaining cases of rare dis-
orders, noted earlier, constrain their usefulness for
assessing the degree of unmet need for treatment in
schizophrenia. Furthermore, many seriously ill individu-
als are likely underrepresented in these surveys because
they live in the institutional settings or because they
are homeless or incarcerated. Finally, epidemiological
surveys generally collect limited information about the
specific content and course of the treatments, such as his-
tory of recent hospitalizations and outpatient visits and
the current use of medications. A thorough assessment
of the psychiatric treatment history would require
more detailed information on the content and course
of treatments.

Epidemiological studies of clinical populations have an
advantage over general population epidemiological sur-
veys in that they typically collect more detailed informa-
tion on the content and course of treatments in patients
recruited fromclinical settings in awell-defined geograph-
ical region.11,35–39 The ascertainment of cases in some of
these studies is quite exhaustive, approximating that of
general population surveys.36 When compared with clin-
ical studies, epidemiological studies of clinical samples
also provide a less biased picture of the use of clinical
services and the extent of unmet need for care. This is es-
pecially true of the longitudinal studies involving first-
contact or first-admission patients36,37 in which the fre-
quent and infrequent users of services are equally likely
to be included. In contrast, in studies of current patients
in routine clinical settings, the probability of being sam-
pled is proportional to the volume of service use, leading
to what Cohen and Cohen labeled the ‘‘clinician’s illu-
sion.’’40 Thus, longitudinal studies of first-contact or
first-admission patients offer a more balanced view of
the patterns of service use and the unmet needs for
care than is possible when drawing from cross-
sectional clinical samples.

For example, the report of Jablensky et al36 based on the
follow-up data from the World Health Organization
(WHO) 10-country study identified subgroups of patients
with psychotic disorders who had considerable gaps in
their care. Furthermore, the treatment patterns varied sig-
nificantly across the settings. Only 15.9% of the patients in
the developing countries (Colombia, India, and Nigeria)
were on antipsychotic medications for more than 75%
of the follow-up period, compared with 60.8% in the in-
dustrialized countries (CzechRepublic,Denmark, Ireland,
Japan, Russia, United Kingdom, and United States). Sim-
ilarly, 55.5% of the patients in the developing countries
were never hospitalized during the follow-up period com-
pared with 8.1% in the industrialized countries.32 These

numbers reflect considerable variation across the industri-
alized and the developing countries in the patterns of ser-
vice use and the unmet need for care that would not be
identified in studies involving clinical samples as the
patients with less use of services in clinical samples would
not be equally represented as the frequent users.
As another example, in a clinical epidemiological study

of first-admission psychotic disorders from the private
and public inpatient facilities in the Suffolk County,
NY,14,37,41 we were able to use the latent growth class
methodology42–44 to identify subgroups of schizophrenia
patients according to their use of services in the 4-year
period after their first admission.42,44 Groups were de-
fined based on their longitudinal patterns (or trajectories)
of medication and psychotherapy (individual, group, and
family therapy combined) visits assessed at 6-month
intervals (figure 1A and 1B).
In this study, which took place in a semiurban area of

Long Island, only 54.6% of the 172 first-admission
patients with a consensus diagnosis of schizophrenia
based on 2 years of observation had continuous medica-
tion visits in the 4 years following first admission (ie, 3–6
visits per 6 mo throughout the 4-y follow-up) and only
17.4% had continuous psychotherapy visits (ie, 12–24 vis-
its per 6 mo). In contrast, 22.2% had minimal medication

Fig. 1. Trajectories of Medication Visits (A) and Therapy Visits
(B) in Patients With a Diagnosis of Schizophrenia in the Suffolk
County Mental Health Project.
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visits in the follow-up (ie, consistently less than 3 visits per
6 mo), and 41.2% had minimal therapy visits (ie, consis-
tently less than 6 visits per 6 mo) (figure 1A and 1B).
Overall, 12.8% of the sample fell in both the minimum
medication and therapy visits and 16.3% in both the con-
tinuous medication and therapy visit classes.
Medication visits were strongly associated with being

on psychiatric medications at each time point. For exam-
ple, at the 6-month follow-up, 85.7% of the participants
with continuous medication visits were taking any psy-
chiatric medications compared with 44.4% of those
with minimal medication visits (v2df =1=21:94, P < .001).
Similarly, 90.0% of those with continuousmedication vis-
its and 39.4% with minimal medication visits were taking
any psychiatric medications at the 24-month follow-up
(v2df =1=34:32, P < .001).
The majority of the patients in the minimal medication

visits and minimal psychotherapy visits remained in need
of treatment through most of the first 4-year period after
the index admission. Almost half of these patients were
rated as continuously ill on the WHO Course of Illness
Scale36 at the 4-year follow-up and as many were rated as
having marked deterioration on the Schedule for Affec-
tive Disorders and Schizophrenia45 (tables 1 and 2). Fur-
thermore, large percentages of patients in minimal
medication or psychotherapy visit groups suffered
from multiple episodes of illness with incomplete remis-
sion between episodes (45.7% in the minimal medications
group and 50.0% in the minimal psychotherapy group).
Very few of the patients with minimal contact with serv-
ices remained in full remission after the first episode of
illness (tables 1 and 2).
Patients with minimal medication visits were more

likely than those with continuous medication visits to
have multiple hospitalizations during the first 4 years
(34.2% vs 21.3%, P = .045). However, they were less likely
to remain consistently in treatment between the 4- and
10-year follow-ups or to be on any psychiatric medica-
tions at the 10-year follow-up (table 1).
Compared with patients with continuous psychother-

apy visits in the first 4 years, those with minimal psycho-
therapy visits were more likely to be continuously ill
during the first 4 years and between the 4- and 10-year
follow-ups (47.0% vs 24.1% in the first 4 y and 72.4%
vs 51.7% between the 4 and 10 y). However, these differ-
ences were only at a statistical trend level and did not
reach a statistically significant level. Patients with contin-
uous psychotherapy visits in the first 4 years were signif-
icantly more likely to be receiving any psychotherapy at
the 10-year follow-up (table 2).
Another example that shows the utility of clinical ep-

idemiological studies is the Australian Study of Low
Prevalence Disorders.11 In that study, Jablensky et al
used a 2-phase survey of all the individuals with psychotic
disorders who made a contact with the public mental
health services in 4 urban or predominantly urban areas

in Australia in the late 1990s.11 In the second phase of the
study, relatively detailed interviews were conducted with
a stratified random sample of the individuals screened in
the first phase of the survey. In addition, the authors sur-
veyed individuals with psychotic disorders who received
care from general medical professionals or psychiatrists
in private practice; homeless individuals identified at
night shelters, hostels, or other ‘‘safety net’’ services in
the community; and individuals with a history of contact
with services in the past 3 years but no current contact
who were identified from the service registries.46 Among
the patients thus identified, only 59.6% had used any out-
patient services in the past 12months and 43.6% had used
inpatient services.47 A total of 21.9% reported that they
had used no psychiatric services in this period.
The nonusers of services generally had lower levels of

symptomatology and were twice as likely as the current
users to have a course of illness characterized by a single
episode of psychotic illness followed by recovery and 3
times less likely to have a course of illness characterized
by severe deterioration.11 The nonusers were also less
likely to have a comorbid substance use disorder and
to have a history of self-harm behavior, arrests, and/or
victimization.11 These variations echo earlier research
in other settings48 indicating that in heterogeneous sam-
ples of patients with various psychotic disorders service
use and the needs for care vary considerably among dif-
ferent subgroups of patients. However, these results are at
variance with those from the homogeneous prospectively
followed sample of patients with a diagnosis of schizo-
phrenia from the Suffolk County Mental Health Project,
discussed earlier, in which the course of illness in the min-
imal treatment groupwas characterized by continuous ill-
ness or significant residual symptoms.
In summary, clinical epidemiological studies address

some of the deficiencies of the general population epide-
miological surveys by using patient samples, thus reducing
the false-positive rate, and by incorporating more detailed
information on the nature and the volume of service use.
Furthermore, studies of first-contact or first-admission
patients, such as the Suffolk County Mental Health
Project41 or the WHO 10-country study,36 and studies us-
ing patient registries to identify the previous users of serv-
ices, such as in the Australian Study of Low Prevalence
Disorders,11 can identify subgroups of patients who use
fewer services or drop out of treatment—patients who
are not well represented in cross-sectional clinical samples
(see below).
Nevertheless, clinical epidemiological studies tend

to be labor intensive and expensive. As a result, rela-
tively few recent clinical epidemiological studies of
psychotic disorders are available, and much of our
knowledge about the patterns and the quality of treat-
ments in schizophrenia patients comes from nonepide-
miological, cross-sectional studies of chronically ill,
clinical samples.
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Treatment Patterns in Clinical Samples

Overtheyears,anumberofstudieshaveexaminedpatterns
of treatment in clinical samples of patients with schizo-
phrenia.9,10,12,15–17,49–64 Differences in the time period,
chronicity of the patient populations, treatment settings,
and assessment methods make comparison across these

studies difficult. Nevertheless, a common theme that

emerges frommanyof these studies is the inadequatequal-

ity of treatments provided in routine treatment settings.
A number of studies have compared the treatment pat-

terns in routine treatment settings against the evidence-

based practice guideline benchmarks.9,12,17,49,53,55,64

Table 1. Outcomes at 4 and 10 y According to Medication Visit Trajectories in First-Admission Patients With a Research Diagnosis of
Schizophrenia in the Suffolk County Mental Health Project

Medication Visit Trajectories

Variable

Continuous
(N = 94)

Increasing
(N = 16)

Decreasing
(N = 24)

Minimal
(N = 38) Comparisons, Testdf, P

N % N % N % N % All Groups
Continuous
Vs Minimal

Outcomes, 4 y

SADS rating of functioning45,a

Return to highest premorbid level 13 15.3 0 0.0 3 13.6 3 9.7 v26 = 9:01, .173 v22 = 0:81, .668
Any residual impairment 37 43.5 3 20.0 7 31.8 13 41.9
Marked deterioration 35 41.2 12 80.0 12 54.6 15 48.4

WHO rating of course of illness36,b

Single psychotic episode þ full remission 1 1.1 0 0.0 0 0.0 1 2.9 v26 = 6:90, .330 v22 = 3:55, .169
Multiple episodes or incomplete remission 58 65.2 7 46.7 11 47.8 16 45.7
Continuous illness 30 33.7 8 53.3 12 52.2 17 48.6

Number of rehospitalizationsc

0 33 35.1 5 31.3 13 54.2 17 44.7 v26 = 11:7, .070 v22 = 6:18, .045*
1 41 43.6 9 56.3 8 33.3 8 21.1
2þ 20 21.3 2 12.5 3 12.5 13 34.2

Outcomes, 10 y

SADS rating of functioning45,d

Return to highest premorbid level 2 2.6 1 7.1 0 0.0 3 10.0 v26 = 6:00, .424 v22 = 3:15, .207
Any residual impairment 28 35.9 3 21.4 8 44.4 8 26.7
Marked deterioration 48 61.5 10 71.4 10 55.6 19 63.3

WHO rating of course of illness36,e

Single psychotic episode þ full remission 0 0.0 0 0.0 0 0.0 0 0.0 v23 = 1:31, .726 v22 = 1:19, .275
Multiple episodes or incomplete remission 27 34.2 5 35.7 6 33.3 7 23.3
Continuous illness 52 65.8 9 64.3 12 66.7 23 76.7

Number of rehospitalizationsf

0 41 54.0 8 57.1 8 47.1 14 51.9 v26 = 1:70, .945 v22 = 0:36, .834
1 8 10.5 2 14.3 3 17.7 2 7.4
2þ 27 35.5 4 28.6 6 35.3 11 40.7

Percent of time in treatment between 4- and 10-y follow-upsg

0 0 0.0 0 0.0 1 5.9 3 12.5 v29 = 15:87, .070 v23 = 11:71, .008**
1 to <50 3 4.4 1 8.3 1 5.9 3 12.5
50 to <100 16 23.2 1 8.3 6 35.3 3 12.5
100 50 74.5 10 83.3 9 52.9 15 62.5

Medication use at 10-y follow-uph

Any 68 91.9 14 100 16 88.9 19 76.0 v23 = 6:84, .077 v21 = 4:43, .035*
None 6 8.1 0 0.0 2 11.1 6 24.0

Note: SADS, Schedule for Affective Disorders and Schizophrenia; WHO, World Health Organization.
aN = 153.
bN = 162.
cN = 172.
dN = 140.
eN = 141.
fN = 134.
gN = 122.
hN = 131.
*P < .05, **P < .01.
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However, again the diversity of practice guidelines and
the differences in operationalization of the benchmarks
limit comparison across these studies.58,65 Nevertheless,
some of these studies used the Schizophrenia Patient
Outcome Research Team (PORT) benchmarks.9,12,49,66

The results of 4 such studies are summarized in table

3. The PORT benchmarks set evidence-based quality
indicators for pharmacological as well as psychosocial
treatments of schizophrenia in inpatient and outpatient
settings. The PORT guidelines were first published in
19988 and were subsequently revised in 2004.67 All studies
in table 3 used the 1998 PORT guidelines.

Table 2. Outcomes at 4 and 10 y According to Therapy Visit Trajectories in First-Admission Patients With a Research Diagnosis of
Schizophrenia in the Suffolk County Mental Health Project

Therapy Visit Trajectories

Variable

Continuous
(N = 94)

Increasing
(N = 16)

Decreasing
(N = 24)

Minimal
(N = 38) Comparisons, Testdf, P

N % N % N % N % All Groups
Continuous
Vs Minimal

Outcomes, 4 y

SADS rating of functioning45,a

Return to highest premorbid level 5 18.5 3 12.0 4 10.3 7 11.3 v26 = 2:81, .832 v22 = 2:14, .342
Any residual impairment 12 44.4 9 36.0 17 43.6 22 35.5
Marked deterioration 10 37.0 13 52.0 18 46.2 33 53.2

WHO rating of course of illness36,b

Single psychotic episode þ full remission 0 0.0 0 0.0 1 2.6 1 1.5 v26 = 6:65, .354 v22 = 5:36, .069
Multiple episodes or incomplete remission 22 75.9 16 57.1 21 53.9 33 50.0
Continuous illness 7 24.1 12 42.9 17 43.6 31 47.0

Number of rehospitalizationsc

0 14 46.7 9 32.1 19 44.2 26 36.6 v26 = 8:14, .228 v22 = 1:95, .377
1 11 36.7 16 57.1 15 34.9 24 33.8
2þ 5 16.7 3 10.7 9 20.9 21 29.6

Outcomes, 10 y

SADS rating of functioning45,d

Return to highest premorbid level 3 10.7 0 0.0 1 2.9 2 3.5 v26 = 8:09, .232 v22 = 4:62, .099
Any residual impairment 13 46.4 5 25.0 11 32.4 18 31.0
Marked deterioration 12 42.9 15 75.0 22 64.7 38 65.5

WHO rating of course of illness36,e

Single psychotic episode þ full remission 0 0.0 0 0.0 0 0.0 0 0.0 v23 = 4:61, .203 v22 = 3:66, .056
Multiple episodes or incomplete remission 14 48.3 5 25.0 10 29.4 16 27.6
Continuous illness 15 51.7 15 75.0 24 70.6 42 72.4

Number of rehospitalizationsf

0 17 58.6 12 60.0 17 53.1 25 47.2 v26 = 3:79, .705 v22 = 1:07, .587
1 4 13.8 1 5.0 2 6.3 8 15.1
2þ 8 27.6 7 35.0 13 40.6 20 37.7

Percent of time in treatment between 4- and 10-y follow-upsg

0 0 0.0 0 0.0 1 3.3 3 6.3 v29 = 9:41, .400 v23 = 3:98, .264
1 to <50 0 0.0 1 5.6 4 13.3 3 6.3
50 to <100 6 23.1 5 27.8 8 26.7 7 14.6
100 20 76.9 12 66.7 17 56.7 35 72.9

Psychotherapy visits in the last 6 mo of the 10-y follow-uph

Any visits 22 75.9 12 63.2 18 56.3 25 47.2 v23 = 6:59, .086 v21 = 6:31, .012*
None 7 24.1 7 36.8 14 43.8 28 52.8

Note: SADS, Schedule for Affective Disorders and Schizophrenia; WHO, World Health Organization.
aN = 153.
bN = 162.
cN = 172.
dN = 140.
eN = 141.
fN = 134.
gN = 122.
hN = 133.
*P < .05.
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The PORT group’s study is perhaps the best-known
research assessing the conformance of the treatment pat-
terns in routine care settings with the evidence-based rec-
ommendations.12 The study examined treatment patterns
in a random sample of over 700 individuals with a clinical
diagnosis of schizophrenia recruited from routine care
settings in a southern and a midwestern state between
1994 and 1997. The patients were sampled from inpatient
units and outpatient clinics in private and public institu-
tions, including the Veteran’s Administration facilities.
The sampling sites included rural as well as urban sites.12

The data collected by surveying the patients and abstract-
ing the inpatient and outpatient medical records showed

a modest level of conformance with nearly all evidence-
based recommendations, except for any prescription of
antipsychotic medications, for which there was a high
conformance (table 3). For most recommendations,
fewer than half of the patients received guideline-con-
formant treatment. Furthermore, conformance was gen-
erally poorer for the outpatient treatments than for the
inpatient treatments and for psychosocial treatments
than for medications.12

Similar findings were reported in the 1999 American
Psychiatric Association Practice Research Network
(PRN) study, which used a nationally representative group
of psychiatrists to obtain information about a sample of

Table 3. Percent of Participants With Schizophrenia in Clinical Studies Who Are Receiving Treatments That Are Conformant With the
PORT Treatment Recommendations

PORT Recommendations

Lehman et al12

West et al49
Dickey et al9 Busch et al66

Inpatient
(%)

Outpatient
(%)

Mixed Inpatient
and Outpatient (%)

Inpatient
(%)

Outpatient
(%)

Outpatient
Managed
Care (%)

Outpatient
Fee for Servicea (%)

Inpatient antipsychotic
treatment

89.2 —b —c 86.2–86.7 —b —b —b

Appropriate dose of inpatient
antipsychotics

62.4 —b —c 59.3–69.2 —b —b —b

Maintenance antipsychotic
treatment

—b 92.3 99c —b 92.9–95.1 88.3 86.2–87.6

Appropriate dose of
maintenance antipsychotics

—b 29.1 83c —b 34.1–45.0e —d —d

Anti-Parkinson treatment 53.9 46.1 51 —d —d 4.8 4.9–5.6

Depot medication 50.0 35.0 30 —d —d —d —d

Adjunctive depression
medications

32.2 45.7 38–100f —d —d —d —d

Adjunctive anxiety
medications

33.3 41.3 45 —d —d —d —d

Adjunctive psychosis
medications

22.9 14.4 —d —d —d —d —d

Any psychotherapy 96.5 45.0 69 90.0–98.9g 79.2–81.2g 20.3h 36.9–71.6h

Family therapy 31.6 9.6 —d 30.0–53.2i —d 0.05 0.2–0.6

Vocational rehabilitation 30.4 22.5 0 —d 20.4–23.2 —d —d

Case management 8.6j 10.1j 38 31.9–38.3 43.4–64.0k —d —d

Note: PORT, Patient Outcome Research Team.
aIncludes patients in carve-out region before transition to the carve-out plan and patients in comparison regions before and after
transition.
bNot relevant.
cThe study did not report separate values for inpatients and outpatients.
dNot reported.
eMean standardized monthly dose within PORT-recommended range.
fAll the patients with a diagnosis of major depression received antidepressants, but only 38% of those with ‘‘moderate to severe’’
depressive symptoms did so.
gAny psychosocial treatment.
hIndividual therapy and/or group therapy.
iAny family contact.
jAssertive community treatment and assertive case management were included.
kCase management was reported only in high-risk patients (ie, patients with a history of hospitalization in the past 6 mo).
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their patients and the treatments they received.49 Of the
151 patients with a clinical diagnosis of schizophrenia
identified in this study, 99% received antipsychotic medi-
cations. However, 37% of these patients had difficulty ad-
hering to medications, and 64% suffered frommoderate to
severe psychotic symptoms, likely partly due to poor
adherence. Only 42% of the patients received any psycho-
therapy and 69% any form of psychosocial intervention,
including case management.49 The rates of conformance
with the practice guideline recommendations for the psy-
chosocial treatments ranged from 0% to 43% and were es-
pecially lower among the patients with public insurance.
The variation across the studies in table 3 can be attrib-

utable to a number of factors including differences in the
composition of samples, method of assessing confor-
mance, and differences in the definitions used. For exam-
ple, the study by Lehman et al12 examined conformance
with PORT guidelines in patients in public mental health
facilities in 2 states using chart reviews, whereas the study
byWest et al49 used a sample of patients from practices of
psychiatrists who volunteered to participate in the Amer-
ican Psychiatric Association PRN study, and the data
provided by these psychiatrists were not independently
verified. As another example, Dickey et al9 categorized
any family contact as family therapy, whereas in Busch
et al66 study family therapy was more stringently defined
based on coded claims data. These differences make di-
rect comparison of estimates in table 3 difficult. Further-
more, the definitions of psychotherapy and vocational
rehabilitation in these and other studies of quality of
treatments in routine clinical settings are often very broad
and overinclusive. Thus, these studies likely overestimate
the rates of conformance with evidence-based guidelines
with regard to these treatments. Nevertheless, it is note-
worthy that even with the broad and overinclusive defi-
nitions the rates of conformance in these studies are
consistently low (table 3).
A few studies have investigated the impact of contex-

tual and service-level characteristics on treatment pat-
terns.9,17,51 For example, Young et al17 examined the
treatment patterns of 224 outpatients with schizophrenia
recruited from 2 publicly funded clinics: an outpatient
Veterans Administration (VA) clinic and a Community
Mental Health Center (CMHC) clinic. The authors
found significant differences in the treatment patterns be-
tween the 2 settings. More patients in the VA clinic com-
pared with the CMHC clinic received poor quality
medication management of their symptoms and side
effects (44% vs 31%). Even after excluding patients
who had characteristics that contributed to poor treat-
ment quality (such as poor adherence or substance use
disorders), the difference between the settings persisted.
However, the schizophrenia patients with severe disabil-
ity in the CMHC clinic were somewhat more likely to re-
ceive poor quality case management than those in the VA
clinic.17

A reanalysis of the PORT study data by Rosenheck
et al51 mainly confirmed the results of the Young
et al17 study by finding greater conformance with the
PORT guidelines in the non-VA settings compared
with the VA settings of the PORT study. Patients in
the non-VA outpatient settings were more likely than
their VA counterparts to be taking at least one antipsy-
chotic medication, to be on a depot medication if they
had trouble with compliance, or to be receiving work
therapy or job training and were less likely to be receiving
a dose greater than 600mg equivalent of chlorpromazine.
Patients in the non-VA inpatient settings were also more
likely to be offered individual or group therapy or asser-
tive community treatment. However, these patients were
more likely than their VA counterparts to be on a dose
smaller than 300 mg chlorpromazine equivalent.51

In summary, studies comparing treatment patterns in
routine treatment settings havemostly found that confor-
mance is poorer for psychosocial treatments than for
medications treatments, for outpatient settings than for
inpatient settings, and in the VA than in the non-VA fa-
cilities. When contrasted with the relatively high-confor-
mance rates with medication treatment benchmarks, the
modest conformance rates for vocational rehabilitation
and family therapy suggest that the main focus of treat-
ments in many services is on management of symptoms
rather than on rehabilitation and improvement of social
and occupational functioning.

Correlates of Treatment Patterns

A large number of clinical studies have specifically exam-
ined the impact of clinical and sociodemographic charac-
teristics on treatment patterns in general and on
adherence with medication treatments in particular.68,69

Lack of insight, cognitive problems, comorbid substance
use disorders, minority racial status, and younger age
have all been associated with poorer adherence with
treatment.16,68–71Whereas the use of depot medications68

and various psychosocial interventions2,72 have been
shown to improve adherence withmedication treatments,
the use of both remains limited (table 1). Lack of efficacy
and bothersome side effects remain the major reasons for
medication nonadherence in most cases.1

The Impact of Managed Care

Themajorityof studies reviewedabovewerebasedondata
from the 1990s. However, since then, there have been sig-
nificant changes in the structureand the contentof services
for patients with severe mental disorders in the United
States, most importantly due to expansion of managed
care plans. Findings with regard to patterns of treatment
under managed care payment arrangements have been
mixed.37,65,66,73,74One studyof 420Medicaidbeneficiaries
in Massachusetts found no differences between patients
enrolled in a capitated managed care plan and those in
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a fee-for-service program with regard to patterns of med-
ication use or the use of psychosocial treatments.9

In another study ofMedicaid enrollees, the introduction
ofa carve-outarrangement led toa reduction in thepropor-
tion of patients with schizophrenia who received any form
of psychosocial treatment, including individual or group
psychotherapy or psychosocial rehabilitation. No changes
were observed in the area of medication management (eg,
likelihood of receiving any antipsychotic medication, re-
ceiving second-generation antipsychotics, management
of side effects). The authors attributed these changes in
the receipt of psychosocial treatments to the fact thatman-
aged care carve outs were at financial risk for providing
these treatments but not for providing medications.66

Similar findings were reported in other settings. For
example, results from a Medicaid program in 2 counties
in Florida between 1994 and 2000 revealed nomeaningful
changes in the percentage of patients with schizophrenia
who had used antipsychotic medications: 86.2% in 1994–
1995 vs 89.8% in 1999–2000.73 In contrast, in the same
time span, the use of individual and/or group therapy de-
creased from 52.4% to 30.4%, and the rate of psychoso-
cial rehabilitation decreased from 47.6% to 39.7. Less
than 1% of the patients received family therapy across
the years.73 A later study based on a sample of patients
in the Florida Medicaid program found that the care of
patients in a prepaid mental health program and a
Health Maintenance Organization was much less likely
to conform to the American Psychiatric Association’s
practice guidelines, mainly due to the low conformance
with psychotherapy guidelines.75

Another study found a significant increase in the dis-
continuity of antipsychotic medications after transition
to the mental health carve-out arrangement in the Ten-
nessee Medicaid program.74 The study used administra-
tive data on over 8000 patients in 2 cohorts enrolled in the
Medicaid program, one cohort preceded the introduction
of the carve-out plan and the other immediately followed
it. Among patients for whom continuity of treatment was
deemed ‘‘essential’’ based on their history, 29% in the
posttransition cohort compared with 20% in the pretran-
sition cohort experienced discontinuity of over 60 days in
medication treatment.74 This study did not examine
changes in the use of psychosocial treatments.

Finally, a study examining the prior authorization reg-
ulation for the use of atypical antipsychotic medications
implemented in the Maine Medicaid program in 2003
also found increased psychiatric medication discontinu-
ity and switching of medications.76 The Maine program
was discontinued in 2004, but as the authors note, many
other Medicaid managed care programs across the
United States require preauthorization for the costlier
antipsychotic medications.76

The introduction of the newMedicare PartD insurance
may have created new complexities in the care of patients
with schizophrenia as this insurance plan includes a capon

spending. There is some evidence that patients with severe
mental disorders are at increased risk of discontinuities in
medication treatment when facedwith gaps inmedication
insurance coverage such as those imposed by spending
caps.77 The effects of the Part D insurance in this patient
population have yet to be fully appreciated.
In summary,managed care arrangements have had vari-

able effects across different settings but are typically asso-
ciatedwithreduceduseofpsychosocial treatments.71,73,75,78

Furthermore, in some, but not all settings, managed care
arrangements appear to be associated with increased dis-
continuity in treatment.37,74,78,79

Unmet Need for Other Services

Patients with schizophrenia often face unmet needs for
many other services beyond the traditional mental health
services. There has been a renewed interest in the medical
care of these patients, including receipt of the needed pre-
ventive and treatment services for chronic medical condi-
tions and dental care.80,81 There is also a growing body of
literature pointing to the lower quality of themedical serv-
ices in patients with schizophrenia and other severe men-
tal disorders,82–84 as well as a widening mortality gap
between these patients and the general population.85

Thewidespreaduseof theatypicalor second-generation
antipsychotic medications has further contributed to the
medical problems of patients with schizophrenia as some
of thesemedications are associatedwith significantweight
gain and an increased risk of hyperglycemia and hyperlip-
idemia.1 Nevertheless, the need for proper monitoring of
these metabolic parameters and interventions to reduce
the risk of future comorbidities often remains unmet.
In one study of Medicaid patients who were started on
an atypical antipsychotic medication, only 19% received
baseline glucose testingand6%receivedbaseline lipid test-
ing.86 The rates increased modestly between 1998 and
2003.86 In another study of patients in 3 VA clinics be-
tween 2002 and 2004, 46.2% had a weight problem.87

In almost none was the weight problem appropriately
managed. As another example, a recent study of smokers
with type 2 diabetes found that individuals with schizo-
phrenia in this sample were significantly less likely than
their counterparts without a serious mental illness to re-
ceive preventive treatments such as regular blood pressure
examinations, lipidprofiles, or treatmentwithangiotensin
converting enzyme inhibitors or statins.88

The high prevalence of medical problems in patients
with schizophrenia also calls for integration or better co-
ordination of mental health and general medical serv-
ices.89 However, coordination between various services
for this patient group and other patients with severe men-
tal disorders is often inadequate.90 For example, in
a study of theMassachusettsMedicaid beneficiaries, con-
tact between the mental health and the outpatient
primary care providers was noted in only 43%–50% of
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the inpatients and 22.1%–24.2% of the outpatients with
schizophrenia.9

Another mostly unmet service need in this patient pop-
ulation that also calls for integration of services or coor-
dination across services is the need for substance abuse
treatment.90 Drug and alcohol disorders are commonly
comorbid with schizophrenia. For example, in the Na-
tional Institute of Mental Health Clinical Antipsychotic
Trials of Intervention Effectiveness, about 60% of schizo-
phrenia patients were found to use substances and 37%
met criteria for a current substance use disorder.91 Fur-
thermore, these disorders have significant implications
for the management and the social and clinical outcomes
of schizophrenia.91–94 Nevertheless, in many of these
patients, substance disorders go untreated. In one study,
only about half of the schizophrenia patients with a need
for substance abuse treatment received such care.9 The
traditional separation between mental health and sub-
stance abuse services further contributes to the problem
of unmet need for substance abuse treatment in this pa-
tient population. The recognition that substance comor-
bidity in this population is the norm rather than an
exception and that addressing one problem without the
other is inefficient has led to a number of recent attempts
at implementation of integrated programs.95,96 Dual di-
agnosis programs are also now available in many sub-
stance disorder treatment facilities, although the range
of services needed by dual diagnosis patients is not avail-
able in all these programs.97

Manyschizophreniapatients smoke.98–100Ameta-anal-
ysis of over 40 studies from across the world found both
a greater risk of current smoking (odds ratio [OR] = 5.3,
95% confidence interval [CI] = 4.9–5.7) and a lower likeli-
hood of smoking cessation (OR = 0.46, 95% CI = 0.23–
0.69) in patients with schizophrenia.98 The estimated
prevalence of smoking in schizophrenia patients in this
meta-analysis was 62%,98 attesting to the unmet need
for management of smoking in this patient population.
Meeting the patients’ multiple needs for medical care

and substance abuse treatment is especially difficult for
practitioners working in solo practices or in small, single
specialty group practices. For these practitioners, the so-
lution to this problem calls for establishing more mean-
ingful links and better coordination with other providers
or agencies. The growing use of information technology
can potentially facilitate such coordination.101,102 How-
ever, psychiatry has been slow in adopting information
technology.103

Better integration of individuals with schizophrenia in
the communitywouldultimatelydependon their ability to
attain meaningful social roles, including useful employ-
ment that can provide a sense of mastery and self-worth.
Due to thedisablingnatureof the illness,many individuals
with schizophrenia would need extra support and guid-
ance beyond traditional vocational counseling to find
and maintain useful employment. There is a growing

body of literature indicating that supported employment
produces better results than conventional vocational
training or other interventions in this patient popula-
tion.104–107Dissemination of these practices in theVAsys-
tem has produced modest but promising results.108–110

Finally, many patients with schizophrenia are at in-
creased risk of homelessness and associated adverse so-
cial and health outcomes, such as victimization and
sexually transmitted diseases.91,111–116 These patients of-
ten need the help of a case manager to negotiate the elab-
orate maze of social service organizations and to obtain
housing and other needed social services.117 However, as
data reviewed earlier suggest (table 3), only a minority of
patients in need of case management receive such service.

Patients’ Perceived Unmet Need for Care

The studies reviewed above underscore the deficiencies in
the treatment of schizophrenia by examining the patterns
of service use in routine treatment settings and, in some
cases, by comparing these patterns with the evidence-
based practice guideline recommendations for the treat-
ment of schizophrenia. Another perspective on the prob-
lem of unmet need for care in this patient population is
the patients’ perceptions of the nature and extent of their
met and unmet needs.118–124 This direct approach to
assessing needs is in keeping with current trends toward
shared decision making in the care of patients with severe
mental disorders and reflects the diversity of the needs in
this patient population.125–127

Over the years, a number of instruments have been de-
veloped to assess the patients’ perceptions of their
needs.122–124 Perhaps, the most widely used of these meas-
ures is the Camberwell Assessment of Needs (CAN) in-
strument that asks questions regarding the perceived
met and unmet needs of the patients in areas ranging
from the management of psychotic symptoms to the
need for food, child-care, and transportation. Studies
comparing patient and staff reports of met and unmet
needs in these areas have identified some consisten-
cies.119,123 However, the studies have also identified differ-
ences between the patient and staff views, especially with
regard to unmet needs. For example, in a Nordic study of
schizophrenia patients, the most prevalent patient-identi-
fied unmet needs were in the domains of company, inti-
mate relationships, and psychological distress; whereas,
psychotic symptoms and daytime activities were among
the top-rated areas of unmet need by the staff.119 Further-
more, the small number of patient-reported unmet needs
in these studies is surprising given the wide gaps in the
quality of treatment in routine treatment settings. For ex-
ample, out of the 22 possible unmet needs on the CAN
instrument, the patients and caregivers in theNordic study
identified on average about 2 unmet needs.119 The differ-
ences in the patient and staff views, as well as between
the unmet needs identified in the epidemiological and
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the clinical studies on the one hand and the patients’ per-
ceptions of unmet needs on the other hand, highlight the
complexities inherent in defining needs and, by extension,
in defining the unmet needs in this patient population.122

A number of factors likely contribute to the diffe-
rences in results of need assessment using these different
approaches and perspectives. Many patients with
schizophrenia may not fully appreciate the extent of
their mental health problems and their mental health-
care needs.128,129 Furthermore, individuals vary in their
needs and responses to treatments, whereas evidence-
based standards provide universal benchmarks based
on the needs and treatment responses of a typical pa-
tient. Finally, perceptions of need naturally differ be-
tween different stakeholders, and no one perspective
can be said to be necessarily more accurate or true
than another. Rather, these differences in the patient
and provider perspectives may present opportunities
to involve patients and families as well as other stake-
holders in the treatment planning process.130,131

Conclusion

The preceding overview of the literature on patterns of
treatment in schizophrenia and the extent of the unmet
need for care reveals considerable gaps in our current
knowledge. First, there is a paucity of reliable data
from population-based epidemiological studies in the
United States on which to base the population estimates
of treatment and the potential unmet need for treatment.
As noted earlier, difficulties inherent in the assessment of
rare disorders severely limit our ability to accurately iden-
tify individuals with schizophrenia in ongoing epidemio-
logical surveys of general populations using lay-
administered interview instruments.33 Without accurate
identification of the cases, establishing treatment patterns
and the extent of the unmet need for care in these surveys
is not feasible. Multistage survey methods132 or clinician-
augmented surveys30 improve upon such classification,
but they typically incur considerable additional costs and
are not always implemented. Furthermore, these methods
cannot resolve the problem of selective nonresponse and
undersampling of individuals who are homeless, incarcer-
ated, or living in quasi-institutional community settings.30

Nevertheless, the available data from the major US
population surveys suggest that approximately 40% of
individuals in the community with schizophrenia remain
out of care either consistently or at least for long periods
of time while experiencing significant symptoms. Clinical
epidemiological studies address some of the limitations of
general population surveys by reducing the false-positive
rate and by using more detailed assessments.11,36,41 These
studies also indicate that a significant percentage of
patients remain consistently out of treatment after their
initial contact with services. In the Suffolk County Men-
tal Health Project, eg, 20% of patients with a diagnosis of

schizophrenia remained consistently out of medication
treatment and about 40% remained consistently out of
therapy.
As the large majority of these individuals continue to

experience significant symptoms and disability, making
services available to them remains a priority. The stigma
associated with mental illness and its treatment is a major
barrier to treatment seeking among these individuals.
Much attention has focused on reducing this stigma using
media and educational campaigns. TheWorld Psychiatric
Association’s program to fight stigma and discrimination
against schizophrenia, implemented in over 20 countries,
has been one of themost extensive of such efforts.133With
regard tomore commondisorders, such public campaigns
have resulted in modest improvements in attitudes and
treatment seeking.134,135 There is also evidence from
Australia andGermany that public attitudes towardmen-
tal health treatment seeking for schizophrenia became
more favorable between the early 1990s and the early
2000s.136,137 However, due to the relative rarity of schizo-
phrenia, the impact of changes in public attitudes on
treatment seeking for this disorder may be more difficult
to assess than the impact on treatment seeking for the
more common mood and anxiety disorders.
Another significant problem affecting the continuity of

treatment of schizophrenia in routine care settings is the
problem of nonadherence with treatments.14–16,72 Up to
half of schizophrenia patients, experience extended gaps
in their treatment in a 1-year period leading to increased
hospitalizations and other adverse outcomes.14,138,139

There have been a number of focused attempts to reduce
the frequency of these gaps and to improve the patients’
adherence using psychosocial interventions based on
motivational interviewing methods, other cognitive-
behavioral approaches, psychoeducation, medication
self-management, and, more recently, environmental
support.72,140,141 However, the evidence with regard to
the efficacy of some of these interventions has been
mixed.142–144 Furthermore, the mental health services
have been slow in adopting these interventions.
The problem of unmet need for care in individuals who

never initiate treatment or in patients who disengage
from treatment is compounded by the unmet needs of
a large proportion of patients who are in treatment
but who continue to experience significant symptoms
and disability. At least half of all patients with schizo-
phrenia treated in routine care settings continue to
have significant psychotic or other psychiatric symptoms
that are potentially amenable to pharmacological treat-
ments.49,87 Comparisons of the treatment patterns in rou-
tine treatment settings with evidence-based standards
show that the overwhelming majority of individuals in
treatment receive antipsychotic medications. Further-
more, at least in inpatient settings, the dose of prescribed
antipsychotic medications is usually in the therapeutic
range. However, there are gaps between current practices
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and evidence-based recommendations with regard to the
appropriate pharmacological management of nonpsy-
chotic symptoms and side effects, use of psychosocial
treatments, and use of medical, dental, and substance dis-
order services and social services and with regard to co-
ordination among the different services.
There is growing evidence that guideline-conformant

treatments could potentially improve patient outcomes
and reduce the avertable social and health burden of psy-
chiatric illness75,145 at minimal additional costs.75,146

However, services have been slow in adopting care practi-
ces that are consistent with the evidence-based guidelines.
The individual practice styles and institutional barriers
such as lack of resources all likely contribute to the slow
adoption of the guideline-consistent practices.147,148

Setting performance measures appears to be a straight-
forward approach to improving conformance with prac-
tice guidelines. In the VA health-care system, creating
system-wide evidence-based performance measures has
had some degree of success in improving conformance
with the guidelines.149–151 For example, one performance
measure requiring that all veterans have a primary care
provider has led to significant improvement in medical
care and receipt of preventive services in patients with se-
vere mental disorders. However, changing clinician’s
practice styles is not easy.152 Although introducing incen-
tives, eg, in the form of pay-for-performance arrange-
ments, appears to be an attractive approach to
changing clinician’s behaviors, when applied in general
medical settings, these initiatives have had mixed results,
sometimes with unintended adverse consequences.153–157

The expansion of managed care in more recent years
may have further widened the gap between usual practice
and evidence-based standards, at least with regard to the
use of psychosocial treatments66,73,75 and, perhaps, con-
tinuity of treatments.37,74 As Mechanic65 notes, the trend
toward restricting the intensity of services under man-
aged care plans may have led to more homogeneous ser-
vice patterns and less variation among the different
patient populations with different levels of need.
The consistent finding of a reduced use of psychosocial

treatments under managed care is disconcerting as psy-
chosocial treatments are often complementary tomedica-
tions and can potentially address problem areas that are
less responsive to medication treatments, such as poor so-
cial skills and negative symptoms.2,158,159 Furthermore,
psychosocial treatments are likely more beneficial in
the later stages of illness when the acute symptoms
have subsided.2 The long-term impact of managed care
on the clinical and social outcomes of the patients with
schizophrenia remains to be fully appreciated.65,75
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disorder, it is usually secondary to repeated interpersonal failures due to angry outbursts 
and frequent mood shifts, rather than a result of a persistent lack of social contacts and de­
sire for intimacy. Furthermore, individuals with schizotypal personality disorder do not 
usually demonstrate the impulsive or manipulative behaviors of the individual with bor­
derline personality disorder. However, there is a high rate of co-occurrence between the 
two disorders, so that making such distinctions is not always feasible. Schizotypal features 
during adolescence may be reflective of transient emotional turmoil, rather than an endur­
ing personality disorder.

Cluster B Personality Disorders

Antisocial Personality Disorder
Diagnostic Criteria 301.7 (F60.2)
A. A pervasive pattern of disregard for and violation of the rights of others, occurring since 

age 15 years, as indicated by three (or more) of the following:
1. Failure to conform to social norms with respect to lawful behaviors, as indicated by 

repeatedly performing acts that are grounds for arrest.
2. Deceitfulness, as indicated by repeated lying, use of aliases, or conning others for 

personal profit or pleasure.
3. Impulsivity or failure to plan ahead.
4. Irritability and aggressiveness, as indicated by repeated physical fights or assaults.
5. Reckless disregard for safety of self or others.
6. Consistent irresponsibility, as indicated by repeated failure to sustain consistent 

work behavior or honor financial obligations.
7. Lack of remorse, as indicated by being indifferent to or rationalizing having hurt, 

mistreated, or stolen from another.
B. The individual is at least age 18 years.
C. There is evidence of conduct disorder with onset before age 15 years.
D. The occurrence of antisocial behavior is not exclusively during the course of schizo­

phrenia or bipolar disorder.

Diagnostic Features
The essential feature of antisocial personality disorder is a pervasive pattern of disregard 
for, and violation of, the rights of others that begins in childhood or early adolescence and 
continues into adulthood. This pattern has also been referred to as psychopathy, sociopathy, 
or dyssocial personality disorder. Because deceit and manipulation are central features of an­
tisocial personality disorder, it may be especially helpful to integrate information acquired 
from systematic clinical assessment with information collected from collateral sources.

For this diagnosis to be given, the individual must be at least age 18 years (Criterion B) 
and must have had a history of some symptoms of conduct disorder before age 15 years 
(Criterion C). Conduct disorder involves a repetitive and persistent pattern of behavior in 
which the basic rights of others or major age-appropriate societal norms or rules are vio­
lated. The specific behaviors characteristic of conduct disorder fall into one of four cate­
gories: aggression to people and animals, destruction of property, deceitfulness or theft, or 
serious violation of rules.
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The pattern of antisocial behavior continues into adulthood. Individuals with antiso­
cial personality disorder fail to conform to social norms with respect to lawful behavior 
(Criterion Al). They may repeatedly perform acts that are grounds for arrest (whether 
they are arrested or not), such as destroying property, harassing others, stealing, or pur­
suing illegal occupations. Persons with this disorder disregard the wishes, rights, or feel­
ings of others. They are frequently deceitful and manipulative in order to gain personal 
profit or pleasure (e.g., to obtain money, sex, or power) (Criterion A2). They may repeat­
edly lie, use an alias, con others, or malinger. A pattern of impulsivity may be manifested 
by a failure to plan ahead (Criterion A3). Decisions are made on the spur of the moment, 
without forethought and without consideration for the consequences to self or others; this 
may lead to sudden changes of jobs, residences, or relationships. Individuals with antiso­
cial personality disorder tend to be irritable and aggressive and may repeatedly get into 
physical fights or commit acts of physical assault (including spouse beating or child beat­
ing) (Criterion A4). (Aggressive acts that are required to defend oneself or someone else 
are not considered to be evidence for this item.) These individuals also display a reckless 
disregard for the safety of themselves or others (Criterion A5). This may be evidenced in 
their driving behavior (i.e., recurrent speeding, driving while intoxicated, multiple acci­
dents). They may engage in sexual behavior or substance use that has a high risk for harm­
ful consequences. They may neglect or fail to care for a child in a way that puts the child in 
danger.

Individuals with antisocial personality disorder also tend to be consistently and ex­
tremely irresponsible (Criterion A6). Irresponsible work behavior may be indicated by sig­
nificant periods of unemployment despite available job opportunities, or by abandonment 
of several jobs without a realistic plan for getting another job. There may also be a pattern 
of repeated absences from work that are not explained by illness either in themselves or in 
their family. Financial irresponsibility is indicated by acts such as defaulting on debts, fail­
ing to provide child support, or failing to support other dependents on a regular basis. In­
dividuals with antisocial personality disorder show little remorse for the consequences of 
their acts (Criterion A7). They may be indifferent to, or provide a superficial rationaliza­
tion for, having hurt, mistreated, or stolen from someone (e.g., 'Tife's unfair," "losers de­
serve to lose"). These individuals may blame the victims for being foolish, helpless, or 
deserving their fate (e.g., "he had it coming anyway"); they may minimize the harmful 
consequences of their actions; or they may simply indicate complete indifference. They 
generally fail to compensate or make amends for their behavior. They may believe that 
everyone is out to "help number one" and that one should stop at nothing to avoid being 
pushed around.

The antisocial behavior must not occur exclusively during the course of schizophrenia 
or bipolar disorder (Criterion D).

Associated Features Supporting Diagnosis
Individuals with antisocial personality disorder frequently lack empathy and tend to be 
callous, cynical, and contemptuous of the feelings, rights, and sufferings of others. They 
may have an inflated and arrogant self-appraisal (e.g., feel that ordinary work is beneath 
them or lack a realistic concern about their current problems or their future) and may be 
excessively opinionated, self-assured, or cocky. They may display a glib, superficial charm 
and can be quite voluble and verbally facile (e.g., using technical terms or jargon that 
might impress someone who is unfamiliar with the topic). Lack of empathy, inflated self­
appraisal, and superficial charm are features that have been commonly included in tradi­
tional conceptions of psychopathy that may be particularly distinguishing of the disorder 
and more predictive of recidivism in prison or forensic settings, where criminal, delin­
quent, or aggressive acts are likely to be nonspecific. These individuals may also be irre­
sponsible and exploitative in their sexual relationships. They may have a history of many
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sexual partners and may never have sustained a monogamous relationship. They may be 
irresponsible as parents, as evidenced by malnutrition of a child, an illness in the child re­
sulting from a \aèk of minimal hygiene, a child's dependence on neighbors or nonresident 
relatives for food or shelter, a failure to arrange for a caretaker for a young child when the 
individual is away from home, or repeated squandering of money required for household 
necessities. These individuals may receive dishonorable discharges from the armed ser­
vices, may fail to be self-supporting, may become impoverished or even homeless, or may 
spend many years in penal institutions. Individuals with antisocial personality disorder 
are more likely than people in the general population to die prematurely by violent means 
(e.g., suicide, accidents, homicides).

Individuals with antisocial personality disorder may also experience dysphoria, in­
cluding complaints of tension, inability to tolerate boredom, and depressed mood. They 
may have associated anxiety disorders, depressive disorders, substance use disorders, so­
matic symptom disorder, gambling disorder, and other disorders of impulse control. In­
dividuals with antisocial personality disorder also often have personality features that 
meet criteria for other personality disorders, particularly borderline, histrionic, and nar­
cissistic personality disorders. The likelihood of developing antisocial personality disor­
der in adult life is increased if the individual experienced childhood onset of conduct 
disorder (before age 10 years) and accompanying attention-deficit/hyperactivity disorder. 
Child abuse or neglect, unstable or erratic parenting, or inconsistent parental discipline 
may increase the likelihood that conduct disorder will evolve into antisocial personality 
disorder.

Prevalence
Twelve-month prevalence rates of antisocial personality disorder, using criteria from pre­
vious DSMs, are between 0.2% and 3.3%. The highest prevalence of antisocial personality 
disorder (greater than 70%) is among most severe samples of males with alcohol use dis­
order and from substance abuse clinics, prisons, or other forensic settings. Prevalence is 
higher in samples affected by adverse socioeconomic (i.e., poverty) or sociocultural (i.e., 
migration) factors.

Development and Course
Antisocial personality disorder has a chronic course but may become less evident or remit 
as the individual grows older, particularly by the fourth decade of life. Although this re­
mission tends to be particularly evident with respect to engaging in criminal behavior, 
there is likely to be a decrease in the full spectrum of antisocial behaviors and substance 
use. By definition, antisocial personality cannot be diagnosed before age 18 years.

Risk and Prognostic Factors
Genetic and physiological. Antisocial personality disorder is more common among the 
first-degree biological relatives of those with the disorder than in the general population. 
The risk to biological relatives of females with the disorder tends to be higher than the risk 
to biological relatives of males with the disorder. Biological relatives of individuals with 
this disorder are also at increased risk for somatic symptom disorder and substance use 
disorders. Within a family that has a member with antisocial personality disorder, males 
more often have antisocial personality disorder and substance use disorders, whereas fe­
males more often have somatic symptom disorder. However, in such families, there is an 
increase in prevalence of all of these disorders in both males and females compared with 
the general population. Adoption studies indicate that both genetic and environmental 
factors contribute to the risk of developing antisocial personality disorder. Both adopted 
and biological children of parents with antisocial personality disorder have an increased
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risk of developing antisocial personality disorder, somatic symptom disorder, and sub­
stance use disorders. Adopted-away children resemble their biological parents more than 
their adoptive parents, but the adoptive family environment influences the risk of devel­
oping a personality disorder and related psychopathology.

Culture-Related Diagnostic issues
Antisocial personality disorder appears to be associated with low socioeconomic status 
and urban settings. Concerns have been raised that the diagnosis may at times be misap­
plied to individuals in settings in which seemingly antisocial behavior may be part of a 
protective survival strategy. In assessing antisocial traits, it is helpful for the clinician to 
consider the social and economic context in which the behaviors occur.

Gender-Related Diagnostic issues
Antisocial personality disorder is much more common in males than in females. There has 
been some concern that antisocial personality disorder may be underdiagnosed in fe­
males, particularly because of the emphasis on aggressive items in the definition of con­
duct disorder.

Differential Diagnosis
The diagnosis of antisocial personality disorder is not given to individuals younger than 
18 years and is given only if there is a history of some symptoms of conduct disorder be­
fore age 15 years. For individuals older than 18 years, a diagnosis of conduct disorder is 
given only if the criteria for antisocial personality disorder are not met.
Substance use disorders. When antisocial behavior in an adult is associated with a 
substance use disorder, the diagnosis of antisocial personality disorder is not made unless 
the signs of antisocial personality disorder were also present in childhood and have con­
tinued into adulthood. When substance use and antisocial behavior both began in childhood 
and continued into adulthood, both a substance use disorder and antisocial personality 
disorder should be diagnosed if the criteria for both are met, even though some antisocial 
acts may be a consequence of the substance use disorder (e.g., illegal selling of drugs, thefts 
to obtain money for drugs).
Schizophrenia and bipolar disorders. Antisocial behavior that occurs exclusively dur­
ing the course of schizophrenia or a bipolar disorder should not be diagnosed as antisocial 
personality disorder.
Other personality disorders. Other personality disorders may be confused with antiso­
cial personality disorder because they have certain features in common. It is therefore im­
portant to distinguish among these disorders based on differences in their characteristic 
features. However, if an individual has personality features that meet criteria for one or 
more personality disorders in addition to antisocial personality disorder, all can be diag­
nosed. Individuals with antisocial personality disorder and narcissistic personality disor­
der share a tendency to be tough-minded, glib, superficial, exploitative, and lack empathy. 
However, narcissistic personality disorder does not include characteristics of impulsivity, 
aggression, and deceit. In addition, individuals with antisocial personality disorder may 
not be as needy of the admiration and envy of others, and persons with narcissistic per­
sonality disorder usually lack the history of conduct disorder in childhood or criminal 
behavior in adulthood. Individuals with antisocial personality disorder and histrionic 
personality disorder share a tendency to be impulsive, superficial, excitement seeking, 
reckless, seductive, and manipulative, but persons with histrionic personality disorder 
tend to be more exaggerated in their emotions and do not characteristically engage in an­
tisocial behaviors. Individuals with histrionic and borderline personality disorders are
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manipulative to gain nurturance, whereas those with antisocial personality disorder are 
manipulative to gain profit, power, or some other material gratification. Individuals with 
antisocial personality disorder tend to be less emotionally unstable and more aggressive 
than those with borderline personality disorder. Although antisocial behavior may be 
present in some individuals with paranoid personality disorder, it is not usually moti­
vated by a desire for personal gain or to exploit others as in antisocial personality disorder, 
but rather is more often attributable to a desire for revenge.
Criminal behavior not associated with a personality disorder. Antisocial personality 
disorder must be distinguished from criminal behavior undertaken for gain that is not ac­
companied by the personality features characteristic of this disorder. Only when antisocial 
personality traits are inflexible, maladaptive, and persistent and cause significant func­
tional impairment or subjective distress do they constitute antisocial personality disorder.

Borderline Personality Disorder
Diagnostic Criteria 301.83 (F60.3)
A pervasive pattern of instability of interpersonal relationships, self-image, and affects, 
and marked impulsivity, beginning by early adulthood and present in a variety of contexts, 
as indicated by five (or more) of the following:
1. Frantic efforts to avoid real or imagined abandonment. (Note: Do not include suicidal 

or self-mutilating behavior covered in Criterion 5.)
2. A pattern of unstable and intense interpersonal relationships characterized by alternat­

ing between extremes of idealization and devaluation.
3. Identity disturbance: markedly and persistently unstable self-image or sense of self.
4. Impulsivity in at least two areas that are potentially self-damaging (e.g., spending, sex, 

substance abuse, reckless driving, binge eating). (Note: Do not include suicidal or self- 
mutilating behavior covered in Criterion 5.)

5. Recurrent suicidal behavior, gestures, or threats, or self-mutilating behavior.
6. Affective instability due to a marked reactivity of mood (e.g., intense episodic dysphoria, 

irritability, or anxiety usually lasting a few hours and only rarely more than a few days).
7. Chronic feelings of emptiness.
8. Inappropriate, intense anger or difficulty controlling anger (e.g., frequent displays of 

temper, constant anger, recurrent physical fights).
9. Transient, stress-related paranoid ideation or severe dissociative symptoms._______

Diagnostic Features
The essential feature of borderline personality disorder is a pervasive pattern of instability 
of interpersonal relationships, self-image, and affects, and marked impulsivity that begins 
by early adulthood and is present in a variety of contexts.

Individuals with borderline personality disorder make frantic efforts to avoid real or 
imagined abandonment (Criterion 1). The perception of impending separation or rejection, 
or the loss of external structure, can lead to profound changes in self-image, affect, cognition, 
and behavior. These individuals are very sensitive to environmental circumstances. They ex­
perience intense abandonment fears and inappropriate anger even when faced with a real­
istic time-limited separation or when there are unavoidable changes in plans (e.g., sudden 
despair in reaction to a clinician's announcing the end of the hour; panic or fury when some­
one important to them is just a few minutes late or must cancel an appointment). They may 
believe that this "abandonment" implies they are "bad." These abandonment fears are re­
lated to an intolerance of being alone and a need to have other people with them. Their frantic
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Evaluating Competency for Execution
after Madison v. Alabama

Alexander H. Updegrove, PhD, and Michael S. Vaughn, PhD

This article summarizes the evolution of the U.S. Supreme Court’s standard for assessing defend-
ants’ competency for execution. In Ford v. Wainwright (1986), the Court categorically exempted
insane defendants from execution but failed to agree on how to define insanity. In Panetti v.
Quarterman (2007), the Court ruled that defendants may be executed only if they rationally under-
stand why they are being punished. In its most recent decision, the Supreme Court ruled in
Madison v. Alabama (2019) that defendants who cannot remember committing the original crime
may be executed, but dementia may prevent defendants from rationally understanding why they are
being punished. The Court remanded the case to Alabama’s trial court with instructions to re-
determine Mr. Madison’s competency. This article concludes by recommending best practices for
those who evaluate defendants for competency to be executed.
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In 1986, the U.S. Supreme Court ruled that the
Eighth Amendment prohibits executing insane defend-
ants.1 Years later, in 2007, the Court clarified that the
Eighth Amendment forbids executing those who can-
not rationally understand why they are to be executed
and noted that psychotic disorders may preclude such
an understanding.2 Most recently, in 2019, the Court
ruled that a finding of incompetency to be executed is
not associated with any particular diagnosis but rather
with a specific consequence, i.e., the defendant’s inabil-
ity to rationally understand the reasons for the imposi-
tion of the death sentence. This article reviews
Supreme Court cases on competency for execution
and concludes by recommending best practices for
those who evaluate defendants in this capacity.

Ford v. Wainwright

Ford v. Wainwright (1986)1 marked the first time
that the U.S. Supreme Court addressed the question

of whether the Eighth Amendment’s prohibition
against cruel and unusual punishment forbids execut-
ing “the insane” (Ref. 1, p 401). Although Alvin Ford
appeared competent throughout his trial, he exhibited
signs of delusions during his subsequent imprisonment.
Unlike many cases, the Court in Ford did not achieve a
traditional majority opinion. Instead, Justice Powell
concurred in part with four other Justices to hold that
“the Eighth Amendment prohibits a State from carry-
ing out a sentence of death upon a prisoner who is
insane” (Ref. 1, pp 409–10). The Court reasoned that
“[i]t is no less abhorrent today than it has been for cen-
turies to exact in penance the life of one whose mental
illness prevents him from comprehending the reasons
for the penalty or its implications” (Ref. 1, p 417).
Four of the five Justices who formed the plurality

believed that defendants should have the right to
cross-examine state experts, among other procedural
protections.1 Justice Powell, however, expressed the
view that “ordinary adversarial procedures—complete
with live testimony, cross-examination, and oral
argument by counsel—are not necessarily the best
means of arriving at sound, consistent judgments as to
a defendant’s sanity” (Ref. 1, p 426). The only proce-
dural right that Justice Powell explicitly endorsed was
the defendant’s right to present “expert psychiatric
evidence that may differ from the State’s own psychi-
atric examination” (Ref. 1, p 427).
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The Court plurality declared that “we leave to the
State the task of developing appropriate ways to
enforce the constitutional restriction upon its execution
of sentences” (Ref. 1, pp 416–17). In other words, the
plurality did not articulate a specific standard for assess-
ing competency for execution. Justice Powell, however,
noted that, at a minimum, states’ statutes agreed that
defendants must “know the fact[s] of their impending
execution and the reason for it” (Ref. 1, p 422). Justice
Powell wrote, “I would hold that the Eighth
Amendment forbids the execution only of those who
are unaware of the punishment they are about to suffer
and why they are to suffer it” (Ref. 1, p 422). Thus,
Justice Powell considered a defendant able to under-
stand why they are being executed “[i]f the defendant
perceives the connection between his crime and his
punishment” (Ref. 1, p 422).

When applying this standard to Mr. Ford, Justice
Powell concluded, “According to petitioner’s prof-
fered psychiatric examination, petitioner does not
know that he is to be executed, but rather believes
that the death penalty has been invalidated. If this
assessment is correct, petitioner cannot connect his
execution to the crime for which he was convicted”
(Ref. 1, pp 422–23).

Panetti v. Quarterman (2007)

The Court next addressed competency for execu-
tion in Panetti v. Quarterman (2007),2 where Scott
Panetti displayed “a fragmented personality, delu-
sions, and hallucinations” (Ref. 2, p 936). After the
trial court found Mr. Panetti competent for execu-
tion, Mr. Panetti’s counsel filed a writ of habeas cor-
pus. The district court3 held that “[b]ecause the
Court finds that Panetti knows he committed two
murders, he knows he is to be executed, and he
knows the reason the State has given for his execu-
tion is his commission of those murders, he is com-
petent to be executed” (Ref. 3, p 712). Mr. Panetti
subsequently appealed to the U.S. Court of Appeals
for the Fifth Circuit,4 claiming that:

the Eighth Amendment forbids the execution of a prisoner
who lacks a rational understanding of the State’s reason
for the execution . . . [and] this understanding is lacking
in his case because he believes that, although the State’s
purposed reason for the execution is his past crimes, the
State’s real motivation is to punish him for preaching the
Gospel (Ref. 4, pp 817–18).

The Fifth Circuit found Mr. Panetti competent for
execution because “‘awareness,’ as that term is used

in Ford, is not necessarily synonymous with ‘rational
understanding,’ as argued by Panetti” (Ref. 4, p
821). The Supreme Court subsequently granted
certiorari.5

The Court identified the question before it as
“whether [Mr. Panetti’s] delusions can be said to
render him incompetent” for execution (Ref. 2,
p 956). According to the Court, the Fifth Circuit
found Mr. Panetti competent because “[f]irst, peti-
tioner is aware that he committed the murders; sec-
ond, he is aware that he will be executed; and, third,
he is aware that the reason the State has given for the
execution is his commission of the crimes in ques-
tion” (Ref. 2, p 956).
Nevertheless, the Court held that “the Court of

Appeals’ standard is too restrictive to afford a
prisoner the protections granted by the Eighth
Amendment” (Ref. 2, pp 956-57). In its decision,
the Court criticized the Fifth Circuit for conclud-
ing “that its standard foreclosed petitioner from
establishing incompetency by . . . showing that
his mental illness obstructs a rational understand-
ing of the State’s reason for his execution” (Ref.
2, p 957). As the Court noted, a “prisoner’s aware-
ness of the State’s rationale for an execution is not the
same as a rational understanding of it. Ford does not
foreclose inquiry into the latter” (Ref. 2, p 959).
Furthermore, although Ford “did not set forth a pre-
cise standard for competency” (Ref. 2, p 957), the
Court explained that “[t]he beginning of doubt about
competence in a case like petitioner’s . . . is a psy-
chotic disorder” (Ref. 2, p 960).
The Court elaborated, writing that “[g]ross delu-

sions stemming from a severe mental disorder may
put an awareness of a link between a crime and its
punishment in a context so far removed from reality
that the punishment can serve no proper purpose”
(Ref. 2, p 960). If these delusions influence “the pris-
oner’s concept of reality [so] that he cannot reach a
rational understanding of the reason for the execu-
tion,” then they preclude execution (Ref. 2, p 958).
As a result, states cannot use “a strict test for compe-
tency that treats delusional beliefs as irrelevant once
the prisoner is aware the State has identified the link
between his crime and the punishment to be
inflicted” (Ref. 2, p 960).
In its opinion, the Court cautioned that “[a]lthough

we reject the standard followed by the Court of
Appeals, we do not attempt to set down a rule govern-
ing all competency determinations” (Ref. 2, pp 960–

Competency for Execution after Madison v. Alabama

2 The Journal of the American Academy of Psychiatry and the Law

Case 2:14-cv-00258-DJH   Document 89-8   Filed 05/09/22   Page 102 of 106



61). Nevertheless, the Court observed that “[t]he con-
clusions of physicians, psychiatrists, and other experts
in the field will bear upon the proper analysis. Expert
evidence may clarify the extent to which severe delu-
sions may render a subject’s perception of reality so dis-
torted that he should be deemed incompetent” (Ref. 2,
p 962).

Madison v. Alabama (2019)

First convicted of capital murder of a police officer
in 1985, Vernon Madison spent so much time on
death row that he “suffered [several] strokes resulting
in significant cognitive and physical decline” (Ref. 6,
p 1177). During Mr. Madison’s competency for exe-
cution hearing in the trial court, a defense expert tes-
tified that:

his strokes caused major vascular disorder (also known as
vascular dementia) and related memory impairments and
that, as a result, he has no memory of committing the
murder—the very act that is the reason for his execution.
To the contrary, Mr. Madison does not believe he ever
killed anyone (Ref. 6, p 1177).

As a result, pursuant to Ford and Panetti, Mr.
Madison’s defense claimed that he was incompetent
to be executed because he lacked “a rational under-
standing of why the state [was] seeking to execute
him” (Ref. 6, p 1177).

In contrast, Alabama’s expert testified that Mr.
Madison “was able to accurately discuss his legal
appeals and legal theories with his attorneys,” and
therefore must rationally understand why he was
being executed (Ref. 6, p 1177). The trial court over-
seeing Mr. Madison’s competency hearing agreed
with the State of Alabama, finding Mr. Madison
competent for execution. Alabama argued that Mr.
Madison was competent for execution because he
understood his legal situation and did not display any
sign of psychosis or delusions, which the Court had
focused on in Panetti. In response, Mr. Madison’s
writ of habeas corpus to the relevant federal district
court was denied; thereafter, he appealed to the U.S.
Court of Appeals for the Eleventh Circuit.

The Eleventh Circuit observed that Mr. Madison
qualified as legally blind and had experienced a mini-
mum of two strokes recently (Ref. 6, p 1179). In the
aftermath of the first stroke, Mr. Madison regularly
requested that someone tell his mother about the
stroke, even though she had died several years prior to
the incident. After the second stroke, Mr. Madison
“reported frequently urinating on himself because ‘no

one will let me out to use the bathroom,’ although he
ha[d] a toilet in his cell” (Ref. 6, p 1179). Perhaps
most telling, Mr. Madison informed his attorney
“that he planned to move to Florida after his release
from prison” (Ref. 6, p 1179). On the basis of this
evidence, the Eleventh Circuit held that Mr.
Madison’s dementia prevented him from “rationally
understand[ing] the connection between his crime
and his execution” (Ref. 6, p 1186), ruling that “the
state court’s decision that Mr. Madison is compe-
tent to be executed rested on an unreasonable deter-
mination of the facts” (Ref. 6, p 1178) because the
state’s expert “never testified that Mr. Madison
understands that his execution is connected to the
murder he committed” (Ref. 6, p 1187).
In addition, the Eleventh Circuit noted that

“the State suggests that only a prisoner suffering from
gross delusions can show incompetency under
Panetti” (Ref. 6, p 1188). Rejecting this argument,
the court said that neither Ford nor Panetti required
that “a prisoner must suffer from delusions to be
deemed incompetent” (Ref. 6, p 1188). The Eleventh
Circuit held that “[a] finding that a man with no
memory of what he did wrong has a rational under-
standing of why he is being put to death is patently
unreasonable” (Ref. 6, p 1189). Finally, the Eleventh
Circuit determined that, “due to his dementia and
related memory impairments, Mr. Madison lacks a
rational understanding of the link between his crime
and execution” (Ref. 6, p 1190). The state of Alabama
appealed this decision to the U.S. Supreme Court.
Pursuant to the Antiterrorism and Effective Death

Penalty Act of 1996 (AEDPA), the Supreme Court
held in Dunn v. Madison (2017)7 that “[n]either
Panetti nor Ford ‘clearly established’ that a prisoner
is incompetent to be executed because of a failure to
remember his commission of the crime” (Ref. 7,
pp 11–12). Thus, the question of whether an indi-
vidual recalls committing a crime is “distinct from
a failure to rationally comprehend the concepts
of crime and punishment as applied in his case”
(Ref. 7, p 12). Mr. Madison, therefore, displayed
competency to be executed despite severe memory
loss because “he recognizes that he will be put to
death as punishment for the murder he was found
to have committed” (Ref. 7, p 12). The Court
ruled that Mr. Madison’s “claim to federal habeas
relief must fail” because the appeal was pursuant to
the highly deferential standards of the AEDPA.
The Court further clarified that “[w]e express no
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view on the merits of the underlying question” in
any context other than habeas corpus proceedings
(Ref. 7, p 12). As a result, the Court reversed the
Eleventh Circuit’s decision.

Following the Court’s Dunn v. Madison opinion,
Mr. Madison’s attorney once again alleged on remand
that he was incompetent for execution, but Alabama’s
Circuit Court for Mobile County disagreed, schedul-
ing an execution date. The Supreme Court issued a
stay of execution on January 25, 2018,8 and granted
certiorari on January 26, 2018.9 On February 27,
2019, the Court decided Madison v. Alabama,10

addressing two separate questions: “does the Eighth
Amendment forbid execution whenever a prisoner
shows that a mental disorder has left him without any
memory of committing a crime?”; and “does the
Eighth Amendment apply similarly to a prisoner suf-
fering from dementia as to one experiencing psychotic
delusions?” (Ref. 10, p 722). In a 5–3 decision written
by Justice Kagan, in which Justice Kavanaugh did not
participate, the Court held that “a person lacking
memory of his crime may yet rationally understand
why the State seeks to execute him; if so, the Eighth
Amendment poses no bar to his execution” (Ref. 10,
p 726). Thus, “[a]ssuming . . . no other cognitive
impairment, loss of memory of a crime does not pre-
vent rational understanding of the State’s reasons for
resorting to punishment” (Ref. 10, p 727). If memory
loss “interacts with other mental shortfalls,” however,
and the defendant cannot rationally understand the
reason for the punishment, then the defendant is
incompetent to be executed (Ref. 10, 727–8). This
standard applies to all defendants who have “difficulty
preserving any memories, so that even newly gained
knowledge (about, say, the crime and punishment)
will be quickly forgotten” (Ref. 10, p 728). The same
standard also applies “when cognitive deficits prevent
the acquisition of such knowledge at all, so that mem-
ory gaps go forever uncompensated” (Ref. 10, p 728).

The Court further held that “a person suffering
from dementia may be unable to rationally under-
stand the reasons for his sentence; if so, the Eighth
Amendment does not allow his execution” (Ref.
10, pp 726–7). According to the Court, the proper
standard for determining incompetency for execu-
tion is whether “a particular effect” exists, specifi-
cally, “an inability to rationally understand why the
State is seeking execution” (Ref. 10, p 728, italics in
original). The “precise cause” of that effect is irrele-
vant (Ref. 10, p 728, italics in original). It is not the

diagnosis of mental illness, but the consequence of it
that governs competency for execution. For this rea-
son, the Court cautioned states against emphasizing
a given diagnosis (or its lack) over the “downstream
consequence” of that diagnosis (Ref. 10, p 729).
The Court provided additional clarity, writing

that “[p]sychosis or dementia, delusions or overall
cognitive decline are all the same under Panetti, so
long as they produce the requisite lack of compre-
hension” (Ref. 10, p 728). Consistent with this rea-
soning, “if and when that failure of understanding is
present, the rationales kick in—irrespective of
whether one disease or another (say, psychotic delu-
sions or dementia) is to blame” (Ref. 10, p 729). As
the Court recognized, although many delusions in-
hibit “the understanding that the Eighth Amendment
requires,” some delusions do not (Ref. 10, p 729).
Similarly, dementia

can cause such disorientation and cognitive decline as to
prevent a person from sustaining a rational understanding
of why the State wants to execute him . . . . But dementia
also has milder forms, which allow a person to preserve
that understanding. Hence the need—for dementia as for
delusions as for any other mental disorder—to attend to
the particular circumstances of a case . . . (Ref. 10, p 729)

In both scenarios, “[w]hat matters is whether a person
has the ‘rational understanding’ Panetti requires—
not whether he has any particular memory or any par-
ticular mental illness” (Ref. 10, p 727). This “kind of
comprehension is the Panetti standard’s singular
focus” (Ref. 10, p 727), thus “the sole inquiry for
[reviewing] court[s] remains whether the prisoner
can rationally understand the reasons for his death
sentence” (Ref. 10, p 728). The Court concluded by
remanding the case to Alabama’s trial court “for
renewed consideration of Madison’s competency
(assuming Alabama sets a new execution date)” (Ref.
10, p 731).
Justice Alito wrote the dissent and was joined by

Justices Gorsuch and Thomas. According to the dis-
sent, Mr. Madison’s attorney requested certiorari to
address the issue of whether states can execute
defendants who do not remember committing the
crime for which they are to be executed. Following
the Court’s grant of certiorari, however, the dissent
alleged that Mr. Madison’s attorney changed tactics
by then arguing that Mr. Madison’s dementia pre-
vented him from rationally understanding why he
was to be executed. In Justice Alito’s view, the
Majority erred by ruling on a question that the
Court did not agree to address.
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Best Practices for Evaluators

When discussing whether the American Academy
of Psychiatry and the Law (AAPL) should oppose
executions as a professional organization, Halpern
and colleagues called upon AAPL to “tak[e] a stand
on vital social issues that are clearly in the public in-
terest” (Ref. 11, p 182). This same principle holds
true when it comes to establishing the minimum
requirements that professionals should meet in con-
ducting evaluations of defendants’ competency for
execution.12 Absent instruction from professional
organizations like AAPL, we recommend that, at a
minimum, qualified evaluators must be licensed psy-
chologists, psychiatrists, or physicians in good stand-
ing in their profession with extensive experience
assessing mental health disorders prior to being con-
sidered for appointment as an expert evaluator. This
standard mirrors the minimum requirements that
legal scholars have proposed for professionals who
assess capital defendants for intellectual disability.13

Evaluators should meet with the defendant in
person14 for an appropriate length of time15,16

when conducting a competency evaluation. What
constitutes an appropriate period of time will nec-
essarily vary based on the evaluee’s mental state. In
situations where the evaluee is too impaired to
meaningfully participate in the interview process,
interviews may be brief. Other interviews, how-
ever, could last several hours. Because the required
threshold for establishing competence for execu-
tion is relatively low, a single meeting may be suffi-
cient to evaluate defendants who are cognitively
intact and not actively displaying symptoms of
mental illness. In other, more complex situations
involving defendants exhibiting cognitive decline
and active symptoms of mental illness, it may be
necessary to meet with the defendant on multiple
occasions.12 The evaluations themselves should
take place in “a private, distraction-free area,”
which may require temporarily moving the defend-
ant off of death row (Ref. 12, p 209), where noise
pollution is prevalent.17

Because competence for execution evaluations
require “a strong commitment to . . . the most
thorough and detailed evaluation” possible,
Radelet and Barnard recommended videotaping
all evaluations (Ref. 18, p 46). AAPL, however,
has previously declined to endorse “a blanket rule
of requiring videotaping in all forensic inter-
views” (Ref. 19, p 357). Evaluators, therefore,

should educate themselves about the specific vid-
eotaping requirements of their associated juris-
dictions. If the jurisdiction does not require
videotaping, evaluators should rely on their own
judgment and personal preferences when deciding
whether to videotape evaluations.
In addition to face-to-face interviews, a forensic

psychologist recommended that evaluators obtain in-
formation from as many of the following sources as
possible:

(1) prison medical records; (2) prison psychiatric records;
(3) psychiatric records prior to incarceration; (4) academic
records, including prior intellectual testing with raw data;
(5) records of past psychological evaluations; (6) any and
all videotapes made of the inmate; (7) military or veterans
affairs records; (8) records and transcripts of testimony of
the inmate; (9) writings or letters of the inmate [within]
the prior year; (10) videotapes of the inmate demonstrat-
ing bizarre behavior; and (11) art work of the inmate (Ref.
16, p 49).

While this list serves as a useful overview of materials
that evaluators may wish to explore, it need not be
followed rigidly. Reviewing videotapes featuring the
evaluee is generally good practice, for example, but
some videos are likely to prove more relevant than
others. Evaluators, therefore, should focus the major-
ity of their attention on recent video footage because
this speaks more directly to the evaluee’s competence
to be executed. Similarly, routine surveillance footage
may have limited value for ascertaining the evaluee’s
competency for execution. Academic records, includ-
ing tests conducted, are sometimes a useful piece of in-
formation, but they may be less relevant if they are
several decades old. Evaluees’ artwork is also unlikely
to be relevant except in a few rare instances.
In light of the Court’s Madison ruling, evaluators

should pay careful attention to any medical diagnoses
or conditions that may render defendants’ ability to
formulate a rational understanding of why they are
to be executed exceptionally difficult. Per Madison,
diagnoses themselves are ultimately immaterial, but
they may still serve to highlight cases that require
closer examination. This topic was raised by the
Panetti Court, in which it instructed that the pres-
ence of psychosis indicated the need to thoroughly
evaluate defendants for incompetency. According to
the Court, neither medical nor psychological diagno-
ses automatically qualify defendants as incompetent
to be executed. Nevertheless, these labels may reason-
ably be construed as a crude screening tool signaling
“[t]he beginning of doubt about competence” (Ref.

Updegrove and Vaughn
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2, p 960). The same is true for major medical
events like strokes, such as Mr. Madison experi-
enced. The broader significance of Madison, there-
fore, is that the Court recognized that defendants’
medical histories may directly influence their abil-
ity to rationally understand why they are to be exe-
cuted, although specific diagnoses themselves are
insufficient to establish incompetency. As a result,
evaluators should be sure to review relevant medi-
cal records and construct a detailed medical history
whenever possible.

Finally, evaluators should engage in serious self-
reflection before participating in the treatment or
reevaluation of incompetent capital defendants given
that successful treatment exposes the evaluee to death
via execution.18,20 Evans21 argued that these behav-
iors constitute “the fringe of what the profession
has defined as ethical conduct” (Ref. 21, p 264),
although this sentiment is not shared universally.22

Radelet and Barnard23 recommended that states pro-
tect evaluators from “the ethical dilemma created by
the demand to treat prisoners so that they can be exe-
cuted” by passing legislation permanently commut-
ing incompetent defendants’ death sentences to life
imprisonment without possibility of parole (Ref. 23,
p 306).

In conclusion, while the Madison Court preserved
a broad interpretation of the category of persons
who may qualify as incompetent for execution, the
Court declined to address a number of related con-
cerns surrounding competency evaluations. In the
absence of guidance from the Court, professional
organizations such as AAPL may wish to take the
advice of Halpern and colleagues11 and play a more
prominent role by engaging in the debate. As a first
step, we recommend that AAPL create a minimum
set of standards that individuals must meet before
they qualify to conduct evaluations of competency
to be executed.
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