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PREVALENCE OF VIOLENCE 1

• Meta-analysis (1995 to 2014) reporting rates 
of violence in psychiatric wards:

– Proportion of patients who committed at least 
one act of violence was 17% (95% confidence 
interval (CI) 14–20%). 

– Almost 1 in 5 patients admitted to acute 
psychiatric units may commit an act of violence. 



RISK FACTORS FOR VIOLENCE 2

STATIC

• A previous history of 
violence

• Male gender

• Young adulthood

• Lower intelligence

• History of head trauma

• History of military service

• Weapons training

• Past diagnoses of major 
mental illnesses

DYNAMIC

• Substance use

• Current symptoms of major 
mental illness

• Persecutory delusions

• Command hallucinations

• Depression
– Hopelessness

– Suicidality

• Treatment nonadherence

• Impulsivity

• Access to weapons



NMPRC
DEMOGRAPHICS

Typical NMPRC Admission:

1. Young male with criminal charges, history of 
serious mental illness, likely of below average 
intelligence or diagnosed DD, active 
symptoms (i.e. he’s IST), untreated (usually 
from jail)

2. In other words, ticks most of the boxes 
describing that 17%!



Managing Danger

• Provider should uphold the dignity and privacy
of consumers, and respect their right to give 
informed consent to their treatment.

• Missouri law affords every consumer the right 
to refuse treatment, and no stigma shall be 
attached to a consumer for doing so.



Managing Danger

• Thought-disordering mental illness renders 
some consumers incapacitated from making a 
rational decision regarding treatment.

• The provider of care has a duty to  act in the 
best interest of the consumer to prevent harm 
to self or others, or grave deterioration.



Managing Danger

• Police and courts address violence reactively

– One commits a crime, one pays a price

• Mental health providers are expected to 
address violence proactively: 

– 44 states (including MO) either mandate, permit, 
or have case law that supports a duty to warn or 
protect others from harm. 3



Managing Danger

• A challenging admission is expected:

– Information is gathered from all possible sources

• Pretrial report, if any

• Jail staff or documentation

• Prior treatment records

• Family/friends/treating providers 

• This information gathering should ideally be 
performed before consumer arrives.



Managing Danger

• HIPAA never meant to hinder delivery of care.

• Federal HIPAA FAQ’s should be required reading 
by every DMH professional. 4

• One must be competent to give valid consent.

• Consumer should be just as competent to give 
consent, as to withhold it! 



Managing Danger

What does this mean?

• Failure to pursue collateral information because a 
psychotic consumer says “no,” puts you at risk.

• Failure to use available policies to pursue 
necessary treatment puts you at risk.

• Failure to administer emergency treatment (i.e. 
medication) because a psychotic consumer says 
“no,” puts you at risk.



Managing Danger

Over-assertiveness puts you at risk.

Under-assertiveness puts you at risk.



Case Examples
Mr. C

• 39 year old muscular IST consumer facing 
Assault and Weapons charges:

– Jail advised consumer instigated multiple fights.

– Recorded calls contain graphic threats of violence 
and boasting about jail fights.

– Sufficient data to suspect psychosis rather than 
mere antisocial behavior.

– No available past treatment history



Mr. C
• Consider emergency treatment upon arrival

– NMPRC cannot hold him in “solitary”

– NMPRC cannot use Tasers, metal cuffs, or other 
“weapon-like” instruments

– NMPRC does not have paramilitary force (special 
tactics squad, etc.) to deal with severe violence 

• Therefore, too risky to allow consumer to take 
his time deciding about treatment.



Mr. C

• Decided to call mother since jail staff advised:

– Mother knows he is in jail and why,

– She reports he is mentally ill, 

– She knows he is coming to state hospital,

– She seems to be a reliable historian.

• Called mother three days before arrival: 

– to obtain treatment history, diagnosis, allergies, 
what has worked and what has not

– triggers for aggression, possible rapport building 
approaches, medical history



Mr. C
• Took care to advise mother I could not divulge 

much information from my end

• Advised mother that if son does not sign 
release, we may not call back,

– But we CAN AND WILL listen to her (provided our 
phone numbers)

• Documented all this (and why) in the Med 
Psych report on admission



Mr. C
• Received very pertinent history from mom 

regarding:

– His severe mental illness and lack of insight

– Severe violence: assaulted cousin with tire iron

– Threats to kill mom, grandma

– Violence directly attributed to paranoid delusions

– Refusal to consider treatment or take meds

– Weight loss due to refusal to eat-fears food is 
poisoned



Mr. C
• On arrival consumer sent straight to side room, 

cuffs still on, deputies present for backup.
• Briefly began interview. Consumer clearly 

psychotic, not willing to accept treatment.
• Advises he is not violent, but reserves right to 

“take a stand” if “I see something going on that I 
cannot allow.”

• Not capable, in my opinion, of giving valid 
consent.

• Advised consumer we will start emergency 
medication and why. He profanely advised we will 
not!



Mr. C
• Consumer given choice of Risperdal and Ativan 

oral, or injection.

• He smiled, remarked that I was making this 
request while his cuffs were still on. I 
acknowledged this.

• He accepted oral medication and calmly 
committed to safety. Cuffs taken off. Deputies 
released in favor of NMPRC security. Admission 
process begun. 



HIPAA

• HIPAA in no way prevents health care 
providers from listening to family members or 
other caregivers who may have concerns 
about the health and well-being of the 
consumer, so the health care provider can 
factor that information into the consumer’s 
care. 5



HIPAA

• HIPAA permits providers to disclose to other 
providers protected health information (PHI) 
for treatment and coordination of care and, 
with few exceptions, treats mental health 
information the same as other health 
information. 4

• An exception may be “psychotherapy” notes 



HIPAA

• If the consumer is not present or is 
incapacitated, a health care provider may 
share the consumer’s information with family, 
friends, or others as long as the health care 
provider determines, based on professional 
judgment, that it is in the best interest of the 
consumer. 5



Mr. S
• 39 year old male, long history of 

Schizophrenia, substance abuse, and severe 
mood symptoms

• Severe weight loss in jail from psychotic 
refusal to eat

• Mute for long periods of time, would sit in 
dark room and not interact with peers or staff

• Refused meds. Would not answer self-harm 
queries.

• On 1-1 observation for several days.



Mr. S
• Allowed by ward team to refuse medication 

for extended period of time. 

• Team unsure of grounds to involuntarily 
medicate- “he’s not hurting anyone.”

• DOR 1.452 was about to be invoked, but he 
then agreed to consider meds on his terms.

• Gradually improved and at 6 months was 
progressing through privilege levels, 
interacting pleasantly with peers and staff, 
and expressing thanks for his care.



Mr. S
• In many cases, it may be appropriate to give a 

frightened and psychotic consumer time to 
come around to treatment.

• Had Mr. S. self-harmed, however, we may 
have been out on a limb liability-wise.

• Should consider violence to self as seriously as 
to others, as well as “passive” self-harm (grave 
deterioration, refusing necessary medical 
care.) Do not forget- we will be expected to 
anticipate and prevent bad outcomes



“Sell” orders
i.e.

Public Defender to Doctor:

“My client is so terribly mentally ill, I can’t 
communicate with him.”

“He should not languish in a cold, stark jail cell.”

“Oh, and by the way, don’t you DARE shoot this 
poor guy up with mind-altering drugs to relieve his 
suffering!”



“Sell” orders

• Sell v. United States, 539 U.S. 166 (2003)

• Applies to cases where involuntary medication is 
proposed for the sole purpose of rendering the 
defendant competent to stand trial (emphasis mine)

– Tx must represent important government interest

– Tx substantially likely to restore defendant without causing 
side effects likely to interfere with defense

– Tx is “necessary.” There are no “less intrusive” alternatives

– Tx is in defendant’s best medical interest



“Sell” orders

• DMH DOR 4.152 was specifically drafted to 
withstand Sell order scrutiny:
– Should be invoked when consumer is dangerous or 

gravely deteriorated

– Is not generally invoked solely to restore competency 
to stand trial

• Should be legal as the Sell decision itself 
recognized rulings addressing medication of a 
dangerous or gravely deteriorated individual: 
Washington v. Harper, Riggins v. Nevada, etc.



“Sell” orders
• Only three NMPRC cases to date have gone as 

far as proposing a hearing

– One was dropped due to disinterest by defense 
counsel (you kinda wonder why she filed it)?



• One was dropped when consumer agreed to take 
medication voluntarily (the usual outcome at NMPRC 
after consumer 

starts improving)



And one went to court
We Won

• “If I didn’t want him treated, why would I have 
sent him there?”

• Associate Judge Rebecca L. Spencer

• State v. Osborne

Not really Judge Spencer



Treatment of Aggression 6,7

• Involuntary meds should be last resort- but 
don’t wait too long

• Try oral concentrates if consumer will accept-
less intrusive, harder to “cheek,” almost as 
quick acting as IM

• In my setting, I prefer Haloperidol (Haldol) or 
Risperidone (Risperdal)- multiple dosage 
forms, long-acting shots available, may be 
quickest acting



QUESTIONS?
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