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New York State’s assisted out-
patient treatment (AOT) pro-
gram (1) is a form of involun-

tary outpatient civil commitment (2)
that places certain individuals with
serious mental illness under a court
order to receive enhanced communi-
ty-based mental health services. The
goal of the policy is to ensure that
persons with serious mental illness
who meet legal and clinical criteria
receive the treatment they need to re-
main in the community, forestalling a
costly and deleterious pattern of re-
volving-door hospital admissions (3).

AOT is controversial, due mainly to
concerns about coercion (4). This
study addressed a possible unintend-
ed negative consequence of the privi-
leged access created by AOT: How
does the policy affect persons with se-
rious mental illness who do not re-
ceive AOT but share a service system
with those who have AOT orders?

To the extent that service capacity
is constrained in a public system of
care, a “zero-sum game” may mean
that an increase in services for a
court-mandated population comes at
the expense of individuals who are
voluntarily seeking care. Might this
situation amount to a de facto denial
of needed services to persons with se-
rious mental illness who do not quali-
fy for AOT? Did the mental health
system serve some people through
the AOT program at the cost of failing
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Objective: This study examined whether New York State’s assisted out-
patient treatment (AOT) program disadvantaged voluntary service re-
cipients by directing services toward court-ordered individuals. Methods:
Administrative data from the New York State Office of Mental Health
were linked with Medicaid claims from 1999 through 2007 to compare
trends in utilization of enhanced outpatient services by involuntary and
voluntary service recipients with serious mental illness. Multivariable
time series analysis was used to examine the likelihood that voluntary
care seekers (N=3,295) either did not initiate or did not receive as-
sertive community treatment or intensive case management during any
month as a function of the number of AOT orders in the system. Results:
New York State appropriated new resources for enhanced community-
based mental health services to implement AOT. During the first three
years of the AOT program, most of the expansion in enhanced services
was directed toward individuals under court-ordered treatment, which
appears to have affected voluntary care seekers by lowering their odds
of initiating enhanced services and raising their odds of having these
services discontinued or no longer receiving them. However, after the
first three years of AOT, enhanced service provision expanded steadily
among both voluntary and involuntary recipients. Conclusions: In tan-
dem with New York’s AOT program, enhanced services increased
among involuntary recipients, whereas no corresponding increase was
initially seen for voluntary recipients. In the long run, however, overall
service capacity was increased, and the focus on enhanced services for
AOT participants appears to have led to greater access to enhanced
services for both voluntary and involuntary recipients. (Psychiatric Ser-
vices 61:988–995, 2010)
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to serve others? Did the AOT pro-
gram’s impact on the system differ in
the short and long run?

We addressed these questions em-
pirically using longitudinal data on
enhanced service utilization by volun-
tary and involuntary service recipi-
ents with serious mental illness in
New York during the eight years after
AOT was enacted in 1999.

Background
A key premise of New York’s AOT
policy from its inception was that the
program would require investment of
new resources. There was no expecta-
tion that the mental health system
with its existing service capacity
would be able to absorb a potentially
large new pool of outpatients with in-
tensive service needs. Thus the state
legislature appropriated substantial
new funding to increase the availabil-
ity of enhanced services to coincide
with AOT’s implementation (5).
Whether these new resources were
distributed in a way to protect access
for individuals who did not have AOT
orders is unknown.

The most common forms of case
management services required and
delivered under the AOT program
are intensive case management and
assertive community treatment (ACT).
These enhanced service models were
originally developed to address the
complex care needs of individuals
with serious mental illness who were
entering the community after deinsti-
tutionalization (6). Both models share
a number of common characteristics:
low staff-to-consumer ratio, intensive
outreach, 24-hour coverage, low con-
sumer input, some skills training, fre-
quent consumer contact based in the
community, high treatment integra-
tion, and intensive direct service pro-
vision (7). The ACT model uses an in-
terdisciplinary, community-based team
to provide a full range of medical,
psychosocial, and rehabilitative serv-
ices (8). ACT teams use a variety of
approaches and leverage to encour-
age adherence to prescribed treat-
ment (9). In the intensive case man-
agement model, a single intensive
case manager has primary accounta-
bility and coordinates other services
as necessary.

Although there is limited research

evidence that intensive case manage-
ment and ACT directly improve psy-
chosocial functioning (7), studies
have found that these services effec-
tively increase medication adher-
ence, decrease the likelihood of psy-
chiatric hospitalization and arrest,
and can improve quality of life in the
long run (10).

ACT and intensive case manage-
ment have formed the core of most
court-ordered treatment plans under
AOT in New York State, but they are
also often the cornerstones of volun-
tary treatment for people with serious
mental illness who are not under
AOT. Availability of ACT and inten-
sive case management services is lim-
ited, and priority for intensive servic-
es is given to AOT clients (5). Thus it
is important to consider whether indi-
viduals who voluntarily seek treat-
ment may experience diminished ac-
cess to these community-based serv-
ices as an unintended consequence of
the AOT program. It is also important
to examine the AOT program’s overall
impact on the mental health system’s
resources over time.

We addressed these issues by ana-
lyzing trends in the volume of paid
Medicaid claims for ACT and inten-
sive case management services over
an eight-year period after initiation
of AOT (1999–2007). The claims ex-
amined were for services that were
delivered to court-ordered individu-
als with serious mental illness in the
AOT program and to their counter-
parts without a court order.

During the AOT implementation
period, the number of ACT teams in
New York was increasing, effectively
replacing intensive case management
for many recipients after 2001. To as-
sess the AOT program’s impact on
service recipients who did not have an
AOT order, we combined ACT and
intensive case management into one
category of intensive case coordina-
tion services and examined trends in
receipt of these services over time.
We addressed several questions: To
what extent did the implementation
of AOT coincide with an increase in
the volume of enhanced services be-
ing delivered to persons with serious
mental illness in New York State and
in the number of persons receiving
these services overall? Did individu-

als with serious mental illness who
were not AOT clients experience sim-
ilar trends in utilization of enhanced
services over time as their counter-
parts with AOT orders? Did AOT off-
set, or divert, enhanced services from
individuals with serious mental illness
who were not AOT clients? What
were the short-term and longer-term
consequences of AOT for persons
who were not AOT clients?

Methods
This project was approved by the in-
stitutional review boards of Duke
University, Policy Research Associ-
ates, the New York State Office of
Mental Health, and Biomedical Re-
search Alliance of New York.

Sample
We used administrative data from the
New York State Office of Mental
Health and Medicaid claims data to
identify a group of individuals with
serious mental illness who were vol-
untary recipients of enhanced servic-
es and who were otherwise clinically
comparable to the AOT population.
Several selection criteria for this non-
AOT sample were used: current serv-
ice user with a record of receiving
outpatient mental health services on
or after July 1, 2006; diagnosis of
schizophrenia, bipolar disorder, or
major depression as a billing diagno-
sis for a hospital admission since
1999; two or more psychiatric inpa-
tient admissions in any year since
1999; total of 14 or more inpatient
days in any single year; and use of in-
tensive outpatient services (that is,
ACT or intensive case management)
at any time since 1999. Application of
these criteria produced a sample of
3,295 non-AOT service recipients
with an aggregate clinical profile
comparable to that of the AOT popu-
lation. Medicaid service claims
records for eligible participants were
then extracted for dates of service be-
tween January 1, 1999, and March 14,
2007. This resulted in approximately
four million claims records.

Measures
Dependent variables. Two binary de-
pendent variables were constructed
for multivariable analyses of person-
month observations: initiating ACT or
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intensive case management and dis-
continuing or no longer receiving
ACT or intensive case management.
Individuals with a first-time Medicaid
claim for ACT or intensive case man-
agement services in a given month
were coded as initiating ACT or in-
tensive case management. These in-
dividuals had no previous claim for
enhanced services during the period.
Individuals who had been receiving
ACT or intensive case management
services at any previous time but were
no longer receiving them in a given
month were coded as having discon-
tinued enhanced services; this group
included persons not receiving servic-
es for any reason, if they had received
them in the past.

Independent variables. Time was
measured with seven dummy vari-
ables representing each year of data
available, with the first year (1999)
serving as the reference group. Cate-
gorical coding allowed a nonlinear
representation of the main effect of
time on enhanced service initiation
and discontinuation.

The number of people with exist-
ing AOT orders during each month
was collapsed initially into three cat-
egories: 1–200, 201–400, and 401 or
more. For a period-specific analysis
comparing the start-up phase of the
AOT program to the later, steady-
state period, the number of AOT or-
ders was coded into additional inter-
vals for the later period: 500–700,
701–900, and 901 or greater. Again,
categorical coding allowed for a non-
linear specification of the effect of
increasing numbers of AOT clients
coming into the mental health serv-
ice system. Exploratory analysis of
the data suggested that this approach
provided a better fit with the form of
the association between AOT case
volume and services to non-AOT in-
dividuals; minor fluctuations in AOT
caseload from month to month did
not tend to have an appreciable im-
pact on services, but above certain
points of “critical mass,” an effect
was observed. In the overall and
start-up period analyses, the catego-
ry of 1–200 AOT cases in a month
served as the reference group for the
other categories. For the analysis of
the later period, the category of
500–700 AOT cases per month (the

minimum after four years) was used
as the reference.

Region was indicated by five dum-
my codes: Central, Hudson River,
Long Island, and Western regions
were each compared with the New
York City region.

Race-ethnicity, sex, and age were
all represented by a series of dummy
variables in the analysis. Hispanic
ethnicity, African American or black,
Asian or Pacific Islander, and a com-
posite “other” category were com-
pared with non-Hispanic whites. Men
were compared with women, and old-
er individuals (at or above age 43, the
sample median) were compared with
younger individuals.

Diagnosis was indicated by the
most frequent primary diagnosis re-
ported in the Medicaid claims for a
given individual. Specifically, we ex-
tracted the primary diagnosis from
each claim and then grouped diag-
noses into four categories: schizo-
phrenia spectrum disorders, bipolar
disorder, major depressive disorder,
and other. The fourth category thus
represented persons who had a his-
torical diagnosis qualifying them for
the study—schizophrenia, bipolar
disorder, or major depression—but
who also had another diagnosis (for
example, anxiety disorder) recorded
with greater frequency in Medicaid
claims. We used a hierarchical coding
scheme to count the number of
claims with each diagnosis and as-
signed the most frequent diagnosis
type over the study period as the pri-
mary diagnosis.

Medicare eligibility status indicated
whether individuals were Medicare el-
igible in any given month. Medicare
eligibility for persons under 65 is an in-
dication of long-term disability, and
thus this variable may capture other-
wise unmeasured severity of disorder
(11) as well as coinsurance.

Data structure
The analytic data file contained multi-
ple observations per person. Specifical-
ly, a vertical data shell was constructed
in which each individual had 88 rows of
data, one record for each month of the
study period from 1999 to 2007. With-
in this data structure, each month was
represented by a separate record, and
each type of service event or status,

such as receiving enhanced services or
being on AOT or not, was indicated by
a separate variable.

Analysis
The analysis was designed to look for
two kinds of patterns in the data, ei-
ther of which might suggest that serv-
ice capacity was being diverted, in ef-
fect, from voluntary service seekers to
AOT recipients. The first pattern
would be that voluntary service seek-
ers were less likely to initiate enhanced
services during months of high AOT
service delivery. The second pattern
would be that voluntary service recipi-
ents who had been receiving enhanced
services were more likely to discontin-
ue them—or to no longer be receiving
them—during periods of high AOT
service delivery. Both of these findings
would suggest that nonrecipients of
AOT were less able to initially obtain
and to consistently maintain access to
enhanced services because of a
“queue-jumping” effect of AOT. It
would be consistent with services be-
ing assigned to AOT recipients first,
making services less available to those
without court orders, although it
would not necessarily prove this effect.

Accordingly, multivariable models
were developed to estimate the likeli-
hood of initiating intensive services
and of discontinuing or failing to re-
ceive previously utilized intensive
services in any given month between
1999 and 2007 as a function of the
number of AOT orders in the system
that month; these analyses controlled
for time and relevant covariates found
in the Medicaid data. A second set of
models was estimated to examine
these effects separately for the start-
up period and the later, steady-state
period of the AOT program.

It should be noted that the AOT
petition process and system response
begin sometime before the actual ini-
tiation of an AOT order, partly be-
cause a detailed treatment plan (typi-
cally including ACT or intensive case
management placement) must be
prepared before the scheduled court
hearing. Also, psychiatrists must ex-
amine the respondent and prepare
testimony for the hearing, to the ef-
fect that the individual meets criteria
for AOT. Thus key actors in the serv-
ice system necessarily become aware
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of, and may respond to, an anticipat-
ed increase in the number of AOT
cases before these cases officially be-
come active after a court hearing.
Thus there is a short built-in lag be-
tween changes in the AOT caseload
and any observed system changes
during the month an AOT order is
formally initiated, giving some confi-
dence in the proper temporal order-
ing of the tested relationship.

Generalized estimating equations
for logistic regression were used to
obtain unbiased parameter estimates
with multiple observations for each
individual. The unit of analysis was
the person-month. All analyses were
conducted with SAS, version 9.1.

Results
Sample characteristics
Table 1 displays aggregate character-
istics of the AOT recipients and the
non-AOT service recipients. The
non-AOT sample resembled the AOT
population in its basic demographic
and clinical characteristics. (To be
clear, the characteristics of the non-
AOT sample are of primary interest
for this study; AOT recipients were
excluded from the main analysis ex-
cept insofar as the aggregate AOT
caseload was incorporated as an inde-
pendent variable.)

Over two-thirds of the non-AOT
sample were located in New York
City (69%); Long Island was the next
most prevalent non-AOT treatment
region with 16% of the cases. The re-
maining three regions had substan-
tially fewer non-AOT service recipi-
ents. The average age of the non-
AOT sample was 43.5 years, and over
two-thirds (68%) were men. Forty-
three percent of the sample were
African American, 38% were non-
Hispanic white, and 12% were His-
panic. About four-fifths of the sample
(83%) had a diagnosis of schizophre-
nia. The next most prevalent diag-
noses were bipolar disorder (9%),
major depression (6%), and other
(2%). Finally, 18% of the sample were
also Medicare enrollees.

Trends in AOT and 
non-AOT service claims
Figure 1—in essence, a longitudinal
stacked bar graph—displays a pro-
portional area plot of the allocation
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Characteristics of a sample of assisted outpatient treatment (AOT) recipients
and a sample of voluntary recipients of enhanced servicesa

AOT recipients Voluntary recipients
(N=3,587) (N=3,295)

Characteristic N % N %

Region
Central 65 2 67 2
Hudson River 244 7 290 9
Long Island 434 12 519 16
New York City 2,737 76 2,223 69
West 101 3 140 4

Age (M±SD) 41.8±12.0 43.5±12.0
Gender

Female 1,161 32 1,053 32
Male 2,423 68 2,242 68

Race
Non-Hispanic White 1,143 32 1,244 38
African American 1,260 35 1,411 43
Hispanic 365 10 397 12
Asian or Pacific Islander 167 5 49 1
Other 457 13 168 5

Diagnosis
Schizophrenia 2,935 82 2,658 83
Bipolar disorder 425 12 286 9
Major depressive disorder 146 4 197 6
Other 78 2 68 2

Medicare 891 25 601 18

a Because of missing data on some variables, subtotals may not sum to the total for the group.

FFiigguurree  11

Distribution of Medicaid claims for assertive community treatment or intensive
case management after implementation of assisted outpatient treatment (AOT),
by month and AOT order status
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of services over time, showing the
distribution of paid Medicaid claims
for ACT or intensive case manage-
ment allocated between four groups
in any given month: those who never
received AOT orders, those who
would receive AOT orders in the fu-
ture but did not yet have them in a
given month, those currently under
an AOT order, and those with com-
pleted AOT orders and still receiving
services. The figure suggests a steep
upward trend in the total number of
monthly paid Medicaid claims for
ACT or intensive case management,
with overall service volume increas-
ing about 400% between 1999 and
2007. While more individuals were
being served, many more services
were also being provided to each in-
dividual on average. However, im-
portant differences emerged in the

comparison of trends for AOT recip-
ients (before, during, and after AOT)
and those who never received an
AOT order.

The volume of ACT or intensive
case management services doubled in
the first three years after AOT began,
but virtually all of that increase ap-
pears to have gone to AOT recipients.
As Figure 1 shows, there was no in-
crease in ACT or intensive case man-
agement services for those who did
not have an AOT order as a group
during the first three years of AOT
implementation. However, between
2002 and 2007, the trend shifted as
non-AOT service recipients saw an
increase in ACT or intensive case
management services that paralleled
that for AOT recipients.

After the first three years of AOT
implementation, ACT or intensive

case management services increased
both for post-AOT recipients and
for those who never received an
AOT order. As a result, by 2007 the
volume of ACT or intensive case
management monthly claims was al-
most evenly distributed between
service recipients who had complet-
ed their AOT orders and those who
had never received an AOT order,
with a small and diminishing share
of the services going to current AOT
participants.

Further analysis was conducted to
examine the proportion of monthly
Medicaid claims for enhanced serv-
ices delivered to individuals who
were not on AOT orders. Between
1999 and 2003, the non-AOT share
of monthly Medicaid claims for ACT
or intensive case management serv-
ices was cut in half—from 100% to
less than 50%. Some of this shift re-
flects movement of individuals from
non-AOT to AOT status. After 2003
the share of all claims for ACT and
intensive case management, which
had declined for the non-AOT
group, stabilized and gradually re-
versed. By 2007 three-quarters of
ACT or intensive case management
services were going to non-AOT
service recipients—the same pro-
portion as in 2001. The increase in
ACT or intensive case management
services to nonrecipients of AOT co-
incided with the decrease in new
AOT orders (5).

Multivariable analyses
Table 2 presents the adjusted odds ra-
tios (AORs) for the likelihood that per-
sons in the non-AOT sample initiated
and discontinued (or were no longer
receiving) services in a given month.
In statewide analysis, we found that an
increase in the number of AOT orders
in the system was significantly associ-
ated with a decrease in the likelihood
that individuals who were not on an
AOT order would initiate receipt of
ACT or intensive case management.
Specifically, during months when the
number of AOT orders exceeded 200,
the odds were approximately cut in
half that a non-AOT service seeker
would initiate ACT or intensive case
management services.

In terms of discontinuation and
nonreceipt of services (Table 2), we
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Multivariable models of initiation or discontinuation of assertive community
treatment or intensive case management among 3,129 individuals without an 
order for assisted outpatient treatment (AOT)a

Initiation of Discontinuation of
enhanced servicesb enhanced servicesc

Variable AOR 95% CI AOR 95% CI

Time (reference: year 1)
Year 2 .70 .60–.81 1.07 .91–1.25
Year 3 .96 .79–1.15 1.08 .89–1.32
Year 4 1.61 1.33–1.95 1.24 1.01–1.54
Year 5 1.87 1.52–2.31 1.35 1.10–1.67
Year 6 2.43 1.95–3.02 1.49 1.21–1.84
Year 7 3.34 2.67–4.18 1.55 1.26–1.90

Number of persons with AOT orders 
(reference: 1–200)

201–400 .50 .43–.57 1.45 1.18–1.78
≥401 .47 .39–.58 2.22 1.76–2.79

Region (reference: New York City)
Central 1.09 .74–1.60 1.00 .61–1.61
Hudson River 1.22 .94–1.57 1.25 .97–1.61
Long Island .71 .47–1.06 1.30 .96–1.76
Western 2.39 1.29–4.45 1.39 1.01–1.90

Race (reference: non-Hispanic white)
Hispanic 1.23 1.01–1.49 .93 .72–1.22
African American 1.12 .97–1.29 1.11 .91–1.36
Asian 1.24 .75–2.05 .89 .46–1.71
Other .93 .68–1.28 .94 .59–1.51

Male (reference: female) 1.01 .88–1.16 1.07 .90–1.28
Aged ≥43 (reference: <43) 1.09 .96–1.23 .99 .84–1.16
Diagnosis (reference: schizophrenia)

Bipolar disorder .85 .67–1.08 .97 .72–1.31
Major depressive disorder .69 .51–.93 .93 .63–1.38
Other .98 .63–1.52 1.56 .96–2.54

Medicare (reference: none) 1.15 1.03–1.28 1.07 .92–1.25

a N reflects missing data on one or more variables for 166 individuals.
b N=201,713 person-period observations
c N=65,982 person-period observations



found that an increase of AOT or-
ders in the system was significantly
associated with increased odds of
non-AOT service recipients forgoing
ACT or intensive case management
services. Specifically, during months
when the number of AOT orders
rose to between 201 and 400, the
odds of non-AOT service recipients’
no longer receiving ACT or intensive
case management was 1.45 com-
pared with months in which fewer
AOT orders (1–200 orders) were in
the system. When the number of
AOT orders in the system exceeded
400 in a given month, the odds of
discontinuing or no longer receiving
ACT or intensive case management
for non-AOT service recipients was
substantially higher—2.22—com-
pared with months in which there
were fewer orders (1–200).

Given that New York City may be
qualitatively distinct from other ar-
eas of the state, we repeated these
analyses, comparing New York City
with all other regions of the state.
We found a similar pattern in New
York City and in other regions with
two exceptions. First, the main effect
of time on discontinuation of ACT or
intensive case management services
for nonrecipients of AOT recipients
was delayed in the New York City re-
gion, emerging in the sixth year after
AOT started, whereas outside New
York City the effect was seen in the
third year. Second, an increase in
AOT orders from 1–200 to 201–400
had a somewhat sharper impact on
discontinuation or nonreceipt of
services outside the New York City
region, as indicated by a higher odds
ratio (AOR=1.67, 95% confidence
interval [CI]=1.12–2.50 compared
with AOR=1.36, CI=1.07–1.72).

Was the apparent AOT crowd-out
effect confined to the start-up period,
or did it continue even after the pro-
gram reached a steady state? To ad-
dress this important question, we
tested the AOT program’s net effect
on non-AOT clients’ initiation and
discontinuation of ACT or intensive
case management separately for the
early and later periods, months 1–48
and months 49–88, respectively (not
shown).

In the model of the start-up peri-
od, we found that ACT or intensive

case management initiation among
non-AOT service seekers decreased
significantly as the AOT caseload in-
creased: from 1–200 to 201–400 AOT
cases per month, AOR=.47 (CI=.40–
.55) and from 201–400 to 401 or
more cases per month, AOR=.46
(CI=.37–.57). We also found in the
start-up model that discontinuation
or nonreceipt of ACT or intensive
case management increased signifi-
cantly among non-AOT service re-
cipients as AOT cases increased:
from 1–200 to 201–400 AOT cases,
AOR=1.53 (CI=1.25–1.87) and from
201–400 to 401 or more AOT cases,
AOR=2.42 (CI=1.94–3.03). These
models controlled for time, region,
race, sex, age, and diagnosis (data not
shown).

In contrast, in the later-period
model (not shown), we found that ini-
tiation of ACT or intensive case man-
agement among non-AOT service
seekers did not continue to decrease
significantly as AOT cases increased
from 500–700 to 701–900 AOT cases
per month (AOR=.94, CI=.85–1.03)
and decreased only slightly when
AOT cases exceeded 900 (AOR=.87,
CI=.78–.98). We also found in the lat-
er-period model that discontinuation
of ACT or intensive case manage-
ment among non-AOT service recipi-
ents did not increase but actually de-
creased slightly as AOT cases in-
creased from 500–700 to 701–900
AOT cases per month (AOR=.95,
CI=.90–1.01) and to more than 900
AOT cases per month (AOR=.94,
CI=.88–1.01). These models also
controlled for time, region, race, sex,
age, and diagnosis.

Discussion
In a review of cost-effectiveness
studies of services for homeless per-
sons with mental illness, Rosenheck
(12) observed that the apparent suc-
cess of augmented service programs
must be tempered by considering
their queue jumping function—
whether giving priority access to one
targeted population may simply dis-
place others who also need services:
“Since each of these programs had
negotiated special access to housing
resources . . . they did not actually in-
crease the available pool of re-
sources. Rather, they helped their

clients jump to the head of the line,
displacing others who were probably
just as deserving” (12).

Rosenheck went on to suggest that
dissemination of programs whose
success is shown to be the result of
queue jumping should be accompa-
nied by increasing resources to make
the services available to those in
need. The broader implication of this
point is that service programs should
be evaluated not only for their impact
on a primary target population but
also for their indirect and unintended
effects on other individuals—those
who are not selected for the program
but who may be considered competi-
tors for the resources that the pro-
gram encumbers (13,14).

Did AOT recipients benefit from
queue-jumping to the detriment of
others for whom services were de-
layed or who were displaced from
services? Arguably, the appropriation
of new funding for services that ac-
companied AOT’s implementation
(5) should have prevented queue-
jumping. The policy was enacted in
tandem with a large increase in the
provision of enhanced community-
based services for persons with seri-
ous mental illness, not limited to
those under court-ordered treatment.
However, in the process of imple-
menting the AOT program, it appears
that priority in allocation of ACT and
intensive case management was ini-
tially given to persons with a new
AOT order. This article presents em-
pirical evidence that suggests that the
increasing number of AOT cases in
the system significantly affected the
pattern of ACT and intensive case
management service delivery to serv-
ice seekers who did not have an AOT
order. The findings are consistent
with, although do not prove, the hy-
pothesis that AOT delayed others’ ini-
tiation of ACT or intensive case man-
agement and accelerated their dis-
continuation of these services.

The apparent impact of AOT in di-
verting services from non-AOT
clients was concentrated mostly in the
first three years of AOT implementa-
tion, between 2000 and 2003. During
those years, there was essentially no
expansion in ACT or intensive case
management services to non-AOT
clients. However, after 2003, as the
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number of new AOT orders stabilized
and then declined, a steady expansion
in enhanced services to non-AOT
service seekers is seen. This pattern is
consistent with the notion that new
service capacity accompanied AOT
and was eventually made available to
other individuals who needed these
services, irrespective of an AOT court
order. Thus, after the initial ramp-up
of the AOT programs throughout the
state, intensive community-based
services increased for all individuals
with serious mental illness—those on
an AOT order and those without an
order.

One limitation of the study is that
the inclusion of current service re-
cipients in 2007 may have excluded
early dropouts or those who discon-
tinued services for any reason and
were no longer in the available Med-
icaid data by 2007. This sampling
strategy was necessary to meet the
conditions of access to Medicaid
data from the New York State De-
partment of Health via the Office of
Mental Health. However, the design
may have inclined the sample gener-
ally in the direction of showing in-
creasing services over time. Because
the number of AOT orders also gen-
erally increased over time, at least
for the first several years of the pro-
gram, there was some reason to ex-
pect an artifactual correlation be-
tween increasing services for the
non-AOT sample and increasing
number of AOT orders. Notwith-
standing this expectation, the study
found no increase in enhanced serv-
ices to the non-AOT sample in the
aggregate during the first three years
of AOT, at a time when services to
AOT recipients were markedly in-
creasing. Moreover, stratified re-
gression analyses revealed that dur-
ing the program’s ramp-up period,
increased AOT caseload was associ-
ated with lower adjusted odds of ini-
tiating enhanced services for non-
AOT service seekers in any given
month.

Because of the possibility of sample
bias, the study cannot rule out other
interpretations of the service utiliza-
tion patterns found among non-AOT
service recipients. However, several
factors may mitigate this concern.
First, ACT and intensive case man-

agement tend to be long-term modes
of service for people with serious
mental illness; these services have rel-
atively low rates of permanent discon-
tinuation within a time frame the
length of this study’s period of obser-
vation. Many temporary dropouts
from ACT or intensive case manage-
ment services are eventually rehospi-
talized; when this happens in New
York, patients are routinely referred
back to Office of Mental Health out-
patient services through discharge
planning. This would have returned
some dropouts to sample eligibility.
Even if the Medicaid sample under-
represented people who discontinued
services during the early period of the
time series, there is little reason to
think this would have systematically
affected the observed association be-
tween AOT caseload and the likeli-
hood of starting or discontinuing
ACT or intensive case management
for people not on AOT orders. More
specifically, if the increasing volume
of AOT cases initially crowded out
some non-AOT service seekers who
were otherwise “queued up” to start
ACT or intensive case management,
it logically would have affected those
in the queue who would eventually
drop out, as well as those who would
be retained.

The primary limitation of the study
is lack of information about individu-
als’ specific level of need for en-
hanced services at any given time.
Such information could have illumi-
nated reasons for initiating or discon-
tinuing services, as well as differ-
ences in acute clinical need between
AOT recipients and nonrecipients of
AOT in the analysis. Whereas some
individuals may discontinue intensive
services because they are successful-
ly recovering and no longer need the
services, others may discontinue be-
cause they refuse treatment or expe-
rience other barriers to care,
notwithstanding their continuing
need; these two scenarios would ob-
viously have different implications.
We know that during the initial years
of AOT, providers were encouraged
to give service priority to persons
with an AOT order (5). In so doing,
perhaps providers reviewed existing
non-AOT service recipients to identi-
fy those who might be dischargeable;

they might also have focused less at-
tention on retaining some non-AOT
service recipients or may even have
denied or delayed service initiation
for some voluntary service seekers.
In any event, because of this limita-
tion in the data, we can say only that
our evidence suggests that the AOT
program initially affected the pattern
of service initiation and discontinua-
tion for those who did not have an
AOT order. Whether the altered pat-
tern of service receipt was definitely
attributable to AOT, and AOT alone,
or actually detrimental to these indi-
viduals is unknown.

Conclusions
Key features of the system of care in
which AOT was implemented—the
capacity to provide enhanced com-
munity-based mental health services,
resource allocation, and patterns of
service utilization—may have been
altered by AOT, at least initially, in
ways that indirectly affected other
persons with serious mental illness
who did not receive an AOT order. In
the short run, services to individuals
who were not under AOT may have
been delayed or some individuals may
have been displaced from services by
the influx of new court-ordered per-
sons in the system of care. However,
the findings of this study suggest that
in the long run AOT is a program that
came bearing new services and has
left in its wake a system of care with
greater capacity to serve all persons
with serious mental illness, voluntary
patients no less than involuntary ones.
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SSuubbmmiitt  MMaannaaggeemmeenntt  PPrroobblleemmss  ttoo  aann  IInntteerraaccttiivvee  CCoolluummnn

Readers of Psychiatric Services are invited to submit management problems en-
countered at their work site to the journal’s new interactive column, Case Stud-
ies in Public-Sector Leadership.

The editors of the column, Jules M. Ranz, M.D., and Susan M. Deakins, M.D.,
director and associate director, respectively, of the Columbia University Public
Psychiatry Fellowship (PPF) will use an electronic mailing list (e-list) to present
the problem to PPF fellows and alumni. The fellowship, which prepares psychi-
atrists for leadership roles in the public sector, emphasizes the importance of un-
derstanding systems and working in teams to solve problems, and the PPF e-list
has proved useful as a tool to generate a collaborative problem-solving process.
The first column, published in the October 2009 issue, addressed obstacles en-
countered at a community outpatient clinic during implementation of an initia-
tive to monitor the metabolic effects of second-generation antipsychotics.

Please send a description of the problem, along with contact information, to Dr.
Ranz at jmr1@columbia.edu.
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