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Objective: The study examined the use of therapeutic limit-setting ac-
tivities by members of assertive community treatment teams with
clients who had serious mental illness. Methods: Case managers from
40 Veterans Affairs intensive psychiatric community care teams report-
ed their use of 25 limit-setting activities with 1,564 veterans during the
first six months of treatment. The 25-item measurement scale was fac-
tor analyzed, and a standard multiple regression procedure was used
to regress scale scores on clients’ characteristics, the frequency of case
managers’ contact with service providers and others, and clients’ and
case managers’ perceptions about the therapeutic alliance. Results:
Case managers relied most frequently on informal verbal approaches
to limit setting and relied least on formal legal restrictions. Factor
analysis of the instrument, the Therapeutic Limit Setting (TLS) scale,
reduced the number of items to 20 and resulted in a five-factor solu-
tion. The limit-setting factors were verbal guidance, money manage-
ment, contingent withholding of services or support, enforced hospi-
talization, and invocation of external authorities. The TLS and its sub-
scales were characterized by high internal consistency, modest inter-
correlation, and unique relationships with variables related to clients’
characteristics, the treatment process, and the therapeutic alliance.
Case managers were more likely to set limits with clients who had more
extensive hospitalization histories, a representative payee, recent alco-
hol or drug use, more arrests, and more severe symptoms. Conclusions:
Case managers used a range of limit-setting strategies in assertive com-
munity treatment. Limit setting is a frequent and potentially important
aspect of assertive community treatment that may be useful for com-
paring levels of assertiveness in assertive community treatment teams
and other community-based rehabilitation services. (Psychiatric Ser-
vices 51:499-505, 2000)

ssertive community treatment
teams provide comprehensive
crisis, treatment, and rehabili-
tation services to people with serious
mental illnesses in their communities
and homes. To ensure flexible, inten-
sive, individualized care, caseloads are
shared by multidisciplinary staff and

are kept low, at about eight to 15
clients per full-time staff member,
(1,2). Assertive community treatment
requires a balance between activities
that build clients’ trust and activities
that promote behavioral change (1-3).
Attempts to help clients manage mal-
adaptive behavior can test the rela-
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tionship, while failure to address
problem behaviors can impede suc-
cessful outcomes (3,4).

Because of their illness or because
of personal preferences, some clients
do not associate difficulties in daily liv-
ing, such as self-maintenance, or prob-
lem behaviors, such as destructive-
ness, with their illness or with a need
for behavioral change (5). Others
plead for help to change behaviors like
substance abuse but feel unable to do
so on their own (6). Faced with a client
who denies his or her illness, who re-
fuses treatment but presents a risk to
self or others, or whose best intentions
prove ineffective, assertive community
treatment staff must sometimes aug-
ment support with active direction or
therapeutic limit setting (1,2).

Therapeutic limit setting involves
activities by the treatment provider to
pressure a client to change behavior
that is disturbing, dangerous, or de-
structive or to engage further in treat-
ment. Short of terminating services,
limit—setting activities span a continu-
um of restrictiveness that includes ver-
bal encouragement or admonition
(“That behavior keeps getting you into
trouble”), contingent support or con-
tracting (“Once you can manage your
medications reliably, we'll see about
getting you that job”), involvement of
others (“You seem to need help man-
aging your money”), informal coercion
(“You can enter the hospital voluntari-
ly, or we will have to commit you”), or
formal coercion (competency assess-
ment and a commitment hearing) (7).

Limit-setting activities typically oc-
cur within the context of a therapeutic
relationship and are intended to help
the client (8). They reflect a respectful,
least-restrictive approach, and limit-
setting progresses toward more re-
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strictive or coercive interventions only
as necessary (8). A client may perceive
even positive coaching by the therapist
as coercive (5); however, the client is
most likely to perceive coercion in ac-
tivities that involve negative pressure,
such as threats, force, and loss of liber-
ty, or that appear one-sided (8-11).

The literature on coercion in treat-
ment has focused on formal involun-
tary treatment rather than informal
exchanges in community settings (12,
13). It has defined coercion (versus
choice) on a continuum of restrictive-
ness that incorporates elements of
force or control over individuals
against their will or without their per-
mission (3,9,12,14,15). Theorists have
described various levels of pressure
such as “friendly persuasion” (3) or
“coerced voluntarism” (15) without
presenting data on their incidence.
Despite expressions of concern about
the potential ill effects of coercive
treatment (5,6) and recognition of the
need for research in this area (16),
few studies have examined informal
pressure or coercion.

The literature on coercion in as-
sertive community treatment has
centered on services in Madison,
Wisconsin, not because clinicians
there are especially coercive but be-
cause the community has a long histo-
ry of testing alternative systems of
care. The Program of Assertive Com-
munity Treatment (PACT) and the
Dane County mental health system
are internationally recognized models
of community care for people with se-
rious mental illness (17-21). Estroff
(22) has described aspects of social
control in staff interventions, and Di-
amond (3) has acknowledged that as-
sertive efforts to engage clients and
promote community functioning can
incorporate paternalistic assumptions
or coercive motivational strategies.
Consumer advocates have expressed
concern about potential abuses if as-
sertive community treatment is man-
dated or linked to job or housing re-
sources. In most cases, limit—setting
activities in assertive community
treatment may be less coercive be-
cause they occur within a long-term
treatment relationship that involves
the client in treatment planning (14).

Although studies of therapeutic al-
liance in case manager—client rela-
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tionships (4,23) have found associa-
tions between perceived alliance and
clients” outcomes, scant attention has
been paid to limit-setting efforts by
assertive community treatment case
managers (16). The study reported
here used data from a national Veter-
ans Affairs program serving a large
population of clients with serious
mental illness to document the exer-
cise of informal pressure or coercion
in assertive community treatment.
The areas explored were the frequen-
cy with which a range of limit-setting
activities were employed and the rela-
tionship of limit-setting activities to
clients’ characteristics, to the treat-
ment process, and to clients” and case
managers’ perceptions of the thera-
peutic alliance.

Methods

This report is based on monitoring
data compiled between June 1995
and December 1997 by intensive psy-
chiatric community care teams at 40
VA facilities (24). The teams provide
assertive community treatment ser-
vices to veterans with serious mental
illness who are among the most {re-
quent and long-term users of VA in-
patient mental health resources (25).
The services are characterized by
high staff-patient ratios, team deliv-
ery of individualized community-
based services, a practical problem-
solving approach, and a high level of
continuity of care, similar to stan-
dards published for assertive commu-
nity treatment services (1,2).

In comparisons with state-managed
programs, intensive psychiatric com-
munity care teams have demonstrat-
ed good fidelity to the assertive com-
munity treatment model (26). Most
teams are composed of master’s-level
social workers, nurses, rehabilitation
specialists, and a part-time psychia-
trist, who meet daily to review cases,
work collaboratively to provide ser-
vices for a shared caseload, and are
available for off-hours consultation.

Sample

Study participants were 1,564 veterans
who had each received intensive psy-
chiatric community care services for
six months. Hospitalized veterans with
serious mental illness who had 30 or
more psychiatric inpatient days in the

previous year were eligible for inten-
sive psychiatric community care. At
entry, veterans in the program tended
to be middle-aged (median age=49
years), male (92 percent), white (71
percent), unmarried (89 percent), and
unemployed. About half of the clients
(48 percent) had a designated payee
and received VA service-connected
compensation (57 percent).
Three-fourths of the group (78 per-
cent) had a diagnosis of a psychotic
disorder, and a fourth (24 percent)
had both psychiatric and substance
use disorders. Clients had a range of
clinical diagnoses including schizo-
phrenia (58 percent), schizoaffective
disorder (18 percent), bipolar disor-
der (16 percent), affective disorder (9
percent), alcohol abuse or depen-
dence (19 percent), drug abuse or de-
pendence (10 percent), and personal-
ity disorder (4 percent). Clients had
extended histories of psychiatric dis-
order (mean+SD=27x11 years), with
a mean+SD of 20+38 hospital admis-
sions. Most (60 percent) had two
years or more of cumulative lifetime
psychiatric hospitalization.

Baseline clinical measures
Starting at program entry, veterans
participated in semiannual face-to-
face structured interviews. They re-
ported on their relationships with
family members, number of arrests,
days of alcohol use (27), days of drug
use (27), violent behavior, quality of
life (28), and therapeutic alliance
(29,30). Interviewers rated each
client on psychopathology (31) and
global functioning (32), and clients
were given a DSM-IV diagnosis (32).
Client-family relationships were rat-
ed with two 5-point Likert-type ques-
tions about the extent of the client’s
contact with family members; re-
sponses ranged from 1, not at all, to 5,
at least daily. Violent behavior was
scored with four yes-no questions
about thoughts, discussions, threats,
or actions involving striking or injury.
Case managers completed semian-
nual structured reviews of clients’
progress and of service delivery. They
rated limit setting (see below), per-
ceived alliance, and frequency of con-
tact with the client, the client’s family
members, nonfamily members (con-
servators, guardians, landlords, resi-
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dence supervisors, and so forth), and
staff at other agencies.

Clients’ ratings of the therapeutic
alliance were obtained as part of the
semiannual follow-up interviews.
The alliance was assessed with paral-
lel case manager—client versions of
seven 7-point Likert-type questions
about the nature of the clinical work
relationship, adapted from the Work-
ing Alliance Inventory (29) for use in
case management (30). Responses
ranged from 0, never, to 6, always.
The frequency of contact between
case manager and client was rated
with five 6-point questions about typ-
ical contact levels during the past six
months, with responses ranging from
0, no contact, to 5, three times a week
or more.

Therapeutic limit-setting measure
The 25 initial limit-setting items were
derived from clinical and evaluation
experience with different clinical ser-
vices and locations. Items exemplified
five a priori domains of clinical inter-
vention arrayed along a hypothetical
continuum of restrictiveness (7), from
initially making a judgment that a
client needs an intervention to imple-
menting the intervention.

The first was verbal confrontation,
in which a case manager or team at-
tempts to motivate a client by illus-
trating the destructive consequences
of certain behaviors but without in-
voking real or threatened behavioral
sanctions. The second was behavioral
contracting, in which the team and
client articulate specific goals for the
client to meet, such as reduced sub-
stance use, to obtain an identified re-
inforcer. The third was passive sanc-
tions, in which the team withholds
certain aspects of help until the client
changes his or her behavior, such as
refusing to help a client gain access to
a particular program or resource un-
til the client demonstrates that he or
she is better able to use and benefit
from it.

The fourth intervention domain
was invocation of external authorities,
in which the team expands the clinical
arena to address a problem behavior
with a representative payee, a bene-
fits officer, or a criminal justice offi-
cer. The fifth was imposition of re-
strictions, in which the team inter-

Table 1

Percentage of 1,564 clients in a Veterans Affairs assertive community treatment
program for whom case managers reported using 25 limit-setting activities during

the first six months of treatment?

N clients N clients
for whom  for whom
data were  activity % of
Limit-setting activity available  wasused  sample
Sometimes ignore harmful things client does? 1,560 1,539 99
Point out harmful things client does 1,562 1,371 88
Suggest client should change behavior 1,564 1,354 87
Point out harmful consequences 1,563 1,350 86
Remind client to do or not do certain things 1,562 1,342 86
Seek more frequent contact with client 1,561 1,133 73
Firmly tell client what he or she should do about
something 1,560 1,025 66
Make verbal agreement specifying conditions of
treatment® 1,564 741 47
Think client needs someone to control funds 1,555 703 45
Tell client he or she needed someone to control
spending 1,549 577 37
Make written agreement specifying conditions of
treatment® 1,563 532 34
Suggest that client should have a representative payee 1,555 469 30
Tell client “I will help with this when you do that” 1,561 440 28
Express frustration or anger toward client? 1,562 341 22
Take client to hospital 1,563 309 20
Encourage client to be admitted to hospital 1,562 264 17
Initiate procedures to have representative payee
appointed 1,556 261 17
Think I should have been more direct about harm-
ful behaviors? 1,564 246 16
Delay helping client because of his or her behavior,
threat, or harm 1,564 156 10
Refuse to help client because of his or her behavior,
threat, or harm 1,564 107 7
Get someone else to commit client to hospital
against his or her will 1,564 80 5
Consider reporting client’s behavior to authorities 1,563 80 5
Tell client I might have to stop work with him or
her because of client’s behavior 1,563 72 5
Actually report client’s behavior to authorities 1,562 60 4
Commit client to hospital against his or her will 1,564 42 3

! Responses were coded 1, sometimes or occasionally, or 2, often or always.
2 Dropped from original questionnaire after preliminary analyses

venes directly to establish limits on
client behavior, such as through des-
ignation of incompetency, appoint-
ment of a representative payee, or
civil commitment. Response options
for this initial trial of the measure re-
flected three levels of use of the five
interventions: 0 indicated rarely or
never, 1 sometimes or occasionally,
and 2 often or always.

Statistical analysis

Preliminary analysis included a re-
view of descriptive univariate statis-
tics and factor analysis of 25 limit-set-
ting items (SAS PROC FACTOR

with promax rotation) to determine
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whether a priori domains retained
coherence as subscales. Item load-
ings of .40 were used to interpret the
rotated factor pattern. Resulting
scores were assessed for internal con-
sistency using Cronbach’s alpha, in-
terscale correlation, and correlations
with clients’ characteristics, frequen-
cy of case managers’ contacts with
service providers and others, and
perceived alliance. Finally, limit-set-
ting scores were regressed separately
on 17 client characteristics, five con-
tact variables, and two perceived-al-
liance variables, using SAS PROC
REG, a standard multiple-regression
procedure.
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Table 2

Promax rotated factor loadings for a five-factor solution for 20 variables used to
measure therapeutic limit setting by case managers with 1,564 clients in an as-

sertive community treatment program

Factor?

Variable 1 2 3 4 5
1. Point out harmful things 91 -3 -3 -2 -1
2. Suggest behavior change 89 -2 -1 -2 2
3. Firmly tell 68 -1 7 2 1
4. Point out harmful consequences 89 -1 -2 -2 0
5. Remind about certain things 70 3 1 -1 1
6. Seek more frequent contact 52 7 2 12 -1
7. Tell client you might stop working

with him or her -1 0 54 2 2

8. Refuse to help -3 —4 78 0 3

9. Delay help 1 1 72 -2 -2

10. Make help contingent on behavior 17 7 47 -1 0
11. Think client needs help controlling

funds 6 81 -3 1 2
12. Think client needs help controlling

spending 4 93 0 -1 -2

13. Suggest a representative payee -2 94 0 -1 0

14. Initiate a representative payee -5 71 5 2 1

15. Consider reporting client to

authorities 1 2 2 1 84

16. Report client to authorities 1 -1 0 0 85

17. Encourage admission to hospital 6 -3 4 70 -5

18. Take client to hospital 6 1 2 61 -10

19. Commit client to hospital —4 3 -3 61 5

20. Get someone else to commit client —4 -1 -3 64 13

% of variance explained (unrotated) 49 20 17 11 10

! Factor 1, items 1 through 6; factor 2, items 11 through 14; factor 3, items 7 through 10; factor 4,
items 17 through 20; factor 5, items 15 and 16

Results

Table 1 presents case managers’ re-
ports of how often they used the 25
limit-setting activities listed in the

original questionnaire. The activities
are listed from most to least frequent.
Overall, the frequency of use was in-
versely related to the restrictiveness

of the activity. As discussed below,
five items were dropped from the
original 25. The frequency of use of
the remaining limit-setting activities
ranged from 88 percent for pointing
out harmful things to 3 percent for
committing the client to the hospital.
The use of verbal interventions, such
as firmly telling clients what they
should do, far exceeded the use of
strategies restricting service, such as
delaying help, or involving other par-
ties, such as initiating use of a repre-
sentative payee.

Bivariate correlations of the 25
original limit-setting items ranged
from .01 to .82. Five items failed to
show a moderate correlation of .40
and hence were excluded. Data for
the resulting 20-item scale, the Ther-
apeutic Limit Setting (TLS) scale,
form the basis of this report. Factor
analysis yielded five factors with
eigenvalues greater than 1 and
marked scree separation. The five
factors accounted for at least 10 per-
cent of the variance. They were clear-
ly interpretable and showed satisfac-
tory construct coherence. Items tend-
ed to group more by intervention do-
main than by restrictiveness.

Loadings for TLS items and the
variance explained by the five factors
are presented in Table 2. The first
factor involved verbal guidance; six
items measuring supportive commu-
nication loaded on this factor. Money
management was the second factor,

Table 3

Mean=+SD scores on the Therapeutic Limit Setting (TLS) scale and its five factors when it was used by case managers with

1,564 clients and intercorrelations (internal consistencies) of the scale and its factors

Intercorrelation (internal consistency!)

Enforced Invoca-
Total scale and TLS Verbal Money man- Contingent hospital- tion of
five factors Mean SD total guidance agement withholding  ization authorities
TLS total? 10.70 629  (.86)
Verbal guidance'3 7.26 3.50 .81HH (.90)
Money management* 217 2.88 ;790D 3100 (.91)
Contingent withholding* .56 1.10 5300 Ri 2500 (.74)
Enforced hospitalization* .60 1.27 4810 .24H0 .19t .23t (.74)
Invocation of external
authorities 11 49 3200 1610 1510 201 2911 (.87)

! Cronbach’s alpha

2 Possible scores range from 0 to 40, with higher scores representing more limit setting.

3 Possible scores range from 0 to 12, with higher scores representing more guidance.

* Possible scores range from 0 to 8, with higher scores representing more of the indicated activity.
5 Possible scores range from 0 to 4, with higher scores representing more invocation of authorities.

Th<.001
502
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Table 4

Standardized multiple regression coefficients showing significant relationships between the Therapeutic Limit Setting (TLS)
scale and its five factors and characteristics of 1,564 clients at program entry, case managers’ contacts with clients and others
over six months, and clients” and case managers’ perceived alliance at six months

Total Verbal Money man-  Contingent Enforced hos- Invocation

Variable scale guidance agement withholding  pitalization of authorities
Client characteristics

Schizophrenia —.085 —-.078 074

Bipolar disorder .08H .10H

Affective disorder -070 —.09H

Drug abuse

Personality disorder

Age at program entry

Age at first hospital admission

Lifetime hospitalizations .08 .09

Representative payee 07" 07"

Client-family relationship

Days of alcohol use in past 30 days .08

Days of drug use in past 30 days .06Y .06Y .06Y

Arrests Jom .08 110D .06" BRI

Violence

Symptom severityl 1510 1410 100 .06Y .09 —.065

Global Assessment of Functioning score

Quality of life —.06"

Total variance (adjusted R?) .09 .07 .06 01 .03
Case managers’ contacts

Face-to-face with client .09 1400 —.06H

By telephone with client 1300 140D .08 .08 .06"

With client’s family o0

With client’s nonfamily caregiver J10n ot 071 200

With other agencies on behalf of client 1700 .08™ 17H0 100D .09 1810

Total variance (adjusted R?) .10 .07 .06 .04 .04
Perceived alliance

By client —.07¢ —.08H

By case manager —.1410 -.07 .26 —.1410 —.1oH0

Total variance (adjusted R2) .03 01 01 .02 01

! As measured by the Brief Psychiatric Rating Scale

Eb<.05
Eh<.01
Hh<.001

with four items reflecting a client’s in-
ability to manage funds. The third
factor was related to contingent with-
holding, with four items involving the
restriction of services to reduce nega-
tive behavior. Factor four was en-
forced hospitalization; four items
loaded on this factor, ranging from
suggesting hospitalization to commit-
ting a client. The fifth factor was in-
vocation of authorities, with two
items related to reporting to outside
agencies. The variance explained by
the five unrotated factors ranged
from 10 percent to 49 percent. Item
loadings ranged from .47 to .94 across
all scales, with a mean of .74.

Table 3 presents means, standard
deviations, intercorrelations, and in-
ternal reliability data (Cronbach’s al-
pha) for the TLS total score and for

the five TLS factor scores when used
with the 1,564 veterans in the sample.
The factor subscore correlations
ranged from .32 to .81 with the total
TLS score, and from .15 to .32 with
each other. Internal consistency was
very good for the TLS total score
(correlation of .86) and for the five
factor subscores (range=.74 to .91;
mean=.83).

Table 4 presents significant find-
ings for regressions of the five limit-
setting variables and the total TLS
score on clients’ characteristics at
program entry, frequency of case
managers’ contacts at six months, and
perceived alliance at six months.
Overall, model variance was low, with
adjusted R? values for the TLS total
score of .09 with variables related to
clients” characteristics, .10 with vari-
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ables related to frequency of contact,
and .03 with variables related to per-
ceived alliance.

As Table 4 shows, verbal guidance
and money management factors were
related most widely to client vari-
ables, and the enforced hospitaliza-
tion factor was related most strongly
to variables about contact. Variables
most strongly associated with TLS to-
tal scores were symptom severity, ar-
rest history, frequency of the case
manager’s contacts with other agen-
cies or with the client by telephone,
and the case manager’s rating of per-
ceived alliance with the client. A diag-
nosis of drug abuse or personality dis-
order, age, client-family relationship,
history of violence, and global func-
tioning were not significantly related
to any limit-setting activity.
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Limit-setting interventions were
more likely to be used with clients
who had bipolar disorder, more life-
time hospitalizations, a representative
payee, more drug use and arrests, and
greater symptom severity. These in-
terventions were less likely to be used
with clients who had schizophrenia or
an affective disorder. Arrests and
symptom severity had the strongest
relationships across limit-setting sub-
scores. Hospitalization was exclusive-
ly related to symptom severity.

Limit-setting interventions were
more likely to be used for clients with
whom a team had more direct contact
or engagement with nonfamily care-
givers or agency staff. Hospitalization
was associated with more frequent
case manager contacts of all forms,
including contact with family mem-
bers.

Perceptions of alliance at six
months, particularly case managers’
perceptions, were negatively associat-
ed with limit-setting scores. For
clients’ perceptions of alliance, the
negative relationship was associated
with money management. For case
managers’ perceptions of alliance, it
affected all areas but money manage-
ment, and the strongest negative rela-
tionship involved contingent with-
holding of services.

Discussion

These data provide a first look at the
use of specific limit-setting activities
by assertive community treatment
clinicians. Intensive psychiatric com-
munity care teams were generally as-
sertive, using various activities to sup-
port change and resorting to more re-
strictive means on the client’s behalf
when necessary. Although any use of
external controls is of concern, the
data suggest that the case managers
relied on verbal strategies more than
on coercive alternatives and used in-
voluntary hospitalization and external
authorities with less than 5 percent of
the clients.

Intensive psychiatric community
care clinicians appeared more likely
to employ limit-setting strategies with
clients who had greater symptom im-
pairment, who required higher levels
of contact with the case manager, and
who reported a weaker sense of al-
liance. Because the data on limit set-
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ting, contact, and alliance were col-
lected simultaneously, the direction
of causality is uncertain. It is unclear,
for example, whether limit setting
weakens the sense of trust between
participants or whether a stronger al-
liance lessens the need for limit set-
ting. One might also expect that
clients with whom limit setting was
used would express greater dissatis-
faction with treatment. Further re-
search into the meaning and conse-
quences of clients” ratings of the al-
liance is indicated.

Several limitations of the study de-
serve comment. The limit—setting
measure was based on retrospective
reports of case managers and is vul-
nerable to self-report error and bias.
Because there was no obvious reason
for case managers to manipulate re-
ports of more restrictive limit-setting
interventions, no attempt was made
to validate their reports with informa-
tion from clients, administrators, or
third parties or to assess the mea-
sure’s interrater reliability. In addi-
tion, the data pertain to assertive
community treatment services for
veterans with serious mental illness
and high use of inpatient resources,
and the results may not be generaliz-
able to other populations or health
care systems. Assessment of services
with other client groups and in other
treatment settings will be necessary
to determine the measure’s general
utility and validity.

Despite these weaknesses, the
study begins to address an issue of
considerable clinical and ethical im-
portance with an instrument that has
good internal reliability and with a
large sample of clients at multiple
sites. With additional work on validity
and reliability, a limit-setting measure
may prove useful for assessing the as-
sertiveness of assertive community
treatment teams and comparing com-
munity-based services. Future re-
search should address clients’ percep-
tions of coerciveness in limit setting;
outpatient commitment, an alterna-
tive to hospitalization and incarcera-
tion that is gaining popularity among
legislators (13,33); changes in the use
of limit-setting strategies over time;
and, most important, the relationship
of limit setting to clients’ outcomes.

As consumers examine their rights

and reactions to mental health care
and the legal system redefines what is
meant by coercion, mental health ser-
vice providers and researchers should
address the extent and appropriate-
ness of limit-setting activities and
their role in effective community-
based care. ¢
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Mental Illness and Substance Abuse Is Focus of Latest
Publication of Psychiatric Services Resource Center

A recent compendium of articles from Psychiatric Services highlights findings
from an array of studies on substance abuse among patients with mental illness

and offers guidelines for planning services to meet their needs.

Entitled Treatment of Mental Illness & Substance Abuse, the compendium
contains 12 articles and an introduction by Lisa B. Dixon, M.D., M.P.H., associ-
ate professor in the department of psychiatry at the University of Maryland Med-
ical System in Baltimore. It opens with a review of recent research on mental ill-
ness and substance abuse that has contributed to knowledge about effective as-
sessment, diagnosis, course of illness, and treatment approaches. Other articles
describe approaches to identifying and treating substance abuse among inpatient
and outpatient populations and specific patient groups.

Five hours of Continuing Medical Education (CME) Category 1 credit are
available to physicians who complete a CME self-study test in the compendium
and mail the form, with a $30 processing fee, to the American Psychiatric Asso-
ciation’s Office of Education.

The compendium, published in October 1999, is the latest in a series of Re-
source Center publications on topics of special interest to the mental health field.
Single copies, regularly priced at $13.95, are $8.95 for staff in member facilities
of the Psychiatric Services Resource Center. For information on how to order
this or other Resource Center publications, call 800-366-8455 or fax a request to

202-682-6189.
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