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Abstract

This study explores the effectiveness of antipsychotic medications in restoring competency to
stand trial in individuals with severe mental illness, particularly psychotic disorders. While
antipsychotic medications are known for reducing symptoms of psychosis, this research focuses
on their ability to improve functional outcomes necessary for competency to stand trial (CST).
Among over 3,000 patients in California’s forensic state hospital system, 86.5%were successfully
restored to competency, with 98.8% discharged on antipsychotic medications. Patients on
antipsychotic monotherapy demonstrated higher restoration rates compared to those requiring
additional mood stabilizers, suggesting that more complex cases demand more intensive
treatment. Delusional disorder, traditionally seen as more resistant to treatment, showed a high
restoration rate of 93.8% with antipsychotic use.
Our findings emphasize the pivotal role of antipsychotics in not only reducing symptoms but also
in restoring critical functional abilities for participation in legal proceedings. The functional
improvements they enable extend beyond the courtroom. Incorporation of antipsychotic med-
ication as an integral evidence-based mechanism in facilitating community reintegration for
individuals with severe mental illness supports the broader goal of transitioning individuals from
the legal system back into society, consistent with the ultimate promise of deinstitutionalization.

The advancement of antipsychotic medications represents a significant leap in our ability to treat severe
mental illness, thus ensuring that individuals can be treated effectively and humanely within the legal
system.

—Justice Sandra Day O’Connor, Riggins v. Nevada (1992)

Introduction

The evolution of treatments in psychiatry has significantly transformed over the past century,
moving from rudimentary and often inhumane practices to sophisticated pharmacological
interventions. The serendipitous discovery of chlorpromazine as a sedative by Henri Laborit,
a French surgeon, led to its trial in psychiatric patients due to its observed calming effect.
Chlorpromazine demonstrated remarkable efficacy in reducing psychotic symptoms in psychi-
atric patients, leading to its widespread adoption in psychiatric hospitals.1 The discovery of
chlorpromazine marked a turning point, as it was the first antipsychotic medication that
effectively managed symptoms of psychosis and laid the groundwork for the development of
numerous other antipsychotic medications.1

The literature contains robust evidence establishing the use of antipsychoticmedication in the
treatment of schizophrenia and other psychotic disorders primarily via a reduction in the
positive symptoms of psychosis (delusions, hallucinations).2–5 The landmark, Clinical Antipsy-
chotic Trials of Intervention Effectiveness (CATIE)6 study, for instance, compared multiple
antipsychotic medications, including both first-generation (typical) and second-generation
(atypical) antipsychotics. This large-scale, multiphase study found that while all tested medica-
tions were effective in managing psychotic symptoms, differences in side effect profiles signif-
icantly influenced patient adherence and outcomes. Multiple studies have demonstrated similar
results (CUtLASS, SOHO).7–8 Along these lines, a meta-analysis conducted by Leucht and
colleagues9 provided evidence that long-acting injectable antipsychotics (LAIs) were more
effective in preventing relapse compared to their oral counterparts. This study reviewed data
from multiple randomized trials and concluded that injectable formulations provided more
consistent drug levels, which helpedmaintain symptom control and reduce relapse rates, thereby
offering a valuation option for patients with adherence issues. Several studies support the
advantages of long-acting injectables in relapse prevention and reducing hospitalization.10–12
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The development of these above-described medications with
demonstrated efficacy in treating the positive psychotic symptoms
ofmajor mental disorders spurred the deinstitutionalizationmove-
ment of the 1960s and 70s, which sought to reduce the population
of mental health patients in institutional settings by shifting the
treatment to community-based environments. Unfortunately, this
deinstitutionalization movement also led to unintended conse-
quences, such as transinstitutionalization and criminalization of
mental illness.13 Incarceration rates are notably high among indi-
viduals with mental illness, particularly those with psychotic dis-
orders such as schizophrenia.14 Approximately 24% of local jail
inmates in the United States have reported symptoms of a psy-
chotic disorder, such as delusions or hallucinations, according to
the Bureau of Justice Statistics report from 2006.15 Although this
statistic has remained stable over time, recent reports continue to
highlight a significant presence of psychotic disorders among the
incarcerated population. The overrepresentation of people with
psychotic illness in the legal system is underscored by the balloon-
ing referrals for competency to stand trial (CST) evaluations over
the past decade. Estimates of the annual number of competence
evaluations have previously ranged from 19,000 to 60,000, but
more recent estimates suggest that approximately 94,000 evalua-
tions are conducted annually in the United States.16

CST is a fundamental concept in forensic psychiatry and legal
proceedings, ensuring that defendants possess the mental capacity
to understand the nature and consequences of the legal process and
participate adequately in their defense. The landmark case Dusky
v. United States (1960) established the standard for competency,
requiring that defendants have a rational and factual understand-
ing of the proceedings against them and be able to consult with
their attorney with a reasonable degree of rational understanding.17

Meta-analyses by Nicholson and Kugler18and Pirelli and Zapf19

revealed several indicators related to the finding of incompetence to
stand trial, notably that individuals diagnosed with a psychotic
disorder were eight times more likely to be deemed incompetent
than individuals without a psychotic disorder. Active psychosis,
including delusions and hallucinations, can distort an individual’s
perception of reality, making it challenging for them to engage
meaningfully in the legal process.20

Antipsychoticmedications play a vital role in effectively treating
symptoms of psychosis but what impact do they have on improving
functional abilities to enable individuals to understand the legal
process and participate in their defense? While the efficacy of
antipsychotic medications in symptom reduction is well estab-
lished, their success in restoring the functional competencies nec-
essary for CST is less recognized. Wall and Lee21 emphasize that
competency encompasses more than just an absence of psychotic
symptoms; it involves a complex interplay of cognitive, emotional,
and behavioral capacities. Mossman22 conducted a comprehensive
study that identified antipsychotic medications as essential in
restoring competency in defendants diagnosed with schizophrenia
and other psychotic disorders. His research demonstrated that with
appropriate pharmacological treatment, a significant proportion of
incompetent defendants could be restored to competency. His
findings were further supported by Cochrane and colleagues23

who reviewed the impact of psychotropic medications on trial
competency, emphasizing the role of antipsychotics in alleviating
symptoms that impede legal competence. Their review highlighted
that effective treatment of psychotic symptoms was crucial for
restoring cognitive and functional abilities necessary for trial com-
petency. They describe the consistently high response rate to
antipsychotic medication treatment as “remarkable.”

Our study’s focus on functional outcomes is predicated on the
understanding that competency restoration involves a comprehen-
sive recovery of abilities. This includes the capacity to comprehend
the charges against oneself, the roles of various courtroom person-
nel, and the potential consequences of legal decisions. The Dusky
v. United States (1960) ruling emphasizes the necessity for defen-
dants to have both a rational and factual understanding of legal
proceedings, which inherently involves higher-level cognitive and
functional capabilities. By focusing on these outcomes, our study
substantiates the effectiveness of antipsychotic medications in not
only reducing symptoms but also improving the functional abilities
required for legal competency.

The main purpose of our research was to examine the effective-
ness of antipsychotic medication on the real-world functional out-
comes of competency restoration. Traditional measures of
antipsychotic efficacy primarily focus on the reduction of positive
psychotic symptoms such as hallucinations and delusions. While
these are crucial for acute symptom management, they do not
necessarily translate into the practical abilities required for a defen-
dant to be deemed competent to stand trial. CST requires more
than symptom reduction; it necessitates higher-level cognitive and
functional abilities to understand court proceedings, communicate
effectively with legal counsel, and participate meaningfully in one’s
defense.19,21 This study examines over 3,000 individuals in Cali-
fornia’s state hospital system who were deemed incompetent to
stand trial (IST) to determine if antipsychotic medications are not
just effective in symptom relief but also have utility in restoring
complex functional capabilities.

Methods

This research was approved by the State of California Committee
for the Protection of Human Subjects and the University of Cali-
fornia, Davis School of Medicine Institutional Review Board (IRB).
The IRB granted a waiver of informed consent.

The study was conducted at the Department of State Hospital
(DSH) hospitals using data collected from the records of indi-
viduals found IST and committed to DSH for restoration. Of the
five existing hospitals in the DSH system, only four provide
competency restoration treatment. In these four DSH hospitals,
over 85% of the beds are dedicated to patients under forensic
commitments, comprised primarily of patients found incompe-
tent to stand trial (IST), Not Guilty by Reason of Insanity
(NGRI), and Offenders with Mental Disorders (OMD; a Califor-
nia statute that civilly commits offenders as dangerous after a
determinate sentence), with a small number of other commit-
ment types. Although DSH also funds numerous jail-based com-
petence restoration programs in CA, only hospital admissions
were examined in this study.

The records of patients found IST and admitted for restoration
to competence between the dates of February 1, 2018 through
January 31, 2019 were included in the study. At the time of data
collection, California statute required that, with few exceptions,
defendants found IST for a felony be committed to a locked facility
for restoration to competence. Only offenders found IST for mis-
demeanors and a limited number of non-violent felonies were by
statute eligible for community restoration. Themaximum length of
commitment for restoration of offenders with felony charges was
3 years at the time the majority of this study was conducted. On
January 1, 2019, the maximum length of commitment was reduced
to 2 years.
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Procedure

All patients were admitted directly from referring county jails.
When committed to DSH, courts are required to submit documen-
tation for each individual, which includes documentation of the
committing offense and the arrest report associated with the com-
mitting offense, the report(s) written by the forensic evaluator(s),
the criminal arrest history, any jail medical records available at the
time of commitment, and various court documents associated
with the commitment (primarily minute orders). A document
capturing all relevant information was developed and coders were
trained in extracting necessary information for the records. All
coders were required to evidence consistency in coding data
during this training.

For discharge data, the electronic data systems maintained by
DSH were accessed to obtain discharge date, discharge commit-
ment type (primarily restored to competence vs no substantial
likelihood of restoration [NSL]), and discharge diagnoses. When
restoration status seemed implausible based on the length of hos-
pitalization, the associated court report for that admission was
accessed to confirm the evaluator’s opinion. All four hospitals
provided access to court reports to confirm discharge recommen-
dations; all reports were examined when the length of hospitaliza-
tion was one year or longer. When inconsistencies were found, the
electronic system indicated restoration whereas the report recom-
mended that the individual be returned to court as NSL. In no case
did the electronic data system indicate NSL and the report recom-
mended restoration. Note that the outcome measure in this study
was the restoration opinion contained in the report. The judicial
decision regarding this opinion was not obtained.

For diagnosis, we accessed the electronic data management
system that tracks treatment team diagnosis. For this study, we
opted to use discharge diagnosis, as admission diagnosis is often
unreliable due to the treatment team’s unfamiliarity with patients
on admission. Moreover, because the electronic data management
system tracks treatment team diagnosis, which may not align with
the diagnosis contained in the court report, we opted to only access
the electronic system.

To determine the types of medications used for restoration, we
accessed the electronic data system documentingmedications. This
system maintains records of all medications prescribed during the
individual’s hospitalization. Because of the complexity of prescrib-
ing practices in long-term care facilities and the types of individuals
found not competent to stand trial (typically diagnosed with either
a psychotic disorder or a cognitive disorder), we examined the data
to document the use of two classes of medications: antipsychotics
(either typical or atypical) and mood stabilizers. Dosage was not
recorded for these analyses. Each individual was reported as either
prescribed an antipsychotic (yes/no) or a mood stabilizer (yes/no).
Each patient was categorized as discharged on neither an antipsy-
chotic nor a mood stabilizer, only an antipsychotic, only a mood
stabilizer, or on both an antipsychotic and a mood stabilizer.

Participants

There were a total of 3166 unduplicated IST admissions during the
specified time period. Twenty-two individuals were recommitted
during the year this study was conducted, only one of whom was
committed as IST for a new offense. The remainder were recom-
mitted for the same offense after their initial restoration. For these
22 individuals, only their first admission was retained in the
dataset.

As can be seen in Table 1, women comprised 17.6% of the
admissions (n = 556), with the remainder (n = 2610, 82.4%)
described asmale. Approximately one-third of the admissions were
White (n = 1046, 33.1%), with slightly less than one-third Hispanic
(n=994, 31.4%). The remainder were either Black (n=896, 28.3%)
or of another ethnic background, including American Indian and
Asian (n = 226, 7.1%). The age of the patients on admission ranged
from 18 to 92, with an average age of 38.6 (std = 12.6). Themajority
of patients had documentation of at least one prior inpatient
psychiatric admission as an adult (n = 1756, 56.5%), although
many records did not indicate any prior psychiatric history, either
inpatient or outpatient (n = 802, 25.8%). The remainder had
documentation that reflected a history of mental health treatment
only as a juvenile, as an outpatient, or receiving psychiatric medica-
tions from a non-mental health provider (n = 551, 17.7%). Most
admissions were English speaking (n = 2956, 94.7%), although
127 were documented as speaking Spanish as their primary language
(4.1%). A very small percentage had records that reflected speaking
another language (n=36, 1.2%).Only themost serious felonyoffense
for which the person was found IST was recorded as the commit-
ment offense. The most common commitment offense was assault/
battery (n= 1157, 37.1%), followed by theft (n = 404, 12.9%), robbery
(n = 254, 8.1%), criminal threats (n = 253, 8.1%), miscellaneous
charges (typically vandalism, n = 172, 5.5%), obstruction of justice
(171, 5.5), homicide offenses (164, 5.3), arson (n=147,4.7%), failure
to register as a sex offender (n = 52, 1.7%), and other (kidnapping,
white collar crimes, major driving offenses, escape, (n = 75, 2.4%)).

Table 1. Demographic and clinical characteristics of the sample

n (%)

Gender

Female 556 (17.6)

Male 2610 (82.4)

Race

African-American 896 (28.3)

Caucasian 1046 (33.1)

Hispanic 994 (31.4)

Other Non-white 226 (7.1)

Prior psychiatric treatment

Inpatient (as an adult) 1756 (56.5)

None 802 (25.8)

Only juvenile/outpatient/nonpsychiatric provider 551 (17.7)

Commitment offense

Assault/battery 1157 (37.1)

Theft 404 (12.9)

Robbery 254 (8.1)

Criminal threats 253 (8.1)

Miscellaneous 172 (5.5)

Obstruction of justice 171 (5.5)

Homicide offenses 164 (5.3)

Arson 147 (4.7)

Failure to register (sex offense) 52 (1.7)

Other 75 (2.4)
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Data analysis

Data were analyzed using SPSS version 29. Statistical analyses
included frequency distributions and descriptive statistics to pro-
vide information regarding basic demographics. Chi-square and
mean differences analyses were conducted to assess differences in
categorical and continuous variables respectively.

Results

Of the 3166 individuals admitted during the specified time period,
2733 (86.5%) were discharged as restored to competence and
392 (12.5%) were discharged as NSL. The remaining 41 were not
discharged and were either returned to court as competent but
remained in the hospital to maintain competence (n = 18, 0.6%) or
remained in the hospital under a different commitment (for exam-
ple, found NGRI and hospitalization continued under that com-
mitment, n = 23, 0.7%).

Our primary hypothesis was that antipsychotic medication was
critical and effective in restoring patients found not competent to
stand trial. As can be seen from Table 2, fully 98.8% of individuals
admitted as IST were discharged on an antipsychotic, with the
majority discharged on an antipsychotic alone (70.9%) and an
additional 27.9% on both an antipsychotic and a mood stabilizer.
This table also demonstrates that almost 90% of individuals dis-
charged on only an antipsychotic were believed to be restored to
competence, in comparison to patients discharged on a combina-
tion of an antipsychotic and a mood stabilizer, where only slightly
more than 80% of these individuals were believed restored. When
patients were discharged on neither an antipsychotic nor a mood
stabilizer, close to 95% were restored to competence. The two
patients returned to court as NSL and on neither of the targeted
medications had a primary diagnosis of a neurocognitive disorder.
All patients discharged on only a mood stabilizer were restored to
competence (X2(3) = 38.5, p < .001). This table clearly shows that
individuals for whom an antipsychotic was not sufficient were less
likely to be restored than any other group.

Since psychiatric medications may not be the treatment of
choice for certain disorders (for example neurocognitive disorders
are unlikely to respond to antipsychoticmedications), we examined
the discharge diagnoses associated with medications and restora-
tion status. Tables 3–5 clarify the relationship between diagnosis,
medications, and discharge status. As can be seen from Table 3, the
plurality of patients received a diagnosis of schizophrenia; the
second largest diagnostic category was unspecified schizophrenia
spectrum and other psychotic disorders, followed by schizoaffec-
tive disorder. Combined with delusional disorder, these four

diagnostic categories, whose primary symptoms are psychotic in
nature, comprised over 75% of the total sample. Notably, three
diagnoses evidenced restoration rates of less than 90%: schizophre-
nia, schizoaffective disorder, and neurocognitive disorders. Not
surprisingly, neurocognitive disorders had substantially lower res-
toration rates than any other diagnosis (less than 40%were restored
to competence) although they comprised a very small percentage of
the total sample.

Table 4 provides restoration rates and the percentage of the total
sample who were returned to court prescribed only an antipsy-
chotic. Not surprisingly, two diagnostic categories evidenced a
lower percentage of patients returned to court—as either restored
or NSL—on only an antipsychotic. Less than 50% of individuals
with a diagnosis of schizoaffective disorder were returned to court
only prescribed an antipsychotic; slightly more than 60% of indi-
viduals with a diagnosis of bipolar disorder were discharged pre-
scribed only an antipsychotic.

Table 5 documents the diagnostic comparisons for restoration
rates in individuals who required the addition of a mood stabilizer
to their medication regimen. As can be seen in this table, substan-
tially more people who required adjunctive medication were
unlikely to be restored for most diagnoses with two notable excep-
tions: bipolar disorder and neurocognitive disorders. Individuals
with these diagnoses evidenced a similar restoration rate with or
without the addition of a mood stabilizer (96.8 and 96.1 for bipolar
disorder and 38.5 and 37.5 for neurocognitive disorders).

Table 6 provides the length of stay by discharge diagnosis for
patients whowere returned to court as restored to competence. Not
surprisingly, individuals diagnosed with neurocognitive disorders
required the longest hospitalization (average of almost 6 months),
followed by individuals diagnosed with schizophrenia (slightly less
than 5 months). Patients diagnosed with schizoaffective disorder

Table 3. Restoration to competence by discharge diagnoses

Discharge
diagnosis

Total sample with
discharge
diagnosis,

outcome, and
medication

Percent
discharged

as restored to
competence

Percent
discharged

as no
substantial
likelihood

N (%) N (%) N (%)

Schizophrenia 1169 (38.0) 987 (84.4) 182 (15.6)

Schizoaffective
disorder

483 (15.7) 420 (87.0) 63 (13.0)

Bipolar disorder 261 (8.5) 252 (96.6) 9 (3.4)

Unspecified
schizophrenia
spectrum and
other psychotic
disorders

703 (22.8) 655 (93.2) 48 (6.8)

Neurocognitive
disorders

73 (2.4) 29 (39.7) 44 (60.3)

Delusional
disorder

32 (1.0) 30 (93.8) 2 (6.3)

Other mental
health
disorders

132 (4.3) 120 (90.9) 12 (9.1)

No major mental
health disorder

226 (7.3) 220 (97.3) 6 (2.7)

Total 3079 2713 (88.1) 366 (11.9)

Table 2. Restoration status by discharge medication

Neither
antipsychotic
nor mood
stabilizer

Only
antipsychotic

Antipsychotic
plus mood
stabilizer

Only
mood

stabilizer

N (%) N (%) N (%)

Restored 34 (94.4) 1984 (89.6) 711 (81.6) 4 (100)

Returned
as no
substantial
likelihood

2a (5.6) 230 (10.4) 160 (18.4) 0 (0)

Total 36 (1.1) 2214 (70.9) 871 (27.9) 4 (0.1)

aDC diagnosis of a neurocognitive disorder
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also differed from all other diagnostic categories with a discharge
length of stay of slightly more than 4 months. All other diagnostic
categories evidenced lengths of stay of approximately 3.5months or
less. The shortest lengths of stay were found in individuals with
either no major mental health disorder (i.e., personality disorders
and substance use disorders) or nonpsychotic mental health dis-
orders (e.g., anxiety disorders). Interestingly, individuals with a
diagnosis of a delusional disorder evidenced a relatively brief length
of stay of approximately 3 months.

Figure 1 depicts the restoration discharge length of stay by
diagnosis for individuals restored on an antipsychotic alone com-
pared to those requiring the addition of amood stabilizer. As can be
seen from this graphic, individuals requiring the addition of a
mood stabilizer evidenced longer discharge lengths of stay in
general (F(7,2659) = 2.012, p = .05). However, for three diagnostic
categories (unspecified schizophrenia spectrum and other psy-
chotic disorders, neurocognitive disorders, and no major mental
health disorders) the differences were not statistically significant.

Discussion

Our data provide compelling evidence that antipsychotic medica-
tions are critical in restoring competency to proceed with criminal
charges. Our primary question was, “Do antipsychotic medications
work?,” with an operational definition of “work” entirely different
than most research on these medications. We were not attempting
to understand if antipsychotic medication reduced psychotic
symptoms. As noted previously, there is ample evidence that in
the majority of individuals diagnosed with a psychotic disorder,
both first-generation (typical) and second-generation (atypical)
antipsychotic medications reduce the positive symptoms of psy-
chosis.2–8 Moreover, there is some research that suggests that
certain atypical medications reduce cognitive or negative symp-
toms observed in some psychotic disorders.4–5 But is that definition
of “work” enough? A recent New York Times opinion essay24

argued that merely decreasing or eliminating symptoms was an
inadequate definition of work. The author noted that while approx-
imately 60% of individuals with a psychotic disorder experience
symptom remission or reduction, some studies describe worsening
outcomes with long-term maintenance of these medications,

Table 5. Restoration to competence by discharge diagnosis – discharged on
antipsychotic and mood stabilizer

Discharge
diagnosis

Percent of sample
discharged on both
antipsychotic and
mood stabilizer

Percent
discharged
as restored

to
competence

Percent
discharged

as No
Substantial
Likelihood

N (%of total sample) N (%) N (%)

Schizophrenia 286 (24.5) 218 (76.2) 68 (23.8)

Schizoaffective
disorder

241 (50.2) 199 (82.6) 42 (17.4)

Bipolar disorder 102 (39.2) 98 (96.1) 4 (3.9)

Unspecified
schizophrenia
spectrum and
other
psychotic
disorders

135 (19.3) 120 (88.9) 15 (11.1)

Neurocognitive
disorders

16 (23.5) 6 (37.5) 10 (62.5)

Delusional
disorder

5 (16.1) 4 (80.0) 1 (20.0)

Other mental
health
disorders

31 (25.0) 27 (87.1) 4 (12.9)

No major mental
health
disorder

32 (15.1) 30 (93.8) 2 (6.2)

Total 848 (27.9) 702 (82.8) 146 (17.2)

Table 4. Restoration to competence by discharge diagnosis—discharged only
on an antipsychotic

Discharge
diagnosis

Percent of
sample

discharged on
antipsychotic

alone

Percent
discharged as
restored to
competence

Percent
discharged

as no
substantial
likelihood

N (% of total
sample) N (%) N (%)

Schizophrenia 880 (75.5) 766 (87.0) 114 (13.0)

Schizoaffective
disorder

239 (49.8) 218 (91.2) 21 (8.8)

Bipolar disorder 158 (60.8) 153 (96.8) 5 (3.2)

Unspecified
schizophrenia
spectrum and
other psychotic
disorders

563 (80.7) 530 (94.1) 33 (5.9)

Neurocognitive
disorders

52 (76.5) 20 (38.5) 32 (61.5)

Delusional
disorder

26 (83.9) 25 (96.2) 1 (3.8)

Other mental
health disorders

93 (75.0) 85 (91.4) 8 (8.6)

No major mental
health disorder

180 (84.9) 176 (97.8) 4 (2.2)

Total 2191 (72.1) 1973 (90.1) 218 (9.9)

Table 6. Days in hospital by diagnosis—discharged restored

Discharge diagnosis
Days in
hospital

Mean (Std)

Schizophreniab 145.0 (121.0)

Schizoaffective disorderc 130.5 (103.7)

Bipolar disorderd 107.0 (86.1)

Unspecified schizophrenia spectrum and other psychotic
disorderd

107.5 (94.2)

Neurocognitive disordersa 179.7 (109.4)

Delusional disorderd 97.4 (67.1)

Other mental health disordersd 78.4 (62.0)

No major mental health disorder 77.4 (74.9)

aNeurocognitive disorders longer than all others
bSchizophrenia different than all others
cSchizoaffective different than all others
dAll statistically same
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noting “profound side effects” associated with these medications.
The author argued that because of these negative outcomes, anti-
psychotic medications should not be a mandatory component of
treatment and that alternative interventions should be explored.
Admittedly, despite their efficacy in managing the positive symp-
toms of schizophrenia, medications such as chlorpromazine
(known as first generation or typical antipsychotics) are associated
with adverse events such as extrapyramidal symptoms (EPS) like
tardive dyskinesia.25 The introduction of clozapine in the 1970s
marked the beginning of the second-generation antipsychotics,
also known as atypical antipsychotics. These medications aimed
to balance efficacy and adverse reactions, although they introduced
other challenges such as metabolic side effects, including weight
gain and diabetes.26 Recent advancements in antipsychotic therapy
have focused on optimizing efficacy, minimizing side effects, and
improving patient adherence. LAIs have been developed to enhance
treatment adherence by providing sustained drug release, reducing
the need for daily medication.27 These formulations have demon-
strated efficacy in preventing relapse and improving outcomes in
schizophrenia.28 Even more recently, in September 2024 the FDA
approved an antipsychotic medication that employs a novel mech-
anismof action for reducingpsychotic symptoms,whichmay further
reduce negative side effects.29 This reduction in side effects may
increase adherence and improve long-term outcomes.

Our study’s findings underscore the pivotal role of antipsychotic
medications in restoring functional capacity via the restoration of
CST among individuals diagnosed with severe mental illness, par-
ticularly psychotic disorders. The efficacy of antipsychotics in
reducing symptoms of psychosis is well-established, yet our
research highlights their critical role in restoring the functional
capabilities necessary for CST. Among the 3,166 individuals admit-
ted as IST, 86.5% were successfully restored to competency, with
98.8% of these individuals discharged on an antipsychotic regimen,
highlighting the crucial role these medications play in not only
symptom reduction but also in functional restoration.

One of the key findings of our study is the differential outcomes
observed among individuals prescribed a combination of antipsy-
chotics and mood stabilizers versus those on antipsychotic mono-
therapy. Patients requiring the addition of mood stabilizers
demonstrated longer lengths of stay and higher rates of being

deemed as having no substantial likelihood of restoration to com-
petency, indicating a more complex and treatment-resistant illness.
This finding is consistent with an international study30 in 2020
which demonstrates that patients with schizophrenia who received
adjunctive treatment with mood stabilizers are more severely ill and
less responsive tomonotherapy treatments. In our study specifically,
while 89.6% of individuals discharged on antipsychotic monother-
apy were restored to competency, this rate decreased to 81.6% for
those on both an antipsychotic and a mood stabilizer. These
findings suggest that the presence of mood instability or comor-
bid conditions, such as schizoaffective or bipolar disorder, con-
tributes to the complexity of psychotic illness, necessitating more
intensive and prolonged treatment efforts.

Our study also sheds light on the treatability of delusional
disorder with antipsychotic medications, a disorder traditionally
viewed as more resistant to treatment than other psychotic disor-
ders. Notably, our data indicate that individuals diagnosed with the
delusional disorder who were treated with antipsychotics had a
restoration rate of 93.8% and a relatively brief length of stay of
approximately 3 months, compared to an average of 5 months for
patients with schizophrenia. A critical aspect of this more rapid
response to medication may lie in the symptom profile of these two
diagnostic categories. The literature documents a wide range of
symptoms associated with a schizophrenic process, which can
include the previously described positive symptoms as well as
negative symptoms, including various deficits in cognitive func-
tioning. In contrast, most literature describing symptoms associ-
ated with delusional disorder documents that cognitive function
remains intact regardless of medication intervention.31–33 This
diagnostic difference in symptom profiles may lead to amore rapid
restoration rate. Regardless, our data supports emerging litera-
ture34–36 that suggests delusional disorder can indeed be effectively
managed with antipsychotic medication, leading to significant
functional improvement and restoration of competency.

A key strength of our study is its large sample size of 3,166
individuals, which enhances the generalizability of our findings
across diverse treatment settings. Additionally, our focus on func-
tional outcomes provides a more comprehensive understanding of
the effectiveness of antipsychotic medications beyond mere symp-
tom reduction.
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However, our study is not without limitations. The reliance on
discharge diagnoses may introduce variability in diagnostic accuracy,
and the absence of dosage data limits our ability to assess the impact of
specific medication regimens. Future research should explore the role
of dosage and thepotential benefits of combiningpharmacological and
non-pharmacological interventions to optimize functional outcomes.

Conclusions

The use of antipsychotic medication has been validated by exten-
sive clinical research demonstrating its efficacy in managing symp-
toms of several mental disorders such as schizophrenia and bipolar
disorder. Antipsychotics reduce delusions, hallucinations, and
other psychotic features, allowing patients to function more effec-
tively in daily life. While critics may argue that compulsory mental
health care overemphasizes medication, it is crucial to note that
antipsychotics, when appropriately administered and managed,
can significantly improve patients’ quality of life, prevent relapse,
and support long-term recovery and stability.

In conclusion, our study affirms the vital role of antipsychotic
medications in restoring competency among individuals with severe
mental illness, particularly those with psychotic disorders. The effec-
tiveness of antipsychotic medications, including in the treatment of
delusional disorder and comorbid mood symptoms, provides a
hopeful outlook for restoring functionality and increasing indepen-
dence in a vulnerable patient population. While the introduction of
antipsychotic medication catalyzed the deinstitutionalization move-
ment and was heralded as a shift toward greater societal integration
for individuals with mental illness, the current state of individuals
with severe mental illness and criminal legal system involvement
reflects a significant divergence from that vision. Rather than being
fully realized as an evidence-based treatment mechanism for facili-
tating meaningful community reintegration, medications are often
used primarily to stabilize individuals for participation in the crim-
inal legal system. This highlights an unfortunate systemic shortfall in
achieving the intended promise of community-based care.
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