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Abstract

This paper documents a failure point in Maine's system of court-ordered psychiatric treatment
that has received little attention: what happens when a criminal justice mandate, rather than a
civil commitment, is the mechanism that finally delivers a person with serious mental illness
(SMI) and anosognosia into stable, sustained care. When that mandate expires, nothing in
Maine law automatically converts it into a civil one. The statutory path that exists, the
Progressive Treatment Program (PTP, Me. Rev. Stat. tit. 34-B, §3873-A), requires a family
without institutional standing to first obtain guardianship, which in turn requires a medical
practitioner's evaluation under Me. Rev. Stat. tit. 18-C, §5-306 (Maine Probate Court form
PP-505). When the treating clinician with the fullest evidentiary picture declines to provide that
evaluation, the family is not legally barred from finding another qualified evaluator, but Maine's
documented shortage of psychiatric workforce and ACT capacity, confirmed by the
Department of Health and Human Services' own 2022 stakeholder review of the PTP, makes
that alternative largely theoretical in practice. This paper situates one family's ongoing case
within a documented decade of comparable Maine failures, including the case that produced
the PTP statute itself, and examines the disability-rights framework that governs how the state's
system treats patients who cannot recognize their own illness. It closes by placing Maine's
pattern alongside a currently unfolding case in Massachusetts, showing that the underlying
failure, a psychiatric emergency met with the pace of routine care, is not confined to any single
statute or state. This paper proposes reforms grounded in the Department's own stakeholder
findings.

Introduction

Two previous papers in this series (McCarthy, 2026a, 2026b) established two things: that
Assisted Outpatient Treatment (AOT) and Assertive Community Treatment (ACT) work when
applied to individuals with schizoaffective disorder and anosognosia, and that Maine's
Progressive Treatment Program (PTP), the state's forward-looking statutory mechanism for



court-ordered community treatment, is rarely used because of a misapplied legal standard, an
ACT-capacity bottleneck, and a petitioner-standing rule that excludes families. This paper
examines what happens after those first two problems are, for one family, temporarily solved,
when a person is finally stabilized, and the vehicle that got him there is about to disappear.

The Case: A Family's Journey, Revisited

For thirty-three years, our son had no contact with the criminal justice system at all. He had a
job, a family, a home, an ordinary life. What happened next is recounted in full in our first
paper in this series (McCarthy, 2026a): diagnosed with schizoaffective disorder, accompanied
by anosognosia, he lost his partner, his two young children, his job, his car, and his home within
four months of his break from reality, which began on December 24, 2020. What started as
subtle changes, muttering under his breath, isolating, rehashing family stories with a slight
bent, progressed to paranoia, delusions, and hallucinations severe enough that he became
convinced people around him were demonic and plotting against him.

Anosognosia, not defiance, drove what followed. For roughly three years he cycled in and out
of jail, acting again and again on the same delusional beliefs, alongside three failed blue-paper
emergency commitments and two voluntary commitments, each followed by release back into
homelessness and renewed deterioration within weeks. For seven of those months, during the
height of the COVID pandemic, no stable housing could be found at all, and our family
resorted to securing hotel rooms night after night just to keep him off the street. We called
Adult Protective Services repeatedly and were offered no assistance. The same pattern, a
family exhausting every available lever with no legal standing to compel anyone to help, runs
through the Bruce, Butterfield, and McIntosh cases described below later in this paper.

That cycle finally produced two criminal terrorizing charges in the third year, both arising
directly from delusional belief rather than any history of violence or criminality before his illness:
one involving a threat communicated by video to an individual he believed was part of the
conspiracy against him, the other a threatening voicemail left for someone else drawn into the
same delusional framework. He was found guilty of both. It was these criminal cases, not the
preceding years of hospitalizations, blue papers, and unanswered pleas to Adult Protective
Services, that finally produced sustained treatment. He was committed to Riverview Psychiatric
Center for five months, then placed on probation with conditions requiring medication
compliance and thrice-weekly engagement with an ACT team, a coordinated program that also
included counseling, peer support, and case management. Within six months, the change was
significant: clinical stabilization in many ways but still having fixed delusions and paranoia, no
further legal incidents, and the recovery of basic life skills, grocery ordering, cooking, and
managing his own finances that psychosis had taken from him.



It is now nearly six years since that break from reality, and the progress achieved through
probation is approaching its expiration date. He remains medication-compliant but still suffers
psychosis. He remains engaged with his ACT team three times a week. He is, by every
functional measure his family and his treatment team can observe, more stable than at any
point since his diagnosis. Yet the structure producing that stability is his probation term, not a
civil order, and probation ends in December. Nothing in Maine law automatically converts a
criminal justice mandate into a civil one. Structured treatment will not continue because it

worked. It will end because the court's authority over him does.

That is what makes the timing so hard to accept: in every sense but the legal one, we already
are his guardians. We own the home he lives in. We pay his bills, aside from his phone,
internet, and groceries. We handle all maintenance on the property. When he has a need, he
calls us, and we meet it. What formal guardianship would add is not a change in what our
family already does for him day to day. It is the legal standing that would let a court hear the
case for extending the structure currently keeping him stable, once probation no longer can.
The gap this paper describes has nothing to do with our family's willingness, capacity, or track
record. It has everything to do with the legal recognition that would let us act on his behalf
once the one thing currently doing that work, his probation term, expires.

A Documented Pattern: Ten Years of Maine Cases

This is not the first time this specific chain of failures (family unaware of or shut out from the civil
remedy, structure arriving only through the criminal justice system or not at all) has been
documented in Maine. The pattern predates our family's case by nearly two decades and has

continued through the most recent decade of PTP's operation.

The law itself exists because of one such case. In 2006, William Bruce, diagnosed with paranoid
schizophrenia, was released from Riverview Psychiatric Center over his parents' objections. His
father, Joe Bruce, had begun trying to pursue guardianship in the weeks before the release,
believing a state-certified assessment of his son's incapacity would not be hard to obtain. Two
months after discharge, William killed his mother, Amy, with a hatchet. Joe Bruce's advocacy
after her death led directly to the 2010 law creating Maine's Progressive Treatment Program
(Bangor Daily News, 2010; CBS News, 2015; Psychiatric Times, 2008).

The most direct modern parallel to our situation is the case of Justin Butterfield, diagnosed
with schizophrenia, who killed his brother Gabriel Damour in Poland, Maine on Thanksgiving
Day 2022. Butterfield's family and former partner spent four years trying to secure him effective
treatment; his former partner, Yaicha Provencher, told Maine Public she was never told PTP was
an option and “only discovered [it] was an option after Butterfield allegedly killed his brother”
(Maine Public, 2023). Jeanne Gore, coordinator of the National Shattering Silence Coalition,

the organization publishing this series, described the same structural gap identified in this



paper: PTP is “extremely underutilized, with very few mental health professionals or family
members even knowing it exists,” reaching in practice only “a handful of folks who have been
savvy enough to orchestrate getting their loved ones enrolled through a psychiatrist, ACT
Team, or hospital” (Sun Journal, 2023). “Savvy enough to orchestrate” cooperation from a
clinician is, in different words, the exact bottleneck this paper documents. Butterfield was found
not criminally responsible in 2024 and remains in state custody (WGME, 2024, 2026).

Maine's own appellate record shows the cliff effect operating at the level of legal process itself,
not only at the level of individual families. In In re Steven L., 2014 ME 1, a patient's appeal of a
PTP order was dismissed as moot because his commitment and PTP term expired before the
appeal could be heard; the same patient's later PTP extension was affirmed by the Law Court
in In re Steven L., 2017 ME 5. In both instances, the structure of PTP's time-limited orders
outran the pace of judicial review, the same mismatch between a fixed legal clock and a
person's ongoing clinical need that this paper describes with respect to the end of probation.
Separately, in In re Guardianship of McIntosh, 2015 ME 95, the Department of Health and
Human Services itself became public guardian for a woman with chronic paranoid
schizophrenia after the probate court found no suitable private person available to serve, an
illustration of what the system defaults to when, as in Maine generally, no family member holds
standing or is able to secure one.

The pattern has continued into the most recent year of this series. A Portland Press Herald
opinion piece published in October 2025 argued that Maine's shortage of psychiatrists and
neurologists leaves families “told to ‘hang on’ while their loved ones deteriorate,” with
structured treatment arriving, if at all, only after emergency rooms or jail cells (Press Herald,
2025). Nothing in that account is specific to our family. It describes the same system, observed
from a different household, in the same year this paper was written.

The starkest documented instance of this pattern in the past decade is not a PTP case at all,
and its distance from PTP is itself instructive. On October 25, 2023, Army reservist Robert Card
killed 18 people and wounded 13 others at a bowling alley and a bar in Lewiston, the deadliest
mass shooting in Maine's history. The state's own Independent Commission to Investigate the
Facts of the Tragedy in Lewiston found that Card's family had reported his deteriorating mental
health and access to 10 to 15 firearms to the Sagadahoc County Sheriff's Office as early as May
2023, that his sister made repeated attempts to alert his Army chain of command and left five
unanswered voicemails, and that by September 2023 the Sheriff's Office had probable cause to
take Card into protective custody under Maine's Yellow Flag law but did not act on it
(Independent Commission, 2024; CBS News, 2024; CNN, 2024). The mechanism that failed
Card's family was not PTP or guardianship; it was a different statute, Maine's extreme risk
protection law, and a different set of institutional actors, the Army and county law enforcement.

But the underlying failure is the same one this paper documents: a family that recognized the



danger, reported it repeatedly, through the correct channels, and had no legal mechanism
strong enough to compel the intervention that existing law technically allowed. The Treatment
Advocacy Center maintains an ongoing public record of comparable cases nationwide,
cataloged under what it calls preventable tragedies, precisely because this pattern recurs

(Treatment Advocacy Center, n.d.).

The Fight Over Autonomy: A History and a Documented Cost

The clinical point at the center of this paper deserves to be stated without hedging.
Anosognosia is not a personality trait or a stance a person takes toward their diagnosis.
McCarthy (2026b) documents it for what it is: a neurological deficit in the brain's capacity for
self-monitoring. A legal and ethical framework built on the presumption of informed choice,
the framework Disability Rights Maine invokes when it defends a patient's “right to poor
decisions,” does not describe our son's situation. It describes a person who understands he is
ill and weighs the risks of declining treatment anyway. Applying that framework without
differentiation to someone whose illness has removed his capacity to recognize he is ill at all
amounts to defending his disease rather than his autonomy, on his behalf, by people who will

not bear the consequences of being wrong.

This is not a new disagreement, and Disability Rights Maine's position in it is a matter of public
record, not our family's characterization. DRM's own published guide to Maine's involuntary
hospitalization and PTP laws is framed principally around a patient's right to contest
court-ordered treatment and directs readers to contact DRM for help challenging PTP orders
(Disability Rights Maine, 2023). In the Department's 2022 stakeholder review of PTP, DRM's
representative recorded disagreement with four of the nine reform strategies under
consideration, including a mechanism to maintain treatment continuity during hospitalization,
while every family-member and legal-guardian representative on the same panel supported
every strategy put to a vote (Maine DHHS, 2022, Appendix B). When advocates pushed to
expand PTP after Gabriel Damour's murder in 2022, the Consumer Council System of Maine,
the Intentional Peer Support Advisory Council, and the Maine Association of Peer Support and
Recovery Centers issued a joint statement describing PTP itself as “forced outpatient
commitment” (Press Herald, 2022).

Families who have lived the consequences of that position have said so publicly and in similarly
firm terms. Writing in response to that same joint statement, Jeanne Gore of the National
Shattering Silence Coalition, together with Yaicha Provencher and Joe Pickering Jr., stated
plainly that Maine's administration “has been taking the advice of Disability Rights Maine and
the Peer Council, both of whom have been feeding them misinformation,” and that those
voices “have been heard over the voices of Maine family members, medical professionals, and
law enforcement who are all resoundingly in favor of PTP” (Sun Journal, 2023). That statement

carries weight precisely because of who made it: the coordinator of the organization publishing



this paper, naming on the record the same institutional dynamic our own family has now
encountered directly, a provider's invocation of autonomy rights standing between a stabilized
patient and the only legal mechanism that could keep him stable.

None of this requires treating Disability Rights Maine as acting in bad faith, and this paper does
not. Its statutory mission, protecting people with psychiatric disabilities from abuse and
unnecessary coercion, is real and, applied to patients who retain the capacity for informed
refusal, legitimate. The cost documented here, in our own case and in the Bruce, Butterfield,
and Lewiston cases above, is what happens when that mission is applied without asking
whether the patient in front of the advocate is capable of the choice the mission presumes.
Disability rights advocacy that cannot distinguish an informed refusal from a neurological deficit
ends up protecting a symptom rather than a person, and someone else, usually a family

member with no legal standing to stop it, absorbs what happens next.

A Medical Emergency the System Still Won't Treat as One

Step back from the mechanics of any single statute and a pattern emerges that this paper's
earlier sections have each touched but not named directly: Maine's system does not fail
families once. It fails them repeatedly, at every point where a different actor could have
intervened, and it does so for compounding reasons rather than one, laws written in language
families need an attorney to parse, decades of institutional habit around what “help” is
supposed to look like, and a disability-rights framework, detailed above in “The Fight Over
Autonomy,” that was not built with severe psychosis, anosognosia, or fixed delusional thinking
in mind. A family living this does not experience these as three separate problems. They

experience one long refusal, from a different office each time.

What happens in the space that refusal creates is not neutral. A person with untreated
psychosis and anosognosia does not wait quietly for the system to sort itself out. He continues
to live in his community, at his job if he still has one, in his parents' home or his own, on the
street, acting on beliefs that are, to him, simply true. Bruce's son was free in his community for
the weeks between his release and his mother's death. Butterfield was free in his community for
the years his family spent trying, and failing, to get him into PTP. Robert Card was free in his
community for the months between his family's first warning and the night he walked into a
bowling alley with a rifle. Our own son cycled through his community, undiagnosed and
untreated, for three years before any legal system responded. In every one of these cases, the
community did not fail to notice. Family and community members called, reported, and
pleaded with the offices that were supposed to help. What was missing each time was a mental
health system prepared to treat the warning as the psychiatric emergency it was. Law
enforcement became the default first responder, arriving only after harm was already underway,
not because police were the right responders, but because they were the only ones legally

equipped to respond at all. A person in psychiatric crisis was picked up by police when he



should have been picked up by clinicians long before a crime, or a death, made that pickup

possible.

This is not only a Maine problem, and saying so plainly matters, because the temptation is to
treat every failure documented in this paper as a defect specific to Maine's Progressive
Treatment Program. A case working its way through a Massachusetts courtroom as this paper is
being written shows the same underlying failure operating through an entirely different legal
mechanism. Lindsay Clancy, a former labor and delivery nurse from Duxbury, is on trial on three
counts of murder in the January 2023 deaths of her children, five-year-old Cora, three-year-old
Dawson, and eight-month-old Callan. She has pleaded not guilty, and her defense argues she
lacked criminal responsibility because she was in acute postpartum psychosis at the time (PBS
News, 2026; ABC News, 2026). Those facts remain contested and unresolved before a jury as
of this writing, and this paper draws no conclusion about her guilt. What is not contested,
because her own family has now made it the basis of two separate civil lawsuits, is that Clancy
repeatedly and voluntarily sought help in the months beforehand: she saw psychiatrists,
extended her maternity leave, enrolled in a specialized perinatal program, and was voluntarily
hospitalized, only to be discharged nineteen days before the killings (ABC7 Chicago, 2026).
Her husband's wrongful-death suit and her own malpractice claim both allege that her
providers responded to a deteriorating psychiatric emergency with what the complaints
describe as a disorganized course of shifting medications rather than the coordinated, urgent
treatment the condition required (Boston.com, 2026; NBC Boston, 2026).

Whatever a jury ultimately decides about Clancy's criminal responsibility, the pattern her case
surfaces is the same one this paper documents in Maine, from a different angle. In Maine, the
failure most often takes the form of a family locked out of a legal mechanism because no
institutional actor will petition on their behalf. In Massachusetts, on this record, the failure took
the form of a treatment system that had every opportunity, a patient asking for help, repeated
visits, a voluntary hospitalization, and still did not treat her decline as the emergency her own
providers' notes reportedly described it to be. Different mechanisms, same result: psychosis is
still, too often, met with the pace and posture of routine outpatient care rather than the
urgency of a medical emergency, right up until the moment it stops being preventable.

Maine's own recommendations, above, are aimed at the version of this failure the state's law
creates. They will not fix a treatment system that responds to psychosis too slowly even when a
patient is actively asking for help. But they are aimed at the piece of the problem this paper's
authors can see clearly and describe precisely: a family who has already done everything the
system asks of it, secured a diagnosis, built a working relationship with an ACT team, stayed
engaged for years, still cannot get a single form filled out in time to keep a court from losing
jurisdiction in December.



The Two-Step Trap: Guardianship, PP-505, and PTP Standing

Maine law offers a civil path to extend structured treatment past the end of probation: PTP
under §3873-A. Standing to petition the District Court for PTP is limited by statute to the
superintendent or chief administrative officer of a psychiatric hospital, the DHHS Commissioner,
the director of an ACT team, a medical practitioner, a law enforcement officer, or the legal
guardian of the patient (Me. Rev. Stat. tit. 34-B, §3873-A(1)). A parent, on their own, is on none
of that list. The only route available to a family in our position is to become the legal guardian
first, a route the statute itself opened in 2012, when the Legislature amended §3873-A to add
medical practitioners, law enforcement officers, and legal guardians to the original list of
institutional petitioners (P.L. 2011, c. 492, §1; Maine DHHS, 2022).

Guardianship, in turn, requires its own evidentiary step. Under Maine's Uniform Probate Code,
“in every adult guardianship matter, the respondent must be examined by a medical
practitioner who is acceptable to the court and who is qualified to evaluate the respondent's
alleged cognitive and functional abilities” (Me. Rev. Stat. tit. 18-C, §5-306(1)). The evaluator
files a report with the court, using Probate Court form PP-505, that must describe the
respondent'’s cognitive and functional abilities, diagnosis, and prognosis. Courts treat this
report as central to the case. The Law Court's 2022 decision affirming a guardianship for an
elderly patient at Maine General Medical Center rested substantially on the treating physician's
completed PP-505, and the guardianship was reversed on appeal in part because the report
had not been properly admitted into evidence at the final hearing (In re Guardianship of T,,
2022 ME 51). In practice, the report functions as the evidentiary spine of the case rather than a
formality.

The statute does not, strictly, require the report to come from the respondent's own treating
clinician; §5-306 asks only for “a medical practitioner who is acceptable to the court.” In
principle, a family whose treating provider declines could seek another licensed physician,
physician assistant, psychiatric clinical nurse specialist, nurse practitioner, or clinical
psychologist to conduct the evaluation instead. In practice, this is where the same structural
shortage documented in McCarthy (2026b) reappears. Maine's Department of Health and
Human Services, in its own 2022 stakeholder review of the PTP, found that private entities were
“reluctant or unable to initiate PTP plans” and attributed this directly to “confusion about the
process, workforce limitations, and the legal expenses involved” (Maine DHHS, 2022, p. 8). A
family seeking a second, independent evaluator faces the identical workforce shortage the
Department itself has documented, on a timeline set by a probation term ending in December,
not by the pace at which a new psychiatric evaluation can realistically be arranged.

This creates a two-step dependency in practice, if not strictly in law: guardianship depends on
securing a qualified evaluator's report; PTP standing depends on guardianship. For a family
whose relative has no ACT relationship at all, this chain is merely difficult. For our family, whose



son is enrolled in ACT and doing well precisely because of his current mandate, the chain
should be easier to complete than for almost anyone else in Maine. His treating team has
months of direct, documented, longitudinal observation of both his baseline condition and his
response to structured treatment so this should be easy. Instead, it has stalled: the clinician
best positioned to complete the report declined to do so on our family's first petition, and a
second petition is now pending before her with no response received as of this writing. The
Department's own findings suggest a replacement evaluator will not be easy to find in the

meantime.

When Stability Becomes the Argument Against Care
His ACT provider's stated reason for declining is that he “has the right to poor decisions.” She

has not disputed the clinical history: the pre-treatment deterioration, the loss of his
relationship, his children, his housing, his employment; the repeated hospitalizations; the
eventual criminal charges. What she has declined to weigh is that every stabilizing outcome in
his current life, medication adherence, ACT engagement, absence of further legal incidents,
exists because those things are currently mandatory, not because he has independently

regained the insight to choose them.

This is the same conflation described in McCarthy (2026b): autonomy, as a clinical and legal
concept, presumes the capacity to form and act on an informed preference. A person's
compliance with a court order reflects the order working, not the presence of that capacity.
Reading sustained stability under a mandate as proof that the mandate is no longer needed
inverts the actual clinical picture. It treats the intervention's success as grounds for withdrawing
the intervention, when the more defensible inference, consistent with the literature on
anosognosia and treatment nonadherence (Amador & David, 1994; NIMH, 2023), is that
removing the mandate removes the only mechanism currently producing his engagement.

His own statement confirms it directly. In a recent text message to his mother, he wrote: “l do
not need to stay with the ACT team once probation is over and | am not going to; they are a
crooked system out to get me.” That sentence confirms his family's concern rather than
competing with it. The same conspiratorial framing that once led him to believe strangers were
demonic and plotting against him, the belief pattern that produced two delusion-driven
terrorizing charges, has simply relocated onto the treatment team currently keeping him stable.
Without external structure, he has told the person who loves him most that he intends to stop
the very treatment he does not recognize as necessary, framed in language that is itself a

symptom, not a preference.

No Alternative, No Recourse

A family in this position might reasonably be told to seek a second opinion or a different

evaluator. This is where the gap between statute and system becomes concrete. Maine's



DHHS-convened PTP stakeholder group, which met four times in late 2021 and early 2022 and
included representatives of the state's psychiatric hospitals, Disability Rights Maine, the
Attorney General's Office, law enforcement, and the National Shattering Silence Coalition,
documented as consensus findings that private entities (as opposed to the two state psychiatric
hospitals) have historically initiated very few PTP applications, and that workforce limitations
and legal expense were cited reasons (Maine DHHS, 2022). That review found that of the
roughly 78 individuals on active PTP orders statewide as of January 2022, the overwhelming
majority had been petitioned into the program by the two state psychiatric hospitals;
applications originating from private providers, ACT teams, or families remained rare (Maine
DHHS, 2022, p. 5, 8). A statewide shortage documented by the Department's own stakeholder
process is the same shortage this family is up against, observed from a different angle, not a
hypothetical one.

The provider who declined our family's first petition is, as a matter of law, not the only person
in Maine who could complete this evaluation. As a matter of practice, in a system the
Department's own stakeholders describe as workforce-constrained, she is close to it, which is
why our family filed a second petition rather than searching for an alternate evaluator, and why

that second petition, still pending as of this writing, matters so much.

It would be a mistake to read this as a failure of ACT or NAMI as institutions. Our first paper in
this series documented ACT as the reason our son is stable today (McCarthy, 2026a), and
NAMI, nationally and in most state chapters, has been one of the more consistent institutional
advocates for AOT, in some states operating the very referral intake that connects families to it
(NAMI, 2026). Neither organization's stated mission points toward keeping anyone sick. The
mechanism at work in our case is narrower and, in a way, more troubling: Maine's statute
makes the treating ACT clinician personally the gatekeeper for two separate chokepoints at
once, PTP requires a willing ACT team under §3873-A(1)(D), and guardianship requires a
cooperating evaluator under §5-306. Both requirements assume the clinician assigned to a
given patient is interchangeable with any other. She is not. When that individual clinician has
personally adopted the autonomy-first framework Disability Rights Maine advocates, her
personal judgment, not ACT's model, not NAMI's policy, not any documented position of the
treatment system itself, becomes the deciding fact in whether a family can ever get in front of a
judge. A different clinician on a different day could reach a different conclusion from the same
chart. No institution designed that outcome. A statute did, by concentrating unreviewable
power in one person's individual philosophy and calling the result a clinical judgment.

Discussion: A Third Failure Mode

McCarthy (2026b) identified two mechanisms by which Maine's PTP fails the people it was
written for: the wrong legal standard applied in practice, and a petitioner-standing rule that,
until the family obtains guardianship, excludes them. This case illustrates a third: even when a

10



family clears every other obstacle, sustained engagement, a documented history, a working
ACT relationship, a defined and imminent point of legal exposure, converting that record into
legal standing still depends on locating a clinician willing to conduct an evaluation, in a system
the state's own 2022 stakeholder review found chronically short of the workforce to support
exactly this kind of application. When the clinician with the most direct knowledge of the case
declines, the family is not without any path, but the realistic alternative the statute
contemplates is thinner than the statute's text suggests. Probation ends in December whether
or not a guardianship case has been filed. What this family is not lacking is capacity,
commitment, or a track record. We already provide his housing, cover his household bills,
maintain his home, and respond to his needs directly, informally, and without a court order
requiring any of it. The single missing element is the legal standing that would let a court hear
that record before a probation term, rather than a clinical judgment, decides what happens
next.

The distinction laid out at length above in “The Fight Over Autonomy” matters here too. A
treating clinician's decision not to complete a diagnostic report, a report that exists to
document clinical findings for a court, not to render a legal judgment about guardianship,
forecloses a family's access to that court before a judge ever has the chance to weigh the
evidence at all. That is the narrow claim being made here, not an expectation that clinicians
default to supporting every family petition.

Recommendations

Building on the six recommendations in McCarthy (2026b) and on proposals already vetted,
though not adopted, by the Department's own 2022 PTP stakeholder group, the following
address the specific gap this case exposes:

1. Fund legal and evaluation costs for private PTP petitioners. The Legislature considered
and did not pass LD 1090, which would have funded court and legal fees for persons
authorized to petition for PTP; the Department's stakeholder group separately discussed,
without reaching consensus, establishing a DHHS-administered fund to reimburse legal
costs for private entities initiating or maintaining a PTP (Maine DHHS, 2022). Extending a
comparable fund to cover the cost of an independent PP-505 evaluation, when a family's
treating clinician declines to provide one, would convert a theoretical statutory alternative
into a practical one.

2. Establish the PTP Monitor role the stakeholder group already recommended by
consensus. The 2022 report's strongest area of agreement was the need for a
DHHS-based PTP Monitor to provide training, consult with private hospitals and families
initiating PTP applications, and collect statewide outcome data (Maine DHHS, 2022). A
functioning Monitor role could also maintain a roster of qualified, available evaluators for
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families whose treating clinician declines to complete a PP-505, directly addressing the
workforce gap the Department itself documented.

. Separate the clinical report from the guardianship recommendation. Guidance to
clinicians completing PP-505 or a §5-306 evaluation should make explicit that the form
documents diagnosis, history, and functional capacity; it does not require the clinician to
endorse guardianship itself. A clinician who supports a patient's autonomy in principle
can still document the clinical facts and let the court weigh them, as §5-306 already
contemplates.

. Create a structured PTP eligibility review triggered by the expiration of a criminal justice
mandate that included mandatory mental health treatment, such as probation or
conditional release. McCarthy (2026b) recommended a mandatory PTP review at
discharge from state psychiatric hospitals; the same logic applies here. A review initiated
automatically, rather than left entirely to a family's ability to secure a cooperating
evaluator and guardianship in time, would catch cases like this one before the cliff, not
after it.

. Expand PTP petitioner standing to include family members with a documented treatment
history, independent of guardianship status, as recommended in McCarthy (2026b) and
already law in New York under Kendra's Law (N.Y. Mental Hyg. Law §9.60, 1999). Had this
reform been in place, our family would not need a cooperating evaluator or a completed
guardianship case to petition the court directly.

Conclusion

What began as one family's specific problem, a guardianship petition stalled on a treating
clinician's desk, turns out, on examination, to be a single instance of something Maine has

documented about itself for two decades and counting. Bruce. Butterfield. Card. Now, on a

different record, in a different state, Clancy. The statutes differ. The states differ. The clinicians,

courts, and counties differ. What repeats is the underlying failure: psychosis met with the pace

of routine outpatient care until it becomes a courtroom, a memorial, or both. Our son's case

has not reached that point. That is exactly why it matters now, while there is still a version of

this story that ends without one.

This paper set out to identify precisely where the mechanism breaks, and it is narrower, and

more fixable, than it first appears. The failure does not sit in Assertive Community Treatment,

which is the reason our son is stable today, nor in Disability Rights Maine's stated mission,

which has a legitimate place for patients who retain the capacity for informed refusal. It sits in a

statute that hands one individual clinician unreviewable authority over whether a family's

evidence, months of documented stability, a working ACT relationship, a clear and imminent
expiration date, ever reaches a judge at all. Change the clinician, and our family has standing
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tomorrow. Nothing else about our son's case would need to change. That is not a description
of a treatment system working as designed. It is a description of a coin flip wearing the
authority of a clinical judgment.

The clock on this particular coin flip is not abstract. McCarthy (2026b) put a number on what
Maine already pays to manage this failure reactively: more than $330,000 in hospitalizations,
incarceration, and court costs for a single untreated four-year episode, against $15,000 to
$30,000 for a year of the treatment that actually works. Our son has had nearly a year of that
treatment. December will end it, not because it failed, not because a court found he no longer
needed it, but because the only clinician positioned to say otherwise has not said anything at
all, and the calendar does not wait for a second petition to be answered.

None of the six recommendations in this paper require new research, a new treatment model,
or a new theory of what helps people with schizoaffective disorder and anosognosia. Maine
already has the statute. It already has the data. It already has, in our son, a documented case of
the intervention working exactly as intended. What is missing is a mechanism that does not
depend on one person's individual philosophy holding at the exact moment a family needs it
not to. Until Maine builds that mechanism, this paper's conclusion is the same one Joe Bruce
reached in 2006, the same one Justin Butterfield's family reached in 2022, the same one Robert
Card's sister reached in 2023, and the same one our own family is living through as this paper
goes to print: the law was there. The treatment was there. The only thing standing between
stability and catastrophe was whether one person, on one afternoon, chose to pick up a pen.
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