COMPULSORY INTERVENTIONS IN PSYCHIATRY:
AN OVERVIEW ON THE CURRENT SITUATION
AND RECOMMENDATIONS FOR PREVENTION
AND ADEQUATE USE

EDITED BY: Christian Huber and Andres Ricardo Schneeberger
PUBLISHED IN: Frontiers in Psychiatry

:' frontiers Research Topics



https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry

:' frontiers

Frontiers eBook Copyright Statement

The copyright in the text of
individual articles in this eBook is the
property of their respective authors
or their respective institutions or
funders. The copyright in graphics
and images within each article may
be subject to copyright of other
parties. In both cases this is subject
to a license granted to Frontiers.

The compilation of articles
constituting this eBook is the
property of Frontiers.

Each article within this eBook, and
the eBook itself, are published under
the most recent version of the
Creative Commons CC-BY licence.
The version current at the date of
publication of this eBook is

CC-BY 4.0. If the CC-BY licence is
updated, the licence granted by
Frontiers is automatically updated to
the new version.

When exercising any right under the
CC-BY licence, Frontiers must be
attributed as the original publisher
of the article or eBook, as
applicable.

Authors have the responsibility of
ensuring that any graphics or other
materials which are the property of

others may be included in the

CC-BY licence, but this should be

checked before relying on the
CC-BY licence to reproduce those
materials. Any copyright notices
relating to those materials must be
complied with.

Copyright and source
acknowledgement notices may not
be removed and must be displayed

in any copy, derivative work or
partial copy which includes the
elements in question.

All copyright, and all rights therein,
are protected by national and
international copyright laws. The
above represents a summary only.
For further information please read
Frontiers” Conditions for Website
Use and Copyright Statement, and
the applicable CC-BY licence.

ISSN 1664-8714
ISBN 978-2-88966-503-7
DOI 10.3389/978-2-88966-503-7

About Frontiers

Frontiers is more than just an open-access publisher of scholarly articles: it is a
pioneering approach to the world of academia, radically improving the way scholarly
research is managed. The grand vision of Frontiers is a world where all people have
an equal opportunity to seek, share and generate knowledge. Frontiers provides
immediate and permanent online open access to all its publications, but this alone
is not enough to realize our grand goals.

Frontiers Journal Series

The Frontiers Journal Series is a multi-tier and interdisciplinary set of open-access,
online journals, promising a paradigm shift from the current review, selection and
dissemination processes in academic publishing. All Frontiers journals are driven
by researchers for researchers; therefore, they constitute a service to the scholarly
community. At the same time, the Frontiers Journal Series operates on a revolutionary
invention, the tiered publishing system, initially addressing specific communities of
scholars, and gradually climbing up to broader public understanding, thus serving
the interests of the lay society, too.

Dedication to Quality

Each Frontiers article is a landmark of the highest quality, thanks to genuinely
collaborative interactions between authors and review editors, who include some
of the world’s best academicians. Research must be certified by peers before entering
a stream of knowledge that may eventually reach the public - and shape society;
therefore, Frontiers only applies the most rigorous and unbiased reviews.

Frontiers revolutionizes research publishing by freely delivering the most outstanding
research, evaluated with no bias from both the academic and social point of view.
By applying the most advanced information technologies, Frontiers is catapulting
scholarly publishing into a new generation.

What are Frontiers Research Topics?

Frontiers Research Topics are very popular trademarks of the Frontiers Journals
Series: they are collections of at least ten articles, all centered on a particular subject.
With their unique mix of varied contributions from Original Research to Review
Articles, Frontiers Research Topics unify the most influential researchers, the latest
key findings and historical advances in a hot research area! Find out more on how
to host your own Frontiers Research Topic or contribute to one as an author by
contacting the Frontiers Editorial Office: frontiersin.org/about/contact

Frontiers in Psychiatry

1 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry
http://www.frontiersin.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.frontiersin.org/about/contact

COMPULSORY INTERVENTIONS IN PSYCHIATRY:
AN OVERVIEW ON THE CURRENT SITUATION
AND RECOMMENDATIONS FOR PREVENTION
AND ADEQUATE USE

Topic Editors:
Christian Huber, University Psychiatric Clinic Basel, Switzerland
Andres Ricardo Schneeberger, Albert Einstein College of Medicine, United States

Image: Shutterstock.com/Master Hands

Citation: Huber, C., Schneeberger, A. R, eds. (2021). Compulsory Interventions
in Psychiatry: an Overview on the Current Situation and Recommendations for
Prevention and Adequate Use. Lausanne: Frontiers Media SA.

doi: 10.3389/978-2-88966-503-7

Frontiers in Psychiatry 2 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry
http://doi.org/10.3389/978-2-88966-503-7

Table of Contents

07

12

20

26

35

47

59

62

74

82

93

97

Editorial: Compulsory Interventions in Psychiatry: An Overview on the
Current Situation and Recommendations for Prevention and Adequate
Use

Christian G. Huber and Andres R. Schneeberger

Comparing Attitudes to Containment Measures of Patients, Health Care
Professionals and Next of Kin

Thomas Reisch, Simone Beeri, Georges Klein, Philipp Meier, Philippe Pfeifer,
Etienne Buehler, Florian Hotzy and Matthias Jaeger

Compulsory Psychiatric Admissions in an Italian Urban Setting: Are They
Actually Compliant to the Need for Treatment Criteria or Arranged for
Dangerous Not Clinical Condition?

Francesco Oliva, Luca Ostacoli, Elisabetta Versino,

Alberto Portigliatti Pomeri, Pier Maria Furlan, Sara Carletto and
Rocco Luigi Picci

Characteristics of Psychiatric Emergency Situations and the
Decision-Making Process Leading to Involuntary Admission

Silvan Marty, Matthias Jaeger, Sonja Moetteli, Anastasia Theodoridou,
Erich Seifritz and Florian Hotzy

Narrative Case Notes Have the Potential to Predict Seclusion 3 Days in
Advance: A Mixed-Method Analysis

Clara Stepanow, Jefim Stepanow, Marc Walter, Stefan Borgwardt,
Undine E. Lang and Christian G. Huber

Predictors of Compulsory Re-admission to Psychiatric Inpatient Care
Barbara Lay, Wolfram Kawohl and Wulf R&ssler

Supported Decision Making in the Prevention of Compulsory
Interventions in Mental Health Care

Martin Zinkler

Text Analysis of Electronic Medical Records to Predict Seclusion in
Psychiatric Wards: Proof of Concept

Mirjam C. Hazewinkel, Remco F. P. de Winter, Roel W. van Est,

Dirk van Hyfte, Danny Wijnschenk, Narda Miedema and Erik Hoencamp

Mandated Treatment and Its Impact on Therapeutic Process and Outcome
Factors

Henning Hachtel, Tobias Vogel and Christian G. Huber

Experiences and Perceptions of Police Officers Concerning Their
Interactions With People With Serious Mental Disorders for Compulsory
Treatment

Ruben Soares and Mariana Pinto da Costa

Same, Same But Different: How the Interplay of Legal Procedures and
Structural Factors Can Influence the Use of Coercion

Lieselotte Mahler, Juliane Mielau, Andreas Heinz and Alexandre Wullschleger
Nursing Perspectives: Reflecting History and Informal Coercion in
De-escalation Strategies

Franziska Rabenschlag, Christoph Cassidy and Regine Steinauer

Frontiers in Psychiatry

3 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry

101

123

138

148

155

168

173

179

198

210

220

231

Criteria, Procedures, and Future Prospects of Involuntary Treatment in
Psychiatry Around the World: A Narrative Review

Anna Saya, Chiara Brugnoli, Gioia Piazzi, Daniela Liberato,

Gregorio Di Ciaccia, Cinzia Niolu and Alberto Siracusano

Refusing Medication Therapy in Involuntary Inpatient Treatment—A
Multiperspective Qualitative Study

Susanne Jaeger, Franziska Huther and Tilman Steinert

Trust and Community Treatment Orders

John McMillan, Sharon Lawn and Toni Delany-Crowe

Perceived Coercion Among Patients Admitted in Psychiatric Wards: Italian
Results of the EUNOMIA Study

Gaia Sampogna, Mario Luciano, Valeria Del Vecchio, Benedetta Pocai,
Carmela Palummo, Giovanna Fico, Vincenzo Giallonardo,

Corrado De Rosa and Andrea Fiorillo

Preventing and Reducing Coercive Measures—An Evaluation of the
Implementation of the Safewards Model in Two Locked Wards in
Germany

Johanna Baumgardt, Dorothea Jackel, Heike Helber-Béhlen, Nicole Stiehm,
Karin Morgenstern, Andre Voigt, Enrico Schéppe, Ann-Kathrin Mc Cutcheon,
Edwin Emilio Velasquez Lecca, Michael Lohr, Michael Schulz,

Andreas Bechdolf and Stefan Weinmann

Corrigendum: Preventing and Reducing Coercive Measures—An
Evaluation of the Implementation of the Safewards Model in Two Locked
Wards in Germany

Johanna Baumgardt, Dorothea Jackel, Heike Helber-Béhlen, Nicole Stiehm,
Karin Morgenstern, Andre Voigt, Enrico Schéppe, Ann-Kathrin Mc Cutcheon,
Edwin Emilio Velasquez Lecca, Michael Lohr, Michael Schulz,

Andreas Bechdolf and Stefan Weinmann

Perceived Institutional Restraint is Associated With Psychological Distress
in Forensic Psychiatric Inpatients

Irina Franke, Michael Busselmann, Judith Streb and Manuela Dudeck
Physical Harm and Death in the Context of Coercive Measures in
Psychiatric Patients: A Systematic Review

Xenia A. K. Kersting, Sophie Hirsch and Tilman Steinert

Community Treatment Orders and Supported Decision-Making

Lisa Brophy, Renata Kokanovic, Jacinthe Flore, Bernadette McSherry and
Helen Herrman

Reflecting on the Reasons Pros and Cons Coercive Measures for Patients
in Psychiatric and Somatic Care: The Role of Clinical Ethics Consultation.
A Pilot Study

Elena Montaguti, Jan Schurmann, Charlotte Wetterauer, Mario Picozzi and
Stella Reiter-Theil

Consumer Perspectives of Safewards Impact in Acute Inpatient Mental
Health Wards in Victoria, Australia

Justine Fletcher, Sally Buchanan-Hagen, Lisa Brophy, Stuart A. Kinner and
Bridget Hamilton

Safewards Impact in Inpatient Mental Health Units in Victoria,

Australia: Staff Perspectives

Justine Fletcher, Bridget Hamilton, Stuart A. Kinner and Lisa Brophy

Frontiers in Psychiatry

4 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry

241

260

268

279

292

303

308

315

322

329

339

342

Effects of Seclusion and Restraint in Adult Psychiatry: A Systematic
Review

Marie Chieze, Samia Hurst, Stefan Kaiser and Othman Sentissi

Compulsory Admission to Psychiatric Wards—Who is Admitted, and Who
Appeals Against Admission?

Benjamin D. Arnold, Julian Moeller, Lisa Hochstrasser, Andres R. Schneeberger,
Stefan Borgwardt, Undine E. Lang and Christian G. Huber

Ward Atmosphere and Patient Satisfaction in Psychiatric Hospitals With
Different Ward Settings and Door Policies. Results From a Mixed Methods
Study

Simone Agnes Efkemann, Johannes Bernard, Janice Kalagi, Ina Otte,
Bianca Ueberberg, Hans-Jorg Assion, Swantje Zeil3, Peter W. Nyhuis,
Jochen Vollmann, Georg Juckel and Jakov Gather

Psychiatric Advance Directives Under the Convention on the Rights of
Persons With Disabilities: Why Advance Instructions Should Be Able to
Override Current Preferences

Matthé Scholten, Astrid Gieselmann, Jakov Gather and Jochen Vollmann
Reduction of Involuntary Admissions in Patients With Severe Psychotic
Disorders Treated in the ACCESS Integrated Care Model Including
Therapeutic Assertive Community Treatment

Daniel Schottle, Friederike Ruppelt, Benno G. Schimmelmann, Anne Karow,
Alexandra Bussopulos, Jurgen Gallinat, Klaus Wiedemann, Daniel Luedecke,
Anja Christine Rohenkohl, Christian G. Huber, Thomas Bock and

Martin Lambert

Compulsory Interventions are Challenging the Identity of Psychiatry

Paul Hoff

Right to Appeal, Non-Treatment, and Violence Among Forensic and Civil
Inpatients Awaiting Incapacity Appeal Decisions in Ontario

Radovan Radisic and Nathan J. Kolla

Could Animal-Assisted Therapy Help to Reduce Coercive Treatment in
Psychiatry?

Sonja Widmayer, Stefan Borgwardt, Undine E. Lang and Christian G. Huber
Reliability of Paper-Based Routine Documentation in Psychiatric Inpatient
Care and Recommendations for Further Improvement

Daniela Frohlich, Christin Bittersohl, Katrin Schroeder, Daniel Schéttle,

Eva Kowalinski, Stefan Borgwardt, Undine E. Lang and Christian G. Huber
Physical and Pharmacological Restraints in Hospital Care: Protocol for a
Systematic Review

Wendy de Bruijn, Joost G. Daams, Florian J. G. van Hunnik, Arend J. Arends,
A. M. Boelens, Ellen M. Bosnak, Julie Meerveld, Ben Roelands,

Barbara C. van Munster, Bas Verwey, Martijn Figee, Sophia E. de Rooij and
Roel J. T. Mocking

Implied Consent in Treating Psychiatric Emergencies

Sarah H. D. Becker and Howard Forman

Identifying Direct Coercion in a High Risk Subgroup of Offender Patients
With Schizophrenia via Machine Learning Algorithms

Moritz Philipp GUnther, Johannes Kirchebner and Steffen Lau

Frontiers in Psychiatry

5 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry

351 The Accessibility of Opioid Agonist Treatment and Its Forced
Discontinuation in Swiss Prisons—Attitudes, Perceptions and Experiences
of Defense Lawyers in Dealing With Detained Persons Using Opioids
Anna Buadze, Stephanie Baggio, Roman Schleifer, Eveline Aeberhard,

Hans Wolff, Andres Schneeberger and Michael Liebrenz

366 Opening the Doors of a Substance Use Disorder Ward—Benefits and
Challenges From a Consumer Perspective
Regine Steinauer, Jana S. Kruckl, Julian Moeller, Marc Vogel,

Gerhard A. Wiesbeck, Marc Walter, Undine E. Lang and Christian G. Huber

Frontiers in Psychiatry 6 February 2021 | Compulsory Interventions in Psychiatry


https://www.frontiersin.org/research-topics/8446/compulsory-interventions-in-psychiatry-an-overview-on-the-current-situation-and-recommendations-for
https://www.frontiersin.org/journals/psychiatry

l" frontiers
in Psychiatry

EDITORIAL
published: 07 December 2020
doi: 10.3389/fpsyt.2020.622373

OPEN ACCESS

Edited and reviewed by:
Thomas Nilsson,
University of Gothenburg, Sweden

*Correspondence:
Christian G. Huber
christian.huber@unibas.ch

Specialty section:

This article was submitted to
Forensic Psychiatry,

a section of the journal
Frontiers in Psychiatry

Received: 28 October 2020
Accepted: 10 November 2020
Published: 07 December 2020

Citation:

Huber CG and Schneeberger AR
(2020) Editorial: Compulsory
Interventions in Psychiatry: An
Overview on the Current Situation and
Recommendations for Prevention and
Adequate Use.

Front. Psychiatry 11:622373.

doi: 10.3389/fpsyt.2020.622373

Check for
updates

Editorial: Compulsory Interventions
in Psychiatry: An Overview on the
Current Situation and
Recommendations for Prevention
and Adequate Use

Christian G. Huber™ and Andres R. Schneeberger?3+

! Universitére Psychiatrische Kiliniken (UPK) Basel, Klinik fiir Erwachsene, University of Basel, Basel, Switzerland, ? Psychiatric
Services Grisons, Chur, Switzerland, ° Department of Psychiatry, Psychotherapy and Psychosomatics, Psychiatric Hospital,
University of Zurich, Zurich, Switzerland, * Department of Psychiatry and Behavioral Sciences, Albert Einstein College of
Medicine, New York, NY, United States

Keywords: coercion, autonomy, involuntary treatment, seclusion, restraint, involuntary admission, community
treatment order

Editorial on the Research Topic

Compulsory Interventions in Psychiatry: An Overview on the Current Situation and
Recommendations for Prevention and Adequate Use

State-of-the-art clinical psychiatry seeks to provide successful treatment of persons with mental
illness in a comprehensive approach integrating biological, psychological, social, and spiritual
aspects (1). The focus on empowerment- and recovery-oriented strategies allows clinicians and
people with mental illness to interact at the same level (2). However, illness symptoms sometimes
prevent patients from fully understanding the potential benefits of treatment (3, 4). Aggression,
violence, and self-endangering behavior in psychiatric patients are often used as justification
for more restrictive policies in mental health care (4-7). Yet, current studies have shown that
restrictive settings do not necessarily prevent self-harm and suicide (8, 9) and do not reduce all
sorts of violence and aggression (10). Locked doors lead to a worse climate on the wards, directly
affecting the therapeutic milieu and the treatment alliances (11, 12). In addition, patients who were
mandated to psychiatric treatment might be more reluctant to receive treatment in the future [(3);
Hachtel et al.]. While studies have shown that mandated treatments do also positively impact the
outcome of illness, this is often mediated by an increase in services rendered rather than the direct
effects of coercion (13).

Compulsory interventions aiming at patient and staff safety, as well as mandatory treatment
may be necessary to ensure treatment for those who do not want to be treated (4). The goal is to
protect mentally ill persons from self-harm, suicide, and detrimental consequences of untreated
illness, and to protect relatives, healthcare professionals, and the general public from preventable
aggression and violence (14). This gives rise to serious ethical problems and clinical challenges.

In the current Research Topic, Hoff elaborates on these ethical challenges. He discusses that
coercive interventions have to be considered exceptional measures and may only be used under
well-defined ethical and juridical conditions. Although guidelines should be adhered to, they
cannot substitute individual case-based decisions. Furthermore, he recommends taking on the
debate on autonomy in psychiatry, as facing this challenge might prove beneficial for psychiatry and
its patients. Also focusing on patient autonomy, Scholten et al. discuss how different interpretations
of psychiatric advance directives (PAD) may be useful for patients in future crises. They critically
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discuss interpretations of PAD promoting and undermining
autonomy and propose that using supported decision-making
and competence assessment may help to employ PAD
successfully. As—like Hoff states—guidelines can only give
general recommendations, Montaguti et al. discuss how clinical
ethics consultation can be helpful to inform case-based decisions
on coercive measures.

Following up to these ethical considerations, Oliva et al.
discuss the legal preconditions for coercive measures. They
explore if the judicial basis and the actual reasons for compulsory
admission to psychiatric treatment in Turin (Italy) are mutually
compatible and the authors critically discuss if changes in
legislation are necessary. Becker and Forman bring up the point
that psychiatric emergencies often occur in emergency rooms
and outside of specific psychiatric settings. They discuss the
role of implied consent in these emergency settings and explore
the legal and ethical basis for acting in emergencies. Finally,
Hachtel et al. discuss how the legal basis of mandated treatment
influences psychiatric therapy and treatment outcome. They
distinguish between the concepts of formal vs. perceived coercion
and examine how psychiatry could fulfill a dual mandate of
control and therapy and how it can be helpful even in the
context of formal coercion. McMillan et al. also explore the
issue of building a positive therapeutic alliance in the context of
coercion. Using qualitative analysis of interviews with persons
subjected to community treatment orders (CTO) and mental
health professionals, they debate the role of trust and mistrust
for the success and failure of reaching recovery in the frame of
a CTO.

The legal framework regulating compulsory interventions
has a direct impact on psychiatric practice. Radisic and Kolla
focus on the situation in Ontario (Canada), where psychiatric
inpatients who appeal to the Consent and Capacity Board (CCB)
have the right to refuse medication until the CCB has come
to a decision. They examine the frequency of seclusion and
restraint in civil and forensic inpatients during this time and
discuss how improving legislation and time to CCB decision
could be beneficial for these patients. Mahler et al. take a look
at the interplay of legal procedures and structural factors in their
influence on the use of coercive measures in Germany. Arnold
et al. examine the situation in Basel (Switzerland) and evaluate
factors associated with compulsory admissions to psychiatric
wards and with appeals against these admissions. Finally, Buadze
et al. explore the position of defense lawyers in Switzerland on the
availability of opioid agonist treatment vs. forced discontinuation
in pre-trial detention and prisons. In these settings, availability
of a specific treatment is partly controlled and moderated by
custodians and legal professionals. Thus, there is a risk that this
patient population does not receive interventions according to
psychiatric state-of-the-art guidelines.

Addressing issues from social psychiatry and mental health
services research, the original papers in the current Research
Topic employ a broad set of qualitative and quantitative
methods. Data for many of the publications in this Research
Topic stem from clinical routine documentation. In this
context, Frohlich et al. examine the reliability of paper-based
routine documentation in psychiatric inpatient care and find

acceptable reliability, depending on the chosen documentation
categories and variables. Together with the published literature,
this indicates that both electronic and paper-based routine
documentation can be used for health services research, but that
their limitations have to be kept in mind.

Several publications focus on the frequency of coercive
measures. In an effort to improve an overview on the use and
effects of compulsory measures in psychiatry, de Bruijn et al.
present a protocol for a systematic review on physical and
pharmacological restraints. Saya et al. provide a narrative review
on criteria, procedures, and future prospects of involuntary
treatment in psychiatry around the world. Legal and ethical
views and mental health services structures and traditions vary
depending on country and sometimes region where patients
are treated—and they have a considerable impact on practices
regarding compulsory interventions. Thus, information on the
situation in different countries provides important information
and the basis for a discussion how the different settings should
be developed.

Concerning the effects of coercive measures, Chieze et al.
present a systematic review on the effects of seclusion and
restraint in adult psychiatry. They conclude that, although the
heterogeneity of the included studies limits interpretation, the
overall results show negative effects of seclusion and restraint,
and that more research is needed. Kersting et al. summarize the
current literature on physical harm and death in the context of
coercive measures in psychiatry in a systematic review, taking a
look at a highly relevant but currently underresearched aspect of
coercion in psychiatry.

As compulsory measures can often be avoided if a critical
situation can be identified and successfully addressed early
enough, research on the prediction of coercion is highly needed.
To enhance our knowledge on the predictors of compulsory
admission to treatment, Marty et al. study the characteristics
of psychiatric emergency situations and the decision-making
process leading to involuntary admission, and Lay et al
analyze the predictors of compulsory re-admission to psychiatric
inpatient care. Glinther et al. use machine learning to identify
direct coercion in a high-risk subgroup of forensic patients with
schizophrenia. And Hazewinkel et al. and Stepanow et al. explore
the possibility of predicting seclusion by analyzing text entries
from routine documentation in electronic medical records.

Several papers in the current Research Topic examine
approaches to prevent or reduce compulsory interventions in
psychiatry. Zinkler and Brophy et al. discuss the possibility to
use supported decision making in the prevention of compulsory
interventions and of community treatment orders in mental
health care. Baumgardt et al. (a) study the effects of the
introduction of the Safewards model on the use of coercive
measures on two locked wards in Germany [please note that
this paper has been updated according to the corrigendum in
Baumgardt et al. (b)]. Schottle et al. report that the introduction
of an integrated care model in Hamburg (Germany) is connected
with a reduction of involuntary admissions in patients with
severe psychotic disorders. As Rabenschlag et al. discuss from
a nursing perspective, de-escalation strategies can be useful
for preventing and reducing coercion in psychiatry—including
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TABLE 1 | Overview on the papers published within the scope of the Research Topic.

Topic/Authors Title Article type
Legal and ethical aspects
Hoff Compulsory interventions are challenging the identity of psychiatry Perspective

Scholten et al.
Montaguti et al.
Oliva et al.

Becker and Forman
Hachtel et al.

McMillan et al.
Radisic and Kolla

Armnold et al.

Mahler et al.

Buadze et al.

Use of routine data

Frohlich et al.

Frequency of coercive measures

de Bruijn et al.

Saya et al.

Effects of coercion
Chieze et al.

Kersting et al.

Prediction of coercion
Marty et al.

Lay et al.
Gunther et al.

Hazewinkel et al.

Stepanow et al.

Prevention and reduction of coercion
Zinkler

Brophy et al.
Baumgardt et al. (a)

Schottle et al.

Psychiatric advance directives under the convention on the rights of persons with
disabilities: why advance instructions should be able to override current preferences

Reflecting on the reasons pros and cons coercive measures for patients in psychiatric
and somatic care: the role of clinical ethics consultation. A pilot study

Compulsory psychiatric admissions in an italian urban setting: are they actually
compliant to the need for treatment criteria or arranged for dangerous not clinical
condition?

Implied consent in treating psychiatric emergencies
Mandated treatment and its impact on therapeutic process and outcome factors
Trust and community treatment orders

Right to appeal, non-treatment, and violence among forensic and civil inpatients
awaiting incapacity appeal decisions in Ontario

Compulsory admission to psychiatric wards—who is admitted, and who appeals
against admission?

Same, same but different: how the interplay of legal procedures and structural factors
can influence the use of coercion

The accessibility of opioid agonist treatment and its forced discontinuation in swiss
prisons—attitudes, perceptions and experiences of defense lawyers in dealing with
detained persons using opioids

Reliability of paper-based routine documentation in psychiatric inpatient care and
recommendations for further improvement

Physical and pharmacological restraints in hospital care: protocol for a systematic
review

Criteria, procedures, and future prospects of involuntary treatment in psychiatry
around the world: a narrative review

Effects of seclusion and restraint in adult psychiatry: a systematic review

Physical harm and death in the context of coercive measures in psychiatric patients: a
systematic review

Characteristics of psychiatric emergency situations and the decision-making process
leading to involuntary admission

Predictors of compulsory re-admission to psychiatric inpatient care

Identifying direct coercion in a high risk subgroup of offender patients with
schizophrenia via machine learning algorithms

Text analysis of electronic medical records to predict seclusion in psychiatric wards:
proof of concept

Narrative case notes have the potential to predict seclusion 3 days in advance: a
mixed-method analysis

Supported decision making in the prevention of compulsory interventions in mental
health care

Community treatment orders and supported decision-making

Preventing and reducing coercive measures—an evaluation of the implementation of
the safewards model in two locked wards in Germany

Reduction of involuntary admissions in patients with severe psychotic disorders
treated in the ACCESS integrated care model including therapeutic assertive
community treatment

Policy and Practice
Reviews

Original Research
Original Research
Opinion

Review

Original Research
Original Research

Original Research

Opinion

Original Research

Original Research

Clinical Study Protocol

Review

Systematic Review
Systematic Review

Original Research

Original Research
Original Research

Original Research

Original Research

Opinion

Original Research
Original Research

Original Research

Rabenschlag et al. Nursing perspectives: reflecting history and informal coercion in de-escalation Perspective
strategies
Widmayer et al. Could animal-assisted therapy help to reduce coercive treatment in psychiatry? Mini Review
(Continued)
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TABLE 1 | Continued

Topic/Authors Title

Article type

Staff and consumer perspectives

Sampogna et al.
the EUNOMIA study

Efkemann et al.

Perceived coercion among patients admitted in psychiatric wards: Italian results of

Ward atmosphere and patient satisfaction in psychiatric hospitals with different ward

Original Research

Original Research

settings and door policies. results from a mixed methods study

Fletcher, Hamilton et al.
perspectives

Fletcher, Buchanan-Hagen et al.
Victoria, Australia

Franke et al.
psychiatric inpatients
Steinauer et al.
a consumer perspective

Reisch et al.
and next of kin

Jaeger et al.
qualitative study

Soares and Pinto da Costa

Safewards impact in inpatient mental health units in Victoria, Australia: staff

Consumer perspectives of safewards impact in acute inpatient mental health wards in

Perceived institutional restraint is associated with psychological distress in forensic

Opening the doors of a substance use disorder ward—benefits and challenges from

Comparing attitudes to containment measures of patients, health care professionals

Refusing medication therapy in involuntary inpatient treatment—a multiperspective

Experiences and perceptions of police officers concerning their interactions with

Original Research

Original Research

Original Research

Perspective

Original Research

Original Research

Original Research

people with serious mental disorders for compulsory treatment

informal coercion, which is otherwise often overlooked. The
authors highlight the importance of the attitudes and values
of the person perceiving aggression for their response to this
behavior and advise that health care personnel should develop a
critical awareness toward the use of coercive measures. Finally,
Widmayer et al. pose the question if animal-assisted therapy
could help to reduce coercive treatment in psychiatry and, based
on positive findings in the current literature supporting this
possibility, encourage future research on this topic.

Lastly, a number of papers assess staff and consumer
perspectives on compulsory interventions in psychiatry.
Sampogna et al. examine perceived coercion among inpatients
of five psychiatric wards in Italy and its associations with
treatment satisfaction. Efkemann et al. analyze ward atmosphere
and patient satisfaction in locked, facultative locked and open
door settings. Fletcher, Hamilton et al. explore the impact
of the introduction of the Safewards model in inpatient
mental health units in Victoria (Australia) on healthcare
professionals and assess consumer perspectives in their
second paper (Fletcher, Buchanan-Hagen et al). Franke
et al. address forensic psychiatric inpatient settings and
examine perceived institutional restraint and psychological
distress. Focusing specifically at substance use disorder wards,
Steinauer et al. report healthcare personnel and consumer
perspectives on the benefits and drawbacks of introducing an
open door policy.

Concerning specific interventions and populations, Reisch
et al. examine attitudes to containment measures of patients,
next of kin, and health care professionals. Jaeger et al
conducted a qualitative study assessing the opinions of inpatients,
their relatives, and healthcare professionals on not performing
compulsory medication during involuntary inpatient treatment.

Lastly, Soares and Pinto da Costa examined the experiences and
perceptions of police officers concerning their interactions with
people with serious mental disorders for compulsory treatment.

Table 1 gives an overview on the papers published within the
scope of the current Research Topic.

The primary focus of this Research Topic was to provide
an overview on the current situation in clinical psychiatry
and in psychiatric research, to collect scientific evidence on
the prevention and adequate use of compulsory interventions,
its effects and consequences. Now when finished, it also
gives recommendations for mental health care professionals
on the prevention of aggression and violence, the use of
coercive measures and possible treatment alternatives to
reduce forced interventions. In addition, it outlines future
research strategies to advance the field and to ultimately
approach the goal of optimal and safe treatment of this
vulnerable population.

Of course, the number and distribution of submissions
to a Research Topic cannot be considered representative
for a research field. However, the considerable number of
papers together with the current scientific literature show that
research on compulsory interventions is a broad and active
field in psychiatry. This mirrors a rising awareness of this
issue in academic and clinical psychiatry. Ethical and legal
aspects of coercion, the prediction, prevention and reduction
of coercion, and consumer perspectives on coercion where
the most prominent focus of submissions to this Research
Topic. This shows that professionals within the field of
psychiatry are critically evaluating in which situations and
under which preconditions compulsory measures should be
used and how they can be avoided. It acknowledges the
importance of the field for healthcare professionals, patients,
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their relatives and the population, and shows that there is
a willingness to strife for a minimal restrictive environment
for the patients. From our view, this is a very positive
development and fosters hope that we can successfully improve
the situation for our patients and psychiatry now and in
the future.
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Etienne Buehler*, Florian Hotzy* and Matthias Jaeger*

" Hospital of Psychiatry Muensingen, Bern, Switzerland, 2 University Hospital of Psychiatry and Psychotherapy, Bern,
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Background: In clinical psychiatric practice, health care professionals (HCP) must
decide in exceptional circumstances after the weighing of interests, which, if any,
containment measures including coercion are to be used. Here, the risk for patients,
staff, and third parties, in addition to therapeutic considerations, factor into the decision.
Patients’ preference and the inclusion of relatives in these decisions are important;
therefore, an understanding of how patients and next of kin (NOK) experience different
coercive measures is crucial for clinical decision making. The aim of this study is to
compare how patients, HCP, and NOK assess commonly used coercive measures.

Methods: A sample of 435 patients, 372 HCP, and 230 NOK completed the
Attitudes to Containment Measures Questionnaire (ACMQ). This standardized self-rating
questionnaire assessed the degree of acceptance or rejection of 11 coercive measures.

Results: In general, HCPs rated the coercive measures as more acceptable than did
NOK and patients. The largest discrepancy in the ratings was found in regard to the
application of coercive intramuscular injection of medication (effect size: 1.0 HCP vs.
patients). However, the ratings by NOK were significantly closer to the patients’ ratings
compared to patients and HCP. The only exception was the acceptance of treatment in a
closed acute psychiatric ward, which was deemed significantly more acceptable by NOK
than by patients. Also, patients who had experienced coercive measures themselves
more strongly refused other measures.

Conclusion: Patients most firmly rejected intramuscular injections, and the authors
agree that these should only be used with reservation considering a high threshold. This
knowledge about the discrepancy of the ratings should therefore be incorporated into
professional training of HCP.

Keywords: containment measures, coercive measures, coercion, fixation, intramuscular injection, mechanical
restraint, physical

INTRODUCTION

The implementation of coercive measures presents a major challenge for health care professionals
(HCP). HCP face the dilemma of being responsible for safety while at the same time being
obligated to promote therapy and take into account the self-determination and free will of the
patient (1). Conversely, patients experience coercive measures as a “distinct negative incident” (2)

Frontiers in Psychiatry | www.frontiersin.org

12 October 2018 | Volume 9 | Article 529


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2018.00529
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2018.00529&domain=pdf&date_stamp=2018-10-26
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles
https://creativecommons.org/licenses/by/4.0/
mailto:thomas.reisch@pzmag.ch
https://doi.org/10.3389/fpsyt.2018.00529
https://www.frontiersin.org/articles/10.3389/fpsyt.2018.00529/full
http://loop.frontiersin.org/people/610256/overview
http://loop.frontiersin.org/people/612979/overview
http://loop.frontiersin.org/people/609680/overview
http://loop.frontiersin.org/people/541344/overview
http://loop.frontiersin.org/people/628611/overview
http://loop.frontiersin.org/people/629414/overview
http://loop.frontiersin.org/people/391305/overview
http://loop.frontiersin.org/people/117349/overview

Reisch et al.

Comparing Attitudes to Containment Measures

and frequently as a traumatizing one (3). Coercive measures are
usually applied to avert destructive actions against oneself, other
patients, or staff. Aggression, especially assault of third persons,
disorganization, and agitation, are common catalysts for coercive
measures (4-7). Moreover, HCP often see the therapeutic effects
of coercive measures (2, 8). Overall, the literature shows that
some HCP see coercive measures as a necessary ‘emergency
break” (9). However, several studies have demonstrated the
negative effects of coercive measures, which have an unfavorable
impact on the therapeutic relationship (10-13). In general,
coercive measures lead to lower treatment satisfaction (14),
reduce the effectiveness of the therapy (15), and prolong the
duration of inpatient treatment (16). Still, it must be assumed that
this is at least partly due to the fact that patients, especially those
who experience coercive measures, often suffer from serious
mental illness (17).

Coercive measures are exercised on a significant number of
patients with strong differences between and within countries
(18-20). In many countries, coercive measures are applied to
10-20% of all psychiatric inpatients (21-23). Significantly higher
rates are reported in samples from other countries (19). In
China, for example, 51.3% of all inpatients experienced coercive
measures during their treatment; however, it must be noted
that these international differences are related to variance in
national legislation (20). Nonetheless, culture-specific attitudes
and therapeutic approaches may also play a role in these major
differences. In addition to differences in the absolute frequency of
implementation between countries, the type of coercive measure
applied also varies (23, 24). For example, in Germany, patients are
more likely to be subject to mechanical restraint (23), a measure
that is rarely used in English-speaking countries (25). In these
countries, it is more common to physically restrain patients (26).
Some countries, such as Switzerland (27) or the Netherlands (23),
have high rates of seclusion.

Generally, a differentiation can be made between more and
less invasive coercive measures. Measures, such as PRN (pro
re nata) medication, observation, and time-out, are considered
less invasive and are therefore preferable to the more invasive
measures (28-30). However, particularly with violent patients,
measures that more strongly limit personal freedom, including
physical restraints, seclusion, and forced medication, may
become inevitable (31).

Yet, the decision as to which of these more invasive measures
is used is not rationally derivable but subject to the traditions
of psychiatric clinics as well as legislation (22, 32). Researchers
have pointed out that the patient’s preference, often dependent
on their previous experience with coercive measures, should be
considered (33). Perceived coercion is an important mediating
factor in the acceptance of coercive measures and is therefore,
indirectly, responsible for the treatment outcome (34). When
a higher level of coercion is perceived, patients feel powerless
and inferior, and HCP suffer more guilt (35). These diverse
perspectives provide context as to why the individual measures
are perceived differently in various groups. Different perceptions
of patients and HCP have been described in studies, especially
in regard to forced intramuscular medication. While HCP were
found to be more in favor of this measure, patients strongly

rejected it (33, 36). Thus, it could be shown that patients who
have experienced forced medication (orally or intramuscularly
administered) also evaluated the treatment negatively 3 months
later (disapproval of treatment) (37). A greater frequency of using
forced medication also correlated with an increased negative
evaluation of coercive measures (38). Differing ratings are also a
factor in other forms of coercive measures. For example, patients
have a significantly more negative assessment of the closed door
of psychiatric wards than do HCP (39).

The involvement of NOK concerning the decision for coercive
measures is considered standard today (40) (SAMW guideline).
Research on ratings of coercive measures, however, is nearly non-
existent. Ranieri et al. (41) showed that involuntary admission
is perceived as less restrictive by NOK than by patients. This
suggests that differences between NOK and patients in the ratings
of specific coercive measures are to be expected.

In summary, there are varying perspectives, roles, and
emotions of patients, HCP, and NOK regarding containment,
especially coercive measures (2, 42-44). The acknowledgment
of these differing attitudes is important for the therapeutic
relationship and thus the treatment. The aim of this study is to
highlight this very area of conflict, and the knowledge gained will
be used to develop a better understanding to improve dialogue
with patients (45, 46) and the training of HCP (44). Over time,
such improvements could help reduce the stigma of psychiatry
(10) and psychiatric clinics as safeguarding institutions (47).

Based on the cited literature and the previously mentioned
considerations, we expect that HCP will generally show a higher
acceptance of all coercive measures. Patients, however, will be
more likely to reject coercive measures. We also expect that NOK
will reject coercive measures less often than patients but more
often than the HCP. In addition, we expect that the 3 samples
will differ widely in their attitudes toward forced medication in
particular. Patients who have experienced such a measure should,
according to Dack, Ross, and Bowers (38), also evaluate other
highly coercive measures more negatively.

METHOD

Data Collection, In- and Exclusion Criteria,

Ethics, and Anonymization

The study was conducted with 3 samples (patients, HCP, NOK)
at 3 Swiss sites, ie., the University Hospital of Psychiatry
Zurich (Canton of Zurich), the Psychiatric Hospital Malévoz
(Monthey, Canton of Valais), and the Hospital of Psychiatry
Miinsingen (Canton of Bern). The study included all patients
with sufficient verbal communication necessary to understand
the questionnaire and give informed consent.

A study nurse instructed the patients how to complete the
questionnaire. The anonymization of the patient questionnaires
took place after entering the data. HCP (mental health nurses,
physicians, and psychologists) completed the questionnaire
anonymously during working hours. NOK were contacted by
mail, or directly if one of their relatives was hospitalized in one
of the 3 clinics during the study period. The NOK questionnaire
was sent to NOK and additionally asked for age and relationship
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to the treated relative. Due to the anonymization, a direct
connection of NOK questionnaires to patient questionnaires was
not possible.

The cantonal Ethics Commission Bern (Ref.-nr. KEK-BE:
2015-00074) reviewed and approved the study. This approval was
binding for all survey sites.

Sample

The study was carried out among patients, NOK, and HCP on
psychiatric acute wards of the 3 psychiatric hospitals mentioned
above using unselected samples. Overall, data from 1,037 study
participants was included. A minority of the participating
patients was compulsory admits (20.6%).

Of the NOK, 38.2% were parents of the patients (N = 84),
9.5% were children of the patients (N = 21), 13.2% were siblings
(N =29), 22.3% partners (N = 49), 16.8% other related persons
(N = 37), and 10 were missing this specification. The HCP
group consisted of 66.4% nurses (N = 243), 25.1% physicians
(N = 92), and 8.5% psychologists (N = 31). There were 6 HCP
responses that lacked specific occupational data. For more details,
see Table 1.

ACMQ

The Attitudes to Containment Measures Questionnaire (ACMQ)
is a self-rating paper-and-pencil questionnaire that has been
validated (38) and used in several publications from different
countries, and thus from different cultures (24, 25, 28, 30, 39, 48—
55). One disadvantage of the ACMAQ is that it also collects data
on coercive measures that are uncommon or not used at all in
Switzerland, such as the net bed.

The 11 main items of the ACMQ have a uniform structure.
The specific coercive measure is briefly described and illustrated
by a picture, then the participant of the study is asked how
acceptable the measure is on a 5-point Likert scale [strongly
agree (0) to strongly disagree (5)]. A high value means a high
rejection or, respectively, a low acceptance. For each item, the
patients were also asked whether they had already experienced
this measure. HCP study participants were asked if they had
already executed the specific containment measure. In NOK,
we inquired as to whether this measure had been administered
to their kin. The ACMQ encompasses the following coercive
measures: PRN medication, physical restraint, intermittent
observation, seclusion, time-out, compulsory intramuscular
medication, psychiatric intensive care, mechanical restraint,
constant observation, net bed, and open area seclusion.

Statistical Analyses

The statistical analysis was done using SPSS Version 24.
Statistical analyses were carried out using standard procedures.
Arithmetic means of items were compared using t-test for
independent samples. The test results were checked for multiple
testing by Bonferroni corrections, and the quantification of the
differences was determined by effect sizes. In this connection,
the pooled standard deviations of the respective group results
were taken into account. Due to missing data, there were
minor deviations of the number of questionnaires in individual
analyses.

Regarding patients, it was distinguished whether they had
experienced a coercive measure themselves. Furthermore, the
results of compulsory admitted patients were compared to
patients treated on a voluntary basis. Whether a patient had
never experienced or had experienced at least one of the highly
restrictive coercive measures in the past would cause differences
in their rating of the measures.

RESULTS

Comparing the Results of Patients, HCP
and NOK

The group analysis showed a notable trend. The degree of
rejection of all measures was higher among patients than NOK,
and higher among NOK than HCP. The general pattern of
which coercive measure was rejected the most did not differ
between the three groups. All groups rejected the net bed the
most, all groups ranked mechanical restraints as the second most
unfavorable measure, with seclusion as the third. The biggest
difference with respect to the ranking was seen in regards to
compulsory intramuscular medication. While it was ranked as
the fourth most unfavorable measure by patients and NOK, it was
ranked eighth by HCP.

This result was confirmed by analysis of the quantitative
differences in the assessments of the individual measures between
the groups. Compulsory intramuscular medication produced
the largest effect size and thus the largest differences in direct
comparison between HCP and patients and between HCP and
NOK. The comparison between NOK and HCP also shows
that seclusion and mechanical restraint are rated differently.
Acceptance of treatment on a locked acute ward is the only
measure that shows no significant difference between HCP and
NOK. The differences between NOK and patients are small on
average: A medium effect size was found only for treatment on

TABLE 1 | Sample.

N (total) N (Mu) N (Mo) N (Zu) Age (ys) SD Female (%)
Patients 435 97 236 102 40.7 13.3 46.1
HCP 372 146 114 112 37.6 1.7 60.4
NOK 230 99 63 68 49.3 16.1 58.4
Total 1,037 342 413 282 42.0 14.1 53.9

Mu, Psychiatric Hospital of Muensingen; Mo, Psychiatric Hospital of Monthey,; Zu, University Hospital of Psychiatry Zurich; HCF, health care professionals; NOK, next of kin.
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an acute closed ward, as NOK rated this measure as significantly
more acceptable (see Table 2; Figure 1).

Subanalyses of the Patient Sample
Patients admitted on a compulsory basis tended to rate coercive
measures as less acceptable than voluntarily hospitalized patients.
The strongest effect sizes were found for physical restraint and
compulsory intramuscular medication (see Table 3).

Patients who experienced at least one strongly restricting
coercive measure (physical restraint, seclusion, compulsory

intramuscular medication or mechanical restraint; N = 38,
34.7%) rated the coercive measures as less acceptable compared
to patients who had not experienced coercion (f = 3.15,

p=0.002). The effect size (ES) of this difference was 0.33.
Significantly higher rejections were found for PRN medication
(t = 2.29, p = 0.023, ES 0.26.), physical restraint (t =3.14,
p=0.002, ES 0.32), compulsory intramuscular medication
(t=2.89, p=0.004, E.0.31), mechanical restraint (t+ = 2.10,
p =0.037, ES 0.22) and the network bed (t = 2.36, p = 0.019, ES
= 0.25). After the Bonferroni correction, only physical restraint
and coercive medication were statistically significant. If this
analysis is limited in line with Dack et al. (2) to patients who had
experienced a compulsory intramuscular medication, a virtually
identical result is obtained (mean value of all measures t = 2.98,
p =0.003, ES = 0.35).

DISCUSSION

According to our hypothesis, patients and NOK consistently
rejected all coercive measures more strongly than HCP. The latter
presumably consider the potential benefits of these measures
more often and feel responsible for preventing harm to other
patients and themselves. The low values for HCP may also be seen
as a justification for their own behavior.

When viewing the ranking of the ratings over the absolute
assessment values of the measures, all three study groups show
an identical ranking order for the three items with the highest
rating. In line with several publications (29, 30, 54), Swiss
patients, NOK, and HCP most clearly rejected the net bed.
This measure is not applied in Switzerland and is likely, as in
Finland, perceived as “inhumane and cruel” (28). Mechanical
restraints and seclusion were rejected second- and third-most
by all groups. In contrast to the net bed, these measures are
widely used in German-speaking countries. Patients preferred
pro re nata medication, physical restraint, psychiatric intensive
care and constant observation to compulsive intramuscular
injection. In some situations, intramuscular medication may be
difficult to avoid. However, in respect to the results of our study,
clinicians should evaluate whether less aversive measures, such as
pro re nata medication, psychiatric intensive care and constant
observation can be used in its place. In other cases, injection
might be prevented by steps, such as changing the culture or
atmosphere of the ward. Notably, compulsive intramuscular
injection was preferred by the patients to mechanical restraint.
These two measures are often combined in clinical practice.
Clinicians should in these cases also evaluate whether mechanical

TABLE 2 | Attitudes toward containment measures: mean ratings of patients, health care professionals, and next of kin.

Health care
professionals vs.

Patients vs.

Patients vs. health
care professionals

Next of kin

(N

Health care
professionals (N

= 435)

Patient (N

next of kin

= 230)

=372)

next of kin

p-corr

p-corr

p-corr

SD Mean SD Mean SD

Mean

<0.001
<0.001
<0.001
<0.001
<0.001

—9.46
—6.35
—7.63
—5.83
—6.59

—1.32 n.s.

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

31

9.

0.89

1.91
2.65
1.76
3.05

0.52
0.90
0.60
1.16

1.30
2.12
1.36
2.49

0.99
1.27
0.99
1.31

1.81
2.74
2.04
3.08
2.36

3.

Pro re nata medication

n.s.
<0.001

1.02
4.33
0.35
3.33

8.05
11.78

6.

1.08
0.65

Physical restraint

Intermittent observation

n.s.

74

1.09
0.84

Seclusion

<0.001
n.s.
<0.001
<0.001
0.006
0.016
<0.001

—8.62
0.57
—5.26
—4.60
3.51
3.23
—7.00

0.011
0.005
<0.001
<0.001
n.s
<0.001
0.003

3.55
4.82
—1.42
4.70
1.87
4.28
3.66

<0.001

<0.001
n.s

<0.001

5
.34

10.37
13.70
4
4
1017

1.7
0.87
11.51

1.08
1.10
1.14

5

0.8

1.00

0.85
57

2.10
2.72
2.24
3.65
2.04
3.94
2.21
2.57

0.77
0.76
1.14
1.18

0.80
0.94
1.12
0.48

1.66
2.03
2.29
3.13
1.72
4.22
2.47
2.26

1.14
1.34
1.21
1.27
1.08
1.11
1.10

0.75

(org
2.69
3.51
2.40
4.10
2.54
2.76

n.s., not significant; p-corr, p-values are Bonferroni corrected.

Compulsive intramuscular sedation

Psychiatric interinsic care
Mechanical restraint
Constant observation
Net bed

Open area seclusion
Mean (all items)

Time-out
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FIGURE 1 | Effect sizes: comparing ratings of patients, health care professionals, and next of kin.
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TABLE 3 | Comparing ACMQ ratings of voluntary vs. compulsorily admitted patients.

Voluntary admitted (N = 352, 81.1%) Complusorily admitted (N = 82, 18.9%) Statistics

Mean SD Mean SD t P p-corr ES
Pro re nata medication 1.74 0.94 214 1.12 —2.97 0.004 0.044 0.39
Physical restraint 2.61 1.21 3.32 1.38 —4.28 <0.001 <0.001 0.55
Intermittent observation 1.99 0.95 2.25 1.15 —1.89 n.s. n.s. 0.25
Seclusion 3.07 1.31 3.15 1.33 —0.50 n.s. n.s. 0.06
Time-out 2.31 1.1 2.59 1.24 -1.97 0.049 n.s. 0.23
Compulsive intramuscular sedation  2.95 1.31 3.57 1.35 —-3.77  <0.001 0.002  0.46
Psychiatric interinsic care 2.67 1.18 2.78 1.29 —0.70 n.s. n.s. 0.08
Mechanical restraint 3.43 1.27 3.86 1.20 —2.79 0.006 n.s. 0.35
Constant observation 2.34 1.02 2.68 1.26 —2.23 0.028 n.s. 0.29
Net bed 4.04 1.14 4.34 0.98 —2.20 0.028 n.s. 0.28
Open area seclusion 2.45 1.03 2.90 1.27 —2.99 0.003 0.042 0.39
Mean (all items) 2.69 0.73 3.06 0.78 —4.08 <0.001 0.001 0.49

ACMQ, Attitudes to Containment Measures Questionnaire; n.s., not significant; p-corr, p-values are Bonferroni corrected.

restraint can be at least avoided by applying compulsory injection
only.

The largest rating differences between HCP and patients
surround compulsory intramuscular injection of medication.
With an effect size >1, this difference may be related to the
conviction of HCP that intramuscular injection of medication
is therapeutically necessary (5). The focus of HCP on applying
treatment interventions rather than mere security measures
explains these beliefs. Still, there is a risk that HCP use these
measures with a relatively low threshold and thus insufficiently
consider their negative effects, namely the deterioration of
the therapeutic relationship due to disapproval of coercion
by patients (37). Additionally, the therapeutic effect of a
compulsory medication could not be verified by evidence (26),

and that medication is frequently used for temporary control of
behavior (3).

In accordance with Dack et al. (38), we observed that
patients who were medicated against their will had more negative
attitudes toward all coercive measures. The differing ratings of
the patients, as well as the ratings of all measures taken together,
show that such an act has high costs. Therefore, HCP must avoid
this intervention whenever possible.

More than a third of all coercive measures are triggered
by a HCP-patient interaction (47). Consequently, the use of
compulsory medication is preventable in advance. Solutions may
include greater sensitivity to the use of informal coercion, which
may represent a precursor of coercive measures and lead to
disruptions in the therapeutic relationship (56). Reducing the
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consequences of coercive measures could include debriefing of
events, which in Switzerland is considered standard (40) (SAMW
guideline). Clinicians should actively seek patient perspectives
on compulsory medication retroactively to minimize secondary
negative impact. The reduction of perceived coercion should
always be an objective while administering coercive measures
to reduce negative effects within the therapeutic relationship.
Clinicians can achieve this through transparent communication,
choices concerning coercive measures, sound justification for
these measures, and respect for the patients’ perspectives (31, 57).

Patients who were admitted compulsorily were more likely
to show a negative attitude toward coercive measures, which
concurs with numerous publications (5, 12). The main reason for
these negative attitudes may be the acute illness of compulsory
patients at the beginning of their treatment (19). Unfortunately,
our results could not differentiate whether patients had a negative
attitude before beginning their treatment, if a negative stance
to psychiatric treatment causes their negative attitude, or if they
acquired their attitude after experiencing involuntary admission.

In general, NOK reject coercive measures significantly less
strongly than do patients. This result is consistent with Ranieri
et al. (41). This likely stems from NOK approval toward
coercive treatment conducted for the wellbeing of their relatives.
They often find themselves caught in an ambivalent position,
as they simultaneously want to avoid patient suffering from
restricted autonomy and freedom of movement. In absolute
terms, however, NOK displayed ratings much closer to those of
patients. It is noteworthy that the treatment on the locked acute
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Methods: In this retrospective observational study, we retrieved all collected information
regarding CA in Turin (ltaly) from January 2006 to December 2013. All content and data
reported in the CA forms, including diagnosis and clinical details, were gathered and
analyzed. Comparisons between CA with and without a diagnosis of DSM-IV psychiatric
disorders and between different diagnoses were performed using either parametric or
non-parametric tests, depending on variable distribution.

Results: Three hundred and two (10.5%) of 2,870 consecutive CAs made in Turin during
a lag time of 8 years were due to unknown psychiatric diagnoses (113; 3.9%) or to
psychomotor agitation (189; 6.6%). The most prevalent psychiatric disorders leading
to CA were schizophrenia (729; 25.4%), brief psychotic disorder (627; 21.8%), bipolar
disorder episode (396; 13.8%), delusional disorder (292; 10.2%), and personality disorder
(237; 8.3%). The CAs due to psychiatric disorder were longer (U = 328,875.0; p <
0.001) and involved patients who were more likely to be compulsorily admitted during the
study period (U = 357,012.5; p = 0.003), to have had prior contact with a psychiatrist
[x(zz) = 28.34; p < 0.001], to have had previous admissions to a psychiatric ward
[x(zz) = 33.06; p < 0.001], to be under the care of psychiatric services [X(ZS) = 87.01;
p < 0.001], and not to have concurrent alcohol [x(%) = 28.06; p < 0.001] and/or drug
use [x(%) = 12.97; p < 0.001] than those due to psychomotor agitation/unspecified
diagnoses.

Conclusion: Despite a history of 35 years of CA made according to a strict need
for treatment criteria, the evaluation of CA records shows that a certain proportion of

Frontiers in Psychiatry | www.frontiersin.org

20 January 2019 | Volume 9 | Article 740


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2018.00740
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2018.00740&domain=pdf&date_stamp=2019-01-08
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles
https://creativecommons.org/licenses/by/4.0/
mailto:francesco.oliva@unito.it
https://doi.org/10.3389/fpsyt.2018.00740
https://www.frontiersin.org/articles/10.3389/fpsyt.2018.00740/full
http://loop.frontiersin.org/people/319703/overview
http://loop.frontiersin.org/people/304639/overview
http://loop.frontiersin.org/people/655398/overview
http://loop.frontiersin.org/people/304346/overview

Oliva et al.

Compulsory Psychiatric Admissions in Italy

CAs appears to have been due to brief, not psychiatric, alcohol/drug related behavioral
conditions. Further studies should confirm the need for law reform leading to the
integration between the need for treatment and the danger criteria for CAs.

Keywords: involuntary hospitalization, compulsory admission, social control, need for treatment, mental health,

legislation, Italy

INTRODUCTION

In Europe, Italy is one of the few countries, together with
Spain, Sweden and Switzerland, in which compulsory psychiatric
admission (CA) can be arranged only when the need for
treatment criteria are met (1-6). Most other countries also
consider certain danger criteria, with a considerable variability,
from potential danger to oneself and others (e.g., France,
Germany, Austria, and the Netherlands) to unacceptability for
the community (Ireland and Cyprus) (1-6). As argued previously
(1), the introduction of the need for treatment criteria for
CA aimed to improve the psychiatrist—patient relationship with
respect to community health, declining the concept of legal
obligation to punish individual behavior and to protect society.
According to the still-valid Italian mental health reform (Law
no. 180) passed in 1978 (7), psychiatric patients have the right
to be treated as well as patients with any other disorder; thus, in
daily psychiatric practice, their illness should be managed using
only voluntary treatments. However, in the case of particular
clinical urgency, hospitalization may be implemented in a
compulsory manner in order to improve treatment outcome and
functional recovery. To defend, as much as possible, the need
for treatment criteria, the law of establishment of the Italian
National Health Service (Law no. 833) (8) imposed that a CA in
Italy needs an initial clinical assessment by any medical doctor,
and subsequently by a medical doctor of the Italian National
Health Service, who must confirm the presence of all three of the
following criteria: (a) the patient shows mental changes requiring
an urgent therapeutic intervention; (b) the patient does not
accept the treatment; (c) there are no conditions enabling doctors
to take other timely and adequate therapeutic measures outside
those achieved in a hospital. Moreover, the CA must be formally
authorized by the mayor of the municipality where the patient
lives and can only be undertaken in acute psychiatric wards
located in public general hospitals. The maximum duration
of initial involuntary placement in Italy is 7 days, one of the
shortest among European countries (that ranges from a 3-day
treatment period in a state of Switzerland to a 9-month one
in Finland) (1-4), which can be subsequently reconfirmed for
a further 7 days and so on while the criteria persist (8, 9).
Lastly, it should be taken into account that CA criteria were
included in the Law no. 833 in the section and clauses dedicated
to the mental health (Articles 33, 34, and 35) (8). Thus, CA
criteria were designed to manage only psychiatric conditions
so much so that local health authorities subsequently released
CA forms including a diagnosis field in order to specify the
psychiatric clinical condition requiring the urgent therapeutic
intervention.

Therefore, we can deduce that involuntary psychiatric
admission in Italy should be related to a clinical condition
that should be explicitly stated as a psychiatric diagnosis, and
cannot be the consequence of behavioral manifestations that
are unacceptable for the community (e.g., aggressive or hostile
behavior, risk to self or others, or other dangerous behaviors).

Such early introduction and close attention to need for
treatment criteria for CA in Italian mental health legislation,
suggest a unique opportunity to evaluate the outcome of
this health-oriented approach in patients affected by mental
disorders.

The present study aimed to evaluate whether data collected
during CA were informative for the actual clinical condition,
according to the requested criteria provided by Italian law.
As a secondary purpose, we aimed to compare patients
who underwent CA due to psychiatric clinical disorders or
due to other conditions, in terms of gender, age, state of
birth, length of stay, comorbid alcohol/substance use disorder,
previous CAs, and previous contact with mental health
services.

MATERIALS AND METHODS

In this retrospective observational study, we retrieved all
collected information regarding CA in Turin, Italy, from January
2006 to December 2013, by consulting the registry of the ufficio
TSO [compulsory treatment office] of Turin, Italy. Consistent
with the original CA forms, the registry record provided
patient sociodemographic data (i.e., name, surname, date of
birth, residence address, and responsible service) and CA
details (i.e., start and end date, requested criteria, place of
admission, diagnosis, and clinical observation). All data were
managed in an anonymous manner, according to Local Ethical
Committee compliance (notification no. 3/2016; protocol no.
001804).

To test the compliance with the Italian law concerning CA,
diagnosis according to DSM-IV-TR codification was determined
by searching for specific disorder keywords in the proper field of
the registry record, which in turn corresponds to the same field
of the CA form filled in by medical doctors during the clinical
examination. The results of this search were collected according
to DSM-IV-TR codification main categories (e.g., 295.xx for
schizophrenia, 296.xx for bipolar disorder, etc.). To address the
occurrence of a dual diagnosis, psychiatric disorders took priority
over alcohol/drug use disorders in the diagnosis field, but the
possible co-occurring alcohol and/or drug use were collected
as two separate and dichotomous (yes/no) variables. Diagnoses
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that were not compliant with the DSM-IV-TR classification were
collected as they were written in the diagnosis field of the original
admission form.

The length of CA was calculated using start and end dates.

Statistical Analysis

All data collections and calculations were performed using the
IBM SPSS Statistics for MACOS package (Version 22.0, IBM
Corporation, Armonk, NY, USA).

The annual rate of CA is expressed as the number of CAs
per year per 100,000 inhabitants, using Turin population data
provided by the Municipality of Turin City.

Comparison between CAs due to any DSM-IV-TR psychiatric
disorder and those due to other conditions (i.e., psychomotor
agitation or unspecified diagnoses) for categorical variables was
performed using Pearson’s X2 or Fisher’s exact tests, depending
on the expected frequencies in each group. The adjusted
residuals were calculated to allow the post-hoc analysis of 2 x
N crosstabs. Continuous variables were evaluated using either
an unpaired t-test or a Mann-Whitney non-parametric U-
test, depending on whether the distribution of variables was
normal or non-normal, as determined by the Shapiro-Wilk
test.

Association between categorical data and each DMS-IV-TR
psychiatric diagnosis was tested using Pearson’s x? or Fisher’s
exact tests, depending on the expected frequencies in each group.

Probability tests were considered bilateral, with a type 1
error set at 5% (p = 0.05). p-values resulting from multiple
comparisons were adjusted according to Bonferroni’s correction,
in order to control family error rate.

RESULTS

Data from 2,870 records, corresponding to the same
amount of CAs, were collected. The mean number of
CAs per year per 100,000 inhabitants was 39.8 (SD = 3.03;
Figure 1).

According to the diagnosis field content, 2568 (89.5%) CAs
were due to psychiatric conditions described in the DSM-IV-
TR, 189 (6.6%) were due to psychomotor agitation, and 113

50
44.4
4 40.9 41,
N G g——ahs 39.6 39.5
§ T NI T T e e
2
25 D, ¢ 36.6
235 30 :
R
EE 25
%3
2o 20
g8
—g_: 15
§ 10
5
0
2006 2007 2008 2009 2010 2011 2012 2013
Year
FIGURE 1 | Number of compulsory admissions per year per 100,000
inhabitants in Turin.

(3.9%) had an empty diagnosis field, and thus were considered
unspecified diagnoses.

The most prevalent DSM-IV-TR psychiatric diagnoses
were schizophrenia, brief psychotic disorder, bipolar disorder,
delusional disorder, and personality disorder (Figure 2).
These diagnoses were followed by psychomotor agitation and
unspecified diagnoses, which reached a higher prevalence than
the remaining DSM-IV-TR psychiatric disorders (i.e., major
depressive disorder, alcohol use disorder, mental retardation,
delirium, drug use disorder, vascular dementia, and anorexia
nervosa).

With respect to addictive disorders, 70 (2.4%) and 17 (0.6%)
were due to alcohol and drug use disorder, respectively. However,
concurrent use of alcohol or drug was found in, respectively, 232
(8.1%) and 233 (8.1%) CAs.

Results of the comparison between CAs due to any DSM-
IV-TR psychiatric disorder and those due to psychomotor
agitation or unspecified diagnoses are reported in Table 1.
CAs due to a psychiatric disorder were longer than those
due to psychomotor agitation/unspecified diagnoses. Patients
compulsorily admitted for psychiatric disorders were more likely
to have had previous admissions to a psychiatric ward, to be
compulsorily admitted during the study period, to have had prior
contact with a psychiatrist, to be under the care of psychiatric
services, and not to have concurrent alcohol and/or drug use
than those admitted for psychomotor agitation or unspecified
diagnoses.

The comparison between different diagnoses for all data
collected is reported in Supplementary Table 1. CAs due to
schizophrenia, bipolar disorder, and personality disorder were
strongly associated with previous contact with a psychiatrist
[schizophrenia, X%z) = 65.13, p < 0.001; bipolar disorder,
xé) = 16.17, p < 0.001, and personality disorder, x(zz) = 19.13,
p < 0.001], prior admission to a psychiatric ward [schizophrenia,
X%z) = 2857, p < 0.001; bipolar disorder, X(ZZ) = 8.50,
p = 0.014, and personality disorder, X%z) = 11.05, p = 0.004],
and being under the care of psychiatric services [schizophrenia,

x(23) = 153.71, p < 0.001; bipolar disorder, x(23) = 9.02,
p = 0.020, and personality disorder, X%a) = 9.25, p = 0.031].
However, only the CAs due to personality disorder were

associated with alcohol [X%Z) = 5256, p < 0.001] and
substance use [xé) = 76.38, p < 0.001]; whereas those
due to schizophrenia and bipolar disorder were significantly
related to the absence of these two conditions [alcohol use:
schizophrenia, X%l) = 40.57, p < 0.001; bipolar disorder,

X(Zz) = 5.77, p = 0.016 and substance use: schizophrenia,
sz) = 14.59, p < 0.001; bipolar disorder, xé) = 8.97,

p=0.003].

Both CAs due to delirium and mental retardation were
more likely to lack information regarding previous contact
with a psychiatrist [delirium, X%z) = 14.76, p = 0.001 and
mental retardation, Xé) = 12.20, p = 0.005], but only the
former were more likely to be associated with inadequate
information concerning previous admission to a psychiatric ward
[X(ZZ) = 11.95; p = 0.002].
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FIGURE 2 | Prevalence of DSM-IV-TR psychiatric disorders and other conditions according to the diagnosis field of the compulsory admission form.

CAs due to major depression disorder were significantly
related to not having had previous contact with a psychiatrist
[X(Zz) = 21.61; p < 0.001] and not having had prior admission

to a psychiatric ward [X%z) = 9.53; p = 0.009]; however, these

were significantly associated with alcohol use [xé) = 6.61;
p=0.010].

DISCUSSION

According to the present study, CAs arranged in a lag of time
of 8 years in the main city of northwest Italy were compliant
to the Italian law though they were not always informative for
the actual psychiatric condition requiring an urgent therapeutic
intervention, inasmuch as more than a tenth of them was
arranged for episodes of psychomotor agitation or unspecified
disorders.

Contrary to other reports related to shorter and previous
period of observation, the present study found a downward trend
in the annual rate of CA (10-14). This might be interpreted as a
real reduction of the CA rate in the last period but it should be
considered with caution taking into account the main limitation
of the present study, i.e., the low generalizability of results due to
single urban center design.

However, it is noteworthy that a total of 302 (10.5%) CAs
appear not to have been due to an actual psychiatric disorder,
but likely to any mental change requiring an urgent therapeutic
intervention that did not meet the DSM-IV-TR diagnostic criteria
for a psychiatric disorder.

Whilst unspecified diagnosis could be explained not only
by the actual lack of a psychiatric disorder diagnosis but
also by other conditions (e.g., an error filling out the form,
dangerous behavior not provided for by law, early stage of

unclear psychiatric condition), psychomotor agitation could only
be seen as the attempt to code a behavioral condition requiring
urgent intervention in absence of actual psychiatric disorder.
As a matter of fact, psychomotor agitation is a symptom and
it is not necessarily a manifestation of a psychiatric disorder
because it could occur in different non-psychiatric conditions
(e.g., reactions to life events, drugs side effects, within a septic
or other underlying organic disease, etc.) but if the medical
doctor had been able to make a psychiatric diagnosis during
the assessment he/she would not have indicated the agitation
symptom only as a condition requiring urgent treatment.
Moreover, as far as we concerned, a mental change requiring
urgent hospitalization is likely to be covered by DSM-IV-TR
classification.

Therefore, despite a specific law developed to preserve the
need for treatment principle for CA including an informative
proposal, acknowledged approval, and mayor of municipality
authorization, some of these CAs still appear to have been due
to a behavioral manifestation that was not properly related to a
clinical psychiatric condition. To the best of our knowledge, no
similar findings have been previously published.

Comparison of CAs due to any psychiatric disorder with those
arranged for psychomotor agitation or unspecified diagnoses
revealed that the latter had a higher rate of concurrent alcohol
or substance use, lower rates of previous contact with psychiatric
services previous admission to a psychiatric ward, and a shorter
duration of involuntary hospitalization. Consistently, a recent
study by Habermeyer et al. (4) reported that substance use
disorder was the second most prevalent diagnosis in involuntary
admitted patients in Switzerland. In line with our results, they
also found that involuntary admissions due to substance use
disorders had a shorter duration of stay and were more likely due
to intoxication. Furthermore another study conducted in Norway
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TABLE 1 | Comparison of compulsory admissions due to any DSM-IV-TR
psychiatric disorder and those due to psychomotor agitation or unspecified

diagnoses.
DSM-IV-TR psychiatric disorder
Yes No x2 (Df) p
2,568 (100%), 302 (100%), AR

AR
Gender
F 1,112 (43.3),3 128 (42.4), -3 0.93(1) 0.761
M 1,456 (56.7), -3 174 (57.6), 3
Place of birth
Italy 2,227 (86.7),6 258 (85.4), —6 0.39(1) 0.584
Other country 341 (138.3), —6 44 (14.6), 6
Any previous contact
with a psychiatrist
Yes 1,998 (77.4), 5.3 192 (63.6), —-5.3  28.34(2) <0.001*
No 138 (5.4), —4.5 26 (8.6), 4.5
NS 442 (17.2), —2.3 84 (27.8),2.3
Any previous
admission to a
psychiatric ward
Yes 1,240 (48.3), 5.7 94 (31.1), -=5.7  33.06(2) <0.001*
No 129 (5.0), —2 16 (5.9), 2
NS 1,199 (46.7), 192 (63.6), 5.6

-5.6
Under the care of
psychiatric services
Yes 1,436 (55.9), 6.3 111(36.8), —6.3 87.01(3) <0.001*
CNP 11 (0.4), 7.4 14 (4.6), 7.4
No 188 (7.3), —1.0 27 (8.9),1.0
NS 933 (36.3), —4.5 150 (49.7), 4.5
Alcohol use
Yes 246 (9.6), —4.8 56 (18.5), 4.8 23.06(1) <0.001*
No 2,322 (90.4), 4.8 246 (81.5), —4.8
Substance use
Yes 207 (8.1), —3.6  43(14.2), 3.6 12.97(1) <0.001*
No 2,361 (91.9), 3.6 259 (85.8), —3.6

Mdn (1Q) Mdn (IQ) V) P

Age at admission 41.9 (18.8) 39.8 (19.9) 351471.0 0.008
Number of 1(1) 100 357012.5 0.003*
compulsory
admissions during
the study
Length of compulsory 5(4) 5(4) 328875.0 < 0.001*

admission

NS, Not specified; CNF, Child neuropsychiatry; AR, Adjusted residuals. *Statistically
significant after Bonferroni correction (p < 0.004).

by Hustoft et al. (15) recognized greater alcohol abuse and
less severe psychiatric symptoms as the most important factors
predicting a brief conversion from involuntary to voluntary
hospitalization.

Taken together, our findings suggest that transient non-
clinical conditions, often related to drug or alcohol use, may
require (not necessarily) compulsory psychiatric intervention;
therefore, a dedicated procedure to deal with these particular
behavioral conditions should be provided in addition to
compulsory psychiatric admission.

Bringing this into the need for treatment/danger criteria
debate (1, 3, 16), it could be suggested that despite the
extreme need for treatment orientation of the Italian psychiatric
legislation (focused on psychiatrist-patient relationship and
aimed at preserving the patient’s state of health), certain
dangerous conditions resulting from behavioral manifestation
unrelated to psychiatric disorders (i.e., threat to self or others
requiring an initial intervention by the law enforcement and
not by the doctor) appear to require a specific intervention
to be managed. This could be explained by the discrepancy
between the strict need for treatment principle inspiring the
early psychiatric reform proposed by Law no. 180 and the
wider criteria provided by the subsequent executive Law no.
833, according to which patients with any mental change
requiring urgent therapeutic intervention not applicable outside
the hospital could be compulsory admitted.

Thus, the present findings highlight the need for a more
comprehensive approach, similar to that adopted by the
UK, Denmark, and Ireland (1-3), including the need for
treatment criteria covering the more-frequent psychiatric clinical
conditions and danger criteria that could be used during less-
frequent but severe and dangerous behavioral manifestation,
which also need to be addressed by both law enforcement
and clinical intervention. Such a differentiation within the
CA legislation could prevent the expected rise of patient
stigmatization related to the danger criteria (17). Even more than,
as recently confirmed (10), the adoption of danger criteria does
not necessarily increase the rate of CA.

As regards secondary noteworthy findings, CAs due to severe
psychiatric disorders such as schizophrenia, bipolar disorders
and personality disorders seemed to have a higher burden on
psychiatric services as patients diagnosed with these disorders
had more prior hospitalizations, were more often under the care
of psychiatric services and have had more previous contact with
them. On the other hand, among these, personality disorders
only seemed to be compulsory admitted with a concurrent use
of alcohol and substances consistently with previous reports on
co-occurrence between these two conditions(18, 19).

To the best of our knowledge, the present study is the
first reporting that CAs due to major depressive disorder were
significantly related to not having had previous contact with a
psychiatrist and not having had prior admission to a psychiatric
ward, suggesting that patients with this disorder are more likely
to be involuntary hospitalized on the first episode. Future studies
should be focused on details and conditions in which CAs
due to major depressive disorder occur, taking into account
also the specific severity indexes (e.g., suicidal tendencies or
attempts).

Our findings are far from conclusive, especially when taking
into account certain important methodological limitations. All
data were concerned with the CAs of a single urban center; thus,
are not representative of the entire Italian population. Moreover,
these data were collected from a CA database that was not
expressively designed for explicit research purposes. On the other
hand, the particular context in which they come out (ie., CA
regulated by a so old and pioneering CA reform and long period
of observation in a urban setting) makes them also relevant in
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contributing to depict the extremely heterogeneous framework
of psychiatric involuntary treatment and thus in looking ahead
to the drafting of a common procedure for CA able to protect
right and health of both patient and community.

Therefore, our suggestion should be confirmed by further
prospective observational multi-centric studies focused on CAs
due to acute, non-psychiatric, alcohol-/drug-related dangerous
conditions.
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Introduction: Involuntary admissions to psychiatric hospitals, regardless of their
beneficial effects, violate the patients’ autonomy. To keep such measures at a minimum
and develop less restricting and coercive alternatives, a better understanding of the
psychiatric emergency situations which end up in involuntary admissions is needed. This
descriptive and exploratory study investigates the consultations leading to involuntary
admission and the decision-making process of the referring physicians.

Methods: We developed an online questionnaire to collect data on the characteristics
of the consultation leading to an involuntary admission, including influencing factors
from the referring physicians* perspective, as well as their professional background. We
included 107 physicians who completed the questionnaire after they had referred patients
for involuntary admission to one major psychiatric hospital in Switzerland.

Results: The referring physicians were heterogeneous regarding their medical
background and experience with psychiatric emergency situations. The consultations
were time consuming and took place in various locations. Clinical findings, third-party
anamnesis and a known psychiatric diagnosis contributed strongest to the decision
to admit involuntarily. “Protection from danger to self” was named most frequently as
purpose of the admission.

Discussion: This study emphasizes the variety of psychiatric emergency situations
leading to involuntary admissions. In most cases, several parties are involved and
influence the decision together with medical and social factors. To reduce the number
of involuntary admissions, alternatives for patients with a high symptom load and at risk
of harming themselves are needed. Possible approaches to achieve that reduction and
recommendations for further research are provided.

Keywords: involuntary admission, psychiatric emergency situation, coercion, decision-making, referring physician

INTRODUCTION

Coercive measures such as involuntary admission (IA) to a psychiatric hospital are commonly
used in psychiatric emergency situations (PES) when treatment for a refusing patient seems
to be necessary, usually due to a potential danger to the patient or to others in combination
with an underlying psychiatric disorder (1, 2). Legal, ethical and medical factors are relevant in

Frontiers in Psychiatry | www.frontiersin.org

26 January 2019 | Volume 9 | Article 760


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://www.frontiersin.org/journals/psychiatry#editorial-board
https://doi.org/10.3389/fpsyt.2018.00760
http://crossmark.crossref.org/dialog/?doi=10.3389/fpsyt.2018.00760&domain=pdf&date_stamp=2019-01-18
https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles
https://creativecommons.org/licenses/by/4.0/
mailto:silvan.marty@uzh.ch
https://doi.org/10.3389/fpsyt.2018.00760
https://www.frontiersin.org/articles/10.3389/fpsyt.2018.00760/full
http://loop.frontiersin.org/people/588304/overview
http://loop.frontiersin.org/people/117349/overview
http://loop.frontiersin.org/people/568410/overview
http://loop.frontiersin.org/people/165349/overview
http://loop.frontiersin.org/people/69053/overview
http://loop.frontiersin.org/people/391305/overview

Marty et al.

Decision Making in Involuntary Admission

the implementation and regulation of such measures. Despite
these regulations, IAs violate the patients’ rights of freedom
and self-determination. Therefore, perceived coercion among
patients can be high (3, 4). Some may experience feelings of
humiliation and, compared to voluntarily admitted patients,
many are less satisfied with the received treatment (5-7).
Even retrospectively, a substantial percentage of involuntary
admitted patients do not consider their admission as justified (8-
10). Therefore, coercive measures have been under discussion
in psychiatry for centuries (11, 12). However, among mental
healthcare professionals it is widely accepted that IA can be
beneficial under certain circumstances (13, 14), and studies have
shown little to no differences regarding clinical outcome domains
and treatment adherence compared to voluntarily admitted
patients (4, 5, 15, 16).

The cross-national variations in this highly sensitive and
controversial area are remarkable, with rates of involuntary
admission differing enormously across the world (1, 2, 17,
18). Even among different regions within the same country
or state (and consequently comparable legal regulations),
rather impressive differences exist (19, 20). Considering this
background, it seems plausible that other factors than the
legal prerequisites—such as mental health service structure,
local traditions and policies—play an important role as well
(21-24). Therefore, an effort has been put into stimulating
and harmonizing research and legal prerequisites in different
European countries as well as worldwide in order to develop
common guidelines or standards of good practice—with the aim
of keeping coercive measures at a minimum (25).

In most countries, a physician is legally enabled to mandate
an IA of a patient (17, 26). As the gatekeeper to IA, the physician
has a crucial role in implementing legal regulations (27) and
weighing risks and benefits of involuntary care for the individual
patient (28, 29). Studies indicate that the referring physician’s
experience or competence with psychiatric emergency situations
may be associated with disallowance rate and time to discharge
(30-32). It has been shown that referring general practitioners
find it difficult to apply the legal criteria and assess the necessity
for involuntary care (33, 34). In an Australian study (35), patients
detained to an emergency department by decision of ambulance
officers had 3 times lower odds of a subsequent involuntary
admission to a mental health clinic compared to those detained
by physicians. Also, differences regarding the compliance rate
with legal requirements and the quality of the commitment
certificates among various groups of referring physicians have
been shown (36-38).

In Switzerland, a federal republic with 26 cantons (states),
IA is regulated both on a national and cantonal level. Criteria
for TA are defined in the Swiss Civil Code [Art. 426 (39)],
whereas different cantonal laws assign the responsible agents.
In the canton of Zurich, every physician can admit a patient
involuntarily, while in other cantons that decision is assigned
only to a selected group of physicians.

There is limited literature describing the course of the PES
and the decision-making process leading to IA from the referring
physicians’ perspectives. Some studies analyzed who initiated
the TA (40, 41). Others investigated reasons for the IA and

found that patients aggressiveness, risk of harm to self or
others, discontinuation/reinstatement of medical treatment and
various other reasons were named with different frequency
and importance depending on the setting of the PES and the
referring agent (40-43). However, little is known about factors
influencing the decision and the course of the processes, and,
to our knowledge, no study analyzed in detail the consultation
which led to the consequent IA.

This descriptive and exploratory study intended to investigate
the process which leads to IA in the canton of Zurich. We
aimed to (1) collect data on the referring physicians® professional
background, (2) describe the characteristics of the PES leading
to IA, and (3) shed light on the process of decision-making and
factors influencing it.

MATERIALS AND METHODS

Sample

The University Hospital of Psychiatry Zurich (PUK) with its 320
beds constitutes one of the largest hospitals for adult psychiatry
within the region and in all of Switzerland. Its catchment area
of about 500,000 residents contains both urban and rather rural
regions. To investigate the above-mentioned aspects of IA, the
structure of the mental health care system in and around Zurich
provides a suitable setting because of its various groups of mental
health care providers with their diverse backgrounds.

We invited all physicians who had referred patients
involuntarily to the PUK within a period of 12 months
(October 2016-September 2017) to participate in this study.
Of the 1,242 records, 682 were repetitions—the same physician
referred multiple patients during the period. As shown in
Figure 1, 196 records could not be used for other reasons,
namely because of missing or unclear contact information, job
changes (physicians were not tracked down if they no longer
worked at the institution from where the patient was referred),
exclusion due to admissions from another canton of Switzerland,
or in some cases because the physicians refused to participate.
The remaining 364 physicians were contacted by email and
invited to answer the questionnaire. Of 109 participants who
followed the invitation and completed the questionnaire, two
participants had to be excluded due to missing values >50%.
Thus, analyses were conducted with 107 (29%) participants.

Questionnaire

For this study, a structured online questionnaire was developed.
The first part of the questionnaire consisted of questions about
the physicians’ professional background and their experience
with PES. In the second part of the questionnaire, we asked
physicians some questions on their last PES that led to an IA.
This part assessed characteristics of that PES as well as the
corresponding decision-making process. The questionnaire was
reviewed and discussed by physicians experienced in PES and the
referral via IA.

Subgroups
To compare statements on questions about consultations with
colleagues and the use of risk assessment tools we built three
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Involuntary Admissions within one
year (2016/10 — 2017/09)

n=1242
Repetitive physicians
n =682
Unclear records ¢
n=96
> Job changes
n=42
Others, e.g. refusals
n=>58

Remaining physicians
contacted for this study
n=364

FIGURE 1 | Selection of referring physicians.

subgroups of participants by level of training and medical
specialty: (1) Psychiatrist (including child and adolescent
psychiatry), (2) Senior doctors who have completed their training
with a degree in any other medical specialty, and (3) Residents of
any other specialty who have not yet completed their training.
The group of referring psychiatrists contained only 5 residents
whereof only 1 had <6 years of working experience. Therefore,
we decided not to split up that group in seniors and residents for
analysis.

Statistical Analysis

We performed statistical analysis using IBM SPSS Statistics 25
(IBM Corp. Released 2017. IBM SPSS Statistics for Windows,
Version 25.0. Armonk, NY: IBM Corp.) and chose a significance
level of 0.05. Along with descriptive statistics, we used cross-
tables and Chi-Square tests. For Chi-square tests, we reported
Fisher’s exact test when cell counts <5 were expected. We
reported standardized residuals in cross-tables for variables with
more than 2 categories.

Ethics

This study is not subject to the Swiss Human Research
Act (Humanforschungsgesetz); therefore, approval from the
Cantonal Committee for Ethics was not required. We identified
the contacted physicians without collecting any information
that would allow conclusions on patients. Furthermore, all data
resulting from the online questionnaire have been collected
completely anonymously and do not allow to identify neither
patient nor referring physician.

RESULTS

Participants
Table 1 shows the participants’ socio-demographic data as well as
data on their professional background and their experiences with

PES within the last 12 months. The participants had a mean age
of 46.2 years and a mean professional experience of 17.5 years.
Nearly half of the participants were psychiatrists working in their
own office or in an institution. For 96 (90%) participants, the last
time they mandated an IA was no longer than 6 months ago.
While mandating the IA, 49 (46%) participants were working
in some form of emergency service, whereas the others were
working in their regular shifts.

Characteristics of PES Leading to IA

Table 2 shows different characteristics of the PES leading to IA.
The great majority (72%) of the consultations took more than 1 h.
Most of the consultations took place in a medical environment,
followed by the patient’s home, the police station and others.
Employees of the healthcare system initiated the consultation
in most cases, followed by the police, the next of kin and the
patients themselves. In about half of the consultations, the police
or a security service was involved. In 46%, this involvement was
initiated by the referring physicians. Only 3 participants were
either alone with the patient or did not answer the question
if other people were involved. The use of informal coercion
was reported in 54 (50%) cases. Amongst those who had used
informal coercion, 42 reported to have done so knowingly,
whereas 9 did so unknowingly, and 3 did not answer the question.
The use of formal coercion other than IA was less frequent with
27 (25%) reporting the use of some kind of formal coercion.

The Process of Decision-Making

When asked about the purpose of the IA, 92 of 106 participants
chose multiple options resulting in a total of 366 answers shown
in Table 3. “Protection from danger to self” was chosen most
frequently (89% of the participants), followed by “solve the
current emergency situation” and “treatment of the psychiatric
disorder.” In about half of the PES, a patient’s next of kin
was actively involved in the process of decision-making. Thirty
participants (30%) had contact with the patients outpatient
therapist before, during or after the PES. Of those who did not,
43 (61%) stated that the patient had no outpatient therapist
or that she/he was not available, 6 (8%) were the outpatient
therapists themselves, and 22 (31%) had other reasons or did
not answer the question. Only 23 (21%) participants knew the
patient from a present or a past treatment, 5 (5%) did so for other
reasons, whereas, 79 (74%) did not know the patient prior to the
consultation.

Whether participants consulted with a colleague differed
significantly among the subgroups of referring physicians
[X%4,n=105) = 21.06, p < 0.001], as indicated in Table 4. Most of
the non-psychiatric residents consulted with a colleague. Those
who did not, felt that there was no need. Overall, about half of
each subgroup felt no need for such a consultation. Nevertheless,
almost 10% of both, psychiatrists and non-psychiatric senior
doctors reported that a consultation would have been helpful.
The use of a risk assessment tool was equally rare among all three
subgroups of referring physicians. However, the rating of the
potential helpfulness of such a tool differed among the subgroups
[X%4,n:106) = 16.49, p < 0.001]. Compared to psychiatrists, both,
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TABLE 1 | Participants’ socio-demographic data and professional background.

TABLE 2 | Characteristics of PES.

Characteristics n (%)@ Characteristics n (%)
GENDERP DURATION OF CONSULTATION?
Female 41 (39) <15min 1(1)
Male 65 (61) 15-80min 5(5)
AGE 31-60 min 24 (22)
<30 years 11 (10) 61-120min 54 (50)
30-39 years 24(22)  >120min 23 (1)
40-49 years 22 (21) LOCATION OF CONSULTATION?
50-59 years 35 (33) Pauer.f[s home 27 (25)
>60 years 15 (14) Hosp?tal—lEU . 24 (22)
PROFESSIONAL EXPERIENCE® ;'(’fp'ta't_';pa“em wards f (1 ?
0-2 years 9(9) olee station (10)
Doctor’s office 10 (9)
3-5 years 17 (16) .
610 . Nursing home 6 (6)

10 years @©) Public space 4(4)
11-20 years 24 (23) Other locations 12 (11)
>20 years 47145 |NITIATING PARTYD
MAIN FIELD OF WORK Police 35 (33)
Outpal‘uerl]t F)sy(?h|z?1tr|c office 331 Patient’s next of kin / friends 32 (30)
Psychiatric institution 1100 Participant (physician) themself 28 (26)
General practitioner 12 (11) Nurse 18(17)
Outpatient emergency doctor 11(10) Patient themself 14 (19)
Hospital-EU 15(14)  Treating physician 13 (12)
Hospital-not EU 17.(16) Others 22 (21)
Other 8(7) INVOLVED PARTIES®
MEDICAL SPECIALTY Police or security service 53 (50)
Resident psychiatry 5(5) Patient’s next of kin / friends 50 (47)
Senior doctor psychiatry 42 (39) Medical rescue service 31 (29)
Resident internal medicine 21 (20) Nurse 30 (28)
Senior doctor internal medicine 29 (27) Other physicians 11 (10)
Resident other specialty 5 (5) Caregiver sheltered housing 7(7)
Senior doctor other specialty 5 (5) Others 17 (16)
IAS WITHIN LAST 12 MONTHS USE OF INFORMAL COERCIONY
1 1A 15 (1 4) None 51 (49)
2.5 |As 47 (44) Persuasion 36 (34)
6-10 IAs 29 (27) IF\)legotlat\on 36 (34)

12 (11
~10 IAs 16(15) | oooU® (
Inducement 10 (10)
EU, emergency unit, IA, involuntary admission. Threat 1)
@107 participants, single choice. USE OF FORMAL COERCION®
by i
I missing None 79 (75)

2 missing. . .

Physical restraint 13(12)

Police escort 8(8)
non-psychiatric residents and senior physicians reported more ~ Co®rcive medication 50

Others 7(7)

frequently that the use of such a tool would have been helpful.

Most participants reported that clinical findings had
contributed strongly to the decision for an IA; followed by
third-party anamnesis. Other aspects contributed to a lesser
extent. Details are shown in Table 5.

DISCUSSION

In this study, we found that the group of physicians who mandate
IAs in the canton of Zurich is very heterogenous regarding the
physicians’ medical specialty, level of education and experience.
The consultations leading to IA took place in different locations

PES, psychiatric emergency situation, EU, emergency unit.
2107 participants, single choice.

107 participants, 31 chose multiple options.

€107 participants, 56 chose multiple options and 3 chose none.
9105 participants, 30 chose multiple options.

€106 participants, 4 chose multiple options.

and various parties were involved. The decision to refer patients
against their will was mainly driven by clinical findings, third-
party anamnesis and a known psychiatric diagnosis and served
several purposes at the same time, with the protection from
danger to self being named most frequently.
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TABLE 3 | Features of the decision-making process.

Variables n (%)
PURPOSE OF |A?

Protection from danger to self 94 (89)
Solve current emergency situation 62 (58)
Treat psychiatric disorder 58 (65)
Protection from danger to others 50 (47)
Relief of social environment 33 (31)
Improve social/housing condition 26 (25)
Taking care of the patient 20 (19)
Resolve an unclear diagnosis 13(12)
Compulsory drug treatment 4 (4)
Others 6 (6)
THERAPEUTIC ATTITUDESP

Supportive 55 (51)
Directive 583 (50)
Clarifying 52 (49)
Confronting 28 (26)
Validating 24 (22)
Other or don’t know 6 (6)
ACTIVE INVOLVEMENT NEXT OF KIN®

Yes 54 (51)
No 51 (49)
CONTACT OUTPATIENT THERAPISTA

Yes 30 (30)
No 71 (70)
PRIOR KNOWLEDGE OF PATIENT®

Yes 28 (26)
No 79 (74)

IA, involuntary admission.

2106 participants, 92 chose multiple options.
b107 participants, 72 chose multiple options.
€105 participants, single choice.

9101 participants, single choice.

€107 participants, single choice.

The key medical specialists involved in IA were psychiatrists
and specialists for internal medicine. Less than 10% of
participants were otherwise specialized. The internists made up
for the biggest group of participants in our study, followed by
psychiatrists. Looking at professional experience, more than a
quarter of the participants were still residents, whereas almost
half of them had more than two decades of clinical experience.
The proportion of residents among psychiatric participants was
much smaller and the few psychiatric residents had much
more clinical experience (in years) compared to non-psychiatric
participants. Clinical routine experience with IA has been
discussed to elevate process quality, and the need for more
specific training in the field of IA has been mentioned (30, 32,
37). Our findings suggest that training for residents working in
internal medicine is likely to have a big impact on the process
quality of IA in the canton of Zurich. It is reassuring that in
this study a substantial part of participants has referred several
patients for IA within the last 12 months. This indicates that the

suggested training might find repeated opportunities for practical
implementation in many cases.

We aimed at describing the PES leading to IA and found
that the consultations and conducts of IAs were time-consuming,
taking between 1 and 2h in most cases. Furthermore, only
about a quarter of participants had known the patient before the
PES, and about half of the consultations took place in a non-
medical environment, such as the patient’s home or the police
station. Further research is needed to find whether referring
physicians can invest the time needed for IA in their clinical
routine, and to what extent cutbacks in the referring process are
made due to time-constraints. Prior knowledge of the patient
and their medical history could shorten the referring process and
has been suggested to elevate assessment quality and lengthen
time of hospitalization (30). However, as the majority of the
referring physicians do not know the patient from previous
contacts, it was discussed that training in the handling of PES
and availability of alternatives to IA should be emphasized (32).
Further research is needed to better define the influence of
prior knowledge and tools like psychiatric advance directives
with information about the patients® preferences in the case of a
relapse (44). Moreover, the location of the consultation may be of
relevance. For instance, it was found that patients were referred
for IA 3 times more often when they were assessed in a hospital
emergency department or police station compared with other
community locations (45), and that patients seen on a mobile
crisis unit were more likely to be detained than those seen in
the emergency service (29). As most studies in the field focus
on a single location, limited data on how the location affects
the decision to mandate IA is available. On one hand, it seems
plausible that the referring physician’s available options to solve
a current crisis and resources to implement alternatives to IA
differ according to the location of the consultation. On the other
hand, it could also be that patients with a high symptom-load are
more likely to be evaluated in certain locations and the named
differences are hence based on patient characteristics. Given the
frequency of out-of-hospital locations described in this study,
future research should aim to find out what role the location plays
in the process of IA. The prevalence of additional formal coercion
(besides the IA itself) and the usage of informal coercion during
the admission process have, to our knowledge, not been described
yet. The use of informal coercion, reported in about half of cases
in this study, is within the range of the prevalence in psychiatry
described in a systematic review (46). The use of any form of
formal coercion was reported in 25% of cases in this study. In the
canton of Zurich, 6-11% of all inpatients (regardless of admission
status) were found to be exposed to some form of coercion (20),
and, in a recent study, it was shown that 28% of involuntary
hospitalized patients experienced at least one coercive measure
during the course of hospitalization (47). In conclusion, we can
state that rates of coercive measures during both admission and
hospitalization are comparable in the canton of Zurich. Further
research has to show whether the same subgroup of patients is
target to these measures in both settings.

Examining the course of the PES and the process of decision-
making, we found several indications that the decision to
mandate an IA of a patient might be influenced by third parties.
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TABLE 4 | Consultation with a colleague and use of risk assessment tool.

Variables Psychiatrist OS senior OS resident Total Chi-square

n (%) sr n (%) sr n (%) sr n (%)
CONSULTATION WITH A COLLEAGUE?
Took place 14 (33) —-1.2 12 (32) —-1.2 22 (85) 2.9 48 (46) 15.82**
Would have been helpful 4 (10) 0.7 8) 0.3 0(0) -1.3 7(7) 4.81
There was no need 24 (57) 0.9 22 (59) 1.0 4 (15) —-2.4 50 (48) 11.36*
RISK ASSESSMENT TOOLP
Used 2 (5) 0.7 13 0.0 0(0) -0.9 3(3) 3.12
Would have been helpful 4(9) —2.1 9 (24) —0.1 14 (54) 2.9 27 (25) 1747
There was no need 37 (86) 11 27 (73) 0.1 12 (46) —-1.5 76 (72) 6.50
OS, other specialty; sr, standardized residual.
@105 participants, single choice.
106 participants, single choice.
'p<0.05"p < 0.01.
TABLE 5 | Contribution of different aspects to the decision for IA.
Aspect Participants? having chosen each category [n (%)]

Not Little Int.med. Strongly Not app

Clinical findings 4(4) 4(4) 98 88 (83) 1(1)
Third-party anamnesis 5(5) 10 (9) 31 (29) 58 (54) 3(3)
Known psychiatric diagnosis 6 (6) 16 (15) 38 (36) 37 (35) 8(8)
Past admission(s) to psychiatric hospital 20 (19) 22 (21) 21 (20) 23 (22) 19 (18)
Past involuntary admission(s) 29 (28) 20 (19) 13 (13) 15 (15) 26 (25)
Intoxication (alcohol, drugs, medication) 29 (28) 9(9) 12 (12) 25 (24) 29 (28)
Patient had no psychiatric outpatient treatment 29 (28) 18 (17) 11 (11) 99 37 (36)
Patient did not take prescribed medication 23 (22) 11(11) 19 (18) 20 (19) 31 (30)

Int.med., intermediately; Not app., not applicable.
2107 participants, missing values of all variables are 4 (4%) or below.

Thus, about half of the participants actively involved a patients
next of kin in the decision-making process, whereas legally it is
only requested to inform them about the decision to mandate
an TA [Art. 430 Swiss Civil Code (39)]. Furthermore, most
participants had contact with the outpatient therapist given there
was one available and many consulted with a colleague. Also, the
third-party anamnesis contributed importantly to the decision to
admit the patient involuntarily. Therefore, even though a single
person signs responsible for the IA, it seems to be the result of
a process of integrating different views on the patient. Looking
closer, we found that all participating residents either consulted
with a colleague, probably their supervising physician, or felt that
there was no need. This finding might be interpreted as a sign
of good supervision and training, as none of the residents felt
a need for a consultation but did not have the opportunity to
do so. Nevertheless, almost a tenth of psychiatrists and senior
doctors would have found a consultation with a colleague helpful,
but for some reasons this was not possible. Our data do not give
information about the reasons that forbid a consultation in these
cases. Future studies should aim to evaluate if the availability of a
consultation with an expert (four-eyes principle) could lower the

course of a PES. The risk-assessment of danger to self or others
is a crucial part in any PES. Although the use of a structured risk
assessment tool was rare. This is in line with existing literature for
general practitioners (42). It has been proposed that experienced
physicians intuitively use similar criteria compared to such tools
when assessing the risk of violence (48). Accordingly, in our
study, most non-psychiatric residents, probably the group with
the least experience in PES, stated that a risk assessment tool
would have been helpful, whereas especially psychiatrists felt that
there was no need for such a tool.

Looking at the reasons for IA, we found that almost 90% of
referring physicians named protection from danger to self. This is
a high proportion, compared with existing literature (42, 45, 49-
51). A possible explanation might be that in Switzerland, IA is
legally only possible “if the required treatment or care cannot
be provided otherwise” [Art. 426 Swiss Civil Code (39)]. We
can thus assume that the referring physicians find sufficient
possibilities to provide treatment without IA for patients who are
not at risk of harming themselves. In addition, clinical findings
contributed strongest to the decision to mandate an IA, followed
by third party anamnesis. This is in line with previous studies that
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have described the severity of symptoms and certain diagnoses as
predictors for hospitalization (23, 49, 52). It is also in line with
the Swiss legislation, highlighting that the clinical examination
of the patient prior to an IA is obligatory and has to be
conducted by the referring physicians themselves [Art. 430 Swiss
Civil Code (39)]. The patient’s psychiatric history, especially
a known psychiatric diagnosis and, in a minority of cases,
also past hospitalizations (involuntary or voluntary), contributed
substantially to the decision to refer for IA. Hence on one
hand, a known psychiatric diagnosis or past hospitalization could
be reassuring (exert influence on..) for the referring physician,
In that sense, further research should aim to gain a better
understanding of the underlying grounds behind the findings
that past (voluntary and/or involuntary) hospitalizations are a
risk-factor for TA (53, 54). The contribution of an intoxication
to the decision to refer for IA shows an interesting bimodal
distribution, either contributing strongly or not at all. This could
indicate that in some cases the need for IA is certain and
regardless of a current intoxication, whereas in other cases only
the combination of symptoms of a disorder and the intoxication
leads to a condition demanding IA. One interpretation could
be, that the second group of patients, in which the intoxication
contributes strongly, is disallowed shortly after termination of the
intoxication-symptoms. Therefore, for this subgroup of patients,
another form of treatment might be more suitable than IA to
a psychiatric hospital (55). Furthermore, a weak medication
adherence contributed substantially to the decision to mandate
an IA in about a third of cases. Discontinuation of medication
has been described as a main reason to refer for IA in different
countries (41, 43, 50), and a Norwegian study found treatment
with neuroleptics to be the most frequently named expectation
of general practitioners who referred for IA (40). Nevertheless,
a meta-analysis showed that measures to enhance adherence did
not significantly reduce the number of TA (56). Further research
should focus on the perspective of patients who discontinued
their medication and the contrasting perceived importance of
medication in referring physicians.

Strengths and Limitations

In this study we systematically collected data on three important
aspects of IA: (1) the referring physician, (2) the consultations
leading to IA (participants, location, duration etc.), and (3) the
reasons for IA. Therefore, it gives—on a descriptive level—
a broader view than studies focusing on one of these aspects
(32, 38, 51). We were able to cover referrals from many different
clinics and various outpatient physicians in the canton of Zurich,
leading to a diverse collective of patients and referring agents.
However, as we did not interview other involved parties, the view
on the PES is limited to the referring physicians’ perspective.
Moreover, the referring physicians were invited to participate
on a voluntary basis what may have biased our sample of
participants. Still, comparing data on the referring physician’s
background in this study with data collected in another study
(38) conducted in the same hospital, we can assume that our

sample of participants contains no larger representation bias for
the different groups of referring physicians. Data were collected
only for one major university hospital in the canton of Zurich.
Therefore, comparability with other regions and their respective
health care structures might be limited. Due to the descriptive
nature of the study, it is difficult to draw concise conclusions.
Nevertheless, we think that the data can provide interesting
insights and give important impulses to further research in the
field.

CONCLUSIONS

We can conclude that PES leading to IA are very heterogenous
ranging from a consultative psychiatric examination on a well-
equipped emergency unit of a greater hospital to a physician
on his own visiting a patient in his home. Available treatment
options and measures to solve a current crisis as well as patients’
symptomology may vary a lot between different locations.
Considering that diversity, profound training in the handling
of PES seems to be indispensable to cope with the challenges
that may arise during the referring process. Our data shows that
especially training for residents in internal medicine could have
an impact on the process of IA. Furthermore, IA has been shown
to be a very time-consuming process. Further research should
investigate to what extent cutbacks in the referring process are
made due to time-constraints and how that affects the decision
for TA. To reduce rates of IA, alternatives for patients with a
high symptom load and especially for those at risk of harm to
themselves are needed. Most likely, no single measure will be
able to address the needs in the diverse scenarios outlined in this
study.
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Narrative Case Notes Have the
Potential to Predict Seclusion 3 Days
in Advance: A Mixed-Method
Analysis

Clara Stepanow ™, Jefim Stepanow?, Marc Walter', Stefan Borgwardt', Undine E. Lang’
and Christian G. Huber'’

" Universitare Psychiatrische Kiliniken Basel, Universitat Basel, Basel, Switzerland, 2 Department of Urology,
Kantonsspital Baselland, Liestal, Switzerland

Objectives: Current risk assessment tools can predict problematic behavior and the
need for coercive measures, but only with a moderate level of accuracy. The aim of this
study was to assess antecedents and triggers of seclusion.

Methods: Narrative notes of health care professionals on psychiatric inpatients were
analyzed daily starting 3 days prior to seclusion in the case group (n = 26) and compared
to a matched control group without seclusion (n = 26) by use of quantitative and
qualitative research methods, based on qualitative content analysis.

Results: Quantitative measures showed more aggression in the case group with
highly significant differences between the groups (p < 0.001) at all measurement
times. Seclusion was significantly associated with the total word count of the narrative
notes. Subjective emotional expressions by staff were more apparent before seclusion
(o = 0.003). Most frequently, subjective expressions regarding “arduous/provocative”
(o < 0.001) and “anxious” (p = 0.010) sentiments could be identified in the case group.
Description of patients’ behavior in the case group included more negatively assessed
terms (p = 0.001). Moreover, sleep loss, refusing medication, high contact frequency,
demanding behavior and denied requests were present in a significantly higher frequency
before seclusion. Expressions like “threatening” (o = 0.001) were found only before
seclusion and appeared to have the function of personal risk assessment. The expression
“manageable” (p = 0.035) appeared often in difficult situations that could still be handled.

Conclusion: Several factors preceding seclusion could be identified. Narrative notes
of staff already showed differences 3 days before the escalation. Particularly the word
count, the analysis of terms describing patients’ behavior, subjective expressions of staff,
and terms used as a function of personal risk assessment could help to provide better
predictions of aggressive incidents and to prevent coercive measures.

Keywords: aggression, coercion, emotional involvement, mixed-methods, narrative notes, risk assessment, word
count, subjectivity
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INTRODUCTION

Violence and aggression in mental health care units represent
an imminent danger for patients and health care professionals
(HCP). In high-income countries, almost one in five acutely
admitted psychiatric inpatients commit an act of physical
violence (1). Aggression defined as verbal or physical abuse and
intimidation (2) should be identified early to prevent further
escalation and coercion, which may cause severe psychological
distress and is potentially traumatic for both patients (3-5) and
staff (6-8).

A number of risk assessment tools to predict violence and
reduce severe incidents or the need for coercion are available,
but only reach a moderate level of predictive accuracy (9).
Correspondingly, a variety of antecedents associated with
aggressive behavior have been found in previous investigations
(10), encompassing patient symptoms, behavioral and emotional
cues, interactional factors (patient-patient or patient-staff
interaction), external issues, and structural issues (e.g.,
environmental factors within wards). In a systematic review and
meta-analysis, Dack et al. (11) summarized that the following
patient related clinical factors were known to be associated
with aggressive behavior: psychiatric in-patients being male, of
young age, not married, involuntarily admitted, diagnosed with
schizophrenia, having a greater number of previous admissions,
a history of violence, self-destruction, and substance abuse.
However, patient factors do not entirely explain the variation in
the occurrence of dangerous behavior and its management, and
a multifactorial cause should be considered instead, also—within
others—including staff related factors (11, 12).

Indeed, staft-patient interactions can constitute an important
precursor of aggressive incidents (13-15). Perceptions,
attitudes, and emotional reactions of staff and patients
are considered to affect interactional behavior preceding
aggressive incidents (15-19). An example for problematic
behavior given by Bowers et al. (20) describes health
care professional frustration due to repetitive requests at
inappropriate times concerning a trivial item. The type of
management that is used to deal with problematic patient
behavior influences the interactional response and may lead
to an escalation (8, 21-23). Escalation can, e.g., be triggered
by a controlling (15, 24, 25), over-confident, and punitive
management approach by staff (26-29). In addition, restrictive
regiments like limiting patients’ freedom or denying patients’
requests appear to be an essential antecedent of aggressive
behavior (10, 14, 20, 30, 31).

Further, healthcare professionals’ emotions and subjective
perceptions can contribute to de-escalation and escalation of
problematic behavior and could potentially be used to improve
risk assessment and prediction. For example, emotions and
exposure to patient aggression have been investigated in a cross-
sectional questionnaire survey of nurses by Jalil et al. (32),
who revealed a positive relationship between nurse-reported
anger and exposure to—mostly verbal—patient aggression as
well as endorsement of coercive violence interventions. Greater
work experience was associated with more tolerance toward
aggressive behavior (13), probably due to a better in-depth

understanding (20, 33). Furthermore, a less tolerant attitude
was related to a higher state of burnout traits like emotional
exhaustion, depersonalization and personal accomplishment
and an inappropriate management of aggressive incidents (13,
34). In contrast, staff on acute inpatient ward is frequently
confronted with challenging patient behavior, which may
among others result in a higher tolerance for mild-to-moderate
aggression with the possible consequence of missing early
warning signs. This might be accompanied by the tendency
for underreporting of aggressive incidents (35). In summary,
there is evidence for a possible role of staff emotions and
subjective experience in the causation and prediction of
problematic behavior and coercive measures, but this topic is
currently under-researched.

The current study differs from preexisting studies by
investigating precursors of seclusion in narrative case notes.
Narrative notes contain a wide range of information and
were used in previous studies as a source to capture specific
information not otherwise available, e.g., patients’ problem
behavior (12, 19, 20, 36). Natural language processing has
the potential power of identifying meaningful predictors
in narrative notes (37, 38). In fact, there is evidence
supporting this approach for the prediction of suicide
from a comprehensive study by McCoy et al. (39). Using
computerized natural language processing, the authors were
able to investigate 845,417 discharges in a retrospective
investigation and could show that cases with the expression
of positive sentiments in discharge notes were less likely to
attempt suicide.

The aim of the present study was to determine antecedents
of seclusion by analyzing narrative notes of HCP in a group
of patients with seclusion in comparison to a control group
without seclusion in a quantitative and qualitative mixed-
methods retrospective case-control study, examining the course
of inpatient treatment and staff-patient interaction on a daily
basis starting from 3 days prior to seclusion.

METHODS

Inclusion and Exclusion Criteria

All inpatient cases admitted to the Department of Adult
Psychiatry of the Psychiatric University Hospital Basel,
Switzerland  (Universitire Psychiatrische Kliniken Basel
(UPK), Klinik fiir Erwachsene, Universitit Basel, Switzerland)
between October 2014 and May 2016 were eligible for entry
in the current study. To be included in the case group,
persons had to have undergone seclusion during their inpatient
treatment. Cases with <3 days of inpatient treatment prior
to seclusion, or without documentation on one or more of
the 3 days prior to seclusion (e.g., because of absconding
during this period) were excluded. For patients with repeated
hospitalizations with seclusions during the observation period,
only the first hospitalization with seclusion compatible
with in- and exclusion criteria was entered. During the 20-
months observation period, 26 inpatient cases were available
for analysis.
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For inclusion in the control group, 26 inpatient cases
hospitalized during the observation period matched for
approximate age (+6 years), gender, and main diagnosis
according to ICD-10 chapter V main group were randomly
selected. In total, 570 case notes from the documentation
of 52 patients were included, M 10.96, Min 4,
Max =17,8D = 2.4.

Data Collection and Analysis

The following sociodemographic and clinical data of patients
were collected from electronic health records (EHR): gender,
age, nationality, main diagnosis according to ICD-10, comorbid
substance use disorder (SUD), type of admission (compulsory
or voluntary), number of previous hospitalizations, duration
of inpatient treatment, marital status, highest educational
attainment, and current employment status.

Narrative notes of staff consisting of nursing staff, physicians,
psychologists, and other HCP were extracted from the EHR on
a daily basis starting from 3 days prior to seclusion (day —3, day
—2,and day —1) and at the day of seclusion before escalation (day
0). A day was defined as starting with the first entry of the staff
morning shift and ending with the last entry from staff night shift.
In cases with insomnia where escalation and seclusion occurred
during the early morning hours of day 0, the night prior to
seclusion was treated as beginning of day 0. For the control group,
the treatment day on which seclusion was performed for the case
was chosen as day 0 for the control. For example, if the case was
subjected to seclusion on the seventh day of inpatient treatment
(day 0 for the case), seventh day of the control was defined as day
0 for the control, and narrative notes of 4 days (days —3 to 0)
were extracted. In cases where EHR notes were missing during
this episode (e.g., because the patient had absconded), the closest
possible day toward day 0 in the case group was chosen with a
maximum tolerance of +3 days.

Whole-text-analysis of narrative notes was repeated several
times and performed systematically via qualitative content
analysis according to Mayring (40) using a structural method
approach and frequency analysis. Categories and codes were
defined inductively and deductively applying the qualitative data
analysis software MAXQDA12 (VERBI Software GmbH, Berlin,
Germany). Qualitative coding methods as described by Saldafia
(41) contributed to define categories and codes (e.g., magnitude
coding, simultaneous coding, structural coding, descriptive
coding, in-vivo coding, process coding, concept coding, emotion
coding, evaluation coding, hypothesis coding, causation coding,
values coding, pattern coding, theme coding). CS performed
initial data analysis. A second experienced reviewer (physician),
HCP of inpatient wards consisting of nurses, a psychologist,
a physician of a psychiatric intensive care unit, and another
health care professional experienced in qualitative research
supplemented the coding process: comments were applied, codes
and themes were discussed, and decision-making was made by
consensus. Furthermore, CS and JS rated a subset of 30 narrative
notes independently regarding the categories “staff subjectivity,”
“sleep behavior,” “demanding behavior;,” “compliance;” and “high
contact frequency, since these categories entail a higher risk
for rater subjectivity. The average kappa corresponded to 0.86

ranging from substantial to almost perfect interrater reliability
(k = 0.63-1.00) (42) with 23/33 (70%) items having a Kappa
> 0.80.

Quantitative Instruments

In addition to qualitative content analysis, the total number
of words in staff documentation and the number of individual
notes was calculated on a daily basis for days —3, —2, and
—1. Word count and number of notes for day 0 were not
assessed as seclusion occurred at different times, and thus the
time period and amount of documentation on day 0 prior to
seclusion showed considerable variation depending mainly on
the time of seclusion, but not necessarily on differences in staff
documentation. Moreover, the most frequently used terms were
analyzed regarding the number of patients with at least one
occurrence of the term and the number of days with at least
one occurrence.

Furthermore, the following quantitative instruments were
rated for each observed day: The Modified Overt Aggression
Scale (MOAS) (43) comprising the four dimensions verbal
aggression, aggression against property, auto-aggression, and
physical aggression with five items per dimension; the Positive
and Negative Syndrome Scale-Excited Component (PANSS-EC)
(44) with the five items poor impulse control, tension, hostility,
uncooperativeness, and excitement, rated on a 7-point Likert
scale; and the Clinical Global Impressions—Severity of Aggression
scale (CGI-A) (45-47), a rating for the global assessment of
a patient’s aggressiveness, ranging from no aggressive behavior,
slight aggressive behavior, moderate aggressive behavior, and severe
aggressive behavior to aggressive behavior present. Both the OAS
(48) and the PANSS-EC have been validated for retrospective use
(45). Concerning the psychometric properties of the instruments
used in this study, an acceptable to good internal consistency
could be achieved. In this study, ratings using the MOAS reached
a Cronbach’s alpha of 0.759 at Day —3, of 0.786 at Day —2,
and of 0.801 at Day —1. Cronbach’s alpha of the PANSS-EC
reached 0.821 at Day —3, 0.822 at Day —2, and was 0.831 at Day
—1.Cronbach’s alpha was not determined for the CGI-A, asitis a
single-item rating instrument.

Statistical Analysis

Descriptive statistics were performed for sociodemographic
and clinical characteristics, quantitative measures of patient
aggression, staff documentation word count, and frequently used
terms. Shapiro-Wilk tests were used to test normality. ¥>-tests
were applied to test group differences for categorical data, ¢-tests
were used for normally distributed continuous data differences,
and Mann-Whitney-U-test was performed for not normally
distributed continuous data.

In addition, logistic regression was performed to examine the
predictive power of the variables “word count” “positive
subjectivity,”  “unpredictable,  “sleep  irregularities,; and
“manageable” on membership in the case group. p < 0.05
was considered significant, and only two-tailed tests were used.
Pearson’s r was calculated as a measure of effect size according
to Cohen (49). All calculations were performed using the
software IBM SPSS Statistics version 24 (IBM Corporation,
Armonk, NY, USA).
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TABLE 1 | Clinical and sociodemographic characteristics.

Case group (n = 26) Control group (n = 26) Total sample (n = 52) p-value
GENDER 1.000°
Female 9 (34.6%) 9 (34.6%) 18 (34.6%)
Male 17 (65.4%) 17 (65.4%) 34 (65.4%)
Age (M + SD) 39.7 £11.6 41.24+10.9 40.4 +£11.2 0.6522
NATIONALITY 0.458°
Switzerland 15 (57.7%) 18 (69.2%) 33 (63.5%)
Other European countries 9 (34.6%) (23.1%) 15 (28.8%)
African countries 2 (7.7%) 2 (7.7%) 4 (7.7%)
MAIN DIAGNOSIS (ICD-10) 0.613P
FO.x 2 (7.7%) 2 (7.7%) (7.7%)
F1.x 1 (3.8%) (3.8%) (3.8%)
F2.x 19 (73.1%) 19 (73.1%) 38 (73.2%)
F3.x 2 (7.7%) (7.7%) 4 (7.7%)
F4.x 1 (3.8%) 1 (3.8%) 2 (3.8%)
F6.x 1 (3.8%) 1 (3.8%) 2 (3.8%)
COMORBID SUBSTANCE USE DISORDER 0.4910
Current addiction 11 (42.3%) 7 (26.9%) 18 (34.6%)
Substance abuse 2 (7.7%) (7.7%) 4 (7.7%)
None 13 (50.0%) 17 (65.4%) 30 (67.7%)
Type of admission 0.012P
Compulsory 16 (61.5%) 7 (26.9%) 23 (44.2%)
Voluntary 10 (38.5%) 19 (73.1%) 29 (55.8%)
Number of previous hospitalizations (M + SD) 11.9+£10.7 8.6 +9.8 10.3 £10.3 0.2892
Duration of inpatient treatment (M + SD) 63.0 £ 59.0 61.4 +£38.5 62.2 +£49.4 0.3982
MARITAL STATUS 0.375°
Single 14 (53.8%) 18 (69.2%) 32 (61.5%)
Married/cohabitating 2 (7.7%) 2 (7.7%) 4 (7.7%)
Married/living separately 3 (11.5%) 0 (0%) 3 (5.8%)
Divorced 1 (8.8%) 2 (7.7%) 3 (5.8%)
Unknown 6 (23.1%) 4 (15.4%) 10 (19.2%)
HIGHEST EDUCATIONAL ATTAINMENT 0.149b
Incomplete education 0 (0%) 1 (3.8%) 1 (1.9%)
Obligatory primary school 11 (42.3%) 4 (15.4%) 15 (28.8%)
Grammar school 2 (7.7%) 3 (11.5%) 5 (9.6%)
Apprenticeship 2 (7.7%) 8 (30.8%) 10 (19.2%)
University/College 2 (7.7%) 2 (7.7%) 4 (7.7%)
Unknown 9 (34.6%) 8 (30.8%) 17 (32.7%)
EMPLOYMENT 0.530P
Unemployed 3 (11.5%) 7 (26.9%) 10 (19.2%)
Protected employment 5 (19.2%) 2 (7.7%) 7 (13.5%)
Invalidity/retirement 10 (38.5%) 9 (34.6%) 19 (36.5%)
In training 2 (7.7%) 3 (11.5%) 5 (9.6%)
Full time job 1 (3.8%) 0 (0%) 1 (1.9%)

Values are given in absolute numbers and percentage or in mean (M) and standard deviation (SD). ICD-10, International Statistical Classification of Diseases and Related Health Problems,

10th revision.
at-test.
by2_test.

RESULTS
Sample Description

Sociodemographic and clinical characteristics of the case group,

the control group, and the total sample are listed in Table 1.
Concerning the criteria used for matching cases and controls,

included patients had a mean age of 39.7 (range: 19-64) years,

65.4% (34/52) of the patients were male, and 73.2% (38/52) had a
main diagnosis of schizophrenia-spectrum disorder.

In the case group, compulsory admission was more frequent
(61.5 vs. 26.9%, p = 0.012). Concerning comorbid SUD, more
patients with a current addictive disorder (42.3 vs. 26.9%)
and fewer patients without SUD (50.0 vs. 65.4%) were present
in the case group, but these differences were not statistically
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TABLE 2 | Quantitative measures of aggression in the case and control groups
over the course of the observation period (days —3 to day 0).

Group Day MOAS total PANSS-EC CGlI-A score
score total score

M + SD M + SD M + SD
Case group Day —3 0.7+141 1839+73 1.9+13
(n = 26) Day —2 1.24+17 167 +£75 25417
Day —1 1.4+£1.9 194 +£79 27+16
Day 0 1.9+25 23.7+8.8 3.0+£17
Control group Day -3 0.0+ 0.0 6.0+ 2.0 1.0+0.0
(n = 26) Day —2 0.0+0.0 72427 1.0+0.0
Day —1 0.0+ 0.0 6.5+ 3.2 1.1+04
Day O 0.0+0.2 72+39 1.1 +0.6

Total scores of the Modified Overt Aggression Scale (MOAS), Positive and Negative
Symptom Scale for Schizophrenia— Excited Component (PANSS-EC), and the Clinical
Global Impressions-Aggression Scale (CGI-A) are given as mean (M) and standard
deviation (SD). Explorative comparisons between the case and the control group were
performed using Mann-Whitney U-tests and total scores in the case group were
significantly higher than in the control group for all scales and time points (p < 0.001;
effect size r = 0.45-0.75).

significant. In addition, no significant differences emerged
concerning the nationality, duration of inpatient treatment,
marital status, number of previous hospitalizations, highest
educational attainment, and current employment previous
to hospitalization.

Measures of Aggressive Behavior

Patients in the case group showed more aggressive behavior
than patients in the control group as assessed with the
MOAS, PANSS-EC and CGI-A (cf. Table2). Between-group
differences were highly statistically significant (p < 0.001)
for each observation day beginning from day —3, with an
effect size of r = 0.4-0.75 (medium to high effect size).
Furthermore, an increase of aggression scores from day
—3 to day 0 became evident for the case group for all
quantitative measurements.

Qualitative and Quantitative Analysis of

Narrative Notes

Qualitative analysis revealed 112 variables per observational day,
and 400 variables in total. According to the topics covered
by the extracted variables, the main focus of the analysis was
placed on expressions of “staff subjectivity,” “terms describing
patients’ behavior,” terms associated with “risk assessment” and
“sleep behavior,” “demanding behavior,” “requests,” “high contact
frequency,” and “non-compliance.” Example quotes can be found

in Table 3.

Staff Subjectivity

Documentation of patients contains primarily descriptions
of their behavior, but subjective statements by staff related to
their own perception of patient behavior were also discernible.
Staff statements that were accompanied with staff emotional
involvement became apparent in narrative notes due to distinct
subjective expressions and style of phrasing. Subjectivity was

TABLE 3 | Example quotes.

STAFF SUBJECTIVITY
Provoked or arduous

Anxious

Pejorative

Enthusiastic

Compassionate

“He wasn'’t sleeping this night, standing in the
corridor, walking back and forth. Persecuting
and observing us provocatively. Refusing his
medication, when not, he secretly disposes of
it. Patient seems very amused by that.” (Case
10, Day —3)

“He was running back and forth the corridor,
we felt threatened and were worried he could
become physically violent.” (Case 8, Day 0)

Coded mostly by use of expressions like, he
came up with the idea to have every reason to
get money from us“ (Case 15, Day 0) or
pejorative terms in a less compassionate
context, like “snappish” or “hysterical”

“The patient is doing some team sport after
being asked, he is doing his own program,
stays until the end (of the lesson) and was
complimented on being calm.” (Case 21,
Day —1)

“Visible and perceptible considerable
psychological strain” (Case 20, Day 0)

QUOTATIONS OF DIRECT SPEECH

SLEEP BEHAVIOR

Insomnia

Sleeps late

Early awakening

Sleep discontinuity

DEMANDING BEHAVIOR

Non-compliance

High contact frequency

“Watch out, you won't have any rights then
too!” (Case 3, Day 0)

“Leave me alone, | am not having any
discussion with you!” (Case 9, Day —2)

“Psychopharmaceuticals are bullshit!” (Case
25, Day —2)

“Curious smell” (Case 14, Day —3)

“...patient stayed up all night long...” (Case 13,
Day 0)

“...was able to sleep after 2a.m.” (Case 8, Day
-2

“...went to bed at about 11 p.m. He came at
about 3.40a.m., made a tea and tried to
occupy himself” (Case 23,

Day —1)

“...went to bed at 10 p.m., slept with one
interruption” (Case 2, Day —1)

“Patient shows no frustration tolerance,
whenever he is not getting what he wants he is
running around the ward and shouting
loudly.”(Case 6, Day —3)

“Has difficulties with the rules on the ward:
different requests like bread and milk in the
middle of the night, modifications of the menu,
new shoes etc. Gets tensed and uncalm and
starts to smash doors, kicking the bin and
furniture around-appears very aggressive and
threatening.” (Case 22, Day —1)

“Patient comes to health care personnel every
half hour and demands different things.” (Case
15, Day —1)

“Needs a lot of attention and assistance.”
(Case 7, Day —2)

“...the patient is still refusing his medication...”
(Case 19, Day —3)

“getting in contact frequently every half an hour
with different demands” (Case 15, Day —1)
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grouped into statements with positive valence containing
“enthusiastic” and “compassionate” sentiments, or with
negative valence containing “provoked/arduous,” “anxious,” and
“pejorative” sentiments (cf. Table 4).

In total, subjective statements were three times more apparent
in the case than in the control group, M (case group) = 1.8,
SD = 1.6; M (control group) = 0.6, SD = 0.9; U(sy) = 182.5,
p = 0.003. Negative valence statements were only apparent in
the case group, M (case group) = 1.3, SD = 1.5; M (control
group) = 0, SD = 0; U(syy = 130.0, p < 0.001, but there were
no significant differences concerning the frequency of positive
valence statements that were present in both groups, M (case
group) = 0.6, SD = 0.8; M (control group) = 0.6, SD = 0.9;
Usa) = —0.162, p = 0.850.

Specifically, statements regarding “provoked/arduous”
sentiments, M (case group) = 0.8, SD = 1.1; M (control
group) = 0, SD = 0; U = 182.0, p < 0.001, and “anxious”
sentiments, M (case group) = 0.3, SD = 0.6; M (control
group) = 0, SD = 0; U(s3) = 260.0, p = 0.010, were significantly
more present in the case group. “Compassionate,; M (case
group) = 0.5, SD = 0.7; M (control group) = 0.5, SD = 0.8;
Uz =312.0, p = 0.564, “pejorative,” M (case group) = 0.2,
SD = 0.5, M (control group) = 0, SD = 0; U(syy = 242, p = 0.057,
and “enthusiastic” sentiments, M (case group) = 0.1, SD = 0.3;
M (control group) = 0.2, SD = 0.5; Usp) = 269.0, p = 0.506,
were documented in both groups with no significant differences
in frequency.

Terms Describing Patients’ Behavior

In both groups, staff used distinctive terms to describe a
patient’s current behavior. In total, 26 terms could be identified
that appeared at least 8 times during the observation period.
Behavioral terms were analyzed by their emotional value
(positive, negative, or other) and assessed regarding their
potential association with problematic behavior leading to
escalation and ultimately seclusion as estimated by the context
of their use (cf. Table 5).

Staff described patients with behavioral terms significantly
more often in the case group than in the control group, M
(case group) = 13.8, SD = 6.7; M (control group) = 8.2,
SD = 4.3; 55y = —3.5, p = 0.001. The description of patients’
behavior in the case group included significantly more terms
with negative valence, and these terms were potentially related to
problematic behavior, M (case group) = 9.2, SD = 6.5; M (control
group) = 1.5, 8D = 2.4; U(s,) = 80.0, p < 0.001.

More  precisely, terms like “agitated”  “irritable,
“loud/screaming,”  “obtrusive;”  “restless,”  “threatening;
dysphoric,” “insulting/cursing,” “aggressive,” “bizarre/foolish,

and “provocative” emerged with a significantly higher frequency
in the case group. The most frequently represented behavioral
term in the case group was “agitated.”

Patients in the control group were significantly more often
perceived to be “adequate,” “organized” and “unchanged,” but
were described as “psychotic,” “volatile,” “distracted,” “reclusive,”
and “sad” in their behavior in equal frequency as in the case
group. Positively assessed terms like “friendly;” “calm,” “relaxed,”
“reachable,” “good mood,” and “cooperative” appeared frequently

in both groups. However, in total, terms with positive sentiments
appeared significantly more often in the control group, M (case
group) = 3.3, SD = 2.2; M (control group) = 5.0, SD = 3.4;
t(52) = 2.1, p = 0.039. The term “friendly” was the most common
behavioral term in the control group, but was not present with a
significantly higher frequency compared to the case group.

Risk Assessment

Expressions like “threatening,” M (case group) = 0.5, SD = 0.7;
M (control group) = 0, SD = 0; U(sy) = 208.0, p = 0.001, or
“unpredictable,” M (case group) = 0.1, SD = 0.3; M (control
group) = 0, SD = 0; Uy = 299.0, p = 0.077, were used
more often before an aggressive event or escalation in the case
group. They appeared to function as a surrogate of personal
risk assessment, and can be considered as a personal assessment
if seclusion will become necessary. The term “threatening”
shows an increased use in the time preceding seclusion. These
expressions were not used by staff documenting the course of
treatment in the control group.

The term “manageable,” M (case group) = 0.8, SD = 1.1;
M (control group) = 0.3, SD = 0.5; U(sy) = 240.0, p = 0.035,
shows a similar pattern; it is used more often in the case group,
particularly in the context of problematic behavior that could still
be handled.

Sleep Behavior
Sleep behavior was coded as sleep irregularities including
“insomnia” defined as total loss of sleep, “late onset of sleep” if
patients fell asleep later than 24:00, “early awakening” if patients
awoke before 5:00, “sleep discontinuity;,” and “no irregularities”
(cf. Table 6). In the days before seclusion, patients in the case
group showed significantly more sleep irregularities, M (case
group) = 0.8, SD = 1.0; M (control group) = 0.3, SD = 0.5;
Usz) = 240.5, p = 0.036. Moreover, insomnia increased in the
case group toward the day of seclusion and was the type of sleep
irregularity with the highest frequency in the case group, M (case
group) = 0.9, SD = 1.0; M (control group) = 0.2, SD = 0.5;
Usz) = 194.0, p = 0.004. In addition, greater latency to sleep
onset, M (case group) = 0.7, SD = 0.7; M (control group) = 0.1,
SD = 0.3; U(syy = 164.5, p < 0.001, and early awakening were
observed and documented more often in the case group, M (case
group) = 0.5, SD = 0.7; M (control group) = 0.2, SD = 0.4;
Sleep discontinuity showed the highest frequency within the
control group, but no significant differences in frequency could
be observed between the case and the control groups, M (case
group) = 0.8, SD = 0.8; M (control group) = 0.9, SD = 1.2;
Usz) = 319.0, p = 0.707.

Other Behavioral Precursors

High contact frequency of patients with staff was observed and
documented more often in the case group, M (case group) = 2.0,
SD = 1.7; M (control group) = 0.3, SD = 0.7; U(sy) = 152.0, p <
0.001. Furthermore, patients were described as more demanding
M (case group) = 1.5, SD = 1.1; M (control group) = 0.6,
SD = 0.9; Usy) = 174.5, p = 0.002, e.g., by asking repeatedly
for something like being allowed to temporarily leave the ward,
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TABLE 4 | Staff subjectivity.

Case group (n = 26) Control group (n = 26) p-value
n Frq M = SD n Frq M = SD

SUBJECTIVITY WITH NEGATIVE VALENCE
Provoked/arduous 12 20 0.8+1.1 0 0 0 <0.0012
Anxious 6 0.3+0.6 0 0 0 0.0102
Pejorative 0.2+05 0 0 0 0.0574
Total subjectivity with negative valence 1.3+£15 0 <0.0012
SUBJECTIVITY WITH POSITIVE VALENCE
Enthusiastic 2 2 0.1+03 4 02+05 0.5062
Compassionate 10 13 05+0.7 12 05+0.8 0.5642
Total subjectivity with positive valence 0.6+0.8 0.6 +£0.9 0.8502
Total sum 1.8+ 1.6 0.6 £ 0.9 0.0032

Valences are presented as dichotomous variables (sentiment occurs/does not occur), n indicating the number of patients where a specific sentiment occurs at least once during the
observed days (days —3 to 0), Frq indicating number of days with at least one occurrence (days —3 to 0) summed up over all patients in the group, and M + SD representing mean Frq
per group (mean number of days where the sentiment occurred at least once for the group).

aMann-Whitney U-test.

receiving cigarettes or food at inappropriate times, inappropriate
request like being supplied with alcohol or cannabis, or by ringing
the bell repeatedly) and refusing medication more often, M (case
group) = 1.7, SD = 1.3; M (control group) = 0.1, SD = 0.4;
Usz) = 96.0, p < 0.001. Requests were denied more often in
the case group, M (case group) = 1.1, SD = 1.1; M (control
group) = 0.3, SD = 0.6; U(sy) = 178.5, p = 0.001, but there were
no significant differences regarding the frequency of requests
that were fulfilled between both groups, M (case group) = 0.2,
SD = 0.4; M (control group) = 0.3, SD = 0.7; U(sy = 333.0,
p=0.894.

Text Characteristics

The extracted narrative notes for the total sample of 52 patients
had a mean total word count of 529.7 (SD = 296.6) words.
Furthermore, narrative notes of the case group contained more
words per treatment day than the control group, M (case
group) = 639.8; SD = 322.5; M (control group) = 419.6;
SD =224.1; U(sy) = 193.5, p = 0.008.

The mean number of individual entries of notes per day over
all 52 patients was 11.0 (SD = 2.4) with no significant differences
between the groups, M (case group) = 10.4, SD = 2.5; M (control
group) = 11.6, SD = 2.2; U(sy) = 241.5, p = 0.074.

Moreover, patients in the case group were cited more often
via direct speech, M (case group) = 1.0, SD = 1.0; M (control
group) = 0.3, SD = 0.7; U(s;) = 198.5, p = 0.003, most commonly
to document patient quotes deemed important as exactly as
possible (for examples cf. Table 3).

Prediction of Seclusion

Logistic regression was performed with word count,
positive  subjectivity, “unpredictable,” sleep irregularities,
and “manageable” as potential predictors of seclusion, yielding
a highly significant model, x2(5) = 18.340, p = 0.003, n = 52.
Patients with a higher word count were at a 43.2% higher risk
to get secluded, OR 1.432 per 100 words, p = 0.018, Nagelkerke
R?=0.396 (corresponding to a medium to high effect size).

None of the other included variables emerged as significant
predictors of seclusion in this multivariate analysis.

DISCUSSION

The current case-control study used a mixed methodological
approach in order to examine whether precursors of seclusion
can be identified in the narrative notes about acutely ill
psychiatric inpatients as written by HCP, particularly with regard
to subjectivity and emotional involvement. Various significant
differences in staff documentation were identified between the
groups. Thus, the current study found evidence supporting the
hypothesis that an upcoming escalation is preceded by specific
characteristics of staft narrative notes in the days before seclusion.

First, seclusion was significantly associated with higher word
count in the current study. Notes in the case group were longer
and more substantial, while the frequency of staff documentation
entries per day showed no significant difference. In particular, a
greater extent of behavioral terms and the use of direct speech
were prominent in the staff notes describing patients before
seclusion. It seems that staff describes problematic behavior
more extensively and with different terms, potentially to improve
information transfer between staff members working different
shifts, to improve justification for upcoming coercive measures,
and to ensure legal protection.

Secondly, seclusion was observed to be associated strongly
with staff emotional involvement as measured by use of
subjective expressions. Results also indicate that emotional
involvement in the shape of “provocative/arduous” and “anxious”
terms precede impending seclusion. This is remarkable, as
staff documentation tends to minimize emotional content
to enhance standardization, objectivity, professionalism, and
appropriateness for use in potential lawsuits (50). Thus, it can
be assumed that only a fraction of what an individual staff
member was actually feeling or intending is documented in
the their notes. Nevertheless, relevant differences concerning
emotional involvement and subjective expressions remain in
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TABLE 5 | Most frequently used behavioral terms.

Case group (n = 26) Control group (n = 26) p-value
n Frq M + SD n Frq M = SD

NEGATIVE VALENCE TERMS
Agitated 16 41 1.6+1.5 7 11 0.4+0.8 0.003°
Irritable 16 25 1.0+1.0 4 4 0.2+06 0.0010
Loud/screaming 14 22 09+1.0 2 3 0.1+04 <0.001P
Obtrusive/pushy 13 20 09+1.1 0 0 0 <0.001P
Restless ih 19 08+1.1 6 8 0.3+0.5 0.083°
Threatening 10 15 05+0.7 0 0 0 0.001P
Dysphoric 10 15 0.7+ 1.1 0 0 0 0.0010
Insulting/cursing 9 17 06+1.0 1 2 0.0+0.2 0.005°
Aggressive 7 11 0.4+08 0 0 0 0.005P
Psychotic 7 11 0.5+09 3 5 0.2+06 0.162P
Bizarre/foolish 7 10 0.4 +0.7 0 0 0 0.005°
Provocative 8 10 0.4+0.8 1 1 0.0+0.2 0.010°
Volatile 6 9 0.4+0.7 2 2 0.1 +£0.3 0.1150
Distracted 5 8 0.3+0.7 2 3 0.1 £0.3 0.205°
Total terms with negative valence 9.2+65 1.6+24 <0.001P
POSITIVE VALENCE TERMS
Friendly 19 32 1.4+£11 20 41 15+£12 0.940P
Calm 14 21 1.0£1.0 19 32 12+£10 0.310P
Relaxed 7 10 04407 11 13 05407 0.376°
Reachable 5 4 02+05 9 12 0.5+0.8 0.176P
Adequate 1 3 0.1+04 9 11 0.5+0.8 0.007°
Good mood 3 3 0.1+0.3 6 9 0.3+0.6 0.2420
Cooperative 2 3 01+0.3 5 9 02+05 0.654P
Organized 0 0 0 4 8 0.3+£0.7 0.039°
Total terms with positive valence 33+22 50+34 0.0392
OTHER TERMS®
Manageable 13 21 0.8+1.1 6 7 0.3+0.5 0.035°
Unchanged 0 0 0 10 11 04+05 <0.001P
Reclusive 6 8 0.3+0.6 12 19 08+1.0 0.054P
Sad 1 3 01+04 4 8 03407 0.168°
Unpredictabled 3 3 01403 0 0 0 0.077P
Total terms with other valence 1.3+£1.2 1.7+£16 0.2928
Total sum 13.8 £ 6.7 8.2+43 0.0012

Terms are presented as dichotomous variables (term occurs/does not occur), n indicating the number of patients where a specific term occurs at least once during the observed days
(days —3 to 0), Frq indicating number of days with at least one occurrence (days —3 to 0) summed up over all patients in the group, and M + SD representing mean Frq per group
(mean number of days where the term occurred at least once for the group). Only terms with Frq > 8 for at least one patient groups are presented.

at-Test.

bp\ann-Whitney U-test.

¢Terms that could not be classified as “negative” or “positive” valence.

9“Unpredictable” occurred <8 times, but appeared often in context of risk assessment before seclusion.

the documentation on psychiatric intensive care units. It  rises if staff with a higher susceptibility for provocation or anxiety
remains unclear if emotional involvement is only associated  may be more likely to apply coercive measures. In-line with
with problematic behavior or if it also contributes an escalation  these considerations, paying greater attention to staff-patient
process leading to seclusion. Although there is a variety of  interactions could help increasing awareness for unconscious and
possible underlying causes and triggers, there is evidence that  emotional processes (16) involved in escalation processes. Staft
staff emotions may contribute to seclusion. DeBenedictis et al.  training in noticing their emotional state early and emphasizing
(51), e.g., identified a negative working climate, and especially ~ patients’ perception might constitute an important part of
anger and aggression among staff members, as resulting in a  de-escalation trainings and help prevent coercive measures
higher use of seclusion and restraint. In addition, the question  like seclusion (6, 14). In any case, emotional involvement in
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TABLE 6 | Sleep behavior, high contact frequency, demanding behavior, requests, and non-compliance.

Case group (n = 26) Control group (n = 26) p-value
n Frq M + SD n Frq M = SD

Sleep behavior
Insomnia 14 23 09+1.0 4 5 02+05 0.0042
Late Onset of sleep after 12 p.m. 16 19 0.7 £0.7 3 3 01+£0.3 <0.0012
Early awakening before 5a.m. 10 13 0.5+0.7 4 4 02+04 0.0472
Sleep discontinuity 15 20 0.8+0.8 12 22 09+1.2 0.7072
Total sleep irregularities during 4 nights (yes/no) 55 75 0.8+1.0 23 34 0.3+ 0.5 0.0362
High contact frequency 17 52 20+17 5 0.3+0.7 <0.0014
Demanding behavior 22 40 1.6+11 1 16 0.6+09 0.0028
Met requests 5 5 02+04 0.3+0.7 0.8942
Denied requests 17 28 11 +£141 0.3+06 0.0012
Non-compliance 26 45 1.7+1.3 11 16 0.1+04 <0.0018

Dichotomous variables are presented (term occurs/does not occur), n indicating the number of patients where a specific term occurs at least once during the observed days (days —3
to 0), Frq indicating number of days with at least one occurrence (days —3 to 0) summed up over all patients in the group, and M + SD representing mean Frq per group (mean number

of days where the term occurred at least once for the group).
aMann-Whitney U-test.

narrative case notes could serve as an early warning sign of an
impending seclusion.

Altogether, subjective expressions were less prominent
in narrative notes than expected. The style of describing
patients was widely consistent and personal stylistic features in
documentation were rarely notable. Based on our experience,
attempts to be as objective as possible and to use a pragmatic
language are widespread in hospital routine documentation in
German speaking European countries. Sentiments and emotions
are normally omitted when standardized documentation is
disseminated due to legal and time management reasons.
Hamilton et al. (50) described a patient’s file as a “domain of
management,” where HCP “experience some compelling pressure
to adopt, audit and report on their risk management strategies”
(p. 90). The presented data raise the question if—in contrary
to the current standards—there should be a regular place for
subjectivity in psychiatric routine documentation, as it may
represent an essential contribution to clinical assessment and
may be helpful for the early detection of seclusion.

Third, as assumed, patient behavior preceding seclusion is
significantly more often associated with negatively assessed terms
like “agitated,” “irritable,” and “loud/screaming.” Similar findings
could be shown in a large study by Cullen et al. (36) were
“restraint” and “shouting” showed the strongest likelihood of
seclusion among all behavioral keywords. Although patients of
the present study were equally perceived as “friendly” in both
groups, there were—overall—more positively assessed terms in
the control group. Patients in the control group were more
often described as being “adequate” and “organized,” and their
behavioral amplitude was perceived to be less dynamic, described
by the term “unchanged.”

Fourth, patients before seclusion had a considerably higher
frequency of insomnia. Sleep irregularities are a well-known
comorbidity of patients with psychiatric diagnoses and amongst
others associated with worsening of symptom severity in

schizophrenia (52-54) and an increase in mania symptoms (55,
56). Consistent with previous studies, there is evidence for an
association of poor sleep and aggressive behavior in psychiatric
patients (57, 58). Despite this evidence for an association between
sleep irregularities and coercive measures, which is corroborated
by the current study’s results, sleep disturbance has received little
attention in previous studies analyzing antecedents of seclusion.
In addition, patients in the case group were observed as more
demanding and refused medication more often compared to
patients in the control group. Staff denying patients’ requests was
present more often before seclusion, which is consistent with
previous studies describing restrictions as a frequent antecedent
of aggressive incidents (10, 20).

Fifth, specific terms appeared to serve as a personal evaluation
of critical situations and personal risk assessment. “Manageable”
appeared significantly more often in the case group, which
may seem counterintuitive at first. However, “manageable” was
applied in the context of problematic behavior that could still
be handled, denoting that despite problematic behavior, staff did
not deem coercive measures necessary at this time. Terms like
“threatening” were exclusively used in the case group and in
the context of seclusion. This is in line with the literature. In
a study by Foster et al. (8), the main consequence of aggressive
incidents was that staff members were feeling threatened. While
not necessarily being subjected to actual threatening behavior,
they seemed to feel a “threat of what might happen” (8).

The current study stands out due to the combination of
quantitative and qualitative methods (59, 60). One of the
strengths of a qualitative approach was the opportunity to
determine unknown factors preceding seclusion. By including
narrative notes not only of nursing staff but of all HCP,
generalizability could be enhanced. Validity could be enhanced by
independently performing assessments through two researchers
with high interrater reliability, comparison with a control group,
and inclusion of quantitative assessments. Matching the patients
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in a case-control study resulted in more homogeneous groups
and improved comparability.

However, there are several notable limitations. Although
interrater reliability has been assessed, the influence of
subjectivity cannot be eliminated in qualitative analysis
(61). Since the study evaluated notes written in German, it is
unclear if the results can be generalized to settings with other
languages or different cultural backgrounds. Furthermore,
only patients with a minimum inpatient treatment duration
of 3 days prior to seclusion could be considered, although
seclusion already can occur in the first days of treatment with
one third of aggressive incidents happening in the first seven
days of admission (35). In addition, absconded patients could
not be included in the analyses, as the study was focused on
evaluating narrative notes in the days before seclusion, and
assessments could not be performed when text entries were
missing. Although the examined patient groups differ with
regard to seclusion, they-indeed-also showed a different level
of aggression. Therefore, the examined case note characteristics
are not attributable to a development leading to seclusion
independently of aggression, and the influence of seclusion and
aggression cannot be disentangled with the current approach. In-
and exclusion criteria therefore introduced a potential selection
bias. Furthermore, the study only used retrospectively available
data, leading to several limitations, e.g., the underreporting
of aggressive events (35) and of subsequent interventions. In
addition, although the current study’s sample size is adequate
for qualitative assessment (62), further replication studies with
larger samples are needed.

CONCLUSIONS

Despite professionalism and self-imposed reduction of
emotional and subjective content, narrative notes of healthcare
professionals still contain normally unused information that is
associated with coercive measures like seclusion as early as 3
days before these events. This information might improve risk
assessment as well as the early prediction and intervention of
aggressive incidents.

Furthermore, the present study indicates that narrative notes
should not be completely superseded by fully standardized
documentation. Moreover, integrating subjectivity and
emotional content in a way compatible with current standards
could improve the clinical usability of routine documentation.
Integration of a subjective perspective could be technically
implemented by introducing an extra text-field dedicated
to subjective perception, countertransference, or more
subjective personal remarks (e.g., “I was very scared, my
colleague hid in the corner of the room.”) into routine
electronic documentation. This would probably not lead
to a relevant increase in documentation efforts, since the
writing process is performed intuitively and without being
censored. Text-analysis and evaluation of the risk level
would be performed automatically after documentation is
finalized. This is, e.g., achievable by generating computerized
algorithms for subjectivity and using machine learning on

the basis of natural language processing. This approach
also allows to include data from structured risk-assessment
instruments into the analysis. Apart from the acquisition
costs of an appropriate software solution, no additional
financial burden is to be expected, as narrative notes are
immediately available for the software in most current
documentation systems.

In the present study, factors not routinely used for risk
assessment like subjective statements, sleep disturbance, and
narrative note word count were associated with seclusion. If
these results can be replicated and remain valid especially
in a prospective setting, e.g., word count could become
an economical and simple predictor for escalation. The
implementation of automated text analysis would enable routine
use of narrative notes in the early detection and prevention
of violence and coercion, and this has to be examined in
future studies.
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Objective: This prospective study addresses risk factors of compulsory re-admission
focusing on the role of the patient’s subjective symptom distress and perceived
social support, based on comprehensive patient and external (clinicians, study
staff) assessments.

Methods: Of the baseline sample, 168 (71%) patients with serious mental disorders,
who had been compulsorily admitted to psychiatric inpatient care, were followed over 24
months after discharge within the framework of a RCT.

Results: During this time 36% had compulsory re-admissions; risk was highest
immediately after discharge. Regression models identified a history of previous
compulsory hospitalisations and compulsory admission due to endangerment of others
as the predictors most strongly associated with the outcome. Patients diagnosed with
a psychotic disorder or an emotionally instable or combined personality disorder were
most likely to experience compulsory re-hospitalisation, with poor response to treatment
further significantly increasing the risk. The patient ratings of subjective symptom distress
or perceived social support had no predictive value for compulsory re-admission,
and this study did not provide evidence for a significant prognostic relevance of
sociodemographic background factors.

Conclusions: The present findings suggest that within individual-level variables
disease-related factors are essentially the strongest predictors, but including the patients’
subjective perspective does not enhance the prediction of compulsory re-hospitalisation.
The psychiatric treatment of patients with recurrent and often challenging behavioural
problems, at the more severe end of the spectrum of mental disorders, deserves closer
attention if the use of compulsory hospitalisation is to be reduced.

Keywords: compulsory psychiatric hospitalisation, severe mental disorders, psychotic disorder, personality
disorder, risk factors, prospective study
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INTRODUCTION

A substantial number of patients are compulsorily admitted
to psychiatric inpatient care throughout Europe (1-7) and
many of them experience repeated compulsory admissions.
Data of the Federal Office of Statistics suggest that between
15 and 21% of all psychiatric admissions in Switzerland
were compulsory (years 2002-2009; Canton of Zurich:
between 23 and 29%) (8).

Compulsory hospitalisation affects an individual’s personal
interests and autonomy profoundly, thus touching basic
human rights, and should be considered only as a measure
of last resort for persons who cannot be helped by other
means in a less restrictive setting. The comparatively
high rates observed in some countries underline the
need to scrutinise the use of compulsory measures in
psychiatry. This is what has been advocated by professionals,
politicians, patients’ and human rights organisations for
years, campaigning to reduce the number of compulsory
psychiatric admissions.

On that account it is important to identify risk factors
for compulsory hospitalisation, especially factors which could
be addressed proactively by preventive measures or treatment.
However, our knowledge of the factors determining the
clinical need for compulsory treatment, is still limited. Serious
endangerment of self or others is the main prerequisite for
compulsory admission to psychiatry in all Western countries, as
it is in Switzerland, too. Nevertheless, it is difficult to predict
in which cases endangerment of self or others will lead to
compulsory hospitalisation. Moreover, in acute psychiatry no
specific prognostic tools exist that might help guide decisions
regarding post-discharge monitoring, treatment or rehabilitation
planning to prevent further compulsory re-hospitalisation.

The preconditions for compulsory admission to psychiatric
care are multifaceted, comprising not only a person’s current
violent or suicidal behaviour, but also aspects of their patient
history, treatment motivation, and social and other contextual
factors (9-11). Among the patient-related factors known to be
associated with increased endangerment of self or others is
the type of disorder: high rates of compulsory admission have
been reported most consistently for psychotic, schizophrenic
or delusional, disorders (12-14), but also for persons with a
history of substance abuse (15). Regarding sociodemographic
background factors, an increased risk has been repeatedly
reported for ethnic minorities (16), in particular non-white
or Black people (17). Several studies have found that male
gender (14-16) and being unmarried or living alone (12-
15, 18) are associated with a higher risk of compulsory
hospitalisation. But there are also other studies in which these
factors were not confirmed or have been attributed to underlying
mediators (14-16, 18, 19).

It is obvious that a comparison of findings across different
countries and mental health care systems is difficult, considering
that inconsistencies also might in part mirror population
composition, configurations of mental health services, as well as
professionals’ ethics and attitudes (20, 21). Beyond this, research
on compulsory hospitalisation has some limitations so far:

- To explore risk factors, psychiatry usually has to recourse
to non-experimental designs and most research in this field
also rests on cross-sectional data. Lessons that may be
learned by retrospectively searching for predictors therefore
are almost inevitably limited, revealing correlates rather than
“true” risk factors. To assess the incidence of compulsory
admissions and risk (or protective) factors prospective studies
are necessary. However, only few studies have adopted a
longitudinal (cohort) perspective (e.g., Amsterdam Study of
Acute Psychiatry (22-24).

- Many analyses focused on specific patient groups, as e.g.,
(first admitted) subjects with psychosis (25, 26), narrow age
categories (25, 27) (adolescents; <50 years old), specific service
settings, as e.g., compulsory community treatment (28) or
selected countries or areas (14, 26, 29).

- Moreover, many studies are based solely on routinely collected
hospital data or retrospective chart reviews (12, 27-29), thus
restricting the range of potentially important factors, direct
risk factors as well as confounders.

- Studies exploring the subjective perspective of psychiatric
patients are scarce and if at all, often adopted a narrow
focus on the patients’ retrospective view on their involuntary
hospitalisation (30-32). It is unclear whether the patients
subjective symptom distress or their perceived social
support might contribute to the prediction of further severe
crises rendering these patients more likely to experience
compulsory re-admissions.

In this situation long-term studies closely monitoring the clinical
course of mental patients might help define the risk and guide
treatment planning so as to prevent further coercive measures.

We therefore re-analysed data from a prospective clinical
trial in which a group of patients with serious mental disorder
and compulsory hospitalisation(s) in the past were followed
over 24 months after discharge. We used a comprehensive
multiaxial assessment (clinicians, study staff, patient ratings)
at discharge from the hospital to determine predictors of
compulsory re-admission.

Specifically, we address the following questions:

- Do patients’ ratings reflecting their subjective view on
symptom distress and perceived social support predict
compulsory re-admission after discharge from psychiatric
inpatient care and

- which are the most important predictors within this
multiaxial personal (patient) and external (clinicians/study
staff) assessment?

Beyond that, we aimed to find out to which extent the patients’
self-ratings of their mental health functioning correspond to
clinical staff ratings.

MATERIALS AND METHODS

Sample

The sample for this study is drawn from a randomised trial to
evaluate an intervention programme targeting the prevention of
compulsory admission to psychiatric inpatient care. Participants
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were recruited from a naturalistic user sample of inpatient mental
health care in four psychiatric hospitals mandated to provide
psychiatric care to adults in the Canton of Zurich, Switzerland.
Patients aged 18-65 years who had been compulsorily admitted
to psychiatric inpatient care at least once during the past 24
months were included in this study. Participation was not limited
to a specific mental disorder, but patients diagnosed with an
organic mental disorder (ICD-10: F0), mental retardation (F7)
or a behavioural syndrome associated with physical factors (F5)
were not included. Furthermore, individuals who could not be
contacted by telephone and those with insufficient language skills
were not eligible for inclusion either.

Procedure and Clinical Assessments

After having given informed consent, patients were randomised
to the intervention group or a treatment as usual (TAU)
comparison group. The intervention programme is described in
detail elsewhere (33). In brief, it consisted of: (a) individualised
psycho-education focusing on behaviours prior to and during
an illness-related crisis, (b) working out a crisis card with the
patient and, after discharge from psychiatric inpatient care, (c)
a 24-month preventive monitoring based on an individualised
checklist. This checklist covered the personal risk factors for
relapse (e.g., familial, work or financial problems), personal and
social resources as well as information on treatment-related
behaviour and use of mental health care services.

Baseline assessment included retrospective data on the
patient’s history, current psychopathology, individual risk factors
and protective factors for further compulsory readmission.
Baseline interviews were carried out during a participants
inpatient stay (generally over several sessions), before discharge
from the hospital. After discharge from the hospital, mental
health care use was assessed in regular telephone contacts.
Twelve and 24 months after baseline a comprehensive follow-
up assessment was carried out again by means of face-to-face
interviews. Interviews were conducted by the members of the
study staff, all of them graduated clinical psychologists.

Measures
Clinical diagnoses as well as data on sociodemographic status,
occupational and living situation were retrieved from the
patients’ medical files. Psychiatric diagnoses were made by the
hospital physicians in charge at the participating study centres.
Patients’ file data on social background and patients” history
were supplemented by information obtained from a structured
patient interview. We used the German adaptation of the Client
Sociodemographic and Service Receipt Inventory CSSRI-EU (34,
35) to assess detailed information about patients’ lifetime service
utilisation. If a patient’s statement conflicted with information in
the patients file ambiguities were clarified during the baseline
assessment. In the same way, mental health care use was
determined prospectively by retrieving care-related data from the
patients’ files (review of medical records over the entire study
period) and by information from the study participants using the
CSSRI-EU. Thus, the frequency and duration of voluntary and
compulsory psychiatric inpatient care episodes (and psychiatric
outpatient care) were determined.

The Global Assessment of Functioning Scale GAF of the
DSM-1IV (36) was applied to assess the patient’s global level of
psychological, social and occupational functioning. The GAF
measures how much a person’s symptoms affect his or her
daily life on a scale ranging from 1 (severely impaired) to 100
(extremely high functioning).

Moreover, the baseline interviews covered specific problem
areas which were considered important for the further course
of the disorder, as they might relate to symptom aggravation
and compulsory admission. These items were rated using all
available information from the participant and (responsiveness
to treatment) from the medical files. Ratings were dichotomised
(1 severe problems; 0 = no or only minor problems in
this area), “severe problem behaviour” being operationalised
as follows:

Partner relationship: Unstable, very conflictual relationship
(including severe or continued violence); or rapidly changing
partnerships; or age > 30 y and no permanent relationship
to date.

Working: Severe or continued problems at work; or person
(capable of work) refuses to apply for a job; or left employment or
was fired within short periods of time. For persons unemployable
on the regular labour market, rating was based on sheltered
employment, occupational therapy or other respective types
of occupation.

Responsiveness to treatment: Lack of response to current or
recent treatment (for whatever reason; includes patients who did
not accept the recommended treatment measures or dropped out
of medical treatment).

To assess the patient’s symptomatic distress the Outcome
Questionnaire OQ-45 (37) was applied. This self-report
questionnaire is widely used in clinical settings to estimate the
patient’s current mental health functioning and changes over
the course of treatment. It comprises 45 items to be rated on a
five-point scale (0 = “never”; 1 = “rarely”; 2 = “sometimes”;
3 = “frequently”; 4 = “almost always”). The scale provides
an index of mental health functioning (total score) and three
subscale scores: symptomatic distress or subjective discomfort
(SD), interpersonal relationships with intimate others (IR), and
functioning in social roles such as work, homemaking, and
leisure activities (SR).

The patients were also asked to rate their perceived social
support. The Berlin Social Support Scales BSSS (38), a battery of
self-report questionnaires, was applied to measure (1) perceived
available support; this scale refers to the anticipated possibility
of receiving emotional (4 items) and instrumental support (4
items) in the future; (2) need for support (4 items) and (3)
support-seeking (5 items). Patients rate their agreement with
the statements on a 4-point scale (1= “strongly disagree” to
4 = “strongly agree”).

Statistical Methods

We analysed the time to the first compulsory re-admission
after discharge from psychiatric inpatient care as the main
outcome measure. Time to compulsory admission was calculated
from the retrieved re-admission dates on an exact monthly
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basis. Observation time was limited to 24 months, after that
observations were censored.

The baseline variables specified in Table 1 were considered
as “explanatory” variables. In a first step we examined these
variables in a bivariate analysis using Pearson correlations. In
order to quantify the impact of clinical and social characteristics
of patients on the outcome, we carried out Cox (proportional
hazard) regression analyses. To model the relationship with

“age” we added a quadratic term to allow for non-linearity. The
significance level was fixed at 0.05 (two-tailed) in all tests.

To identify a set of explanatory variables that contribute
significantly to the risk of compulsory re-admission we fitted a
Cox regression model using backward stepwise variable selection
based on likelihood ratio statistics. As candidate variables we
considered covariates with coefficient P-values of < 0.1 in the
bivariate regression analyses. Moreover, we checked whether an

TABLE 1 | Sample characteristics and univariate associations between baseline variables and compulsory re-admission within 24 months (Cox regression analyses;

N = 168).

N (%) or

Mean + SD HR 95% CI P-value

Intervention group 75 (44.6) 0.61 0.36—1.03 0.065
TAU group (reference) 93 (65.4)
Socio-demographic data
Age (years)? 447 £11.5 1.12 0.94-1.32 0.205
Sex: female (reference) 96 (57.1)

Male 72 (42.9) 0.60 0.35—1.03 0.065
Living situation: Alone (reference) 82 (48.8) 0.550

With child(ren) 12 (7.1) 1.25 0.48-3.22 0.650

With partner/children 40 (23.8) 0.77 0.39-1.51 0.450

With others/unknown 34 (20.2) 1.32 0.71-2.46 0.387
Occupation: Unemployed/home-maker (reference) 107 (63.7) 0.121

Sheltered employment 17 (10.1) 1.33 0.62—2.83 0.462

Regular labour market 44 (26.2) 0.55 0.28—1.07 0.079
Swiss national (reference) 143 (85.1)

Foreign national 25 (14.9) 1.19 0.60-2.34 0.616
Patient history/clinical data
Duration of illness (years) 176 £12.7 1.00 0.98—1.02 0.773
First compulsory admission (reference) 66 (39.3)

Compulsory admission(s) in patient history 102 (60.7) 2.81 1.62-56.20 0.001
Compulsory admission due to:
Danger to self (reference) 121 (72.0)

Danger to others 47 (28.0) 2.05 1.23-38.43 0.006
Substance use disorder 33 (19.6) 0.67 0.34—1.42 0.319
Schizophrenia, bipolar disorder, mania 70 (41.7) 1.98 1.19 -3.28 0.008
Personality disorder 21 (12.5) 1.78 0.90-3.33 0.099
Other disorders 44 (26.2) 0.30 0.14 —0.67 0.003
Global clinical ratings
GAF 39.4 £10.7 1.00 0.97-1.02 0.750
Relationship-severe problems 20 (12.3) 0.78 0.34-1.81 0.564
Employment-severe problems 70 (42.4) 1.68 0.95-2.63 0.081
Poor response to psychiatric treatment 28 (16.7) 2.07 1.156-8.71 0.015
Patient ratings
0Q-45 Symptom distress 1.5683 £ 0.68 0.75 0.51-1.07 0.137
OQ-45 Interpersonal relations 1.45 £ 0.59 1.15 0.75-1.76 0.525
0OQ-45 Social role 1.40 £ 0.64 0.90 0.60—1.35 0.621
OQ-45 Total score 1.46 £ 0.56 0.88 0.56—1.38 0.581
BSSS Perceived support 3.06 £ 0.55 0.76 0.48—1.19 0.230
BSSS Need for support 2.61+0.63 0.86 0.58—1.28 0.466
BSSS Support seeking 2.63 £ 0.57 1.13 0.73—-1.76 0.580

TAU, Treatment as usual; SD, Standard deviation; HR, Hazard ratio for being compulsorily re-admitted; Cl, confidence interval.

aThe age model included a quadratic term to allow for non-linearity.
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extended Cox-model including a time-dependent intervention
effect fitted the data. Since the effect of this time-varying covariate
was statistically not significant, it was not further considered in
our regression models.

To compare the frequency distribution of the “explanatory”
variables included in the Cox regression models (Table 3)
between the two treatment groups in the follow-up sample
(n 168) we performed Chi-square tests using exact
significance levels.

We computed Kaplan-Meier product limit estimates
of survival to illustrate the effects of particular significant
predictors. The survival curves displaying the estimated survival
probabilities (estimated percentages of subjects not compulsorily
re-admitted after discharge from psychiatric inpatient care) thus
are compared for subjects with vs. those without compulsory
admissions in their patient history (Figure 1) and for different
diagnostic groups (Figure 2). Statistical analyses were carried
out using SPSS 25.

RESULTS

Sample Characteristics

Of the 238 participants included in this study, 168 (70.6% of
the baseline sample) remained in the study up to the 24 month
follow-up. Table 1 provides the baseline sample characteristics
of the 168 participants with follow-up assessments over 24
months. The participants suffered from a broad range of mental
diseases, of which psychotic disorders were most prevalent: 46
were diagnosed with a schizophrenic disorder (ICD-10: F2),
24 with a mania or bipolar disorder (F30; F31). Across all
diagnostic groups psychiatric comorbidity was common and
most of the participants showed serious and /or persistent
behaviour problems. For the majority of this sample (60.7%) it
was not the first compulsory admission, and roughly one in three
participant (54; 32.1%) had already experienced four or more
compulsory admissions to psychiatric inpatient care in the past.

Regarding their sociodemographic background the sample
(mean age: 45 years; 56.0% between 35 and 55 years) is
characterised by a high rate of participants living alone and not
employed on the regular labour market.

Corresponding to the severity of the disorders, the level
of functional impairments was high: according to the Global
Assessment of Functioning (staff ratings) the patients showed
major impairment in several areas, such as work or school,
family relations, judgment, thinking, or mood (mean GAF
score: 39.4 £ 10.7).

0Q-45 mean scale scores (patient ratings) ranged between 1
and 2 in all domains. This suggests that the patients themselves
described their current mental health functioning at discharge
as “rarely” or “sometimes” experiencing symptomatic distress, or
distress with respect to interpersonal relationships or social roles.

According to the Berlin Social Support Scale “perceived
support” they perceived some degree of social support (mean
score 3.1; equal to “somewhat agree”). Regarding the aspects
“need for support” and “support-seeking” (with average scale
values of 2.6) the patients’ ratings are in the middle of the scale,
ranging between “disagree” and “agree.”

Relationship Between Baseline Measures
Pearson’s correlation coefficients indicate high correlations
between all OQ-45 measures (subscale scores SD, IR, SR, and
OQ-total) and moderate to high correlations between the BSSS
subscale scores (Table 2). Likewise, the (staff) Global Assessment
of Functioning was consistent with the staft ratings of specific
problem areas (significant negative correlations). Low level of
functioning (GAF), e.g., was significantly associated in particular
with severe or continued problems at work, but also with
inadequate response to treatment.

Between staff ratings and patients’ self-report ratings,
however, only limited correspondences were found. The
GAF level of functioning showed a significant negative
correlation with (OQ-) symptom distress and the OQ-total
score, but no significant association was apparent with regard
to the other OQ domains (interpersonal relations; social role
functioning) or the BSSS ratings (“perceived support”; “need for
support”; “support-seeking”).

Remarkably, we found no evidence of a significant correlation
between the duration of the illness and the patients’ perceived
mental health functioning (OQ-45 subscales) or perceived social
support (BSSS subscales).

Likewise, there was no indication of sex-specific differences
in the perception of social support (BSSS subscale means: no
significant differences). There were slight (statistically significant)
differences, however, depending on the patients’ living situation:
the 40 patients who were “living together in a family or with
a partner” reported the lowest support-seeking scores (BSSS
subscale “support-seeking” mean 2.44 + 0.53), whereas the
highest scores were found in the single-parent group (mean 2.83
=+ 0.65; Living situation: F = 3.303; 3 df; p = 0.022).

Compulsory Re-admissions Over
24 Months

During the 24 month follow-up period after discharge from
psychiatric inpatient care, 61 of the 168 participants were
compulsorily re-admitted to psychiatry: 21 from the intervention
group and 40 from the TAU group. A detailed analysis of
intervention effects which is not the subject of the present
paper is given in Lay et al. (39). In individual cases up to 5
compulsory re-admissions were registered during the 24-month
follow-up period.

At 9 compulsory re-admissions within the first month, the
number peaked immediately after discharge from psychiatric
inpatient care; the likelihood of a first compulsory re-
admission then gradually declined over time. The Kaplan-
Meier survival curves given in Figures 1, 2 clearly show this
risk curve.

Predicting Compulsory Re-admission

(1) The results of univariate Cox regression analyses
revealed that a series of patient characteristics are related
to the risk of compulsory re-admission (Tablel). The
factors increasing the risk most strongly originated in
the patients’ history and psychopathology: in particular
subjects already with compulsory admissions in their
patient history (HR 1.78), with compulsory admissions
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TABLE 3 | Risk factors for compulsory re-admission within 24 months (Cox regression).

Model 1 Model 2
HR 95% ClI P-value HR 95% CI P-value
First compulsory admission (reference)

Compulsory admission(s) in patient history 2.48 1.32—-4.65 0.005
Compulsory admission due to:

Danger to self (reference)

Danger to others 1.82 1.05-3.15 0.082 1.79 1.01-8.16 0.045
Schizophrenia, bipolar disorder, mania 2.16 1.14—-4.09 0.018
Personality disorder 2.55 1.15-5.63 0.021
Poor response to psychiatric treatment 1.93 1.04—3.58 0.087
TAU group (reference)

Intervention group 0.55 0.32-0.95 0.030 0.56 0.32—-0.96 0.036

TAU, Treatment as usual; HR, Hazard ratio; Cl, confidence interval.
Model 1: Chi? = 19.225; df 3; P < 0.001; —2Log-Likelihood = 560.518.
Model 2: Chi? = 26.383; df 5; P < 0.001; —2Log-Likelihood = 575.761.

due to severe danger to others (HR 2.05), the diagnosis
of a psychotic disorder (HR 1.98) or a personality
disorder (HR 1.73) were at a significantly increased risk of
compulsory re-admission.

As to sociodemographic patient characteristics, we did not
find statistically significant effects. Nor did the patients” subjective
ratings of mental health functioning (OQ-45) or social support
(BSSS), predict compulsory re-admission. Among the clinical
ratings by the staff, “poor treatment response” was the only
significant indicator of an increased risk of compulsory re-
admission (HR 2.07).

(2) Results of a multivariate analysis controlling for effects
of the intervention showed two significant predictors (Table 3,
model 1): “Compulsory admission(s) in the patient history,”
suggestive of a 2.48 times higher hazard, as compared to
“no previous compulsory admissions;,” and “endangerment of
others” as compared to “endangerment of self” (1.82 times
higher hazard).

Considering that “compulsory admission(s) in the patient
history” is a variable, in itself in need of an explanation, rather
than explaining the outcome, we fitted a second regression
model, omitting this “proxy” variable in order to bring
out deeper-seated factors associated with the outcome. According
to this Cox regression model 2 an increased risk of compulsory
re-admission is associated in particular with specific mental
disorders: the highest hazards were observed for personality
disorders (HR 2.55) and psychotic disorders (HR 2.16). Beyond
the nature of the mental disorder, poor response to treatment
emerged as a further significant predictor (HR 1.93). Moreover,
“endangerment of others” (again) was included in the model,
suggesting a further risk increase by factor 1.79 given all other
variables controlled in the model.

Aside from these patient characteristics, model 1 and model 2
both suggest that participants from the intervention group were
less likely to be compulsorily re-admitted than those from the
TAU group.

By way of example, the impact of two of the predictors
is illustrated by means of the Kaplan-Meier survival curves:

Figure 1 compares the Kaplan-Meier plot for patients with a
first compulsory admission (baseline assessment) and patients
with previous compulsory admissions in their patient history.
Figure 2 shows the survival curves for different diagnostic
groups, i.e., the proportion “surviving” without further
compulsory re-admission in each group.

(3) Our regression models are based on patients who achieved
the 24 month follow-up (70.6% of the baseline sample). We
lost in this RCT significantly more patients in the intervention
group (44; 37.0%) than in the TAU group (26; 21.8%).
Therefore, dropout effects could have biased our models. To
investigate whether the predictor variables given in Table 3 were
differentially affected by sample attrition, we tested whether
the frequency distribution of the predictor variables is equally
distributed across the two groups.

Results did not show statistically significant differences in any
of these variables (First compulsory admission chi? = 0.022,
p = 1.00; Compulsory admission due to danger to self/others
chi? = 1.930, p = 0.172; Schizophrenia chi® = 1.790, p = 0.209;
Personality disorder chi?> = 0.582, p = 0.488; Poor response to
treatment chi®> = 0.043, p = 1.00; all variables df = 1). This
suggests that the different attrition rate in the intervention and
the TAU group over 24 months had no significant impact on the
distribution of the predictor variables in the regression models.

DISCUSSION

This study is a prospective long-term follow-up of 168
psychiatric in patients with severe mental illness who already had
experienced compulsory admission(s) to psychiatric inpatient
care. During the 24 months the study participants were
followed after discharge, 36.3% had compulsory re-admissions.
The present findings suggest that the risk of compulsory re-
hospitalisation is particularly high immediately after discharge
from psychiatric inpatient care, then gradually decreases, but is
noticeably lower only after 12 months.

To determine risk factors of compulsory re-admission we
investigated clinical and social information from the patients’
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FIGURE 1 | Cumulative risk of compulsory re-admission among patients with vs. those without compulsory admission(s) in their patient history.

109 11— Neurotic, stress-related
:Ij ' | disorders (F4)
I—||: Depressive disorders
0.8 (F32-34)
—1L Substance use
[ ] disorders (F1)
£ 06- —
n __| Mania, bipolar affective
_‘5 disorders (F30-31)
§ 044 Schizophrenia, psychotic
g disorders (F2)
3 Personality disorders
(F6)
0.2
04
| | | | | 1
0 5 10 15 20 25

Months since discharge

FIGURE 2 | Cumulative risk of compulsory re-admission, by psychiatric diagnosis.

perspective, in addition to standard disease-related and socio-
demographic data (assessed by clinicians, study staff).

Predictors of Compulsory Re-admission

(1) Clinical measures. According to our regression models the
strongest predictors were “clinical” measures: patients with
compulsory psychiatric admissions (already) in their patient

history were most likely to experience a compulsory re-
admission, in particular those for whom serious endangerment
of others, ie., aggressive, violent behaviour, was the reason
for hospitalisation. Regarding the psychiatric diagnosis, patients
diagnosed with a personality disorder or a psychotic disorder
were at the highest risk. The predictors of the present
analysis are largely consistent with previous findings: “A
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history of involuntary admissions proved to be the only
independent predictor of involuntary re-admission” in the
prospective follow-up study reported by Setkowsky et al.
(23) and van der Post et al. (40). Likewise, functional
psychoses (12, 13, 16, 19, 29) and more severe symptoms
(15, 16) have been repeatedly reported to increase the risk of
compulsory hospitalisation.

Personality disorders, in the present study emotionally
unstable (ICD F60.3) or mixed personality disorders (F61.0),
however, did not appear to be associated with the incidence of
compulsory re-admission in previous research. It is not clear
whether this is due to the fact that personality disorders are
rarely analysed separately, rather typically subsumed under an
“other disorder”-category, or whether they are underdiagnosed
in medical charts or whether these studies did not have
enough power to prove a statistical significant effect. Not least,
it might reflect varying admission decision-making processes
as regards the indication of hospitalisation in personality
disorders (10).

Nevertheless: there is a problem with “predictors” like
“higher number of previous compulsory admissions,” “major
mental disorder” or “more severe symptoms,’ even if they
are indeed well confirmed: Though they are plausible and
might be useful for descriptive purposes, they are not free
from tautology. Previous hospitalisations, e.g., are exactly the
result of a process the prevention of which is at issue. They
are limited therefore in terms of explanatory power and
practical information.

(2) Ratings by the study staff. Among the set of ratings made
by the study staff only the rating referring to the “response
to treatment” was a significant predictor in the present study:
patients rated as non-responsive to the current (inpatient)
treatment were more likely to experience a compulsory re-
admission after discharge from psychiatric inpatient care.
This effect might be attributed to lack of motivation and
difficulties relating thereto in treating these people, a factor that
has been reported to be directly associated with involuntary
admission (10, 15). In this context, however, it also should
be taken into account that the diagnoses found to be
associated with a significantly increased risk are precisely
those regarded as gravely interfering with insight into the
illness. In terms of the diagnostic spectrum (as well as their
social backgrounds) it appears that the present sample has
much in common with “high utilizers” of psychiatric services:
persons characterised by comparatively disturbed behaviour,
aggression, suicidality, manipulative behaviour, with low social
adjustment and limited personal relationships (11). A further
point to be considered is the therapeutic alliance, which
is well known to be related to various types of outcomes
(41). The quality of the therapeutic alliance is likely to play
a crucial role in whether a patient refuses to accept the
recommended treatment, thereby moderating the non-response-
outcome association.

(3) Patient ratings. A special focus of our study was on
the subjective patient view. In particular, we pursued the
question of whether the patient-reported symptom distress
(symptomatic distress or subjective discomfort, interpersonal

relationships with intimate others, functioning in social roles;
measured by the OQ-45) and the perceived social support
(perceived available emotional and instrumental support, need
for support, support-seeking; BSSS) contribute to the prediction
of compulsory re-admission. The underlying idea was that these
factors might be associated with further serious crises. None
of these measures, however, was found to be linked in any
clinically meaningful or statistically significant way to the risk of
compulsory readmission.

Regarding the OQ-45 the patient ratings suggested an
unproblematic level of mental health functioning. Considering
that this assessment was made before discharge from psychiatric
inpatient care, a relatively high level of adjustment might
not quite be unexpected. The self-reported ratings, however,
do not match very well to the assessment by the study
staff: the ratings of both interpersonal relationships and
social role functioning did not correlate significantly with
the respective staff ratings, and only weak associations
(statistically significant, but low correlations) were found
between symptom distress, OQ total score (patient ratings) and
the GAF score (staff rating). Of course, the weak association
between self-ratings and clinical ratings does not argue against
self- assessments. Rather, it might be explained by different
perspectives: the yardstick for the clinician’s rating of social
and psychological functioning usually ranges between superior
functioning and severe impairment. Nonetheless, the patients
will make an assessment against the background of their
individual biography and (implicitly) compare the current
state against how they were doing in the past. Moreover,
one should bear in mind that the different instruments used
for self-assessment and external ratings basically restrict
direct comparisons.

Notwithstanding this, neither the patients’ self-ratings
nor the clinical staff ratings of functional impairment
(GAF as well as the assessment of specific problem
areas: partner relationship, working) appear to be useful
predictors of compulsory readmission. The present findings,
therefore, more likely suggest that the type of the mental
disorder and the severity of behavioural problems are
the factors decisive as to whether a patient returns to
compulsory hospitalisation, rather than the patient’s functional
(social) impairment.

The second domain the patients had to evaluate were
cognitive and behavioural aspects of “perceived social
support.” There is compelling evidence that social support
is importantly associated with mental health status in
various ways (coping with stress, quality of life, mortality
risk (42-44). Low social support also has been reported to be
a factor that increases the likelihood of emergency compulsory
admission (9).

The patients’ ratings on the BSSS subscale “support-
seeking” corresponded quite understandably to their
living situation (alone, with partner, with children,
with others). This suggests that the respondents indeed
provided a differentiated assessment of their help-seeking
behaviour. Even so, the results of the present study did
not provide evidence that any of the BSSS domains of
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perceived social support is associated with the risk of
compulsory re-hospitalisation.

The differing results as regards the impact of social support
might partly be due to differences in the health and welfare
systems in which the studies were embedded and which might
carry a different weight (relative to private support) from one
country to another. In the present study, e.g., a relatively
high number of subjects stated that their only or closest
contact person was a “professional.” Besides, a fundamental
conceptual difference should be borne in mind: whereas the
BSSS subscales measure the perceived quality of support, other
studies assessed objective social indicators (24) or analysed
“social exclusion” from the perspective of a mental health
officer (9).

(4) Sociodemographic patient characteristics had no further
predictive value in the present study. Holding an occupation
on the regular labour market showed at least a tendency to
provide some protection against compulsory re-hospitalisation
(bivariate analysis; statistically not significant). This is in
line with findings reported from Norway suggesting that
patients who received social benefits, not in paid work,
have a higher risk of compulsory admission (15, 16). The
role of sociodemographic factors for the risk of compulsory
hospitalisation is certainly not straightforward. It is obvious
that sociodemographic factors are not independent of disease-
related features. Considering that the present study included
mostly chronically ill patients, it is therefore plausible that
sociodemographic factors such as living situation or occupational
integration are only of limited explanatory power. Bearing in
mind that the present sample comprised patients from different
hospitals responsible for the delivery of acute mental health care
services, it is unlikely, however, that the given distribution of
sociodemographic characteristics is the result of a sheer sample
selection effect.

Limitations and Strengths

This study has several limitations. Firstly, the sample included
in this study is not representative of psychiatry patients
in total, insofar as all had already experienced compulsory
hospitalisations in their patient history thus representing
a selected inpatient sample. Secondly, because the subjects
in this study originate from a RCT, the study is not a
naturalistic follow-up of psychiatry patients. This is crucial
for the interpretation of the frequency of compulsory
readmission: seeing that participants involved in
a programme addressing the reduction of compulsory
readmission, one must not take re-admission rates to be
incidence rates.

A further limitation relates to the analysis, which reflects the
outcomes only of those study participants who have remained in
this study for 24 months (70.6% of the baseline sample). As with
all as-treated analyses, bias might be associated with dropout.
In a previous analysis, however, it was shown that type and
severity of the mental disorder or the nature of endangerment
(of self/of others) at admission were not significantly associated
with dropout (39). Moreover, there was no indication of a
differential dropout effect in the two treatment groups. It

were

is therefore unlikely that the clinical characteristics, which
have been identified as the main risk factors, are artefacts
due to attrition effects (irrespective of any accordance with
the literature).

Furthermore, the potential risk factors analysed in this study
are all on the individual patient-level or the patient’s close social
environment. Factors on a service-system level which are likely
to have a share in the use of compulsory hospitalisation were not
investigated. To clarify the contribution of such factors further
research adopting a broader perspective is necessary (addressing
e.g., organisational characteristics, referral procedures, use of
crisis intervention practices).

The strengths of this study are its prospective design, which
allows the timely assessment of data, avoiding limitations
of retrospective investigations (ambiguous/missing data; recall
errors), and its long-term perspective, enabling informative
modelling of time to event data. The study sample, recruited
from a naturalistic user sample of four psychiatric hospitals and
including a broad spectrum of disorders, supports generalisation
of findings. Moreover, this study is based on a comprehensive
assessment and explicitly considered the subjective patient
perspective, personal information that rarely has been studied in
previous research.

CONCLUSIONS

The present analysis clearly suggests that on the patient-level,
the risk of compulsory re-admission is mainly influenced by
disease-related factors. Therefore, no effort should be spared
to ensure compliance with treatment and treatment success in
this special patient group: subjects with serious mental disorder
(in particular, people with psychotic disorders or emotionally
unstable personality disorders), recurrent severe behavioural
problems (aggression, impulsivity, suicidal behaviour) with
compulsory admissions in their patient history. These patients
should be closely monitored after discharge from psychiatric
inpatient care in order to timely detect early signs of a crisis
and to optimise use of services. Aftercare already should be
arranged during the inpatient stay, providing patients with a list
of available low-threshold services and contact persons in the
community in order to take account of the fact that risk of a
compulsory re-admission is highest immediately after discharge.

Further research is also clearly needed to study service system
aspects that determine referral or crisis intervention procedures,
in order to work out promising concepts and investigate the
conditions under which coercive admission can be prevented.
In addressing such questions, psychiatry should set the focus on
the needs of those with the most problematical behaviours at the
more severe end of the spectrum of mental disorders.
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Several strands of thought, international law and clinical practice shaped the emergence of
supported decision making in mental health care: the UN Convention on the Rights of Persons
with Disabilities, in particular Article 12 on Equal Recognition before the Law (1), the General
Comment No.1 of the UN Committee on the Rights of Persons with Disabilities (2) emphasizing
“support in the exercise of legal capacity” and obliging states “to replace regimes of substitute
decision-making by supported decision-making, which respects the person’s autonomy, will and
preferences,” the introduction of shared decision making in medicine (3), and the users’ movement
challenging traditional paternalistic approaches in psychiatry (4).

Within psychiatry the uptake of the convention with supported decision making was rather
hesitant and perceived as challenging (5). Some commentators went as far as suggesting “an urgent
consideration (of the General Comment No.1) with the full participation of practitioners” (6).
Rather than extending this discussion, I will look at how supported decision making could work in
the treatment of severe depression and psychosis, with the aim to prevent coercive interventions.

Arguably, the widespread use of detention, coercion and isolation is a major obstacle for users
of mental health services to perceive their service as trustworthy and helpful. Particularly coercive
medication may have negative consequences on subsequent service use, as it is strongly linked to
disapproval of treatment (7) or associated with lower acceptance of any form of containment (8).
With an emphasis on will and preferences, supported decision making should have some potential
in reducing coercive interventions in mental health settings.

SEVERE DEPRESSION

Few clinicians will experience difficulties with supported decision making in the treatment of mild
or moderate depression. However, acute mental or general health services will also encounter
patients who want to end their lives or perceive themselves as unworthy of any treatment and would
therefore prefer to be discharged home and left to themselves. A traditional approach would be to
ask these patients to remain in hospital until they feel better. If a capacity assessment takes place,
an “impaired decision making capacity” (5) may be found. Hence, a “doctor-knows-best” approach
or a functional approach to capacity will provide an ethical or legal justification to keep the patient
in hospital.

On the contrary, looking at will and preferences the clinician may first encounter the actual
will of the person: “I don’t want to remain in hospital.” Before that however, the preferences of the
person were to remain alive and well, otherwise she may have ended her life or suffered severe harm
from illness before the current situation emerged. Actual will and hitherto expressed preferences
seem to point in different directions.

Clearly, according to the CRPD the person is entitled to support. Support may involve
information on the possible outcomes of depression (mostly positive) and treatment options
(usually available) based on will and preferences. A patient may agree to treatment at home with
a crisis resolution team as an alternative to hospital admission (9). This option may be available
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in some places, in others a move toward supported
decision making may drive service development toward
person-centered care.

But what if the person simply wants to end it all? Will
A&E services just leave her alone and provide some information
on counseling and outpatient treatment options? How can will
and preferences (10) determine treatment and support? The
treatment team will look at the current will of the person
and previous expressions of will and preferences. They will
look for advance directives or joint crisis plans (11), for a
power of attorney and informal support arrangements in the
family. Friends and family can provide information on previously
expressed preferences.

This may take some time. Therefore, until a thorough
investigation of the person’s will and preferences has taken place,
the person should be kept safe, even if this goes against the
will expressed in that particular time and situation. Any action
against the current will of the person should be scrutinized by
a court of law to make sure it is proportional and represents
the least restrictive option. The court would not look at an
assessment of capacity but establish a contradiction between will
and preferences and point out a way forward to resolve this.
Keeping the patient safe is not a legitimate reason for coercive
treatment; as far as medical treatment is concerned, the will of
the person (not to be medically treated) will be respected.

The court may well suggest that the hospital offers treatment
at home or day hospital treatment as an alternative to inpatient
treatment (and a less restrictive option) if the person does not
want to remain in hospital. For a patient in hospital the court
may suggest that the hospital offers 1:1 support to allow the
patient to leave the hospital for walks, for physical exercise or to
buy some items (in order to minimize the infringement on the
person’s rights).

The court may order a detention in hospital for just a week
or two, before will and preferences are reviewed. Will and
preferences may go against treatment of depression, therefore
specific treatment cannot be given. On the other hand, the
court may suggest that the hospital finds out more about
will and preferences by engaging the patient in individual
sessions of supported decision making: clinicians and peer
support workers (staff with first-hand experience of depression)
(12) share their experience (in the role of someone treating
depression or someone suffering from depression), aim at an
understanding of the patient’s preferences and inform the patient
on therapeutic options. Family and friends can be counseled to
support the patient.

Traditionally, hospital treatment may start with an
explanation: “our assessment shows that you are suffering
from a severe depressive episode. The treatment options are
psychotherapy and antidepressant medication. As long as you
harbor suicidal thoughts, the treatment should be as an inpatient
before we look at other treatment options as an outpatient or
in a day hospital.” However, respecting will and preferences
leads to a different approach: “we are here to support you at this
critical moment in your life. While you would rather want to be
discharged home and left alone, we wonder whether this really
is the time, considering your life as a whole and the current

situation where you want to end it all. We would therefore want
to support you for a little while, perhaps a week or two, until we
are clear about your will and about your preferences for your life.
Be assured, no treatment will be given against your will.”

PSYCHOSIS

Around 60% of patients involuntarily admitted to hospital are
diagnosed with psychosis (13). Shifting from detention and
coercion in hospital toward supported decision making would, on
one hand, mark a massive change for people diagnosed with
psychosis in their treatment experience. On the other hand, it
would confront hospital staff with situations where detention or
coercion are no longer viable or are far more restricted than now.

Across different legislations people diagnosed with psychosis
are admitted involuntarily on the basis of imminent harm to
themselves, imminent harm to others, a medically determined
need for treatment, or a (medically determined) lack of capacity
to consent to treatment, or a combination of these criteria (14).
As mentioned before, applying these criteria to justify detention
in hospital or involuntary treatment seems to be in contrast with
General Comment No.1 on Article 12 of the CRPD (2).

Similarly, using the example of depression, supported decision
making would start with an assessment of will and preferences.
Where no will is expressed and the preferences are not known,
treatment may begin on the basis of “best interpretation of will
and preferences” (2). More commonly, the actual will may point
to discharge from hospital. In this case, it needs to be established
if the request to be discharged from hospital represents a will not
to be supported at all, or if support would be accepted in a less
restrictive or less institutional context: as an outpatient, at home,
in a day hospital, on a medical rather than a psychiatric ward.
Once the setting of support is decided, the content of treatment
can be negotiated.

But what should be done if imminent harm to the person
or to another person is at stake? There may be a court order
requiring the person to remain in hospital for assessment. The
clinical team would use this time to establish will and preferences
and inform the court if these go against treatment in hospital.
The court would then have to decide if a further stay in hospital
is warranted (in order to avoid imminent harm, or to allow
more time to establish will and preferences). However, will and
preferences going against hospital treatment would eventually
lead to discharge from hospital.

Yet the obligation to support the person does not stop with
discharge from hospital. The need for support may still be high
and services like intensive case management (ICM) or assertive
community treatment (ACT) may have to be put in place (15).
However, compulsory community treatment, which in the UK
or the US often combines with ICM or ACT (16) would not be
consistent with the principle of Article 12 of the CRPD.

To support people with psychosis, clinicians need effective
means of communication. Often, at least at the beginning
of treatment and based on previous experiences with mental
health services, patients find it hard to trust their doctors and
nurses. Building trust between a treatment team and a person
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with psychotic symptoms needs time and patience. Coercive
interventions on the other hand are likely to damage that trust.

To build therapeutic relationships, mental health services
need to provide a safe environment, time, and therapeutic
expertise. They should strive to avoid any coercive interventions
and should involve family and friends of the person concerned.
The World Health Organization recommends the “Open
Dialogue” approach as a specific alternative to traditional
mental health services “to support the individual’s network
of family and friends, as well as (to) respect the decision-
making of the individual”(17). “Open dialogue” is a flexible
service for the treatment of psychosis in a community context
not only with the potential to avoid coercive interventions
and hospital admissions but also to improve the outcomes of
psychosis (18).

For people experienced with mental health services, the
options to draft an advance statement or to agree on a joint
crisis plan with their respective mental health services will
help to avoid uncertainty about their will and preferences
in situations when communication becomes difficult (10). In
exceptional cases of psychosis, weeks or even months may pass
with uncertainty on will and preferences. A court may have to
decide on the proportionality of curtailing civil liberties against
other considerations at stake.
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Aim: With the introduction of “Electronic Medical Record” (EMR) a wealth of digital
data has become available. This provides a unique opportunity for exploring precedents
for seclusion. This study explored the feasibility of text mining analysis in the EMR to
eventually help reduce the use of seclusion in psychiatry.

Methods: The texts in notes and reports of the EMR during 5 years on an acute
and non-acute psychiatric ward were analyzed using a text mining application. A
period of 14 days was selected before seclusion or for non-secluded patients, before
discharge. The resulting concepts were analyzed using chi-square tests to assess which
concepts had a significant higher or lower frequency than expected in the “seclusion”
and “non-seclusion” categories.

Results: Text mining led to an overview of 1,500 meaningful concepts. In the 14 day
period prior to the event, 115 of these concepts had a significantly higher frequency in
the seclusion category and 49 in the non-seclusion category. Analysis of the concepts
from days 14 to 7 resulted in 54 concepts with a significantly higher frequency in the
seclusion-category and 14 in the non-seclusion category.

Conclusions: The resulting significant concepts are comparable to reasons for
seclusion in literature. These results are “proof of concept”. Analyzing text of reports in
the EMR seems therefore promising as contribution to tools available for the prediction
of seclusion. The next step is to build, train and test a model, before text mining can be
part of an evidence-based clinical decision making tool.

Keywords: data mining, electronic medical record, psychiatric inpatient ward, seclusion, text mining

INTRODUCTION

Reasons for being admitted to a closed psychiatric ward usually involve the combination of
psychiatric symptoms and aggressive or impulsive behaviors and/or presenting a risk to others or
oneself (1-3). By providing structure, socio-therapeutic interventions, and medication, patients
usually become less agitated (4, 5). In some situations, however, there is no other alternative than to
use restraining measures (6). In the Netherlands, seclusion is the preferred restraining measure and
is used more often compared to other countries, with forced medication being used less. The high
use of seclusion (in number and duration) has been subject to national extensive political discussion
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and media coverage (7-9). Seclusion should be avoided as much
as possible and not only because the therapeutic value is doubtful
(10, 11). This measure has proven to be a traumatic intervention
for both the patient (12, 13) and staff (14, 15). Various initiatives
have taken place to diminish the use of seclusion (16-18). Over
the past years seclusion rates in the Netherlands have lessened
due to several reduction endeavors, such as the implementation
of a High Intensive Care model in acute psychiatric wards (19—
21). However, seclusion rates in the Netherlands still remain one
of the highest compared to other countries. More efforts are
needed to reduce the use of seclusion (8, 9).

Risk assessment has shown to be effective in reducing
seclusion and is often incorporated in reduction efforts (8, 21—
23). Reviews show a scarcity of well-designed studies addressing
feasibility and effectiveness of de-escalating interventions as
Gaynes et al. (24) remarked “The available evidence about
relevant strategies is very limited. Only risk assessment decreased
subsequent aggression or reduced use of seclusion and restraint
(low strength of evidence). Evidence for de-escalating aggressive
behavior is even more limited.”

The present article describes an innovative way of extracting
words from the text available in the “Electronic Medical Record”
(EMR) of patients admitted to psychiatric admission wards in
order to predict seclusion (or assess risk); the focus here is
on the prevention of seclusion as this is the most frequently
used restraining measure in The Netherlands. The “Electronic
Medical Record” (EMR) gives access to clinical data that was
not readily available before its implementation. It allows large-
scale clinical analysis in daily routines in psychiatry, however,
the precise extraction of clinical relevant data from the narrative
medical and nursing notes and other files can be challenging. An
example of strategies used to extract data from texts is the study
of Perlis et al. (25) who used “Natural Language Processing” for
a chart review by processing text into meaningful concepts on
a set of rules. They were able to give a proper indication of the
patients that could be regarded to “become therapy resistant.”
Cerrito et al. (26) wrote a white paper on the use of data-mining
techniques on Electronic Medical Record in the emergency
department of a hospital to improve care while lowering costs.
They discovered that patients with similar complaints were
treated very differently depending on the attending physician,
and those differences can have an impact on both costs and care.
Other examples are: predicting future risk of suicidal behavior
using longitudinal historical data in electronic health records
(27) or after discharge from general hospitals (28), detecting
specific follow-up appointment criteria in hospital discharge
records (29), extracting employment information of service
members from the Electronic Health Record (30), identifying
tapering patterns in switching of different antipsychotics (31)
or identifying knowledge gaps in guidelines and exploring
physicians’ therapeutic decisions with data mining techniques to
fill these knowledge gaps (32).

In the current explorative study text mining software is used
to allow analysis of large amounts of text in which (patterns of)
words are screened on whether or not they are more numerous in
patients who are subsequently secluded. This method of analysis
provides insight into what is relevant, what is related and what is

representative from a large body of unstructured text (33). This
technology has been used in several academic studies to perform
text analysis in the medical domain (34, 35). The intention of
this study is purely to explore the use of text mining in daily
psychiatric practice to determine if it could be a viable tool in
reducing the use of seclusion in the future. If the results are
promising the next step would be to link qualitative information
from the “Electronic Medical Record” (EMR) to a predictive
model of seclusion. After validation, this model could provide
the opportunity to develop a screening-algorithm that checks in
“real time” if the relevant “trigger” (or “discriminative”) words
and word-combinations (concepts) linked to seclusion appear in
the “Electronic Medical Record” (EMR), thus giving a warning
sign that a patient is at risk. This will provide means to de-escalate
the behavior at an early stage and in turn reduce the number
of seclusions. Such an alerting system should not lead to extra
workload for the staff, be safe and have no negative impact on
patient care and well-being.

The authors sought to answer the following question in this
explorative study: could analyzing text in the files of patients be
useful in the quest to reduce the use of seclusion in psychiatric
practice? To answer this, the first step was to see if text
mining in the Electronic Medical Record (EMR) could lead to
the identification of meaningful concepts in the EMR that are
numerically the most frequent in the medical files of the patients.
The second step was to answer the question if any of these
concepts typically relate to either a subsequent seclusion or, for
non-seclusion, a subsequent discharge from the ward.

This study was purely explorative in nature to determine if text
mining the EMR could result in useful concepts that typically
precede seclusion on a psychiatric closed ward. This study is
based on data mining: not hypothesis driven but data driven.
The authors did not choose to formulate an expected outcome
of concepts related to seclusion or non-seclusion. To the authors’
knowledge, no studies were available at that time that indicated
certain concepts would have a predictive value for seclusion
or non-seclusion.

METHODS
Study Design

A retrospective cohort study using unstructured data from
routine patient reports and notes stored in the EMR written by
nurses and physicians.

Setting

The study took place in a large regional psychiatric hospital in
The Netherlands with an urban catchment area of ~550,000
inhabitants. Data was gathered from an acute psychiatric
admission ward which held 52 beds and 6 seclusion rooms
(~1,300 patients admitted per annum on average with a mean
length of stay of 16 days) and from a non-acute psychiatric
admission ward with 42 beds and 2 seclusion rooms (around 300
patients admitted per annum on average with a mean length of
stay of 42 days) (3).
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Indexed sentences

patient made  substantial psychotic impression.
During conversation he skipped from one topic to another.

patient was restless and threatening towards 1/ physician and nursing staff.

patient was frequently present on //1c ward.
He has bizarre ideas. only wants to drink from //:¢ blue cup
Gentleman received as necessary medication. made
He was angry when he had to go back to /¢ time out. possibly because he

very restless and chaotic during moments of contact.
. sometimes looking suspiciously at his surroundings.
somewhat tense impression.

Concepts

Entity

Frequency

Patient

Substantial psychotic impression
Conversation

One topic

Restless

Threatening

Physician

Nursing staff

No conversation possible
Ward

Very restless

Chaotic

Moments

Contact

Bizarre ideas

Blue cup

Surroundings
Gentleman

Necessary medication
Somewhat tense impression
Angry

Time out

b b e e e b e b b e b e e e

Concept Relation Concepts (CRC)

(CRC)

Frequency

Patient made substantial psychotic impression
During conversation

Conversation skipped from one topic

One topic to

Patient was restless

Restless and threatening

Threatening towards physician

Physician and nursing staff

Patient was

Present on ward

Very restless and chaotic

Chaotic during moments

Moments of contact

Has bizarre ideas

Bizarre ideas only wants to drink from blue cup
Blue cup looking suspiciously at surroundings
Gentleman received as necessary medication
Necessary medication made somewhat tense impression
Was angry

Angry when

Had to go back to time out

Time out possibly because

—_ e e

o e b b e e b b e e e e e

FIGURE 1 | Example of text mining analysis. Bold are the concepts. underlined are the relationships.
Black and italic are words that add to the concept such as pronouns or adverbs (‘he’. ‘sometimes’).

are unimportant words such as articles (‘the’. ‘a’).
is a possible negation.

Participants

All nursing notes and medical reports written about patients
admitted during the period August 2008-July 2012, on either the
acute or the non-acute admission ward, were extracted from the
EMR. Hence, including readmitted patients and secluded or non-
secluded patients. Every note and report was used of every single
patient to fully reflect day-to-day psychiatric practice, including
possible missing information in the EMR.

Procedure
After approval of the board of directors a request
was made to the department of Internal Business

Intelligence to extract all reports and notes from the
EMR of the above described participants. These text
files were deleted after the study and were anonymously
analyzed by an external company which developed a text
mining program.
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Analysis

The goal of analysis was to first find frequently used concepts
in the EMR and secondly if any of these concepts relate to
either seclusion or non-seclusion of patients. Concepts were
identified using text mining software. All the unstructured data
in the EMR involving the day-to-day notes by the nursing
staff and various psychiatric reports by physicians and other
mental health professionals (excluding medication prescription)
were analyzed using text mining software!. The approach of
the software is to break texts into sentences, and to parse
sentences into concepts and relation patterns, without predefined
domain knowledge. The semantics analysis run by the software
recognizes key elements such as concepts, relations, non-relevant
words, and negations. Relations are commonly verbs, and nouns
with adjusting words are concepts (Figure1). The software
itself automatically generates the most frequently used concepts.
Frequency of concept is the number of times a concept appears
in a text; note that this is not the same as the frequency of a word,
because a concept can consist of multiple words (33).

The concepts of secluded patients were analyzed during a
maximum of 2 weeks prior to seclusion and were compared to
the concepts in reports of non-secluded patients during the last
14 days of their admission. To control for the differences in the
time admitted in the hospital and differences between the acute
and non-acute ward, a period of 14 days prior to seclusion vs.
the last 14 days of admission for the non-secluded patients was
selected for this study. The last 14 days of admission was chosen
for the non-secluded group, because this is the most stable phase
for them. These periods were not compared in the same time-
frames. In this strategy there is no “control group” in a strict
sense, but only a dichotomy: a patient is either secluded or not.

Chi-square analyses were used to test if there was a significant
difference in the frequency of the concepts for the secluded and
non-secluded categories during the 14 days prior to the event.
Additionally, concepts from days 14 to 7 prior to either seclusion
or discharge were analyzed in the same way. A Bonferroni
correction was applied on the p-value to correct for the multiple
hypothesis testing; i.e., 1,500 hypotheses, one for each concept,
were tested.

Ethical Considerations

Before conducting the study the authors consulted the Dutch
Central Committee on Research Involving Human Subjects
(CCMO) under the Dutch Medical Research Involving Human
Subjects Act (WMO) regarding if approval of this study was
needed. Seeing that this study does not include physically
involved patients, interventions or subject patients to procedures
that require them to follow rules of behavior, no approval of the
ethical committee was sought. The study was approved by the
medical director of the institute.

RESULTS

The study included 3,045 admissions for an acute psychiatric
ward and a non-acute psychiatric ward from August 2008-July

liKnow smart indexing©, Intersystems.

TABLE 1 | Demographic variables of the patients included in the three studies.

DEMOGRAPHIC VARIABLE
Registrations () 3,045
Patients (V) 2,816
GENDER N (%)
Male 1,687 (569.9%)
Female 1,129 (40.1%)
AGE (YEARS)
Mean 41
SD 13
Min-Max 18-90
SECLUDED N (%)
Yes 656 (23.3%)
No 2,160 (76.7%)
DIAGNOSIS N (%)
Schizophrenia 967 (34%)
Mood disorders 767 (27%)
Psychotic disorders 672 (24%)
Alcohol dependence 360 (13%)
Drug dependence 265 (9%)
Adjustment disorders 238 (8%)
Anxiety/Somatoform/

Dissociative disorders 188 (7%)
All other diagnoses <186 (7%)

Diagnoses include all major diagnoses; patients typically have more than one major
diagnosis in this population.

2012. This accounted for 67,590 notes and reports of which
57,381 belonged to non-secluded patients and 10,209 to secluded
patients. The total reports involved 2,816 patients of whom 1,687
(60%) were male and 1,129 (40%) were female. The mean age
was 41 years (SD = 13) and 656 (23%) patients were secluded.
The major diagnoses in this group were: schizophrenia (N =
967; 32%), mood disorders (N = 767; 25%), and other psychotic
disorders (N = 672; 22%; Table 1).

The results were incorporated in a dashboard that computes
graphs and tables when selecting a particular word or socio-
demographic variable. Furthermore, the text mining analysis
resulted in an overview of 1,500 (most meaningful) generated
concepts from the EMR. The frequencies of these concepts were
displayed for each of the 14 days prior to seclusion and discharge
(non-seclusion). In total 1,500 concepts were mentioned 428,587
times, of which 67,088 were found in files of secluded patients
and 361,499 in files of non-secluded patients. The overview
of 1,500 concepts consisted of a number of repetitions that
were seen as different concepts due to spelling or the use of
abbreviations by staff. This was for example the case for the
concepts regarding: mania, depression, hallucinations, paranoia,
seclusion, and time-out room.

Chi-square analyses of all concepts and the occurrence of
the concept in files of secluded or non-secluded patients in the
14 days prior to the event of seclusion or discharge, resulted
in 115 concepts relating significantly to seclusion, ranging from
the concept seclusion (Dutch abbreviation; ¥2(1) = 287.89,
p < 0.001) to the concept fell down (x2(1) = 17.37, p < 0.05;
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TABLE 2 | Significant concepts for seclusion from notes and reports in the EMR (Chi-square).

N N % of % of N % of Exp N Exp Chi- df p-
(nsecl) (secl) conceptsnsecl conceptssecl (total) all concepts  (nsecl) N(secl) square value*
Seclusion (Dutch abbreviation) 165 163 0.00 0.00 328 0.00 276.66 51.34 287.89 1 0.00
Behavior 431 272 0.00 0.00 703 0.00 592.96 110.04 282.60 1 0.00
Threatening 29 56 0.00 0.00 85 0.00 71.69 13.31 162.43 1 0.00
Office 514 246 0.00 0.00 760 0.00 641.03 118.97 160.83 1 0.00
Time out room 32 57 0.00 0.00 89 0.00 75.07 13.93 157.85 1 0.00
Psychotic impression 93 87 0.00 0.00 180 0.00 151.82 28.18 145.60 1 0.00
t.o™ 13 37 0.00 0.00 50 0.00 4217 7.83 128.92 1 0.00
Psychotic 281 149 0.00 0.00 430 0.00 362.69 67.31 117.54 1 0.00
Time-out room 23 40 0.00 0.00 63 0.00 53.14 9.86 109.20 1 0.00
Very psychotic 30 42 0.00 0.00 72 0.00 60.73 11.27 99.34 1 0.00
Very restless 54 47 0.00 0.00 101 0.00 85.19 15.81 72.95 1 0.00
Agreements 4083 162 0.00 0.00 565 0.00 476.56 88.44 72.54 1 0.00
Cigarettes 86 60 0.00 0.00 146 0.00 123.15 22.85 71.58 1 0.00
Door 523 194 0.00 0.00 77 0.00 604.77 112.23 70.62 1 0.00
Ground 176 90 0.00 0.00 266 0.00 224.36 41.64 66.60 1 0.00
Charged 37 37 0.00 0.00 74 0.00 62.42 11.58 66.12 1 0.00
Hour 317 133 0.00 0.00 450 0.00 379.56 70.44 65.87 1 0.00
Security 30 33 0.00 0.00 63 0.00 53.14 9.86 64.37 1 0.00
Paranoid 34 35 0.00 0.00 69 0.00 58.20 10.80 64.28 1 0.00
Smokers’ requisites 68 50 0.00 0.00 118 0.00 99.53 18.47 63.81 1 0.00
Verbal 108 65 0.00 0.00 173 0.00 145.92 27.08 62.95 1 0.00
No signs 51 42 0.00 0.00 93 0.00 78.44 14.56 61.33 1 0.00
Angry 345 138 0.00 0.00 483 0.00 407.39 75.61 61.05 1 0.00
Hard 89 57 0.00 0.00 146 0.00 123.15 22.85 60.49 1 0.00
Florid psychotic 16 24 0.00 0.00 40 0.00 33.74 6.26 59.58 1 0.00
Shower 79 52 0.00 0.00 131 0.00 110.49 20.51 57.35 1 0.00
Radio 31 31 0.00 0.00 62 0.00 52.29 9.71 55.40 1 0.00
Restless 354 136 0.00 0.00 490 0.00 413.30 76.70 54.35 1 0.00
Garden 1,139 331 0.00 0.00 1,470 0.00 1,239.90  230.10 52.45 1 0.00
Emergency medication 11 19 0.00 0.00 30 0.00 25.30 4.70 51.66 1 0.00
Suspicious 286 115 0.00 0.00 401 0.00 338.23 62.77 51.53 1 0.00
Direct 248 104 0.00 0.00 352 0.00 296.90 55.10 51.45 1 0.00
Alarm 10 18 0.00 0.00 28 0.00 23.62 4.38 50.16 1 0.00
Time out 68 44 0.00 0.00 112 0.00 94.47 17.53 47.38 1 0.00
Lorazepam 297 115 0.00 0.00 412 0.00 347.51 64.49 46.90 1 0.00
Medication 3,084 753 0.01 0.01 3,837 0.01 3,236.38  600.62 45.84 1 0.00
Correction 31 28 0.00 0.00 59 0.00 49.76 9.24 45.20 1 0.00
Boundaries 91 51 0.00 0.00 142 0.00 119.77 22.23 4416 1 0.00
Agitated 223 92 0.00 0.00 315 0.00 265.69 49.31 43.82 1 0.00
Beginning 380 135 0.00 0.00 515 0.00 434.39 80.61 43.50 1 0.00
Time-out 67 42 0.00 0.00 109 0.00 91.94 17.06 43.21 1 0.00
Paranoid impression 54 37 0.00 0.00 91 0.00 76.76 14.24 43.10 1 0.00
Weed 26 25 0.00 0.00 51 0.00 43.02 7.98 43.00 1 0.00
God 43 32 0.00 0.00 75 0.00 63.26 11.74 41.45 1 0.00
Oxa 62 39 0.00 0.00 101 0.00 85.19 156.81 40.33 1 0.00
Demanding 42 31 0.00 0.00 73 0.00 61.57 11.43 39.75 1 0.00
Not sick 64 39 0.00 0.00 103 0.00 86.88 16.12 38.48 1 0.00
Hand 243 94 0.00 0.00 337 0.00 284.25 52.75 38.24 1 0.00
Force majeure 12 16 0.00 0.00 28 0.00 23.62 4.38 36.51 1 0.00
(Continued)
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TABLE 2 | Continued

N N % of % of N % of Exp N Exp Chi- df p-
(nsecl) (secl) conceptsnsecl conceptssecl (total) all concepts  (nsecl) N(secl) square value*
Agitation 97 49 0.00 0.00 146 0.00 123.15 22.85 35.46 1 0.00
Doors 44 30 0.00 0.00 74 0.00 62.42 11.58 34.71 1 0.00
Colleague 689 203 0.00 0.00 892 0.00 752.37 139.63 34.10 1 0.00
Closet 40 28 0.00 0.00 68 0.00 57.36 10.64 33.55 1 0.00
Directive 28 23 0.00 0.00 51 0.00 43.02 7.98 33.49 1 0.00
Night 706 206 0.00 0.00 912 0.00 769.24 142.76 33.22 1 0.00
Custody measure 442 142 0.00 0.00 584 0.00 492.58 91.42 33.19 1 0.00
Gone 699 204 0.00 0.00 903 0.00 761.65 141.35 32.92 1 0.00
1h 47 30 0.00 0.00 77 0.00 64.95 12.05 31.68 1 0.00
Everyone 242 89 0.00 0.00 331 0.00 279.19 51.81 31.64 1 0.00
Confiscate 37 26 0.00 0.00 63 0.00 53.14 9.86 31.31 1 0.00
Psychotic utterances 7 40 0.00 0.00 17 0.00 98.69 18.31 30.44 1 0.00
Pointed 123 54 0.00 0.00 177 0.00 149.29 27.71 29.58 1 0.00
Water 92 44 0.00 0.00 136 0.00 114.71 21.29 28.73 1 0.00
Affectless impression 32 23 0.00 0.00 55 0.00 46.39 8.61 28.52 1 0.00
Window 65 35 0.00 0.00 100 0.00 84.35 15.65 28.35 1 0.00
Cigarette 123 53 0.00 0.00 176 0.00 148.45 27.55 27.87 1 0.00
Considerable 19 17 0.00 0.00 36 0.00 30.36 5.64 2717 1 0.00
Affectless 111 49 0.00 0.00 160 0.00 134.95 25.05 27.16 1 0.00
Sleep 118 51 0.00 0.00 169 0.00 142.55 26.45 27.00 1 0.00
Very suspicious 39 25 0.00 0.00 64 0.00 53.98 10.02 26.56 1 0.00
Police 360 115 0.00 0.00 475 0.00 400.65 74.35 26.34 1 0.00
Claiming 104 46 0.00 0.00 150 0.00 126.52 23.48 25.61 1 0.00
Several times 54 30 0.00 0.00 84 0.00 70.85 13.15 25.60 1 0.00
Fluctuating 264 90 0.00 0.00 354 0.00 298.59 55.41 25.60 1 0.00
Very angry 72 36 0.00 0.00 108 0.00 91.09 16.91 25.57 1 0.00
Pounding 18 16 0.00 0.00 34 0.00 28.68 5.32 25.40 1 0.00
Eyes 153 60 0.00 0.00 213 0.00 179.66 33.34 25.27 1 0.00
Warning 30 21 0.00 0.00 51 0.00 43.02 7.98 25.16 1 0.00
Restless/boisterous presence 52 29 0.00 0.00 81 0.00 68.32 12.68 24.91 1 0.00
Mania 67 34 0.00 0.00 101 0.00 85.19 15.81 24.81 1 0.00
Incident 61 32 0.00 0.00 93 0.00 78.44 14.56 24.78 1 0.00
Mr. Last night 44 26 0.00 0.00 70 0.00 59.04 10.96 24.48 1 0.00
Mobile 47 27 0.00 0.00 74 0.00 62.42 11.58 24.33 1 0.00
Pills 62 32 0.00 0.00 94 0.00 79.29 14.71 24.08 1 0.00
5 o’clock 34 22 0.00 0.00 56 0.00 47.23 8.77 23.69 1 0.00
Seclusion 4 8 0.00 0.00 12 0.00 10.12 1.88 23.65 1 0.00
Cannabis 48 27 0.00 0.00 75 0.00 63.26 11.74 23.52 1 0.00
Tranxene 66 33 0.00 0.00 99 0.00 83.50 15.50 23.44 1 0.00
Complaint 37 23 0.00 0.00 60 0.00 50.61 9.39 23.38 1 0.00
Restless/boisterous 506 147 0.00 0.00 653 0.00 550.78 102.22 23.26 1 0.00
Naked 13 13 0.00 0.00 26 0.00 21.93 4.07 23.23 1 0.00
Question 440 131 0.00 0.00 571 0.00 481.62 89.38 22.98 1 0.00
Cooperative 211 74 0.00 0.00 285 0.00 240.39 44.61 22.95 1 0.00
Chaotic 148 57 0.00 0.00 205 0.00 172.91 32.09 22.93 1 0.00
Excuses 113 47 0.00 0.00 160 0.00 134.95 25.05 22.82 1 0.00
Restlessness 193 69 0.00 0.00 262 0.00 220.99 41.01 22.65 1 0.00
Bathroom 47 26 0.00 0.00 73 0.00 61.57 11.43 22.03 1 0.00
Uninhibited 62 31 0.00 0.00 93 0.00 78.44 14.56 22.02 1 0.00
Very restless/boisterous 95 41 0.00 0.00 136 0.00 114.71 21.29 21.64 1 0.00
(Continued)

Frontiers in Psychiatry | www.frontiersin.org

April 2019 | Volume 10 | Article 188


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Hazewinkel et al.

EMR Text Predicting Seclusion

TABLE 2 | Continued

N N % of % of N % of Exp N Exp Chi- df p-
(nsecl) (secl) conceptsnsecl conceptssecl (total) all concepts  (nsecl) N(secl) square value*

Own room 117 47 0.00 0.00 164 0.00 138.33 25.67 21.01 1 0.01
Desperate 43 24 0.00 0.00 67 0.00 56.51 10.49 20.64 1 0.01
Trousers 32 20 0.00 0.00 52 0.00 43.86 8.14 20.49 1 0.01
Confused 81 36 0.00 0.00 117 0.00 98.69 18.31 20.25 1 0.01
Motoric 35 21 0.00 0.00 56 0.00 47.23 8.77 20.24 1 0.01
Forceful 149 55 0.00 0.00 204 0.00 172.07 31.93 19.76 1 0.01
Hands 157 57 0.00 0.00 214 0.00 180.50 33.50 19.55 1 0.01
Wall 57 28 0.00 0.00 85 0.00 71.69 13.31 19.24 1 0.02
Seclusion room 4 7 0.00 0.00 11 0.00 9.28 1.72 19.18 1 0.02
Substantial 64 30 0.00 0.00 94 0.00 79.29 14.71 18.83 1 0.02
Defensive 160 57 0.00 0.00 217 0.00 183.03 33.97 18.52 1 0.03
Nursing staff 1,111 275 0.00 0.00 1,386 0.00 1,169.05 216.95 18.41 1 0.03
Difficult 827 213 0.00 0.00 1,040 0.00 877.21 162.79 18.36 1 0.03
Physicians 47 24 0.00 0.00 71 0.00 59.89 11.11 17.71 1 0.04
Smoking area 190 64 0.00 0.00 254 0.00 214.24 39.76 17.52 1 0.04
Fell down 175 60 0.00 0.00 235 0.00 198.21 36.79 17.37 1 0.05

N concepts seclusion = 67,088; N concepts non-seclusion = 361,499.

secl, secluded patients; nsecl, non-secluded patients; *After Bonferroni correction; **Time-out.
The original Dutch resulting concepts are included in the Supplementary Material (Data Sheet 1).

Table 2). For the non-secluded patients significant relationships
were found for 49 concepts, ranging from the concept furlough
(x*(1) = 238.34, p < 0.001) to the concept sitting room (x*(1) =
18.17, p < 0.05; Table 3).

Analysis of the concepts from days 14 to 7 involved 1,499
concepts (letter of discharge not yet mentioned in the reports
and notes), which were mentioned in total 209,796 times in
the EMR: 31,143 times in files of secluded patients and 178,653
times in files of non-secluded patients. Chi-square analyses
led to 54 significant relating concepts to seclusion, ranging
from the concept behavior (x2(1) = 114.18, p < 0.001) to not
clear (x2(1) = 17.39, p < 0.05; Table 4). Compared to the full
14 days leading up to the event of seclusion, the following
68 concepts are not yet significant: mania, 5 o’clock, several
times, paranoid impression, defensive, agitation, physicians,
bathroom, pounding, angry, trousers, cannabis, chaotic, claiming,
colleague,  cooperative, doors, directive, restless/boisterous,
restless/boisterous presence, forceful, demanding, very suspicious,
very restless/boisterous, very psychotic, excuses, substantial,
fell down, god, boundaries, ground, hand, hands, custody
measure, everyone, closet, complaint, lorazepam, mobile,
difficult, motoric, wall, naked, night, eyes, affectless, affectless
impression, restlessness, restless, uninhibited, force majeure,
pills, psychotic utterances, smoking area, seclusion, seclusion
room, cigarette, sleep, tranxene, verbal, nursing staff, confused,
question, warning, desperate, water, gone, and fluctuating.
In this week before the event of seclusion, seven additional
concepts were significant but were not significant in the full
14 days before seclusion. These are the concepts: ambulant
practitioner, short, loud, not clear, schedule, hunch/suspicion, and

early shift.

Regarding concepts relating to non-seclusion, days 14 to
7 were significant during days 14 to 7 prior to discharge.
These comprised of 35 less concepts that were significant than
in the analysis of the full 14 days (Table5). Concepts that
were no longer significant were the following: depressive state,
present, adequate, adequate impression, helpful, happy, contacts,
day structure, own way, as usual, no characteristics, no psychotic
characteristics, no psychotic utterances, whole night, all night not
awake, group, house, sitting room, impression, manic state, madam
not awake, tomorrow, ms m.i, unnoticeable, discharge, admission,
return, quietly present, slept, somber, sport, suicidal tendencies,
woman, weekend, and work.

DISCUSSION

The present study explored the usefulness of analyzing text
in the files of patients to identify concepts from reports and
notes written by nurses and physicians that typically precede the
incidence of seclusion. The authors were looking for a “proof
of concept.” Would it be possible to differentiate or identify
concepts that precede seclusion? Text mining led to a list of 1,500
meaningful concepts from the EMR that are numerical the most
frequent in files of patients. Of these 1,500 concepts, 115 seem
to typically precede seclusion during 14 days. At first glance the
majority of these 115 concepts correspond to (intuitive) clinical
experience and can be viewed as five groups:

1. phrases that accompany reasons to use seclusion (ie.,
concepts comprising the phrases: threatening, psychotic,
restlessness, paranoia, verbal, angry, agitated, affectless,
claiming, pounding, mania, chaotic, uninhibited, confusion,
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TABLE 3 | Significant concepts for non-seclusion from notes and reports in the EMR (Chi-square).

N(nsecl) N(secl) % of concepts % of concepts N(total) % of all Exp Exp Chi- df p-value*
nsecl secl concepts  N(nsecl) N(secl) square
Furlough 2,264 97 0.01 0.00 2,361 0.01 1,991.43 369.57 238.34 1 0.00
Liberties 4,980 454 0.01 0.01 5,434 0.01 4,583.40 850.60 219.24 1 0.00
Friendly 7,296 789 0.02 0.01 8,085 0.02 6,819.43 1,265.57 212.76 1 0.00
Mr not awake 3,534 335 0.01 0.00 3,869 0.01 3,263.37 605.63  143.37 1 0.00
Ms not awake 1,492 83 0.00 0.00 1,575 0.00 1,328.46 246.54  128.61 1 0.00
Friendly present 1,978 149 0.01 0.00 2,127 0.00 1,794.05 33295 120.49 1 0.00
Quiet 4,647 544 0.01 0.01 5,191 0.01 4,378.44  812.56 105.24 1 0.00
Good 6,914 894 0.02 0.01 7,808 0.02 6,5685.79 1,222.21 104.49 1 0.00
Unnoticeably present 1,215 84 0.00 0.00 1,299 0.00 1,095.66 203.34 83.04 1 0.00
Not awake 1,697 144 0.00 0.00 1,741 0.00 1,468.48 272.52 71.86 1 0.00
Tomorrow 2,308 254 0.01 0.00 2,562 0.01 2,160.96 401.04 63.92 1 0.00
No symptoms 536 22 0.00 0.00 558 0.00 470.65 87.35 57.96 1 0.00
Home 866 63 0.00 0.00 929 0.00 783.58  145.42 55.38 1 0.00
All night not awake 572 34 0.00 0.00 606 0.00 511.14 94.86 46.29 1 0.00
Day structure 2,756 349 0.01 0.01 3,105 0.01 2,618.97 486.03 45.81 1 0.00
Helpful 501 27 0.00 0.00 528 0.00 445.35 82.65 44.42 1 0.00
Adequate 1,173 17 0.00 0.00 1,290 0.00 1,088.07 201.93 42.35 1 0.00
Impression 1,447 157 0.00 0.00 1,604 0.00 1,352.92  251.08 41.79 1 0.00
Whole night not awake 430 22 0.00 0.00 452 0.00 381.25 70.75 39.83 1 0.00
As usual 503 31 0.00 0.00 534 0.00 450.41 83.59 39.23 1 0.00
Contact 5,974 889 0.02 0.01 6,863 0.02 5,788.71 1,07429 37.89 1 0.00
Return 550 38 0.00 0.00 588 0.00 495.96 92.04 37.62 1 0.00
Madam not awake 698 57 0.00 0.00 755 0.00 636.82  118.18 37.55 1 0.00
Group 1,488 172 0.00 0.00 1,660 0.00 1,400.16  259.84 35.21 1 0.00
Happy 623 51 0.00 0.00 674 0.00 568.50  105.50 33.38 1 0.00
House 2,252 294 0.01 0.00 2,546 0.01 2,147.47  398.53 32.51 1 0.00
Quietly present 2,272 299 0.01 0.00 2,571 0.01 2,168.55 402.45 31.52 1 0.00
Discharge 1,635 203 0.00 0.00 1,838 0.00 1,5650.29  287.71 29.57 1 0.00
Present 2,866 402 0.01 0.01 3,268 0.01 2,756.45 511.55 27.81 1 0.00
Adequate impression 303 16 0.00 0.00 319 0.00 269.07 49.93 27.34 1 0.00
Unnoticeable 284 14 0.00 0.00 298 0.00 251.35 46.65 27.09 1 0.00
Somber 788 82 0.00 0.00 870 0.00 733.82  136.18 25.56 1 0.00
Slept 1,729 228 0.00 0.00 1,957 0.00 1,650.66 306.34 23.75 1 0.00
No psychotic utterances 345 25 0.00 0.00 370 0.00 312.08 57.92 22.18 1 0.00
Weekend 589 58 0.00 0.00 647 0.00 545.72  101.28 21.92 1 0.00
Whole night 882 101 0.00 0.00 983 0.00 829.13  153.87 21.54 1 0.01
ms m.i** 114 0 0.00 0.00 114 0.00 96.16 17.84 21.16 1 0.01
Contacts 312 22 0.00 0.00 334 0.00 281.72 52.28 20.79 1 0.01
Work 358 28 0.00 0.00 386 0.00 325.58 60.42 20.63 1 0.01
No characteristics 191 8 0.00 0.00 199 0.00 167.85 31.15 20.40 1 0.01
Admission 910 107 0.00 0.00 1,017 0.00 857.81 159.19 20.29 1 0.01
Suicidal tendencies 243 14 0.00 0.00 257 0.00 216.77 40.23 20.27 1 0.01
Manic state 180 7 0.00 0.00 187 0.00 157.73 29.27 20.09 1 0.01
Depressive state 250 15 0.00 0.00 265 0.00 223.52 41.48 20.04 1 0.01
No psychotic characteristics 262 17 0.00 0.00 279 0.00 235.33 43.67 19.31 1 0.02
Woman 530 53 0.00 0.00 58 0.00 491.74 91.26 19.02 1 0.02
Sport 631 68 0.00 0.00 699 0.00 589.58  109.42 18.59 1 0.02
Own way 642 70 0.00 0.00 712 0.00 600.55  111.45 18.28 1 0.03
Sitting room 2,809 417 0.01 0.01 3,226 0.01 2,721.02 504.98 18.17 1 0.03

N concepts seclusion = 67.088; N concepts non-seclusion = 361.499.
secl, secluded patients; nsecl, non-secluded patients; *After Bonferroni correction; ** m.i., medication intake.
The original Dutch resulting concepts are included in the Supplementary Material (Data Sheet 1).

Frontiers in Psychiatry | www.frontiersin.org 69 April 2019 | Volume 10 | Article 188


https://www.frontiersin.org/journals/psychiatry
https://www.frontiersin.org
https://www.frontiersin.org/journals/psychiatry#articles

Hazewinkel et al.

EMR Text Predicting Seclusion

TABLE 4 | Signicifant concepts 7 days prior to seclusion.

Concept Higher frequency Chi-square df p-value*
in category
Behavior Seclusion 114.18 1 0.00
Office Seclusion 106.85 1 0.00
Psychotic impression Seclusion 85.83 1 0.00
Seclusion Seclusion 85.76 1 0.00
Smokers’ requisites Seclusion 7412 1 0.00
Charged Seclusion 68.62 1 0.00
t.o** Seclusion 67.17 1 0.00
No signs Seclusion 65.10 1 0.00
Threatening Seclusion 60.84 1 0.00
Agreements Seclusion 56.58 1 0.00
Alarm Seclusion 45.80 1 0.00
Correction Seclusion 44.85 1 0.00
Beginning Seclusion 4411 1 0.00
Time out room Seclusion 43.07 1 0.00
Time-out Seclusion 43.02 1 0.00
Cigarettes Seclusion 42.83 1 0.00
Hour Seclusion 42.18 1 0.00
Window Seclusion 41.15 1 0.00
Very restless Seclusion 41.06 1 0.00
Time-out room Seclusion 40.33 1 0.00
Garden Seclusion 39.96 1 0.00
Time out Seclusion 39.86 1 0.00
Very angry Seclusion 39.34 1 0.00
Oxa Seclusion 37.99 1 0.00
Door Seclusion 37.44 1 0.00
Mr last night Seclusion 37.35 1 0.00
Ambulant practitioner Seclusion 37.31 1 0.00
Not sick Seclusion 37.24 1 0.00
Own room Seclusion 36.15 1 0.00
Emergency medication  Seclusion 33.44 1 0.00
1h Seclusion 31.19 1 0.00
Psychotic Seclusion 29.47 1 0.00
Hard Seclusion 29.09 1 0.00
Short Seclusion 28.97 1 0.00
Hunch/suspicion Seclusion 28.75 1 0.00
Weed Seclusion 28.75 1 0.00
Medication Seclusion 27.79 1 0.00
Pointed Seclusion 27.32 1 0.00
Early shift Seclusion 24.03 1 0.00
Direct Seclusion 23.64 1 0.00
Agitated Seclusion 23.53 1 0.00
Shower Seclusion 23.30 1 0.00
Suspicious Seclusion 2213 1 0.00
Considerable Seclusion 21.70 1 0.00
Radio Seclusion 20.62 1 0.01
Confiscate Seclusion 20.16 1 0.01
Loud Seclusion 19.86 1 0.01
Security Seclusion 19.52 1 0.01
Florid psychotic Seclusion 19.52 1 0.01
Incident Seclusion 18.72 1 0.02
Paranoid Seclusion 18.71 1 0.02
Police Seclusion 17.75 1 0.04
Schedule Seclusion 17.52 1 0.04
Not clear Seclusion 17.39 1 0.05

*After Bonferroni correction; **time-out.
The original Dutch resulting concepts are included in the Supplementary Material

(Data Sheet 1).

and custody measure). These phrases are in line with literature
that describe the reasons for using seclusion or restraint in
psychiatric inpatient practice. For instance Keski-Valkama
et al. (36) found that agitation/disorientation was the most
frequent reason for the use of restraint and seclusion.
Knutzen et al. (37) discovered that the restrained group
in their study consisted of a large proportion of psychosis
related primary diagnoses. Larue et al. (38) describe that the
main reasons for seclusion were agitation, disorganization and
aggressive behavior. Vollema et al. (39) found that the risk
for seclusion increases in the presence of irritable/aggressive
behavior, motoric restlessness, and the decrease of the feeling
of safety among staff. Bowers et al. (40) mention aggressive
behavior as a reason for seclusion. El-Badri and Mellsop (41)
found that a primary diagnosis of schizophrenia, mania and
substance abuse tended to be secluded more frequently than
others and also threats of violence to staff, property and
actual violence. Husum et al. (42) discovered that patients
who are overactive and aggressive, experiencing hallucinations
and delusions, executing self-injury or at risk of suicide have
a higher risk of being secluded and restrained than patients
not showing such behavior. They also found that diagnosis
of schizophrenia or other psychosis was linked to seclusion.
Tunde (43) wrote that those that were secluded were more
likely to be young, involuntarily admitted, had a diagnosis
of schizophrenia, were a risk to others, risk to self and at
risk of absconding. Noorthoorn et al. (9) reported that higher
seclusion rates were associated with psychotic disorders and
male gender.

2. Other containment measures used in psychiatric practice (i.e.,
the concepts including time out and emergency medication).
These “alternative” containment measures are for example
described by Dack et al. (44). They defined a number of
containment measures used in psychiatric practice, such
as seclusion, PRN medication, physical restraint, time out,
compulsory intramuscular medication.

3. implementing seclusion (i.e., the concepts: seclusion (three
concepts—different spelling or abbreviation), ground,
security, alarm, force majeure, and police). These concepts
seem to describe the process of secluding a patient.

4. the working environment of nursing staff. For example
the concepts: office, medication, colleague, confiscate,
and physicians.

5. non-specific terms, such as cigarette, radio, night, everyone,
water, bathroom, and 5 o’clock.

The concepts that show a relationship with non-seclusion also
have face validity and seem to describe unobtrusive and calm
patients. Striking are the words relating to depression and
suicidal behavior. This does not seem to resonate with, for
example, one of the findings of Vollema et al. (39) that depression
was more common among those who were secluded. Also the
word woman seems to be in line with El-Badri et al.’s (41) finding
that men were more likely than women to be secluded.

It was interesting to look at the significant relationships of the
concepts a week before the event of seclusion or discharge. A little
more than half of the concepts that were significant in the full
14 days were significant during the days 14 to 7. Even though a
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TABLE 5 | Signicifant concepts 7 days prior to discharge (non-seclusion).

Concept Higher frequency in category Chi-square df p-value*
Liberties Non-seclusion 88.99 1 0.00
Friendly Non-seclusion 72.06 1 0.00
Furlough Non-seclusion 67.53 1 0.00
Good Non-seclusion 62.44 1 0.00
Mr not awake Non-seclusion 51.57 1 0.00
Ms not awake Non-seclusion 50.43 1 0.00
Friendly present Non-seclusion 49.57 1 0.00
Home Non-seclusion 41.32 1 0.00
Quiet Non-seclusion 41.09 1 0.00
Not awake Non-seclusion 27.65 1 0.00
Unnoticeably present Non-seclusion 22.85 1 0.00
Contact Non-seclusion 21.05 1 0.01
No symptoms Non-seclusion 17.99 1 0.038
Whole night not awake Non-seclusion 17.36 1 0.05

*After Bonferroni correction.

The original Dutch resulting concepts are included in the Supplementary Material (Data Sheet 1).

lot of the words are not yet significant, there are still words that
describe reasons for seclusion (i.e., agitated, charged, threatening,
psychosis) and the use of other containment measures (i.e., time
out and emergency medication). This could mean that a seclusion
can be predicted a week before commencing and makes text
mining an interesting tool in the quest of reducing the use of
seclusion. However, about one third of secluded patients are
secluded more than once during an admission and seclusion
usually takes place in the first week of admission (41, 43). This
could be a confounding factor in the concepts found in this study,
as some are already describing a seclusion incident.

This study took place during nationwide seclusion reduction
initiatives that also affected the culture on most admission wards
in The Netherlands (10, 14) and resulted in a reduction of
seclusion rates (10-12). These changes are not expected to have
an impact on the presently found results and conclusions. The
reason is that text-mining reflects the culture and way of working
on a specific ward. Regarding concepts related to seclusion that
describe the reason for using the restraining measure: these
are expected to result in similar words, as reasons for using a
restraining measure are universal (usually relating to aggression).

There are several limitations to this study. The present study
used a particular text mining application. There are several other
applications for text mining available on the market, which
analyze text in the same way. Perhaps if the present study used
different software the results would be different. This, however, is
not to be expected.

A limitation is the question of generalizability. This study
was conducted on a specific ward in the Netherlands, using
Dutch words which may translate differently in other languages.
Nevertheless, using text mining in a particular ward always starts
with a baseline and training a model in the particular setting.
It could be quite possible that depending on cultural or clinical
setting and language other concepts can be identified in the EMR
that precede or predict seclusion. However, it does seem plausible
that similar concepts as found here will also result on another

closed psychiatric ward (with the exception of phrases used in a
particular hospital, such as the name of the ward or codes used
to describe symptoms), because similar phrases as reasons for
seclusion are also described in literature. But it is important to
keep in mind that the present results only give an indication
that text mining the EMR in this context is feasible. Another
limitation is that staff do not report in the same way, such as
using abbreviations or another spelling for words. The same word
can be noted differently in the EMR. For example time-out room:
t.0., time-out room, time out room, time-out room. The software
did not seem to include these as same entities and resulted in
these concepts having a lower frequency. These concepts will
therefore have to be manually identified in the exploration phase
and combined as input for a possible future predictive model.
However, taking into consideration that this study was conducted
several years ago and the field of data analysis has evolved
and is momentarily thriving, it could be expected that these
duplicates of concepts would already be considerably diminished
in the first step of analysis with present day updated and new
software. Furthermore, the period of 14 days studied here was not
compared for the individual patients in the same time-frames.
There could be confounding factors involved in these different
timeframes, such as an incident that has taken place on the ward
or the time of the year. Also, it could be that some staff members
view certain patients in a biased way and write their reports
accordingly. Additionally, each of the 14 days may not comprise
of a comparable quantity of reports that were analyzed. It is
advised that future analysis controls for this by making “buckets”
of reports to improve comparison. Also, perhaps non-secluded
patients as a comparison group can be selected in the middle of
admission and not before discharge. This could possibly lead to
less discharge-related concepts.

The most important future direction is building and testing
a predictive model, for example as described in Barak-Corren
etal. (27). In the future perhaps a trained and tested text mining
model could lead to “real time” analysis of all day-to-day notes
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and reports in the Electronic Medical Record. This means that
the staff can continue their “routine” way of recording without
increasing administrative workload and in the meantime be
supported in their judgment and prediction about patients at
risk for seclusion. This judgement could be based, for example,
on routinely applied structured risk assessment scales (Crisis
Monitor) (22). With the use of a specific “User Interface,” data
derived from the EMR database can be “transformed” into real
time risk assessing information, indicating the probability of
seclusion. This can, through a predictive algorithm, yield the
signals per individual patient, for example: green indicating no
problem, orange indicating providing extra preventative care for
the patient and red indicating immediate action needed. Either
at the nursing station or on a handheld device, a warning can be
generated per individual patient. The type and sequence of the
interventions in phase orange or red can be protocolled both in
a general way and tailored to specific patient needs. On the basis
of continuous feedback, validity of the system can be upgraded
and adapted. Ultimately it can be fine-tuned to local resources
and attitudes leading to a Clinical Decision Support System. This
enhances safety of patients and staff in general, not only with
regard to seclusion. Another aspect is that it may also support
inter staff communication on a continuous base in an effective
and efficient adjuvant way.

It is clear that this approach can also be used in many other
contexts. Currently our institution is looking into the possibilities
of text mining to support Assertive Community Teams with
this approach to diminish (involuntary) admissions and screen
outpatients for suicidal tendencies.

Altogether, these results answer the research question
positively and it seems to be feasible to identify certain
concepts in the EMR that typically precede a seclusion episode.
These premature findings may be regarded as a “proof of
concept” to use text in the EMR from patients admitted to an
(acute) admission ward to help predict subsequent seclusion.
Furthermore, these results may help process implicit (clinical)
knowledge to become formal knowledge. As mentioned before,
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Court-mandated treatments imply a dual role for therapy providers not only of caring
for, but also of having control over, involuntary clients. The impact of legal coercion on
the therapeutic relationship and feelings of stigma is widely regarded as negative and
detrimental for treatment outcomes. This point of view stands in contrast to advocates
of the perspective that involuntary treatment can ameliorate social functioning and
thus promote a better quality of life. Regarding other outcome measures, there is
evidence that offender treatment is effective and leads to reduced recidivism in criminal
behavior. This narrative review provides an overview of research assessing the effects of
mandatory treatment on therapeutic process and outcome factors. We conclude that
legal mandatory treatment does not have to necessarily result in perceived coercion and
reduced satisfaction with treatment and that a caring and authoritative treatment style
aids a favorable therapeutic alliance, motivation, and therapy outcomes.

Keywords: perceived coercion, mandated treatment, stigmatization, therapeutic relationship, funtioning, recidivism

INTRODUCTION

Correctional treatment mandated by court is aimed at reducing recidivism in offending behavior.
There is some evidence that this form of legal coercion can be effective in reducing the offending
outcome (1), while other evidence suggests that mandated treatment is ineffective in reducing
recidivism (2). The concept that legal coercion is inevitably related to perceived coercion with
negative effects on treatment outcomes (3, 4) is widely held. In contrast, other evidence indicates
that also voluntary clients can feel coerced into hospital admission (5) with resulting poorer
satisfaction (6) and symptom change (7); legal detention had no association with perceived coercion
(8, 9). These contradictory results hint at confounders and moderating variables influencing general
treatment outcomes.

Mandated Treatment and Therapy Facets

While mandated therapy provides external motivation to attend treatment, voluntary clients are
normally believed to be intrinsically motivated. This view is challenged by studies that demonstrated
perceived coercion in voluntarily admitted service users (10). Perceived coercion in voluntary
samples had an unfavorable impact on long-term outcomes (11). While involuntary referrals by
civil law and mandated treatment by penal law are a form of legal coercion resulting in external
motivation, voluntarily admitted service users should at first glance be more motivated by their own
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innate psychological needs. The evidence that perceived coercion
can also be present in voluntarily admitted clients resulted
in statements that perhaps there are not so many differences
between mandated and voluntary clients after all; a considerable
percentage of clients are being coerced, whether it be legally or
informally by family or employers, to be in therapy (12). This
finding, however, has important implications for the stability of
therapeutic interventions: behavioral changes last longer when
they are the result of intrinsic motivation; extrinsically motivated
behavior changes only last as long as extrinsic controls are in
place (2, 13).

Literature suggests that mandated clients are more resistant
to therapy than voluntary clients (14, 15). This may be a
reaction to compulsory treatment as clients are more likely
to resist their loss of freedom and independence (16, 17).
A widespread model of motivation to change in generic
psychiatry is the Transtheoretical Model (18), which suggests
that recovery and the engagement with therapy is typically not
a linear process but rather involves a cycling back and forth of
the person’s perception of his or her problems and the level of
behavior change. Therapy and engagement with the mandated
client are further influenced by the forensic setting and need to
be reflected in the therapeutic process (19). Frequent barriers
confronted in mandated therapy are predominant male clients
with more restrictive attitudes toward the changeability of
psychiatric disorders (20), chronic course of severe mental
illness, and high rate of comorbidity (21). Clients seem less
inclined to seek help (22).

Within the scope of this narrative review, a literature search
was conducted in PubMed, PsycInfo, and Google Scholar using
various combinations of the following search terms: “mandated
therapy, “court ordered treatment,” “perceived coercion,’
“therapy outcome,” “treatment outcome,” “therapeutic process
factors,” “recidivism,” and “symptom levels” From the resulting
body of literature, domains were generated (stigmatization,
functioning, therapeutic relationship, and satisfaction) and
grouped according to clinical significance and empirical relevance
for general therapy outcomes and factors. Papers were referenced
in the review if they included relevant and additional insight into
the respective domain; studies were not integrated or reproduced
in their fundamental conclusions if publications with similar
conclusions had already been discussed. The resulting summary
of factors constitutes a compilation for service providers who are
interested in the clinical application of the results. The quality of
the therapeutic relationship is described as an important process
factor in psychiatry and psychotherapy (23). The quality of the
relationship between a service provider and a client is widely
recognized as playing a key role in treatment adherence (24),
symptom reduction, medication adherence (25, 26), outcome
of psychotherapy and psychosis treatment (26-28), and quality
of life (29). Positive effects of relationship quality were reported
on client satisfaction, personal trust (30), and recidivism of
criminal behavior. Literature suggests an association between
lower dropout rates, better medication adherence, fewer
readmissions, and improved symptom levels for clients suffering
from schizophrenia spectrum disorders and the quality of
the relationship between service provider and client (31-33).

Coercive measures are believed to have a negative impact on
the therapeutic relationship (34). A pronounced perceived
coercion was reported to be associated with a poor rating of the
therapeutic relationship (35). In forensic settings, these aspects
gain even more impetus where the legal framework leads to more
restrictive treatment requirements (23).

Experiencing stigmatization and accompanying discrimination
are a powerful negative attribute in all social relations including
psychiatric treatment. Feeling stigmatized has multiple negative
consequences for mentally ill persons (36). Besides increased
anxiety and stress, decreased functional outcome, loss of self-
esteem and quality of life, and decreased social participation were
reported (37, 38). As both mental health service utilization and
treatment adherence are decreased through stigmatization, it can
indirectly promote the aggravation of psychiatric symptoms (39,
40). Mandated clients have the extra burden of their dangerous or
antisocial behavior. The existing—and quite limited—literature
on stigmatization in forensic settings suggests that this would
merit the inclusion of anti-stigma interventions in therapeutic
programs (19).

According to literature of all available client-reported outcome
measures, treatment satisfaction has the greatest evidence base
(41). Improved satisfaction with services is associated with
positive treatment outcomes including improved quality of life
(42), higher levels of functioning (43), and reduced admissions
(44). Compulsory actions and coercion were commonly described
by clients as dehumanizing and detrimental to treatment
satisfaction (45).

The limited systematic research on clients following coerced
hospital admission and symptom change over time suggests some
improvements (46, 47). As a limitation, clinical improvement has
been commonly assessed on global functioning scales rather than
validated symptom scales with usually small sample sizes (7).
Recidivism in offending behavior is a peculiarity of mandated
treatment and is normally not investigated in generic therapeutic
research, while the influence of psychopathological symptoms on
recidivism is of interest in forensic psychiatry.

So what does literature suggest about the impact of
mandated therapy on the addressed therapeutic process and
outcome factors?

STAGES OF ENGAGEMENT

While therapeutic stages in forensic settings are very similar to
generic therapeutic processes, there are some peculiarities to
consider. Mandated therapy can be divided into the initial task of
stabilization and observation and the middle phase of remediation.
The end phase includes rehearsal of skills, beginning detachment,
and consolidation as preparation of leaving the scope for legal
coercion (19). Important features of change for mandated clients
include the realization of the need for therapy, coupled with a
willingness to ask for and receive help (48). To counter the chronicity
of a subgroup of clients who remain resolutely “unwilling” and
therefore difficult to engage for many years, avoidance and needs
resulting from complex life histories often influenced by trauma and
experiences of abuse (49) are to be addressed. Frequently, cognitive

Frontiers in Psychiatry | www.frontiersin.org

75

April 2019 | Volume 10 | Article 219


https://www.frontiersin.org/journals/psychiatry#articles
https://www.frontiersin.org/journals/psychiatry
www.frontiersin.org

Hachtel et al.

Mandated Treatment and Therapy Outcome

behavioral therapy elements like motivational interviewing (50) are
adapted in offender treatment as motivation for change cannot be
assumed (51). The prolonged initial phase focuses on engagement,
attendance to the therapeutic alliance, and the duration and
intensity of treatment (19). Studies of readiness to change under
legal coercion among adults with substance use problems provided
mixed patterns of result but suggested a greater readiness to
change after controlling for addiction severity, prior treatment
history, and gender (3, 4). The prospective outpatient study (n =
295) was a heterogeneous, mixed gender sample of voluntary and
legally coerced drug abusers with stages of change as an outcome
measured by a self-administered instrument (4).

According to the Self-Determination Theory, factors that
enhance versus undermine competence, autonomy;, and relatedness
yield enhanced self-motivation and mental health (52). Such
an intervention style promotes a progress from amotivation, to
passive compliance, to active personal commitment (52); these
stages of motivation and engagement seem to be effective in
general for a wide spectrum of service users irrespective of legal
setting. In mandated treatment, only limited results hint at the
generalizability of these results. However, favorable outcomes
seem to result from interventions that encourage powerful
attachment relationships, and communicate compassion, warmth,
and intimacy (53), in short interventions, which promote a better
therapeutic relationship.

THERAPEUTIC RELATIONSHIP

Only sparse literature is available on the quality of the therapeutic
relationship in mandated treatment. A cross-sectional study
(n = 113) investigated adult male inpatients with a diagnosis
of schizophrenia spectrum disorder being treated in general
psychiatric wards and medium secure forensic psychiatric units via
questionnaires (23): Self-referred clients reported a more positive
therapeutic relationship than involuntary admitted clients in
general psychiatry wards. Mandated treatment clients in forensic
units gave an intermediate rating. There was no association with
the clients’ legal status and the rating of the quality of therapeutic
relationship or the service provider’s rating. Symptom severity and
especially hostility were inversely related to the ratings of quality
of the provider-client relationship. Generalizing these findings to
females and service users without severe mental illness would be
tentative, limiting the evidence base. However, the vast majority
of patients of mandated treatment by penal law are male.

In the community, probationers and their officers believed
that the quality of their relationship had an important influence
on clinical and criminal outcomes (54). To better capture
the dual role of providers of mandated therapy to care and to
control, Skeem at al. (55) developed and validated a self-report-
based questionnaire and probation officer form (the Dual-Role
Relationship Inventory) for involuntary clients, which assesses
the quality of the therapeutic relationship. It was found superior
to a leading measure of therapist-client relationship quality
in capturing the nature and effect of relationship quality in
mandated treatment. The implication of this finding is that the
dual role of mandated treatment is not adequately captured by

“traditional” conceptualizations of the therapeutic alliance.
More specifically, a “firm, but fair” approach with blending
care and fairness with an authoritative (not authoritarian)
style is more effective. This form of procedural justice (e.g.,
patients feel respected and experience a participatory decision
making) was seen as crucial for experiencing less coercion even
in involuntary settings (56-58). Probation violations and new
arrests were predicted by the quality of synthetic relationship,
e.g., the therapeutic approach of combining active listening and
directive supervision without stressing a punitive orientation.
This negative style of establishing control through authoritarian
service provider confrontation within a session was labeled
“Toughness” This had deteriorating effects on relationships
and future rule compliance mainly through client mistrust and
treatment amotivation. The accompanying indifference to clients’
views and feelings, expectation of compliance, and punitiveness
when expectations are not met seem to result in a negative
struggle over issues of power and control. This rationale is in
line with evidence that hospitalization, even when voluntary, was
viewed as more coercive when clients rated their relationship with
the admitting clinician negatively (35): The UK cross-sectional,
mixed-gender study (n = 217) of consecutive admissions to acute
adult wards measured perceived coercion, global functioning,
and therapeutic relationship with self-reports. The examined
disorders included affective and substance use disorders besides
schizophrenia and others. Major limitations were the single-site
design, the exclusion of a substantial proportion (about 22%) of
possible participants because they were deemed too ill or too
intellectually impaired, and retrospective measurements. A meta-
analysis of the effectiveness of interventions of juvenile offenders
(aged 12-21, outcome measure: recidivism, 548 independent
study samples) in English-speaking countries emphasized
the importance of a “therapeutic” intervention philosophy as
opposed to a focus on deterrence, surveillance, or discipline (59).

In short, the interpersonal style influences the quality of
the therapeutic relationship. The quality of the provider—client
relationship shapes treatment outcomes more strongly than specific
psychotherapy techniques applied (24, 60, 61). These findings
seem to be present in juvenile and adult samples of voluntary and
mandated treatment settings irrespective of gender and seem to
be valid for different mental disorders. Evidence suggests that the
quality of the therapeutic relationship is capable of being influenced
in the same way in inpatient or outpatient settings; something not
alike the feeling of stigmatization and devaluation.

STIGMA AND DISCRIMINATION

There is a lack of research investigating the effect of mandated
treatment on feelings of stigma. A Swiss study investigated
the impact of different psychiatric service institutions on the
stigmatization of mentally ill persons through a representative
population survey (36): The desired social distance of the
general representative population (n = 2,207) and therefore the
stigmatization of mentally ill persons in this vignette-based
study were lower in relation to psychiatric service use than to
psychiatric symptoms; i.e., being treated in a psychiatric unit at a
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general hospital decreased stigmatization. It was of no relevance
for stigmatization if hospitalization occurred in a general or
forensic psychiatric clinic. Limiting the results is the fact that it
is not clear how the attitudinal measure (i.e., the social distance
scale) translates into real-world behavior.

Outpatient voluntary and court-ordered treatment for people
(male and female adults) with serious mental illness were examined
in the US study of Link and Castille (62). The observational study
of a convenience sample (n = 184) was limited through a possible
dropout bias and possible confounding variables. There was
evidence supporting the hypothesis that self-reported feelings
of coercion increased experience of stigma and devaluation.
Further, there was a strong correlation between the number of
involuntary hospitalizations and the current perception of stigma.
This finding indicates that prior experiences with coercion
influence subsequent experiences of coercion. Surprisingly,
the ill-effects of perceived coercion and resulting lower self-
esteem did not seem to affect illness-related social functioning
or symptoms. This finding is in line with results from Ref. (10),
which found no difference in functioning between involuntarily
admitted clients and uncoerced voluntary clients (n = 169 mixed-
gender inpatients with major mental illnesses) regarding longer-
term therapy outcomes. Stated limitations include a moderate
follow-up period (1 year after discharge) and completion rate
of instruments, regarding engagement and functioning, which
might have introduced a selection bias in these results.

In summary, what can be inferred from the sparse evidence
is only tentative. Not the legal setting per se but rather perceived
coercion seems to be linked to feelings of devaluation in adults.
Also, having a history of coercive experiences makes it more
probable to reexperience discrimination. As mentioned, lower
self-esteem does not necessarily result in lower functioning (10),
but is that true for treatment satisfaction as a major factor as well?

TREATMENT SATISFACTION AND
FUNCTIONING

An Irish multicenter study (n = 161 adult male and female
participants with serious mental illnesses) observed a good
overall level of satisfaction with services following voluntary
and involuntary admissions (6). Experiences of physical
coercion, low perception of being respectfully involved in
a fair decision-making process regarding admission, and
involuntary hospitalization were associated with lower service
user satisfaction. In the same study, the therapeutic relationship
was moderately correlated with the level of reported satisfaction
with the service. Better global functioning and improved insight
were associated with higher level of treatment satisfaction,
emphasizing the relevance of service user satisfaction for
general treatment outcome. A selection bias of uncompleted
interviews and possible nonparticipants with higher probability
of involuntary legal status were seen as main limitations.

The investigation of court-ordered outpatient treatment (n =
184 male and female adults with serious mental illness) in the
United States observed improvements in symptoms, resulting
in better social functioning and at a trend level better quality of

life (62). This effect was countered and an erosion of quality of
life was noted in study participants who self-reported elevated
levels of coercion. Comparable long-term effects of voluntary
and involuntary admissions to mental health services were
reported regarding satisfaction and global functioning 1 year
after discharge. This implied that clients feeling coerced to
treatment can be subsequently engaged with a good therapeutic
alliance (10).

In short, there is scarce information in adult service users with
mental illness on global functioning and treatment satisfaction
in involuntary settings. Literature could be interpreted to the
effect that high levels of perceived coercion and low involvement
of service users seem to be associated with lower treatment
satisfaction and global functioning. Other outcome parameters
like criminal recidivism and symptom change are the focus of
more studies in forensic psychiatry.

SYMPTOM LEVELS AND CRIMINAL
RECIDIVISM

Symptom change (as an outcome factor for treatment
effectiveness) after involuntary treatment in comparison to
voluntary admission to services is often the primary focus of
debate. A multinational European study investigating about 3,000
adult male and female inpatients of differing legal status and their
subjective feeling of coercion concluded that, following coerced
hospital admission, clients show, on average, moderate improved
symptom levels after 1 and 3 months (7). This follow-up period
could be seen as a limitation, as well as a possible selection bias
through a high percentage of non-participants (about two-
thirds). Besides higher baseline symptoms, legal voluntary status
with feelings of coercion, and initial low treatment satisfaction,
social factors like unemployment and living alone were important
predictors for poorer symptom outcomes. Mandated treatment in
the United States as evaluated in over 2,700 women with histories
of abuse and co-occurring disorders equally demonstrated
an improvement on psychiatric symptoms; the nationwide
longitudinal study suggested that coercive status proved to be a
significant main effect; i.e., being mandated was associated with
greater improvement (63). However, women without drug abuse
were not included and symptoms were evaluated by self-report.
The results on general and specific recidivism as a main
treatment outcome in forensic therapy are partly inconsistent and
reveal a great heterogeneity of results. While a meta-analysis (129
mostly US and Canadian studies, juvenile and adult samples of both
gender, various treatment types and quality, no information on
mental illnesses given but treatment targets specified) of mandated
treatment of offenders was found to be ineffective on general
recidivism, particularly in custodial settings, voluntary treatment
was found to produce significant treatment effect sizes regardless of
setting (2). However, mandated treatment was reported as effective
on specific recidivism. It was reported that three decades of research
into the effectiveness of legal coercion in the treatment of substance
abusers have yielded inconsistent and inconclusive patterns (3).
A more recent evaluation of specialized treatment on recidivism
rates in Switzerland (n = 412 male adult offenders; mean follow-up,
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7.9 years; mean duration of treatment in the intervention group,
4.5 years; overall about 85% psychiatric diagnoses of participants)
revealed only a trend toward a positive treatment effect in violent
and sexual offenders (64). The significantly higher criminal history
of the intervention group and substantial missing information
on diagnoses in the control group (i.e., the control group could
have been less mentally burdened) constitute limitations of these
results. A significant specific reduction in recidivism was, however,
found by Losel and Schmucker (65, 66) who, in two large meta-
analyses (69 studies of adult and juvenile intervention and control
group designs included in 2005; 29 study comparisons of males in
group designs in 2015) on the effects of sexual offender treatment,
reported a relative reduction in recidivism of 37% and 26.3%,
respectively. The authors stated, though, that the evidence basis
for sex offender treatment is not yet satisfactory and that there
is a need of differentiated, high-quality evaluations. Results of a
more recent meta-analysis (35 studies in 10 countries involving
mostly violent offenders of heterogeneous samples and admission
criteria) on general reoffending provided some evidence that
clients discharged from forensic psychiatric services have lower
offending outcomes than control groups discharged from prisons
(1). A quantitative summary on meta-analyses from Andrews and
Bonta (67) stated that rehabilitation programs of adult offenders
that adhered to the Risk-Need-Responsivity (RNR) model
have been shown to reduce recidivism up to 35%. This model
proposes who should receive services in correctional settings (e.g.,
moderate- and higher-risk cases), treatment targets (criminogenic
needs), and the most appropriate form of delivering therapy (e.g.,
cognitive social learning).

In juvenile offenders (aged 12-21, mostly male) a meta-
analysis (548 mostly US study samples) stated a mean reduction
in recidivism of 10-13% from a control group for interventions
following a therapeutic and qualitative approach (59). The
information on the interventions used was limited and target
needs and types of recidivism were not differentiated. Worth
noting in this regard is that literature reports aspects of residential
youth care to be associated with repression and coercion (68).

In summary, literature suggests that criminal recidivism can
be effectively reduced if treatment is evidence-based, supportive,
and based on relational care (59, 69-72). These findings are
replicated in juvenile and adult samples mostly with a male bias,
but relatively independent of the treatment setting.

DISCUSSION

Evidence suggests that perceived coercion in treatment is linked
to an impaired therapeutic process and outcome compared to
voluntary treatment. While correlations have repeatedly been
reported between perceived coercion and involuntary legal status
(35, 73-75), some findings indicate that perceived coercion
is not necessarily the result of mandated treatment status;
i.e., feelings of coercion do not always follow a court order to
therapy. Indicative of this consideration are findings that even
physical coercive measures are shown to be a separate entity
from procedural justice and perceived pressure (76). Further,
the therapeutic relationship seems to confound legal status as

a predictor of perceived coercion (35). The feeling of coercion
seems to be dependent of various determinants, many of which
depend on the quality of the relationship with the service
provider, and clinicians should therefore routinely consider that
involuntary and voluntary clients have the potential to experience
interventions as coercive (45). This is in line with study results
comparing reports of coercion in clients mandated to outpatient
treatment and a control group that reported no significant
differences (62). In qualitative analysis regarding perception of
coercion, three themes were identified to be linked to feelings
of coercion: viewing the service institution as ineffective and
other treatments as more appropriate, not participating in the
admission and therapy, and the missing feeling of respect (5).
These themes point consistently to low procedural justice as
being important in the development of experiences of coercion.

Discrimination does not seem especially associated with a
forensic setting (36), but rather perceived coercion is linked to
feelings of stigma; furthermore, a history of coercive experiences
facilitated the reexperience of devaluation (62). Similarly, high
levels of perceived coercion and inability to involve service
users seem to result in lower treatment satisfaction and global
functioning (6, 10).

Ethical considerations place a great emphasis on personal
autonomy and self-determination of clients (77). Regarding
mandated and forced therapy, there is subsequently a strong focus
on what circumstances can justify infringing these values. The
argument being made for coercive treatment is that in certain
circumstances, i.e., when certain mental disorders determine the
behavior of the client and therefore constitute a form of coercion
themselves and result in an inability to consent, it can be justified
to perform compulsory treatment to restore the capacity for
autonomy (77). Other arguments point out that perpetuating
the assumption that all types of leverage including mandated
therapy amount to coercion is misleading and unhelpful (78).
The lines between bargains and coercion are not easily drawn,
and under certain conditions, several forms of mandated
treatment are better understood as the product of negotiation and
voluntary agreement (e.g., access to housing, avoidance of jail)
(79). Similarly to the ethical importance of self-determination,
therapeutic considerations stress three innate psychological
needs: a secure relational base (relatedness), the feeling of volition
(autonomy), and the feeling of being efficacious with respect to
activities (competence) (52). The fulfilment of these needs seems
to predict mental well-being and facilitate the integration of
extrinsic motivation.

Research on the therapeutic process and outcome factors
described above suggests that mandated treatment can also be
associated with results comparable to and, in some cases, better
than voluntary treatment. While perceived coercion, resistance,
and lack of intrinsic motivation to change are more likely to be
present at the beginning of treatment, these do not seem to be
determinative of the mentioned therapeutic factors and outcomes
as therapy progresses (12). These treatment barriers appear to
be accessible to a specific therapeutic relationship quality and
interventions particular in mandated therapy settings. According to
the stages of therapy engagement, a caring, fair, and trust-evoking
quality of therapeutic interventions blended with a firm but not
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authoritarian or punitive control seems to be necessary to change
unwillingness or amotivation to therapy engagement and the will
to change (34, 55). Paired with the effort for procedural justice as
far as legal constraints of mandated therapy allow, the respectful
involvement into treatment might assuage possible experiences of
coercion, resulting in a better quality of therapeutic relationship,
more treatment satisfaction, and less experience of stigmatization.
A possible distinct advantage of mandated therapy is the (at first
more extrinsically motivated) consistent and longer attendance
in treatment than in voluntary settings. This circumstance could
lead to a more intrinsic motivation in offender clients along the
therapeutic process (12). This factor and the additional provision
of supportive aftercare may explain good levels of satisfaction in
involuntary treatments along the way and resulting better levels of
functioning (1, 6).

There is some evidence that mandatory treatment does
achieve the required treatment targets of legal coercion:
reduction of recidivism and symptoms. Reports of high
symptom loads of clients in involuntary and forensic settings
(7, 21) seem to moderate low improvements of symptoms (7).
The heterogeneity of evidence on the reduction of reoffending
might be attributable to different admission criteria of
institutions, varying treatment principles and quality, variability
in sample compositions, missing information on client location
at discharge, and varying quality of included studies in meta-
analyses (1). While the odds of mandated therapy appear to be
stacked against favorable outcomes at the onset, there is evidence
that mandated treatment can work in a wide range of specific
criminal behavior like violent or sexual offending (2, 12).
Adhering to Risk-Need-Responsivity principles in forensic
therapeutic settings has repeatedly generated lower recidivism
rates with a substantial effect [i.e., mean effect sizes (r) of up to
0.29] (67). In institutional youth care, effects of coercion might
be associated with residential care (72). However, evidence
from juvenile offender samples suggests that effective treatment
is not highly context dependent; i.e., the intervention effects are
even robust in institutional environments with more potential
adverse conditions (59).

The nature of the search and inclusion process employed in
the current narrative review limit the generalizability of some
of the reported results. The evidence base of mandated therapy
is small regarding various facets of therapy process factors.
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Results: Ten police officers agreed to take part in this study. The interviewed police
officers consisted of nine men and one woman, had an average length service of 22.6
years and all had more than 10 years of service. The interviews highlighted that the
activity of the police under the Mental Health Law is shaped by whether the person who
they are transporting has a mental health disorder and requires psychiatric admission.
The police officers reportedly adjusted their behavior to give patients more attention,
comfort and empathy. However, they describe these interactions as one of the most
time consuming and challenging activities for the police. Importantly, they acknowledged
family members as crucial for police officers to be able to gain direct access to patients
and knowledge about them. Police officers showed to perceive people with mental iliness
as unpredictable, dangerous and without discernment, and identified some aspects of
the process that could be improved, such as hospital admission waiting times. Police
officers felt they required more skilled support to deal with unwell patients.

Conclusions: This study highlights the perceptions and experiences of police officers
about the process of compulsory admission, and identifies areas of unmet needs. These
findings help to raise awareness of their needs, improving this process, and ensuring a
more humane and effective approach.
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Experiences and Perceptions of Portuguese Police Officers

INTRODUCTION

Compulsory admission and treatment is a topic of intense debate
in psychiatry. This is due to the effects such policies have on
people’s lives, given that it involves detaining them against their
wishes and restricting their individual liberty (1). Compulsory
treatment is ethically challenging, often associated with fear,
exclusion and loss of self-determination (2, 3). The process
is based on the assumption that the person is incapable of
recognizing that their mental health has deteriorated and there
is an urgent need for adequate treatment (4). The majority
of mental health professionals disapproves coercive medical
measures, but recognizes the impact upon patients’ adherence
to treatment (5). Some research has also found that a majority
of patients understand that they were acutely unwell at the time
of their admission and that coercive interventions enabled their
recovery (6). However, some patients perceive their admission
as a negative experience (6, 7), entailing an intrusion into their
physical integrity and their liberty (3). These diverse views raise
awareness to patients’ potential feelings of ambivalence toward
compulsory admissions.

Police officers are one of the first professionals to interact
with people requiring compulsory admission due to their mental
health. Research in North America (6, 8-12) and European
countries (13), has highlighted that the approach adopted by
the police officers is crucial to patient’s cooperation (10, 14).
Police officers’ experience and personal characteristics play an
important role in their own capacity in doing this task (15). Police
officers with a higher level of education (12 years of education
or more) appear to perceive people with mental disorders as less
unpredictable and dangerous, and capable of having a family (16).
Equally, police officers who performed more than six compulsory
admission transportations used less physical force during them
(16). Thus, the level of education and experience that police
officers have in dealing with people with mental illness influences
their behavior and perceptions about them (17). For that reason,
education and contact should be effective strategies for changing
police officers perceptions and attitudes toward people with
serious mental disorders (18, 19). However, some police officers
report that they do not feel properly trained to deal with a person
with a serious mental disorder (9, 14), feeling unable to identify
symptoms of mental illness or deal with psychotic or hostile
behavior (6, 11).

Police officers see value in obtaining training to avoid potential
bad practices (17). However, as a result of their lack of training
some encounters between police officers and people with serious
mental disorders result in abuse of force, precipitation of violent
acts and sometimes even death (15, 20, 21). In the United States
in 2015 about 23% (251 deaths) of the total number of deaths (n =
1099) resulted from police interactions with people with mental
illness (22). The complexity of these interactions magnified the
need for implementing standardized educational and training
programs, as well as special police teams selected, trained and
motivated to help people with serious mental disorders in
crises (10, 23). These teams have demonstrated less aggressive
interactions with people in crises when compared to police
officers who did not receive such training (24). This complex

reality has reinforced the need of more assistance from other
groups (e.g., special medical local authorities), and a faster access
to mental health services during this process (16, 25).

The procedural justice approach is seen as the main pathway
to promote police legitimacy, and thus citizens' cooperation
(26). This approach is grounded in two components (27): (i)
the quality of the decision-making procedures (i.e., citizens
participation in the proceedings before the authority’s decision,
giving citizens a voice, as well as the neutrality of such decision),
and (ii) the quality of the treatment (i.e., the dignity and respect
in which people are treated, and if the authorities motives
are perceived as trustworthy) (26, 28). These two components
emerge into four key constructs that shape police encounters: (i)
voice, (ii) trustworthy motives, (iii) dignity and respect, and (iv)
neutrality in the decision making (26).

In Portugal, the Mental Health Law (Law n. © 36/98, July 24th,
1998) aims to establish the main principles of Portuguese mental
health policies and rules the compulsory admission for people
with serious mental disorders (29). Although the Fundamental
Health Law (Law n. °. 48/90, August 24th, 1990) establishes the
patient’s rights and duties in the Portuguese services (30), the
mental health patients are endowed by the Portuguese Mental
Health Law with more rights and duties. This illustrates the legal
recognition of the idiosyncratic nature of mental illness, and its
repercussions on the self-determination capacities of the person
with a serious mental disorder, as well as the specific implications
of psychiatric treatment, which obligates to ensure other rights
and duties. Thus, the Mental Health Law is a crucial and nuclear
framework declaration of mental health rights in Portuguese legal
order (31). Its principles are more connected to guardianship and
protection rather than medical or social care. This means that
the juridical model prevails over the therapeutic model (32), as
the assessment of the legal status of people with mental illness
is governed by constitutional principles and norms, leading by
equality and non-discrimination (33).

The Portuguese Mental Health Law (on 23rd article, urgent
admission) gives a special role to the police officers who
are responsible for the transportation of people with serious
mental disorders to the psychiatric emergency service closest
to their residence (29), and are the link between the security
and treatment of these patients. Between 1999 and 2007 the
percentage of compulsory admissions in Portugal at the Hospital
de Magalhdes Lemos, Porto, rose significantly. In 1999, 1 year
after the implementation of the law, compulsory admissions
represented 1.5% of all the admissions, whereas in 2007 this
percentage rose to 7.2%. The same tendency is observed in
Hospital Julio de Matos, Lisbon, where in 1999 the amount
of compulsory admissions represented 5.53% of all admissions
compared to 15.31% in 2007 (34). Of utmost importance is the
article cited to begin the process, because this determines whether
the police are involved or not (e.g., in non-urgent situations).
Between 2008 and 2010, 93.2% of all compulsory admissions
at these two hospitals occurred following the article of urgent
admission (35).

It is therefore clear the importance of police officers in
compulsory admissions and in the delivery of involuntary
mental health treatment. However, their interactions with people
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TABLE 1 | Themes and subthemes.

Police activity and
compulsory admission

Family is core in the
compulsory admission
process

Triad of success

Views of mental iliness

Improving the reality of
compulsory admission

The importance of the law

The primacy of patients help

Facilitate the access to the
patient

Source of information

Obtain knowledge about the
patient

Building a relationship

Cyclic

Beliefs about people with
mental illness

Mismatch between safety
and health

Negative aspects resulting
from the police intervention

The operational activity adjusted
by the person’s illness condition rush
Police presence is what counts

The instrumentalisation of the

police

To be patient and do not

Police officers difficulties

Try other solutions

with serious mental disorders under the compulsory treatment
procedure has not been studied. The lack of knowledge in this
area requires attention as it is of public interest and would
arguably lead to improvements in the mental health care, to
ensure it is delivered with dignity and justice.

METHODS
Settings and Participants

The study was conducted in six police departments of PSP
(Policia de Seguranca Publica), in Porto, which were selected
as they were those with higher number and frequency of
compulsory admissions, covering a broad geographical area
of Porto metropolitan police department (Matosinhos, Ribeira,
Santo Tirso, Maia, Foz, Lagarteiro), and thus giving us some
meaningful insight into the topic of the study. An information
sheet with information about the study was distributed to all
police officers in the department. Further to that, the main
researcher approached the police officers in each department,
providing them with information about the researchers, the scope
of the study, a brief description of the method, and the contact
details of the main researcher for any further questions.

The only inclusion criteria were that police officers had
completed at least one compulsory admission under the Mental
Health Law.

Data Collection and Analysis

A semi-structured interview topic guide was developed
in consultation with a senior police officer (see
Supplementary Material). The first author conducted in-
depth semi-structured interviews exploring the experiences
and perceptions of police officers of the compulsory admission
process, and collected socio-demographic information (see
Supplementary Material). All interviews were audio recorded
using a digital voice recorder (Olympus WS- 853) and were
transcribed verbatim. Contextual data relating to the approved
police departments were also collected (e.g., a general description
of the interview room like the climate conditions, natural light
presence, and if there was any physical barrier between the
interviewer and the interviewee).

Thematic analysis of the interview transcripts was conducted
following the Braun and Clarke’s (36) approach, and using the
Nvivo 12 software. Police officers’ names were replaced with
numbers to protect their privacy. Initial codes were generated
and then sorted into broader themes, with similar codes placed
under the same theme. A theme was determined on the basis of
significance to the research question. Themes were then revised
and refined to ensure codes within each theme were greatly
associated, and that each theme was distinctive. Themes were
then named. Procedural consistency was guaranteed using a
double-coding approach (by RS and MPC), with cross-checking
between coders to ensure consistency.

RESULTS

Twelve police officers were approached, and ten agreed to
take part. The police officers interviewed from Porto Police
department consisted of nine males and one female, all
caucasians, with a mean age of 46.4 years (age range from
34 to 58). The interviews ranged in duration from 25 to
57 min. All were ungraduated police officers, with an average
length of service of 22.6 years and all had more than 10
years of service. None of them described having history of
mental illness themselves. Although all departments did several
compulsory admissions per year, the volume of compulsory
admissions differed across police departments, ranging from
one intervention per month to several, according to seasons
(spring/autumn), festive dates, and vacations periods. All of them
reported that they had no specific training to deal with people
with serious mental disorders.

Five themes emerged from the analysis of the data:
“Police activity and compulsory admission,” “Family is core
in the compulsory admission process,” “Triad of success,”
“Views of mental illness,” and “Improving the reality of
compulsory admission.” (Table 1).

Police Activity and Compulsory Admission

Police activity inherent in compulsory admissions requires very
specific characteristics of police officers. Police activity is ruled by
a Mental Health Law which determines the exact form and range
of their actions. Yet, they are required to deal with the behavior
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TABLE 2 | Police activity and compulsory admission quotes.

Police activity and compulsory admission

The importance
of the Law

“From the moment we are compelling him to do something,
in this case to go to the doctor... there has to be a law, a
legality that allows us to do that. | think that this is the goal,
to give legality to a procedure that will do well. But we have
to give legality because we are restricting him of their
freedom” (police officer 03)

“If | would not have a mental health law, by which means
would | deprive him of his freedom that amount of time that
| have to take him to a hospital? Because we have that
issue, about freedom deprivation. He is not detained, he is
Just deprived of his freedom during the moment that we
force him to go to the hospital” (police officer 01)

The primacy of
patients help

“These people, we have to understand that they are so.... in
a state where they do not... they are not in their normal
state and we have to try... we are in the first stage ... we
have to realize that we will deal with people who are not
hmmm. They need our help and help from other
professionals....” (police officer 05)

“We have always to try to say that the reason why we are
there is to help them. Therefore... using all the persuasion
that we have to say: ‘we are here not to arrest you because
you did not commit any crime. We are here just to help
you...”” (police officer 10)
The operational
activity adjusted
by the person’s
condition

“He is a sick person. When | receive the warrant report they
are referred as a patient ‘the patient this, the patient that,”
so, if the warrant refers to them as patient | have to treat
him as the patient that he is” (police officer 01)

“If it is a person with a mental disorder, | automatically treat
them with all dignity and respect, because if they were a
normal person, some kind of attitudes | would not have”
(police officer 09)

“In order to watch over patients’ privacy and not to create a
negative image, ‘The police is there, what did that guy do?’
Because the public will think that they did something.
Therefore | do my interventions, in general, without my
police uniform. [...] We want to do these interventions with
some discretion” (police officer 09)

The presence of

the Police is

what counts

“ Maybe if the escort was made by the hospital security
they would not respect him so much as they will do with a
police officer” (police officer 07)

“The patient knows that he cannot exceed himself. Because
if he does, the police will be there to finish it. We already
had some situations that the physician said ‘no sir | do not
want the police here,’ for me it is legit and makes sense,
but few moments later they will call us because the patient
has strangled his neck” (police officer 03)

The “In situations that we have a warrant, our intervention is
instrumentalisation  quite objective, we have to find the person or pick them up
of the police at home, transport them to the hospital, even against their

will. Our role is fulfill and enforce.” (police officer 03)

of a person that has not committed a crime, but who may require
urgent care for their mental illness. Police officers are therefore
placed in a very challenging situation where they have to balance
the law, dealing sensitively with an acutely ill person and fulfilling
their duty (Table 2).

The Importance of the Law
The existence of a Law that regulates the compulsory admission
is the cornerstone of the police activity. It gives them the ability

and legitimacy to deprive someone’s freedom in order to take
them to a hospital to be seen by a doctor. Police officers in this
study highlighted this legal legitimacy as a key factor, as in its
absence they are unable to protect and help the person. Another
important consideration for the police officers is they guarantee
freedom “deprivation” rather than a “detention.” This entails the
difference between a criminal detainee and a mentally ill person
who has to be deprived of their freedom to seek medical support.
This legal difference is well-recognized by the police officers and
is enforced in their interventions.

The Primacy of Patients Help

The intervention of the police in mental health is shaped by the
principle of helping others. In this case they are helping a person
who suffers from a mental disorder and does not have the ability
to recognize they are ill and need treatment. This is the starting
point of the police approach to compulsory admission and
is essential to a humanized interaction. Understanding mental
illness and how it influences a person’s cognitions and behaviors
supports a more empathic interaction rather than what is seen
as the typical authoritative police approach in which criminal
people are detained. This understanding that a person’s behavior
is just the expression of their illness and a way to express the need
of help shapes their whole operation and individual conduct.

The Operational Activity Adjusted by the Person’s
Condition

The existence of mental illness is a conditioner of the police
officers’ attitudes toward a person with mental illness subject to
police transportation. Police officers seek a low profile approach,
avoiding using instruments of authority (such as their police
uniform, the police vehicle cage or handcufs), in order to respect
the patient’s privacy.

The Presence of the Police Is What Counts

Police officers recognize that simply their presence, without any
active control measure, has a positive impact on the person’s
behavior. The police escort results in the patients having a more
controlled, submissive and respectful behavior, which maintains
everyone’s safety.

The Instrumentalisation of the Police

Despite the core role of police officers in the compulsory
admission process and their privileged access to the patient’s
social background, police officers emerge and perceive their
importance only as a law’s tool, where their function is to fulfill
their task: escort the patient to the hospital.

Family Is Cor