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Coercive treatment within in-
patient psychiatric facilities is
widely used in daily practice

(1). This situation is sharply criticized
by various organizations and institu-
tions (2). Many believe that these
procedures signal failures in care (3).
However, others are of the opinion
that eliminating restraint and seclu-
sion may be difficult when treating
individuals who have acute psychosis
and a history of violence and whose
recent violent behavior led to hospi-
talization (4). In Europe the pattern
of coercive psychiatric treatment
varies widely between countries with
regard to its frequency, type, and le-
gal regulations. It is a very sensitive
but rarely studied issue (5).

The aim of this study was to assess
the frequency and type of coercive
measures used with involuntarily ad-
mitted patients in facilities in ten Eu-
ropean countries and to identify pa-
tient characteristics that are associat-
ed with the use of coercive measures.

Methods
The main objective of the European
Evaluation of Coercion in Psychiatry
and Harmonization of Best Clinical
Practice (EUNOMIA) project was to
analyze national variations in coercive
psychiatric treatment within the Eu-
ropean region, along with influencing
factors and outcomes. The project
was conducted as a multicenter
prospective cohort study in 11 Euro-

Use of Coercive Measures During 
Involuntary Hospitalization: Findings 
From Ten European Countries
JJiirríí  RRaabboocchh,,  MM..DD..
LLuucciiee  KKaalliissoovváá,,  MM..DD..
AAlleexxaannddeerr  NNaawwkkaa,,  MM..DD..
EEvvaa  KKiittzzlleerroovváá,,  MM..DD..
GGeeoorrggii  OOnncchheevv,,  MM..DD..
AAnnaassttaassiiaa  KKaarraasstteerrggiioouu,,  MM..DD..
LLoorreennzzaa  MMaagglliiaannoo,,  MM..DD..

Dr. Raboch, Dr. Kalisová, Dr. Nawka, and Dr. Kitzlerová are affiliated with the Department
of Psychiatry, Charles University, First Faculty of Medicine, Prague 2, Czech Republic (e-
mail: raboch@cesnet.cz). Dr. Onchev is with the Department of Psychiatry, Medical Univer-
sity of Sofia, Sofia, Bulgaria. Dr. Karastergiou is with the Psychiatric Hospital of Thessa-
loniki, Thessaloniki, Greece. Dr. Magliano is with the Department of Psychiatry, University
of Naples SUN (Second University of Naples), Naples, Italy. Dr. Dembinskas is with the Psy-
chiatric Clinic, Vilnius Mental Health Centre, University of Vilnius, Vilnius, Lithuania. Dr.
Kiejna is with the Department of Psychiatry, Medical University, Wroclaw, Poland. Dr. Tor-
res-Gonzales is with the Department of Legal Medicine and Psychiatry, Centro de Investi-
gación Biomedica en Red de Salud Mental, University of Granada, Granada, Spain. Dr.
Kjellin is with the Psychiatric Research Centre, School of Health and Medical Sciences, Öre-
bro University, Örebro, Sweden. Dr. Priebe is with the Unit for Social and Community Psy-
chiatry, Barts and the London School of Medicine and Dentistry, Queen Mary University of
London, London, United Kingdom. Dr. Kallert is with the Department of Psychiatry and
Psychotherapy, Dresden University of Technology, Dresden, Germany.

Objective: Involuntary treatment in mental health care is a sensitive but
rarely studied issue. This study was part of the European Evaluation of
Coercion in Psychiatry and Harmonization of Best Clinical Practice
(EUNOMIA) project. It assessed and compared the use of coercive meas-
ures in psychiatric inpatient facilities in ten European countries. Methods:
The sample included 2,030 involuntarily admitted patients. Data were
obtained on coercive measures (physical restraint, seclusion, and forced
medication). Results: In total, 1,462 coercive measures were used with
770 patients (38%). The percentage of patients receiving coercive meas-
ures in each country varied between 21% and 59%. The most frequent
reason for prescribing coercive measures was patient aggression against
others. In eight of the countries, the most frequent measure used was
forced medication, and in two of the countries mechanical restraint was
the most frequent measure used. Seclusion was rarely administered and
was reported in only six countries. A diagnosis of schizophrenia and more
severe symptoms were associated with a higher probability of receiving
coercive measures. Conclusions: Coercive measures were used in a sub-
stantial group of involuntarily admitted patients across Europe. Their use
appeared to depend on diagnosis and the severity of illness, but use was
also heavily influenced by the individual country. Variation across coun-
tries may reflect differences in societal attitudes and clinical traditions.
(Psychiatric Services 61:1012–1017, 2010)
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pean countries and Israel: Dresden,
Germany; Sofia, Bulgaria; Prague,
Czech Republic; Thessaloniki, Greece;
Tel Aviv, Israel; Naples, Italy; Vilnius,
Lithuania; Wroclaw, Poland; Micha-
lovce, Slovak Republic; Granada and
Malaga, Spain; Orebro, Sweden; and
London, United Kingdom.

The characteristics of the individ-
ual centers, including the number of
hospital beds per 100,000 inhabitants,
the number of staff per bed, and the
average number of beds per room
were assessed with the European Ser-
vice Mapping Schedule, version 3 (6)
and with a special instrument that
helped to document the characteris-
tics of hospitals (7); these characteris-
tics were described in our previous
article (8). For the evaluation report-
ed here the centers in Israel and in
the Slovak Republic were excluded
because of shortcomings in their
databases, which left ten countries in
the sample. Two centers were sam-
pled in Spain, and one center was
sampled in each of the other nine
countries.

Each participating center recruited
all patients who were legally involun-
tarily admitted between July 2003
and December 2005 and who fulfilled
the following criteria: aged between
18 and 65 years; able to sign an in-
formed (written) consent form; not
admitted to a special unit for only
forensic or intoxicated patients; not
admitted to a special treatment pro-
gram for eating disorders, because

that type of treatment would auto-
matically include coercive treatment;
no diagnosis of dementia; not includ-
ed in the study before (repeated ad-
missions during the study period); not
transferred to a participating clinic
from another hospital; and having a
permanent living address in the
catchment area of the participating
hospitals.

Each patient who fulfilled the cri-
teria was assessed at three different
time points: within the first seven
days of admission (time 1), at four
weeks (time 2), and at three months
after admission (time 3), independ-
ent of the patient’s current living sit-
uation. This article discusses assess-
ments from time 1 and time 2.
Symptom levels were assessed with
the 24-item Brief Psychiatric Rating
Scale (BPRS) (9), which was admin-
istered in most cases within the first
three days after admission and very
rarely up to seven days after admis-
sion. All evaluators were trained to
use this scale. Interrater reliability
was assessed throughout the project
(assessed with videotaped interviews
on the international level and with
personal interviews on the national
level).

Data concerning details of each ap-
plication of coercive measures during
the first four weeks of hospitalization
(or less, if the patient was discharged
earlier) were gathered using a special
16-item questionnaire designed by
the EUNOMIA group for this study

(8). Coercive measures were defined
as follows: Seclusion is the involun-
tary placement of an individual
locked in a room alone, which may be
set up especially for this purpose. Re-
straint is fixing at least one of the pa-
tient’s limbs with a mechanical device
or being held by a staff member for
longer than 15 minutes. Forced med-
ication refers to activities using re-
straint or strong psychological pres-
sure (involving at least three staff
members) to administer medication
against the patient’s will.

Informed consent was obtained
from all patients in this study after
they were provided a complete de-
scription of the study. The national or
regional review boards of the partici-
pating centers approved the study.

All statistical analyses were per-
formed with SPSS, version 17.0. One-
way analysis of variance (ANOVA),
chi square analysis, and Fisher’s exact
tests were performed to determine
group differences in age, gender, and
some clinical characteristics. The
prevalence of diagnoses in countries
was compared with Kruskal-Wallis
test and the differences in the types
and frequency of coercive measures
used among countries were com-
pared with the Kolmogoroff test.

Results
Table 1 summarizes the recruitment
of patients for the study and the rates
of coercion in the various countries.
As shown in Table 1, data were ana-
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Recruitment of patients in ten European countries participating in the European Evaluation of Coercion in Psychiatry and
Harmonization of Best Clinical Practice project

Czech United Lithu- Total
Bulgaria Republic Kingdom Germany Greece Italy ania Poland Spain Sweden sample

Variable N % N % N % N % N % N % N % N % N % N % N %

Recruitment
Eligible patients 475 581 451 466 349 280 120 334 850 306 4,212
Absconded or

discharged 27 80 30 186 58 7 1 30 219 49 687
Clinically too unwell 76 160 89 59 43 60 17 52 84 44 684
Asked to take part 372 341 332 221 248 213 102 252 547 213 2,841
Refused to take part 63 139 64 76 26 84 17 100 126 116 811

Participation
Assessed at baseline 309 100 202 100 268 100 145 100 222 100 129 100 85 100 152 100 421 100 97 100 2,030 100
Patients with coer-

cive measures 98 32 92 46 95 35 62 43 116 52 75 58 25 29 90 59 88 21 29 30 770 38



lyzed for 2,030 detained patients. We
recorded 1,462 incidents of coercive
measures that were applied to 770 pa-
tients (38% of the whole sample) dur-
ing the first four weeks of the index
hospitalization. There was great vari-
ability between countries (21% of de-
tainees in Spain and 59% in Poland). 

The baseline characteristics of the
study sample are summarized in
Table 2. We compared baseline char-

acteristics of the two groups of pa-
tients: those who experienced coer-
cive measures (N=770) and those
who did not (N=1,260). We found no
significant differences regarding gen-
der, age, employment, and living situ-
ation. However, in the group with co-
ercive measures, there was a greater
proportion of patients with a diagno-
sis of schizophrenia (68% versus
60%) (p=.004) and the BPRS (time 1)

score was significantly higher (58 ver-
sus 52) (p<.001). (Possible BPRS
scores range from 24 to 168, with high-
er scores indicating greater symptom
severity. Each single item on the
BPRS ranges from 1, not present, to 7,
extremely severe.)

As shown in Table 3, there was
great variation in the frequency of
various coercive measures used in
the countries. The application of a
single coercive measure per patient
was the typical pattern in Germany,
Bulgaria, Czech Republic, Greece,
Italy, Lithuania, and Sweden; where-
as in Poland, the United Kingdom,
and Spain, two or more measures
per patient were frequently applied.
These differences between the two
groups of countries in the number of
coercive measures used per patient
were statistically significant. The
pattern of the frequency of individ-
ual coercive measures used also dif-
fered significantly when each coun-
try was compared with all other
countries investigated. Forced med-
ication was the most frequently used
intervention (56%), followed by re-
straint (36%) and seclusion (8%).
This “average” pattern was found in
centers in the Czech Republic,
Lithuania, and Spain. In centers in
Bulgaria and Sweden, forced med-
ication was applied more frequently
than the average. Use of mechanical
restraint exceeded the average in
centers in Germany and Greece. Use
of seclusion exceeded the average
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Baseline characteristics of patients in ten European countries, by whether they
experienced coercion in a psychiatric inpatient facility 

Coerced (N=770) Not coerced (N=1,260)

Variable N % N %

Gender
Female 345 45 540 43
Male 425 55 719 57

Age (M±SD) 38.1±11 38.8±11
Employmenta

No 579 78 1,006 81
Yes 160 22 239 19

Living situationa

With others 272 36 449 36
Alone 479 64 790 64

Past hospitalizationa

At least one 528 75 867 70
None 173 25 368 30

Diagnosis
Schizophrenia 522 68 762 60
Affective disorders 130 17 214 17
Other 118 15 283 22

BPRS score (M±SD)b 58.0±17 52.3±15

a Data were missing for some patients.
b Brief Psychiatric Rating Scale. Possible scores range from 24 to 168, with higher scores indicating

greater symptom severity.
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Coercive measures used among 770 involuntary admitted patients in ten European countries

Number of
Forced Number of coercive

Seclusion Restraint medication coercive measures
measures applied per

Country N % N % N % pa applied patient

Germany 0 — 51 55 42 45 <.001 93 1.50
Bulgaria 4 4 17 15 90 81 <.001 111 1.13
Czech Republic 9 6 50 33 94 61 ns 153 1.66
Greece 0 — 131 69 59 31 <.001 190 1.64
Italy 19 19 24 24 59 58 <.001 102 1.36
Lithuania 0 — 9 27 24 73 ns 33 1.32
Poland 0 — 83 32 174 68 <.001 257 2.86
Spain 10 5 82 37 129 58 ns 221 2.51
United Kingdom 79 30 68 26 113 43 <.001 260 2.74
Sweden 1 2 7 17 34 81 .004 42 1.45
Total 122 8 522 36 818 56 1,462 1.90

a For the difference (Pearson chi square) in the pattern of applied coercive measures compared with other countries investigated



only in the United Kingdom and
Italy.

The most commonly used forced
medication among patients with co-
ercive measures was first-generation
antipsychotics, especially haloperi-
dol (in 229 cases) and zuclopen-
thixol (in 120 cases). Also, benzodi-
azepines were often used separately
or in combination with antipsy-
chotics (diazepam in 111 cases, clo-
razepate in 92 cases, and clon-
azepam in 82 cases).

The most frequent reasons for use
of a coercive treatment (it was possi-
ble to name more than one reason)
were aggression against others (N=
866, 59%), threat to his or her health
(N=398, 27%), autoaggression (N=
326, 22%), aggression against proper-
ty (N=352, 24%), prevention of es-
cape (N=193, 13%), and inability to
care for oneself (N=165, 11%).

Only in the center in the United
Kingdom were nurses more likely
than physicians to order coercive
measures (N=154, 59%, versus N=
103, 40%). In addition, the order was
expressed in writing in most centers,
although in the United Kingdom and
Italy an orally expressed order was
also sufficient: orders were given
orally in 74 of 260 orders (28%) in the
United Kingdom, and 49 of 102 or-
ders (48%) in Italy (N=49, 48%). Al-
most all patients were informed about
the reason (N=1,256, 98%) and the
type of the coercive measure being
used (N=1,225, 96%).

Characteristics of patients for
whom the different types of coercive
measures were used are summarized
in Table 4. The statistical analysis
found that age, gender, and BPRS
score at time 1 were significantly dif-
ferent according to the type of coer-
cive measure used. Seclusion was
used more often among younger
men. Forced medication was applied
with older male patients who had
more severe psychopathological
symptoms. Restraint was used with
equal frequency for both men and
women.

In our previous article we de-
scribed the technical characteristics
of individual centers (8). Vast differ-
ences were found in the number of
psychiatric hospital beds per 100,000
(4.6 in Italy and 63.7 in Germany),

the number of staff per bed (.4 in the
Slovak Republic and 2.0 in Sweden
and Italy), and the average number of
beds per room (1.2 in Sweden and 8.0
in Lithuania). However, the study
presented here did not find any sig-
nificant correlations between coer-
cive measures used and these techni-
cal characteristics.

Discussion
This is the largest prospective study
of the use of coercive measures
among involuntarily admitted pa-
tients in Europe, and it is the first one
to use the same methods across loca-
tions in several countries. It included
centers in ten European countries
with different legislation and practice
concerning involuntary admissions
(10). It is known that involuntary legal
status on admission is a predictor of
“heavy use” of restrictive interven-
tions (11) and higher levels of re-
straint and seclusion (12). Therefore,
the frequency of coercive measure
use in our sample of hospitalized pa-
tients was 38%, which was higher
than the rates found in other studies
of different groups of patients in vari-
ous European countries—for exam-
ple, 11% in Greece (12) and 10% in
Germany (13).

It is quite important to find specif-
ic patient factors and health care fac-
tors that predict use of coercive meas-
ures, so that treatment programs can
be adjusted to better help these
groups of patients and thus reduce
the number of involuntary admissions

and compulsory treatments (14). Sev-
eral studies have examined the fre-
quency of various types of restrictive
measures and the preferences of staff
and patients. In a Norwegian univer-
sity psychiatric hospital (15), a retro-
spective examination of hospital
records showed that physical restraint
was preferred with younger, male,
and nonpsychotic patients. Pharma-
cological restraint was preferred  with
female patients and older patients
with a nonorganic psychotic disorder.
Seclusion was preferred with older
male patients with an organic psy-
chotic disorder. In a Netherlands hos-
pital, 166 patients underwent one or
more restrictive measures during hos-
pitalization (16). An equal number of
patients preferred seclusion and
forced medication, and the two meas-
ures were equal in perceived aver-
siveness and perceived efficacy.
Women preferred medication over
seclusion, while men preferred seclu-
sion over forced medication. Older
patients considered both seclusion
and forced medication less effective
than younger patients did (16). In
England, service users and staff
strongly disapproved of net beds and
mechanical restraint (17). The three
methods that received the most ap-
proval by the service user group were
intermittent observation, time-out,
and as-needed medication.

For more than one-third of patients
in our sample, at least one coercive
measure was used during the period
up to four weeks after involuntary
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Characteristics of 770 involuntarily admitted patients who experienced coercive
measures, by type of coercive measure

Forced
Seclusion Restraint medication
(N=122) (N=522) (N=818)

Variable N % N % N % p

Age (M±SD) 30.9±9.7 37.3±10.9 38.5±11.4 <.01
Women 18 15 256 49 303 37 <.01
Persons with a diagnosis

of schizophrenia 72 59 329 63 540 66 .21
BPRS score (M±SD)a

Within 7 days of admission 55.9±12.8 54.2±15.1 57.1±16.1 .012
4 weeks after admission 42.1±12.7 41.3±12.8 42.9±12.6 .208

a Brief Psychiatric Rating Scale. Possible scores range from 24 to 168, with higher scores indicating
greater symptom severity.



hospitalization. A diagnosis of schizo-
phrenia and higher scores on the
BPRS were significantly correlated
with receipt of coercive measures.
We found significant variations in rel-
ative frequency and type of measure
used in the ten countries. In most
countries medication, especially first-
generation antipsychotics or benzodi-
azepines, was used. Only in two coun-
tries included in the study (Germany
and Greece) were mechanical re-
straints used more often than the av-
erage. Seclusion was used more than
the average only in Italy and the
United Kingdom. In many hospitals
these special rooms for seclusion
were not available.

There are several limitations re-
garding our findings. Overall, only
about 50% of the eligible patients
were interviewed. This rate may be
seen as low in many other fields of
health research, but it has been de-
scribed as good for this type of study
in acute settings with difficult-to-re-
cruit patients (18). For the compari-
son of recruited and nonrecruited pa-
tients, only minimal data were avail-
able for the United Kingdom, which
did not suggest a selection bias on the
assessed characteristics (19).

We assessed between one and five
hospitals in each country (8). We
know that the variance in use of coer-
cive measures even between hospitals
in the same country is high (20).
Therefore, our results cannot be gen-
eralized. However, they seem to be
valid for the catchment areas that we
were able to describe in detail (8).

Data on use of coercive measures
were based on available documenta-
tion and additional sources. The rou-
tines for documentation of coercive
measures may differ between partici-
pating countries, and the number of
unrecorded or unreported measures
may also differ. However, all countries
used a uniform and standardized pro-
tocol for data collection and thorough-
ly gathered all available information.

Over the past decade, especially in
the United States, several programs
minimizing the use of coercive meas-
ures during psychiatric treatment
were launched, and these have been
discussed in several publications
(21–26). It was even found that re-
ducing compulsory treatment de-

creased financial expenditures (27).
Scanlan’s analysis (28) of recent liter-
ature described seven key strategies
for coercive measure reduction pro-
grams: change in policy or leader-
ship, external review or debriefing,
data use, training, consumer and
family involvement, increase in staff-
to-patient ratio or use of crisis re-
sponse teams, and changes in pro-
gram elements.

Similar trends are also evident in
some European countries (5). The
EUNOMIA team is of the same
opinion that during procedures for
involuntary hospital admission and
the admission itself, patients’ rights
should be recognized and interven-
tions should adhere to the principle
of the “least restrictive alternative”
(29). Avoidance of all coercive meas-
ures in clinical practice is an unreal-
istic goal for the time being. Coer-
cive measures are used in many hos-
pitals for acute patients (30) and reg-
ulated through legislation. There-
fore, acceptance of official national
guidelines (31) and even of Euro-
pean guidelines on regulating and
using and use coercive measures
(10,29) could be an appropriate step
in maximizing the individual free-
dom of psychiatric patients during
hospital treatment.

Conclusions
We evaluated a group of more than
2,000 detained patients in psychiatric
facilities in ten European countries.
For more than one-third of patients,
coercive measures were applied dur-
ing the first four weeks of involuntary
treatment. The ten countries varied
greatly in the frequency and type of
coercive measure used. Age, gender,
diagnosis, and severity of psy-
chopathology played an important
role in this regard. Overall, we did not
find any statistically significant influ-
ences of the technical characteristics
of countries (that is, number of psy-
chiatric hospital beds per 100,000,
number of staff per bed, and average
number of beds per room). Nonethe-
less, the influence of an individual
country was obvious. Therefore, we
share the opinion of other authors
(32)—that is, a country’s sociocultural
traditions, as well as its treatment cus-
toms in individual psychiatric facili-

ties, play a decisive role in this very
sensitive issue. However, this very im-
portant area of psychiatric care needs
further study. Future research proj-
ects could identify the factors in legis-
lation and clinical practice, including
important staff-patient interactions
(33), that could lead to a more con-
structive cooperation of all parties in-
volved. Currently, programs and
practice guidelines that would ration-
alize and minimize the use of coercive
measures in psychiatric facilities are
needed.
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