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a review

Katsakou C, Priebe S. Outcomes of involuntary hospital admission — a
review.

Introduction: This paper reviews studies on outcomes of involuntary
hospital admissions in general adult psychiatry, and predictors of
outcomes.

Method: Studies assessing observer-rated clinical change and self-rated
outcomes were identified. Relevant databases were searched and
authors were contacted. Studies were classified according to quality
criteria.

Results: Eighteen studies fulfilled the inclusion criteria. Most
involuntarily admitted patients show substantial clinical improvement
over time. Retrospectively, between 33% and 81% of patients regard
the admission as justified and/or the treatment as beneficial. Data on
predictors of outcomes is limited and inconsistent. Patients with more
marked clinical improvement tend to have more positive retrospective
judgements.

Conclusion: A substantial number of involuntary patients do
retrospectively not feel that their admission was justified and beneficial.
At least for this group, new approaches might have to be considered.
Larger studies are required to identify predictors on which patients are
likely to fall into this group.
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e On average, involuntarily admitted patients show clinical improvement and, at follow-ups, view their

admission and treatment rather positively.

e However, a substantial percentage of patients do retrospectively not feel that the admission was

justified and beneficial.

e It appears important to identify predictors of outcomes, so that new approaches may be considered
for patients who are likely to have a less favourable outcome and remain dissatisfied with admission

and treatment.

Considerations

e The quality of the reviewed studies varies, and the sample sizes are rather small.
e [t is not possible to determine to what extent differences between the results of the reviewed studies
reflect true differences in outcome or are due to different methodologies used.

e There is little systematic research on predictors of outcome.

232



Introduction

Involuntary hospital admissions have been part of
modern psychiatry since its beginnings more than
200 years ago. They are now practised more or less
throughout the entire world, although the corres-
ponding legislation and the frequency of involun-
tary admissions significantly vary between countries
(1). There has been much debate on the ethical
justification, appropriate legislation and best prac-
tice of compulsory treatment in mental health care
(2-11). Empirical evidence on the outcomes of
involuntary admissions and subsequent in-patient
treatments might inform these debates.

Aims of the study

This review therefore explores the evidence on
involuntary admissions in general adult psychiatry
and addresses the following questions:

1) What are the outcomes of involuntary hospital
admission and subsequent in-patient treat-
ment in terms of observer-rated clinical
change and patient-rated outcomes?

i1) What socio-demographic and clinical charac-
teristics of patients predict more or less
favourable outcomes? This question is of
particular relevance to practice, because — if
outcome varies — the challenge is to identify
those patients with a poor outcome so that
new policies and clinical approaches can be
developed for that group.

Material and methods

A literature search was performed in June 2004 in
several electronic databases — i.e. Psychinfo, Med-
line, Premedline, Embase — using the following
keywords: coercion, commitment, detention,
restraint, involuntary/compulsory/formal/forced
admission/treatment, outcome and treatment.
These keywords were exploded and combined, if
possible, in the databases. References within each
article were searched to locate more papers.
Personal correspondence with authors and other
experts in the field until August 2005 helped
identify more relevant papers and/or clarify issues
in the included papers.

The following inclusion and exclusion criteria
were used: studies were only included if they 1) had
assessed outcomes of involuntary hospital admis-
sion and subsequent treatment, ii) had recruited
patients from acute general psychiatric wards, iii)
used a quantitative methodology, and iv) were
published in English.

Outcomes of involuntary admission — review

Studies were excluded if they i) were conducted
in units for eating disorders, forensic or drug
addiction units, ii) investigated treatment outcomes
in mixed samples of involuntary and voluntary
patients, with no separate analysis for the invol-
untary group (12—17), and iii) explored the process
of involuntary admission and feelings of perceived
coercion during admission without reporting out-
comes of the subsequent treatment (18-23).

A number of criteria were defined a priori to
assess the methodological quality of each study:
the design of the study (i.e. prospective vs. retro-
spective); the clarity of inclusion criteria; the
sample size (<50 vs. =50); the response and
attrition rates (each <50% vs. 250%); the analysis
and reporting of differences between eligible
patients who did and did not respond (response
bias), and between patients who were interviewed
and dropped out at follow-up (attrition bias); and
the status of the interviewers (independent vs.
involved in patients’ care). The presence of all
quality criteria was rated and used to form a total
score between 0 and 8 for each study. Studies were
allocated to three groups with low quality (0-2),
medium quality (3—5) and high quality (6-8).

An extraction sheet adapted from other system-
atic reviews (24) was used to extract and document
all relevant information of each paper. The sys-
tematically obtained aspects included sample char-
acteristics, time(s) of assessment, outcomes
examined, instruments and results and the above
quality criteria.

The findings are presented descriptively. As the
designs used and outcome criteria assessed in the
studies varied significantly, it appeared not
appropriate to conduct a meta-analysis on the
results. Findings from all included studies are
presented, and quality scores are taken into
account for both the presentation and the inter-
pretation of findings.

Results

A total of 521 abstracts were considered, but only
23 papers met the inclusion criteria (25-47). These
papers reported results of 18 studies, nine of which
are prospective and nine retrospective.

Samples

The sample sizes range from 16 to 138 participants.
In most of the studies, the samples are recruited
from acute state psychiatric wards and have
comparable characteristics. However, some studies
applied different inclusion criteria and assessed
more specific subgroups. A more detailed
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presentation of the sample characteristics, sizes, as
well as response and attrition rates is given in
Table 1.

Times of assessment

In prospective studies, the first interview is usually
conducted within a few days after admission and
another one before discharge. Only three studies
followed up patients beyond discharge (25, 31, 39).
In retrospective studies, the time points of assess-
ment show more variation. In four studies, patients
were assessed within the first 25 days after admis-
sion (30, 32, 34, 36) and in two studies close to
discharge (26, 41). In the remaining three studies,
patients were interviewed after longer periods of
time, i.c. between 4 months and 3 years after
discharge (27, 28, 37) (details see Table 1).

Quality of the studies

There were nine low quality studies (26, 27, 31, 32,
34-37, 41) six medium quality studies (25, 28-30,
33, 47) and three high quality studies (39, 42, 46).
Three studies scored 0, and no study had a score
over 6. Only seven out of the 18 studies described
their samples in a clear and unambiguous manner
(33, 35, 36, 39, 42, 46, 47). Eleven studies had a
sample size equal to or over 50 (between 50 and 138)
(25, 28, 29, 30-33, 37, 39, 42, 46), and nine had a
response rate equal to or over 50% (25, 28, 29, 30,
36, 39, 42, 46, 47). Comparisons between partici-
pants and non-participants were made in only two
studies (28, 30), and no study compared the
characteristics of participants who dropped out
with those who remained in the study. Lastly,
interviewers who were not involved in patients’ care
were used in only six studies (29, 39, 42, 46, 47, 34).

Observer-rated clinical outcomes

Observers were either clinicians involved in the
patients’ care or independent researchers. They
mostly rated patients’ global clinical progress in
terms of functioning and symptoms after involun-
tary hospital treatment. Overall, patients showed
improvements in symptoms and/or functioning at
discharge and within the next 4 months. This has
been found in studies of different quality including
two high quality studies (39, 42, 35).

Self-reported outcomes

Patients were mostly asked to rate a number of
different but related outcomes. More specifically,
their attitudes on the following five aspects of their
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admission and/or treatment were investigated,
using different questions.

A construct that was assessed in the majority of
studies are participants’ views on their need for
hospital admission and treatment in general, i.e.
not necessarily related to the involuntary nature of
the admission. Findings indicate that 33-68% of
patients rate their admission as correct or neces-
sary (31, 39, 46, 47, 34, 41, 29). When the
percentage of patients explicitly expressing negat-
ive views is reported, 28-48% of interviewees
believe that they did not need hospital admission
(34, 41, 47). All but one of these investigations
assessed participants at (or close to) discharge. In
high quality studies, 47-66% of the participants
believe at discharge that it was right that they were
admitted (39, 46). Apart from one low quality
study (41), all studies specifying both positive and
negative views indicate that the number of partic-
ipants viewing their admission positively is higher
than those with negative views.

Patients were also asked to assess, more specif-
ically, their involuntary admission and whether
such a compulsory intervention was justified in
their case. A total of 39-75% of participants in
different studies report retrospectively that it was
right that they had been involuntarily admitted and
treated, whilst 10-47% of the interviewees expli-
citly state that their involuntary admission was
unjustified (27, 28-30, 32, 36, 37). Although no
high quality studies address this issue, results from
all investigations but one medium quality study
(30) illustrate that the number of patients reporting
positive views is higher than those holding negative
attitudes. Furthermore, results suggest an associ-
ation between patients’ views and the length of
time that has elapsed since the admission: patients’
views tend to become more positive over time (31).
Within the first 25 days after admission, 39-58%
believe that their admission was correct (30, 32,
36). In interviews between 4 months and 3 years
after admission, between 66% and 75% report
positive views on their admission (27, 28, 37).

Another commonly assessed outcome criterion is
patients’ perceived benefits from their treatment.
Findings indicate that 39-81% of patients perceive
their hospitalisation as helpful, whereas between
6% and 33% perceive no benefits or even feel
harmed by their treatment (33, 25-28, 30, 32, 34,
36). Yet, there are no high quality studies exploring
this issue. One medium quality study found that
only 46% of patients who are assessed close to
admission state that their involuntary admission
was helpful (30). In two other medium quality
studies, however, 73-75% of patients report bene-
fits from their treatment, when interviewed
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approximately a year after their admission (28, 25).
Interestingly, the impact of time on patients’ views
reported above seems to hold for patients’ percep-
tions on whether they benefited from their treat-
ment.

Furthermore, when patients were specifically
asked to report whether they thought they had
clinically improved after receiving involuntary
treatment, 68—76% of them stated in two high
quality studies that they felt better (42, 46).

Several studies, including two high quality ones
(42, 46), address the issue of patient satisfaction
with treatment. Findings suggest that 46-73% of
patients report to be satisfied with the treatment
they received (42, 46, 26).

Results
- In both studies, 61-62% thought

that it was right that they were
admitted (or that they should

have been admitted earlier),
whereas 28-32% believed that

they should not have been

admitted.

Instruments
Swedish studies [Kjellin et al.,

Single items used in previous
1993; 1997 (39, 42)]

Predictors

One high, two medium and one low quality study
explore predictors of more positive or negative
patient views. Only a limited number of baseline
characteristics are considered as predictors, i.e.
age, gender, diagnosis, marital status and number
of previous hospitalisations. Other characteristics
such as ethnicity have not been tested as predictors
in any of the studies. In the high quality study, no
significant differences were found in terms of age,
gender and diagnosis between patients who did and
did not report improvement (42). In the medium
quality studies, findings are inconclusive, as differ-
ent variables — such as age and gender — are found
to have a significant predictive value in different
studies. Two studies (29, 33) suggest that patients
with a more marked clinical improvement tend to
report more positive views on their hospitalisation.
Data on predictors of outcomes are presented in
Table 2.

Main outcomes examined

- Perceived need for

treatment

Times of assessment
- T1: within 5 days after

admission
- T2: at discharge or after

3 weeks of care

Response rate (RR)
Attrition rate (AR)

(second study)

(second study)
AR: 16% (first study), 13%

RR: 83% (first study), 67%

Discussion

The evidence reviewed in this paper suggests that
patients show significant clinical improvement
after involuntary treatment, although this con-
clusion is mainly based on single global func-
tioning scores. Furthermore, patients’ assessment
of their involuntary admission and subsequent
treatment seems to be rather positive than
negative. The number of participants who retro-
spectively report positive views on the justifica-
tion of their involuntary admission, their initial
need for hospital treatment and their perceived
benefits from treatment in almost all studies is
higher than those who explicitly express negative
views. Thus, both the observed outcomes as well
as patients’ personal evaluation of their involun-
tary hospitalisation are rather positive than

Sample
- Second study: 49 involuntary

- First study: 44 involuntary
patients

Two studies:
patients

Continued

t0nly those who reported at T1 that they did not expect any benefits from hospitalisation were assessed at T2.

*Only those who had negative views towards commitment were assessed at T2.

+0nly 45% of the sample with complete data were included in the analyses.

(47) Sweden/prospective/

Author/year/citation/origin/

design/quality score

Wallsten et al., 2004.
medium quality

Table 1.
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Table 2. Predictors of outcomes

Outcomes of involuntary admission — review

Author/year/citation/origin Predictors examined

Results

Kane et al., 1983. (29) USA - Diagnosis
- Number of previous
hospitalisations

- Remission of symptoms

- Men believed more strongly than women that their involuntary admission was wrong.
- Patients with more previous hospitalisations felt that they had benefited less from treatment.
- Patients achieving remission expressed more positive attitudes

- Age
- Gender

Bradford et al., 1986. (32) Canada - Age - No significant associations were found between predictors and
- Gender patients’ perceived benefits from hospitalisation

- Marital status

Beck and Golowka, 1988. (33) USA - Diagnosis - Patients who were diagnosed with either schizophrenia or affective disorders
- Improvement were more likely to report benefits at discharge.
- Gender - Similar trend (but non-significant) for those who improved.
- Age - Younger patients were more likely to report benefits from treatment
Kjellin et al., 1997. (42) Sweden - Age - No significant relationships were found between predictors and reported improvement
- Gender
- Diagnosis

negative. However, a significant proportion of
interviewees — up to 48% — continue to hold
negative views in the various self-reported out-
comes.

Some studies suggest that the length of time
since admission might be an important factor
influencing self-rated outcomes, as patients appear
to report more positive views when interviewed
after longer periods of time. Yet, the variance in
the length of time between admission and interview
does not account for all the variation in results.

The variation in outcome underlines the import-
ance of identifying predictors. Yet, there is a
considerable lack in research on predictors of
outcomes, which would help clarify the reasons
why some patients show substantial improvement
and/or positive attitudes, whereas others are dis-
pleased with the treatment they received or do not
improve clinically. It is, therefore, crucial to
explore why there are such discrepancies in
patients’ views, and what individual characteristics,
process variables and treatment components are
linked to different outcomes. By identifying these
factors, patient groups who are more likely to have
an unfavourable outcome can be identified and
new treatment methods may be considered for
those groups. Moreover, admission or treatment
characteristics that patients find harder to accept
can be reviewed and possibly improved.

Limitations

This review aims to summarise the existing
research in the field of outcomes of involuntary
hospital admission and their predictors. Various
difficulties complicate such an attempt. Most of
these problems refer to the methods used in the
studies reviewed here.

The sampling procedures applied in the studies
are inconsistent. In some studies, only subgroups
of the whole population of involuntarily admitted
patients were recruited (35-37, 41). Similarly, in
some follow-up assessments, only selected sub-
groups from the initial samples were followed up
(29, 33). Also, the times of assessment across the
different studies vary substantially, especially in
retrospective  studies.  Hence, = comparisons
between findings from different studies are some-
times problematic, as they refer to different
patient groups assessed at different points in
time. It is impossible to distinguish whether
different findings reflect true variation in out-
comes — e.g. because of differences in context,
patient characteristics and treatment, or changes
of views over time — or are due to methodolo-
gical inconsistencies or both.

One might conclude that research on outcomes
of involuntary treatment is still in a preliminary
phase. Subsequently, there are hardly any valid-
ated instruments to assess patients’ attitudes on the
justification of their (involuntary) admission and
treatment or their perceived benefits from it.
Therefore, in most of the studies different instru-
ments are used, even when similar constructs are
assessed (48). When similar items were used across
studies, there have been no systematic attempts to
devise structured scales based on these items, which
could be established as standards in this field of
research.

Apart from the problems arising from the
methodological shortcomings of the reviewed stud-
ies, there are a number of limitations in the
methodology of the review itself. The review only
included published studies and is therefore open to
publication bias. Only articles published in English
and quantitative studies were considered.
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Implications for future research

Research on involuntary in-patient treatment has
so far investigated a number of different outcomes,
using different methodologies and instruments.
Therefore, comparisons between studies are diffi-
cult to make and only a few unequivocal conclu-
sions can be drawn. Future research should more
precisely define the constructs reflecting outcome
and assess them in a more consistent way, prefer-
ably using the same measures and methods at
regular time points to obtain robust and compar-
able findings.

In addition, more research is needed on predic-
tors of more or less favourable outcomes to inform
practice and service development for defined
patient groups or interventions. Such research
should use sample sizes that provide sufficient
statistical power to identify predictors and their
potential interaction in influencing outcome, and
allow analysing outcomes in large enough sub-
groups with specific characteristics.
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