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Introduction: Treatment resistance and disengagement from mental health services are major obstacles in the treatment of dual diagnosis patients with Severe Mental Illness. The patients in this study were admitted to a long-term involuntary treatment facility.

Aim of the study: To study which patient experiences and perceptions are related to the outcome measures Subjective Quality of Life (SQOL) and Treatment Satisfaction (TS) during the long-term involuntary treatment.

Methods: Patients were invited for an interview by an independent researcher, which included self-report questionnaires. The structured interviews included self-assessing Helping Alliance, Insight, Attitude toward involuntary admission, Perceived coercion and Perceived benefit were studied as determinants of SQOL and TS. The relationship between the determinants and the outcomes were analyzed by linear regression analysis.

Results: Patient reported outcomes from dual diagnosis patients in a long-term treatment facility, showed that most of the patients, in spite of the involuntary character of the treatment, were satisfied with the treatment. With respect to the determinants of SQOL and TS the perceptions that “My opinion is taken into account” and “Perceived benefits of the treatment” are strong predictors of both the outcomes.

Conclusions: The current study shows that the most important aspects for treatment satisfaction and quality of life of dual-diagnosis patients admitted involuntary to long-term treatment, are being listened to (being taken seriously) and experiencing improvements during treatment. These qualities reflect the goals of Shared Decision Making and Perceived Procedural Justice in treatment. The study also corroborates earlier findings that even when treated involuntarily, patients might not hold particular negative views regarding their treatment.
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INTRODUCTION

Treatment resistance and disengagement from mental-health services are major obstacles in the treatment of dual diagnosis patients with Severe Mental Illness (SMI) and substance use disorder. About 50% of these patients do not respond well to integrated outpatient services (1), in part, because they lack stable, safe and supportive living arrangements.

There is evidence that long-term residential dual-diagnosis programs can be effective for dual- diagnosis patients who did not respond to outpatient treatment (2). However, when these programs are voluntary, their attrition rate can be as high as 75% (1). Long term compulsory treatment can be an option for patients who need mental healthcare and pose a severe risk to themselves or others, but continuously drop out of voluntary programs.

The patients in this study were admitted to a long-term compulsory treatment facility, based on a Dutch civil law court order. To obtain such order, an independent psychiatrist makes an assessment which is requested by the treatment provider. The assessment is sent to the judge, who decides to such an order or to an extension of the order every 6 or 12 month. The patients were at high risk of ultimate self-neglect and societal deterioration, and had been treated by all available means—including frequent compulsory hospital-admissions—without lasting improvements.

Because of the long-term and compulsory character, evaluation of the treatment is important from both a clinical and an ethical point of view: the treatment is seen as an “ultimum remedium” and the effects of the long-term compulsory treatment are unknown so far. Restricting patients autonomy over a long period of time seems at odds with the reforms in mental healthcare and is therefore controversial. Hence, evaluation of treatment effects is needed to indicate whether this type of compulsory impatient treatment benefits patients.

In a previous article (3) the clinical and functional outcomes of the treatment were reported. This article concerns the patient reported outcomes (PRO's) which are an essential part of the evaluation of the treatment.

Given the involuntary nature of the treatment in this study Treatment Satisfaction (TS) is an important measure since patients cannot discontinue their treatment when displeased with it. In addition more Treatment Satisfaction is associated with better clinical outcomes (4). Because of the long duration of the treatment, patients live in the clinic for a long time which makes their Subjective Quality of Life (SQOL) an issue of serious concern. Studies on homelessness show that having a house or somewhere to sleep where you feel reasonably safe is related to better quality of life (5, 6). However, these studies did not concern patients who were involuntarily committed to treatment.

Research into patients' views on their involuntary hospitalization was done in the InvolvE (7) and Eunomia (8) studies, two large European studies assessing outcomes of involuntary psychiatric inpatient treatment. Predictors of the outcomes were also studied and included the patient's perceived coercion, illness insight, experienced therapeutic relationship, feeling of justification of involuntary admission, and perceived benefits from inpatient treatment. An important conclusion from these studies was that even when patients are treated involuntary, patients might not hold particularly negative views regarding treatment (9). The concept of “Perceived procedural justice” (9) emphasizes the importance of how patients feel they are being treated during their hospitalization. This seems even more important than whether their treatment is voluntary or involuntary. Perceived procedural justice represents the patient's perception that others are acting out of genuine concern for them and that they are being listened to and treated with respect and fairness. The level of perceived procedural justice is positively correlated with TS (4).

The above studies concerned short-term involuntary treatment and had a retrospective character.

Here we aim to investigate which patient experiences and perceptions are related to the outcome measures Subjective Quality of Life and Treatment Satisfaction during long-term compulsory treatment in an inpatient setting. Identifying the determinants of Subjective Quality of Life and of Treatment Satisfaction may offer suggestions to improve these treatment outcomes and hence the experience of being committed to long-term compulsory treatment.



METHODS


Patients and Setting

Earlier this century the Dutch Government decided to establish a unique purpose-built long-term compulsory treatment facility, called Sustainable Residence (SuRe).

This new treatment facility was intended for homeless dual- diagnosis patients whom existing services considered to be treatment-resistant. Target population are dual diagnosis patients at high risk of ultimate self-neglect and societal deterioration, who cause considerable public nuisance. The patients have a long history of treatment (including multiple compulsory admissions) which did not lead to lasting improvements.

Patients can be hospitalized for as long as necessary on the basis of a court order determined by an independent psychiatrist and a civil law judge, the latter deciding on extension every 6 or 12 months. Treatment in SuRe is aimed at improving patients' quality of life and functioning to a level necessary for living in a less restrictive and less supportive environment.

Patients are involuntary admitted to SuRe and consequently the area is closed by a fence. After the first 2 weeks of admission patients have permission to (escorted) leave SuRe, mostly every day on agreed times. Additionally the only general obligation is to participate in alcohol and drug checks when entering SuRe. There is no other general form of compulsory care.

There are four criteria for admission to SuRe: (1) dual diagnosis (i.e. SMI and substance use disorder); (2) a history of homelessness; (3) failure of earlier treatment to achieve lasting improvement, despite the use of appropriate means, including multiple compulsory admissions and (4) the imposition of a civil-law court order for involuntary admission on the grounds of the risk of lasting danger to self or others. The main criterion for discharge from SuRe is a sufficiently reduced risk to oneself and/or others which is necessary for being discharged to a less restricted and less supportive setting.

To our knowledge, SuRe is the only treatment facility worldwide, in which dual-diagnosis patients are admitted for long-term compulsory treatment based on a civil court order.



Treatment

The treatment at SuRe, which is comprehensive and highly supportive, is delivered by nine multidisciplinary teams consisting of a psychiatrist, psychologist, case managers, residential supervisors, and domestic workers. Other disciplines such as a physician, nurses, social workers, creative therapists, psychomotor therapists, social juridical workers, activity supervisors, and a cultural anthropologist are also available. The treatment at SuRe is based on the principles of recovery: patient-centered, and focused on offering hope and perspective. All patients have a room or house in a closed area that was designed according the principles of a “healing environment.” This concept implies that the physical healthcare environment can make a difference in how quickly the patient recovers from or adapts to specific acute and chronic conditions.

The facility also has a crisis unit and a small unit for long, intensive care. Sure has a maximum capacity of 133 patients.



Study Design

For this study all patients who were in treatment at SuRe between January 2010 and November 2012 were invited for an interview by an independent researcher, which included self-report questionnaires. Because patients admitted to SuRe can be disorganized or have problems with concentration, we chose to conduct the questionnaires by interview, in which we read aloud the questions and answering verbatim. In this way we could check whether the patient understood the information and, if necessary, could elucidate it a bit more. Patients were interviewed yearly during the study period. For this study we used patients' first interview after admission.

The study protocol was reviewed and approved by the Dutch Medical Ethical Committee for the Mental Health Services and judged to be in accordance with the Dutch Medical Research Involving Human Subjects Act. (Metc nr: NL30019.097.09).



Instruments
 
Outcome Measures

Treatment Satisfaction (TS) and Subjective Quality of Life (SQOL) are important PRO's of mental healthcare and are often part of the Routine Outcome Assessments of treatment. Although Quality of Life and Treatment Satisfaction are strongly associated, they can provide distinct information independent from overlap (10).


Treatment Satisfaction

Patients' appraisal of the inpatient treatment was assessed with the Client's Assessment of Treatment scale (CAT) (11) which comprises seven items (i.e., “Do you believe you are receiving the right treatment for you?” “Does your psychiatrist understand you and is he/she engaged in your treatment?” “Are relations with other staff members pleasant for you?” “Do you believe you are receiving the right medication for you?” “Do you believe the other elements of treatment are right for you?” “Do you feel respected and regarded well?” and “Has treatment been helpful for you?”). Each item is rated on a scale from 0 (not at all) to 10 (yes entirely). The mean score of all items was used as outcome measure. Higher scores indicate more satisfaction with treatment. The CAT has been widely used with psychiatric inpatients, has good internal consistency and demonstrates good factorial validity and invariance (12).



Subjective Quality of Life

To assess subjective quality of life the Manchester Short Assessment of Quality of Life (MANSA) (13) was used. This instrument consists of twelve items regarding satisfaction with different aspects of life and life as a whole. The items are rated on seven-point Likert scales (1 = could not be worse, 7 = could not be better; mean score of all items used). The question about job satisfaction was excluded because none of the patients had a paid job during admission. A high score indicates a high quality of life. The MANSA has good validity and reliability. Besides the above questions on satisfaction, the MANSA contains four factual yes/no questions which are disregarded here.




Determinants

The following variables are studied as determinants of SQOL and TS: Helping alliance, Insight, Attitude toward involuntary admission, Perceived coercion, and Perceived benefit.


Helping Alliance

The patient's perception of the quality of the therapeutic alliance with treatment providers was assessed using the client version of the Helping Alliance Scale (HAS) (14). This scale includes five items covering basic elements of a therapeutic relationship, such as the extent to which the patient feels understood by his or her clinician and how much the patient's treatment reflects mutually agreed goals. These items are rated on 10-point scales. A sum score of the five items is calculated, a higher score indicates a better therapeutic relationship. Patients were asked to name the case manager they felt was most involved in their treatment and to answer the HAS items for their relationship with this person. In the analyses of the relationship of the HAS with the TS outcome, the first item of the HAS was omitted because it is identical to the first item of the CAT.



Insight

Level of insight into illness was measured using the Birchwood Insight Scale (BIS) (15). This is an eight-item self-report questionnaire consisting of three dimensions relating to patient insight: “relabelling of symptoms” (i.e., denying their pathological nature; sum of items 1 and 8), “awareness of mental illness” (sum of items 2 and 7) and “recognition of a need for treatment” (sum of items 3, 4, 5, and 6 divided by 2) and a total insight score (sum of all items). Each item is rated as “agree,” “disagree,” or “unsure,” giving an item score of 1 for unsure, and 0 or 2 for agree and disagree depending on whether agreement with the statement indicates good insight (the items are counterbalanced for response valence). For this study in dual diagnosis patients we used two versions of item 7 of the BIS: the original version on awareness of “mental illness” and—because we studied dual diagnosis patients—we added a second version inquiring about awareness of “an addiction problem.” We took the mean score of both as score on item 7. An outcome of 3 or more on a subscale and 9 or more on the total scale indicates good insight.



Attitude Toward Involuntary Admission

Three questions assessing the attitude toward involuntary admission were derived from the InvolvE study (7). The first assesses “Justification of admission” by the question: “Today, do you find it right or wrong that you were admitted to the hospital?” Responses could be rated on a scale from 0 (entirely wrong) to 10 (entirely right) and were later dichotomised as un-justified (0–5) and justified (6–10) to indicate a generally negative or positive attitude toward the involuntary admission.

The second question assessed “perceived risk to self,” and read “Do you think you posed a risk to yourself when you were admitted to SuRe under the Mental Health Act?” The third question assessed “perceived risk to others” by “Do you think you posed a risk to others when you were admitted to SuRe under the Mental Health Act?” Responses to these latter questions were rated as 0 “no” and 1 “yes.”



Perceived Coercion During Treatment

To assess perceived coercion, the following three questions, based on the McArthur Perceived Coercion Scale (16):

“I feel free to participate or not in the treatment,” “As for treatment my opinion is taken into account,” and “I decide whether or not to take medication.”

Response options for these questions were “agree,” “unsure,” and “disagree,” which were dichotomized into (1) agree vs. (0) “unsure” or “disagree.” Higher scores indicate less perceived coercion.



Perceived Benefit

Perceived benefits from the inpatient treatment was assessed by the question: “With regard to your mental health and addiction problems, how do you feel now in comparison to when you were admitted?” This question was derived from the InvolvE study (17) (Katsakou, Personal Communication). Responses could be rated on a scale from 0 (much worse) to 10 (much better). A score of 6 or more was taken to indicate perceived improvement of mental health and addiction problems.





Analysis

Descriptive statistics were used to depict the scores on the outcomes and determinants. Patients who participated in the study were compared to those who did not, on their demographic and clinical characteristics. Subsequently the relationships between the determinants and outcomes were analyzed by linear regression analysis. This was carried out for each outcome separately and in two steps. First the association between individual determinants and outcomes listed above was examined by univariate linear regression analysis. Second, to explore which variables were independent determinants of the outcome variable, we performed a multivariate linear regression analysis including all determinants with a significant association at an alpha level of 0.05 or less in the univariate analyses. The goodness of fit of the univariate and multivariate models was evaluated by the proportion of variance of the outcome variable explained by the determinants included in the model; i.e., by the Beta-square for the univariate models and the R-square statistic for the multivariate model including the significant determinants only. Both in the univariate and multivariate models, the Beta statistic of each determinant is an effect size measure for the strength of the association between that determinant and the outcome variable. The absence of multicollinearity in the multivariate models was checked by testing for all determinants whether the tolerance (i.e., the proportion of variance of the determinant not explained by the other determinants included in the model) was 0.20 or more.

The time of assessment after admission varied widely between patients. All linear regression analyses were therefore controlled for time of assessment after admission to SuRe.




RESULTS

During the study period 156 patients were treated in SuRe. Fourteen patients did not want to participate in the study interview and fourteen could not participate for several reasons (e.g., being discharged before an interview was arranged or because of psychological problems). In Table 1 the demographic and clinical characteristics of the participants and non-participants are compared.


Table 1. Demographic and clinical characteristics of dual diagnosis patients admitted to SuRe.
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In terms of age, sex, education and diagnosis, non-respondents did not differ from respondents.

The study sample was predominantly male and represented a wide age range (from 22 to 59 years). Upon referral to SuRe patients had, almost without exception, been diagnosed with a psychotic disorder, particularly paranoid schizophrenia (58.2%) and disorganized schizophrenia (15.0%). In addition, almost all had a substance use or dependence disorder, usually involving multiple drugs. A substantial proportion of the patients had borderline intellectual functioning or less (defined as an IQ < 85). Over half, the patients had a low educational level (elementary school or less).

Table 2 presents the distribution of assessments of Treatment Satisfaction, Subjective Quality of Life and the determinants. With respect to Treatment Satisfaction, 51.4% had a mean score of 7 or more which can be taken to indicate they are reasonably to very satisfied with the treatment. 34.5% of the patients had a mean score of 5 or lower indicating dissatisfaction with the treatment. Concerning Quality of Life 5.4% had a mean score below 3 which was labeled as “very dissatisfied” or worse and 26.8% a score of 5 or more, which referred to “reasonably satisfied” or better. The largest group (67.8%) rated between 3 and 5. The determinant Insight shows that 31.2% had good insight on the aspect of “Relabeling of symptoms,” 10.9% on “Awareness of mental illness,” 48.6% on “Recognition of a need for treatment,” and 17.3% on the Total insight scale. Almost 4 out of 10 patients judged their involuntary admission as right. Most of the patients (76.0%) experienced improvements of their mental health problems.


Table 2. Distribution of treatment satisfaction, subjective quality of life and determinants assessed.
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Table 3 presents the associations of the determinants with Treatment Satisfaction. The table shows that all determinants have aspects which are significantly associated with Treatment Satisfaction in univariate analyses. For Insight the aspect “Relabeling of symptoms” was not significantly related. The same is found for the aspects “Perceived risk to self” and “Perceived risk to others,” which are part of the determinant “Attitude toward involuntary admission.”


Table 3. Determinants of treatment satisfaction.

[image: Table 3]

The multivariate analysis shows that four variables prove to be independent determinants of Treatment Satisfaction. These are (in order of effect size): “Recognition of need for treatment,” “My opinion is taken into account,” “Justification of admission,” and “Perceived benefits from inpatient treatment.” These four determinants together explain 55% of the variance in Treatment Satisfaction. The minimal tolerance of the determinants was 69% indicating that there was no multicollinearity between the determinants.

Table 4 presents the associations of the determinants with the Subjective Quality of Life. It shows that all determinants have aspects which are significantly related to Subjective Quality of Life in univariate analyses, with the exception of the Helping Alliance. Recognition of a need for treatment, the feeling that the admission was justified, that the treatment is beneficial, feeling free to participate in treatment and that there is consideration for one's opinion are positively related to SQOL.


Table 4. Determinants of subjective quality of life.
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Multivariate analysis, however, shows that these determinants overlap to some extent. Only the perceptions of benefit of treatment and consideration of one's opinion prove to be independent determinants of SQOL. Together these two determinants explain 29% of the variance of SQOL and show no multicollinearity with a tolerance of 91% between the determinants.

There are some differences in the associations of the determinants with the outcome variables. In the univariate analyses the variables “Awareness of illness” and “I decide whether or not to take medication” are related to Treatment Satisfaction but not to Quality of Life.



DISCUSSION

In this study we investigated determinants of treatment satisfaction and quality of life in dual diagnosis patients in a long-term compulsory treatment setting. Patients admitted to SuRe proved to be rather satisfied with their treatment with 51.4% scoring on average 7 or higher on 10-point scales and 34.6% scoring on average a 5 or less indicating dissatisfaction with the treatment. 65.4% had an average score above 5. This is comparable to a fluctuating 58–66% above 5 over the 1 year follow-up period of the InvolvE study on short-term involuntary treatment. With respect to their quality of life, 5% of the patients indicate they were very dissatisfied with their lives as a whole and 27%, on the other hand, that they were reasonably to very satisfied.

These figures show that, in spite of the involuntary character of the treatment, most of the patients were satisfied with the treatment. At the same time: there is room for improvement in treatment satisfaction and especially quality of life of patients admitted to long-term compulsory treatment. Determinants of these patient experiences may provide suggestions how to improve this during the treatment.

With respect to the determinants of treatment satisfaction and quality of life of patients admitted to a long-term compulsory treatment, we found that the feeling that one's opinion is taken into account and that the treatment is beneficial are strong independent predictors of both patient outcomes. This suggest that participation of patients in treatment and sincerely listening to and considering the patient's opinion on treatment decisions and treatment effects, may contribute to a more positive experience of being admitted compulsory. This is in line with the results of studies on the effects of Shared Decision Making (SDM) in somatic and mental healthcare in general, which show that SDM is positively related to cognitive-affective outcomes of treatment, such as patients satisfaction, but not distinctly to behavioral and health outcomes such as quality of life (18). That we in contrast did find a positive relationship between feeling one's opinion is taken into account and the quality of life of the patients, may result from the long-term commitment of the patients in our study to the treatment facility, whereas most SDM studies were conducted in an outpatient or short-term setting (18). It may be worthwhile to take this difference in treatment setting into account in studies on the effect of SDM on the quality of life of the patients.

For treatment satisfaction we found two additional independent predictors: “Recognition of a need for treatment” and “Justification of admission.” Although the patients of SuRe have a relatively poor illness insight (overall 17.3% had good insight) compared to 48% in a study by Tait et al. (19) and 50.7% in a study by Quee et al. (20), recognition of the need for treatment proves to be the strongest determinant of treatment satisfaction in our study, and about half of the patients scored well on this aspect of illness insight. This high number is remarkable, because in the EUNOMIA study it is reported that the diagnosis schizophrenia, which is dominant among the patients of SuRe, is associated with a lack of insight, and patients of SuRe are typically care-avoidant and need to be admitted involuntarily. Nevertheless, realizing one's need for treatment appears to be an important prerequisite for experiencing the treatment—although administered compulsory—as satisfying. In addition, “Justification of admission” is another strong determinant of treatment satisfaction and 40% of the patients studied judged their involuntary admission to be justified. This again is at odds with the negative views on admission found in the Eunomia study (21) among patients with schizophrenia. Long term commitment to compulsory treatment may influence patients' view of the necessity and justification of their admission to treatment, and this may be another prerequisite for satisfaction with the treatment received.

The above observations underscore the conclusion of the InvolvE study (7) that “even when treated involuntarily, patients might not hold particularly negative views regarding their treatment.” In this context several authors point to the importance of “Perceived procedural justice” for patient satisfaction in involuntary treatment (9). This concept means that patients should feel that staff treats them respectfully, genuinely cares about their wellbeing and do not restrict their autonomy unnecessary but invite them to participate in treatment decisions. The present study shows that “Perceived procedural justice” is also crucial for a positive effect on patients outcomes of long-term inpatient treatment of compulsory admitted dual-diagnosis patients. For patients who express that they are dissatisfied with treatment or dissatisfied with their life, this would mean that staff should increase their efforts to show they care about these negative feelings and are willing to support these patients and adjust treatment where possible.

In a previous study we showed that the life history of most of the patients committed to the long-term compulsory treatment prove to be extremely troublesome (22). The ambitions for treatment should therefore be realistic and in accordance with these adverse circumstances. In another study we showed, however, that treatment gains can be attained by long-term compulsory inpatient treatment, so that 42% of the patients can be referred to a less restrictive and less supportive setting within 4 years (3). This is supported by the fact that in the current study 76% of the patients indicated that they experienced improvements in mental health during their treatment.



LIMITATIONS

Several limitations of the current study need to be addressed. First, the patients interviewed were in a dependent position, in which they may not have felt free to speak their mind although the interviews were carried out by an independent researcher. This cannot be ruled out, but our experience is that many of these patients do not feel hesitant to tell us what they think of care providers and their involuntary admission. We accepted the critical notes they expressed in this study, and feel encouraged to stimulate free expression of opinion in our patients and participation in their treatment decisions. Second, the time between assessment and admission varied widely between the interviewed patients. The limited number of interviews available, and especially of repeated interviews of the same patients, did not permit studying any changes in treatment satisfaction and quality of life during admission. We therefore had to settle for correction of time since admission in the analyses. This time varied between 8 days and 3½ years. Finally, this study is cross-sectional and does not allow for causal inferences. Differences in attitude to admission, perceived coercion, therapeutic relationship, and perceived benefits may not only affect treatment satisfaction and quality of life, but may also be affected by these overall evaluations of treatment and living situation. The “determinants” studied provide more specific indications of which elements of treatment are evaluated positively or negatively by patients, and we interpret these as suggestions for treatment to focus on in order to try to improve patient outcomes.



CONCLUSIONS

The current study shows that the most important aspects for treatment satisfaction and quality of life of dual-diagnosis patients admitted involuntary to long-term treatment are being listened to (being taken seriously) and experiencing improvements during treatment. These qualities reflect the goals of Shared Decision Making and Perceived Procedural Justice in treatment, and may be used to guide efforts to improve involuntary treatment. The study also corroborates earlier findings that even when treated involuntarily, patients might not hold particular negative views regarding their treatment.
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