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Background: Involuntary admission is a common practice globally. Previous
international studies reported that patients experienced high levels of coercion,
threats and a range of negative emotions. Little is known about the patients’
experience in South Africa. The aim of this study was to describe the patient's
experiences of involuntary admission at two psychiatric hospitals in KwaZulu-
Natal.

Methods: A cross-sectional descriptive quantitative study of patients admitted
involuntarily was conducted. Demographic information was extracted from
clinical records and interviews were conducted with consenting participants at
discharge. The MacArthur Perceived Coercion Scale, the MacArthur Negative
Pressures Scale, and the MacArthur Procedural Justice Scale, of the MacArthur
Admission Experience Survey (short form) were utilized to describe participants’
experiences.

Results: This study comprised 131 participants. The response rate was 95.6%.
Most participants (n=96; 73%) experienced high levels of coercion and threats
(n=110; 84%) on admission. About half (n=61; 46.6%) reported that they felt
unheard. Participants reported feeling sad (n=68; 52%), angry (n=54; 41.2%), and
confused (n=56; 42.7%). There was a significant association between good insight
and a feeling of relief (p=0.001), and between poor insight and feelings of anger
(p=0.041).

Conclusion: The findings of this study confirm that most patients who were
admitted involuntarily experienced high levels of coercion, threats, and exclusion
from the decision-making process. Patient involvement and control of the
decision-making process must be facilitated to improve clinical and overall health
outcomes. The need for involuntary admission must justify the means.

involuntary, admission experience, coercion, psychiatry, South Africa

Introduction

The use of coercion in psychiatry is controversial because persuading someone to
be admitted to a hospital using force or threats infringes on an individual’s right to autonomy
and freedom of movement (1, 2). Coercion can be formal or informal. Formal coercion refers
to forms of coercion allowed by law, including involuntary admission, physical restraint, and
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forced pharmacological therapy (3, 4). Informal coercion is defined as
the use of techniques such as persuasion, inducement, and
interpersonal leverage to encourage admission (5).

It is debatable whether the benefit to a patient outweighs the risks
associated with an admission that is coerced (1). Furthermore, there
is good evidence from several international studies to show that an
involuntary admission in psychiatry evokes a wide range of negative
emotions (6-12), including anger, rage, despair (6) and confusion
(13). An involuntary admission has been described as a frightening
(9) and a “life-changing experience” (11), with patients reporting
feeling trapped, disengaged, disempowered and unsupported at
various stages of their admission (10).

The MacArthur Admission Experience Survey (MAES) (short
form) has been used by previous authors to document patients’
experiences of their involuntary admission (13-15). The experiences
are grouped into three clusters: (i) feelings of coercion or perceived
coercion, (ii) negative pressures, and (iii) voice or procedural justice.
Perceived coercion refers to an individuals experience of being
pressured to enter treatment (16), and can be psychological with an
external or internal source (4). Negative pressure refers to the
psychological or physical pressure that was exerted on the individual
at the time of admission (17). Procedural justice refers to fairness,
respect, and transparency regarding the decision-making process (18).

Previous research shows that factors associated with high levels of
perceived coercion included involuntary admission status, female
gender, insight, seclusion, and restraint (4, 19, 20). Negative pressure
scores in previous studies were significantly associated with
involuntary admission status, positive symptoms of schizophrenia
(19), male gender, a longer duration of illness, previous forensic
history, and individuals who came from extended family structures
(21), whilst perceived procedural injustice was significantly associated
with fewer negative psychotic symptoms, female gender, involuntary
status, and cognitive impairment (19).

Possible adverse consequences following an involuntary
admission include stigma (22), a negative therapeutic relationship (9),
poorer quality of life, longer length of hospitalization, increased
number of aggressive incidents and dissatisfaction with treatment (2).
Despite the negative experience associated with involuntary
admission, mental health laws globally permit coercive admission for
the treatment of patients with mental illnesses to restore health and
prevent harm to self or others.

As is the case with mental health legislation worldwide, the
procedure for the admission of involuntary patients in South Africa
(SA) has been carefully drafted (23, 24). According to the Mental Health
Care Act (MHCA) no. 17 of 2002, patients can be admitted to a health
establishment without their consent on the grounds of mental illness
under two sections: section 26 for the care of assisted mental health care
users and section 33 for the care of involuntary mental health care users.
Involuntary care is defined as the provision of health interventions to
people incapable of making informed decisions due to their mental
health status, and who refuse health intervention, but require such
services for their own protection, or the protection of others. An

Abbreviations: MAES, The MacArthur Admission Experience Survey; MPCS, The
MacArthur Perceived Coercion Scale; MNPS, The MacArthur Negative Pressures
Scale; MPJS, The MacArthur Procedural Justice Scale; BIS, Birchwood insight
scale; SA, South Africa; MHCA, Mental Health Care Act.
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application for involuntary admission is the first step in the process. The
patient must then be examined by two health care workers. One of these
two must be qualified to do a physical examination. If it is found that
the patient is indeed ill with a mental health condition, then the head of
the health establishment will issue an order for the patient to be admitted
involuntarily to that establishment (24).

However, in the face of a high patient burden, a lack of trained
mental health care workers and inadequate resource allocation for
mental health, the implementation of mental health law in SA has
been challenging (25, 26). For example, although a patient has a right
to appeal against his/her involuntary admission, this procedure is
delayed by poorly functioning Mental Health Review Boards (23).
Previous research has found that Mental Health Review Boards do not
visit hospitals frequently, do not communicate rulings timeously (27)
and have not been held to account when the rights of mental health
care users were disregarded (28).

Involuntary admission is a common practice in SA (27, 29), and
arecent study from a psychiatric hospital in SA found that involuntary
patients were more likely to have dignity-related complaints compared
to voluntary patients (30). It is also important to prevent a negative
involuntary admission experience because there is a suggestion that
an involuntary admission does not necessarily have to bring about a
feeling of coercion (31).

However, there is a dearth of information regarding the patient’s
experience of involuntary admission in SA. In this study, we,
therefore, aim to describe the patients’ experience of involuntary
admission and to discuss the possible associations of perceived
coercion with sociodemographic and clinical factors. We also
measured patient insight and examined possible associations with
experiences of coercion. This study was restricted to involuntary
patients because there is a shortage of psychiatric beds in the region
leading to hopelessly overcrowded wards. Hence most admissions to
the psychiatric hospitals are either involuntary or assisted (27).
Gaining an understanding of the involuntary patient experience in
SA will assist in the development of policies to enhance the care and
treatment of patients who are coerced into admission.

Materials and methods
Study design

This was a descriptive quantitative, cross-sectional study.
Information was gathered from a chart review combined with a
structured patient interview at discharge.

Study location

This study was conducted at King Dinuzulu Hospital Complex
and Town Hill Hospital in KwaZulu-Natal, South Africa. King
Dinuzulu Hospital Complex is in Sydenham, Durban. This public
hospital offers mental health services at both a district and specialized
level to patients who live in the surrounding area. Patients are referred
to the specialized psychiatric service from all the general hospitals in
area one of KwaZulu Natal. Townhill is a public hospital in
Pietermaritzburg that provides specialized psychiatric services for
areas two and three of KwaZulu Natal.
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Study population and sampling strategy

Involuntary patients above the age of 18years who were
admitted at the study sites under section 33 of the MHCA 17 of
2002 were informed about the study by the treating medical
practitioner upon discharge from the ward. Patients who were
willing to participate in the study were then referred to the
principal investigator (PI). Patients were interviewed by the PI
independently. Participants who could provide informed consent
were recruited for the study by the PI. The treating medical
practitioner and PI emphasized that participation in the study had
no bearing on the current and future care and treatment of the
patient. Patients diagnosed with a neurocognitive disorder or
intellectual disability were excluded. The study participants were
selected from the total number of involuntary admissions
admitted over a 6-month period using nonprobability
purposive sampling.

Data collection methods and tools

Patients were interviewed using two scales. The MAES was used
to assess the admission experience, and the Birchwood Insight Scale
was used to measure insight. The MAES has been validated for use in
America, Europe, China, and French-speaking countries (14, 17, 32,
33). Although the MAES (short form) has not been validated in SA, it
has been used to investigate the admission experience of involuntary
patients in other low and middle-income countries such as Pakistan
(13) and India (34).

Interviews were conducted in English. The principal investigator
is fluent in English and Isizulu and she was therefore able to provide
clarity for those patients whose first language was not English.
Demographic and clinical information was extracted from the clinical
records and MHCA forms at discharge.

The MAES (short form) is a 16-item questionnaire that allows
for the computation of four subscales and a total score. The MAES
measures perceived coercion, negative pressures, procedural
injustice, and affective reactions. In this study only the first three
of the four subscales were scored. The MacArthur Perceived
Coercion Scale (MPCS) is a measure of freedom of choice and
initiative around the admission (16). The MacArthur Negative
Pressures Scale (MNPS) is a measure of the use of force or threats
during the admission treatment, whilst the MacArthur Procedural
Justice Scale (MP]S) is a measure of the participant’s perception
about the opportunity to voice their opinion regarding
hospitalization (33).

The MPCS is scored on a scale from 0 to 5, the MNPS, is scored
from 0 to 6, and the MP]JS, is scored from 0 to 3. In this study a
score of >3 on the MPCS was classified as high perceived coercion
and a score of >4 on the MNPS was considered as high negative
pressures. A score of 0-1 on the MPJS was considered as high
procedural injustice as lower scores indicate higher injustice. This
classification is in keeping with international studies utilizing the
same scale.

The Birchwood insight scale (BIS) is an 8-item scale measuring
insight with a total possible score of 0-16 (35). The BIS has been used
in South African studies to assess insight in Schizophrenia (36, 37). A
score of 9 or more was classified as good insight (35).
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Data analysis techniques

The data was entered into a REDCAP database (38). STATA SE
version 17 was used to analyze data. Descriptive statistics are presented
using frequencies, percentages, and measures of central tendencies.
We dichotomized scores of the MAES and the BIS into high and low
scores as explained in the methods section. Pearson’s Chi-squared test
was used to test for association between dichotomous
sociodemographic variables and dichotomized MAES and BIS scores.
The Fischer’s exact test was used where groups in the categorical data
had frequencies of less than five. The Wilcoxon rank-sum was used to
test for association between non-parametric continuous data and
categorical data.

Ethical considerations

Permission was granted by the University of KwaZulu-Natal
Biomedical Research Ethics Committee, approval number
BREC/00000208/2019. The principal investigator also acquired
permission from the Head of The Health Establishments of the
hospitals and the KwaZulu Natal department of health. All participants
provided written, informed consent. Data collected was stored in a
password-protected REDCAP database.
investigator had access to identifying patient information.

Only the principal

Results

Of the 137 patients who were approached to participate in the
study, 131 consented. The response rate was 95.6%. The median age of
the sample was 28 years (IQR=23-37). Most participants were male
(n=87; 66.4%), black African (n=102, 77.6%), single (n=112; 85.5%),
unemployed (n=95; 72.52%), and had a secondary level of education
(n=46; 35.11%). More than half of the patients (n=71; 54.19%) passed
matric. Only three (2.29%) participants were not literate (Table 1).

In this sample, most of the participants had a diagnosis of a
psychotic disorder, which includes schizophrenia (n=52; 39.7%),
schizoaffective disorder (n=19; 14.5%), substance-induced psychotic
disorder (n=14; 10.7%), psychotic disorder due to another medical
condition (n=13; 9.9%), unspecified schizophrenia spectrum, and
other psychotic disorders (1 =6; 4.6%). In the “other” category, six
participants (4.5%) were admitted mainly for a non-psychotic
unipolar depressive disorder, three (2.29%) for adjustment disorder,
two (1.52%) for borderline personality disorder crises, and two
(1.52%) for substance intoxication or withdrawal (Table 1). Most
participants (73.3%) had to be sedated during admission, with just
over a third (35%) of the participants having been brought in by the
police. The median length of admission was 17 days (IQR 9-69).

Over two-thirds of the participants stated that it was not their idea
to come into the hospital (1=102; 77.9%) and that they did not have
a lot of control over whether they went to the hospital or not (1n=92;
70.2%). One in two participants admitted to feeling sad (n=68;
51.9%), 42.7% (n=>56) reported that they were confused, and 41.2%
(n=54) were angry about the involuntary admission. Confused, in
this instance, refers a state of not being clear about what is happening
regarding the involuntary admission process (39). About one in three
participants (n=48; 36.6%) reported being fearful. However, at
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TABLE 1 Demographic information.
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TABLE 2 Experience of the current admission using the MAES.

Variable N (131) % Question Participant answer N=131
Age, median (IQR) 28.45(23.99, 37.25) Angry False 75 57.3%
Gender Female 44 33.59% True 54 41.2%
Male 87 66.41% Do not know 2 1.5%
Ethnicity African 102 77.86% Sad False 62 47.3%
Mixed-race 11 8.40% True 68 51.9%
White 5 3.82% Do not know 1 0.8%
Indian 12 9.16% Pleased False 81 61.8%
Asian 1 0.76% True 48 36.6%
Home language IsiZulu 94 71.76% Do not know 2 1.5%
English 27 20.61% Relieved False 51 38.9%
Afrikaans 2 1.53% True 76 58.0%
Other 8 6.11% Do not know 4 3.1%
Marital status Single 112 85.5% Confused False 73 55.7%
Married 10 7.69% True 56 42.7%
Divorced 7 5.38% Do not know 2 1.5%
Cohabiting 1 0.77% Frightened False 82 62.6%
Other 1 0.77% True 48 36.6%
Number of children, median (IQR) 1.00 (0.00, 2.00) Do not know 1 0.8%
Type of housing Informal 17 12.98%
Formal 14 87.02% discharge more than half of the participants stated that they felt
Highest level of education | No education 3 2.29% relieved about the current admission (n=76; 58%), and one-third
Primary school 1 8.40% (n=48; 36.6%) were pleased regarding the admission (Table 2).
education The proportion of participants with high scores on the MPCS
High school 16 3511% (>3), MNPS (>4), and MPJS (0-1) was 73.3% (n=96), 84% (n=110),
education and 46.6% (n=61) respectively. Table 3 shows the associations
between various sociodemographic variables and the MAES
Matrie 7 28.24% sub-scores. There was no statistically significant association between
Tertiary incomplete 17 12.98% age, gender, race, marital status, level of education, diagnosis, and
Tertiary completed 17 12.98% employment and the three subscales of the MAES.
Employment status Unemployed 95 72.52% Regarding insight at discharge, most patients (n=113; 86.3%)
student , 5340 reported that they were mentally well, and that their recent stay in the
hospital was necessary (n=381; 61.8%). Around two-thirds (n=85;
Employed 21 16.03% 64.9%) said that some of their symptoms were made by their minds.
Self-employed 8 6.11% Just below a third (n=41; 31.3%) stated that they do not require any
Disability grant No 107 81.68% medication, and 32.8% (n=43) felt they did not need to be seen by
Yoo 2 18.32% a psychiatrist.
Those participants who had good insight were significantly more
Previously arrested No 103 78:63% likely to report feeling relieved about the admission at discharge
Yes 28 21.37% (p=0.001). Similarly, those participants who had good insight were
Use of substances No 32 24.43% more likely to report feeling pleased about the admission at discharge
Yes 99 75.57% (p=0.037). Those participants with poor insight were more likely to
report feeling angry (p=0.041) when compared to those with good
Type of substance used Tobacco 20 2041% insight. There was no significant association between level of insight
Alcohol 14 14.29% and perceived coercion (p=0.25), negative pressures (p=0.10) and
Cannabis 32 32.65% procedural justice (p=0.056; Table 4).
Other 32 32.65%
Diagnosis Psychotic disorders 104 79.39% D | SCUSS | on
Mood disorders 14 10.69%
Other 13 9.92% This study examined the admission experience of involuntary

IQR, inter quartile range.
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TABLE 3 Associations between MAES and sociodemographic factors.

10.3389/fpsyt.2023.1113821

Coercion Negative pressure Procedural injustice
Level n (%) Low High p-Value Low High p-Value High Low p-Value Test
35(26.7%) | 96 (73.2%) 21 (16.0%) 110 61 (46.6%) | 70 (53.4%)
(83.9%)
Age 26.0 27.0 0.51 24.0 27.0 0.30 24.0 27.0 0.53 Wilcoxon
(23.0,28.0) | (24.0,33.0) (20.0,30.0) | (24.0,33.0) (23.0,30.0) | (24.0,33.0) rank-sum
Gender: Female 11 (31%) 33 (34%) 0.75 7 (33.3%) 37 (33.6%) 0.98 21 (34%) 23 (33%) 0.85 Pearson’s
Male 24 (69%) 63 (66%) 14 (66.7%) | 73 (66.4%) 40 (66%) 47 (67%) chi-squared
Ethnicity: 26 (74%) 76 (79%) 0.35 16 (76.2%) = 86 (78.2%) 0.93 47 (77%) 55 (79%) 0.58 Fisher’s exact
African
Mixed-race 5 (14%) 6 (6%) 2(9.5%) 9 (8.2%) 6 (10%) 5 (7%)
White 0 (0%) 5 (5%) 1(4.8%) 4(3.6%) 1(2%) 4(6%)
Indian 4 (11%) 8 (8%) 2 (9.5%) 10 (9.1%) 7 (11%) 5 (7%)
Asian 0 (0%) 1(1%) 0(0.0%) 1(0.9%) 0 (0%) 1 (1%)
Marital status: 30 (86%) 82 (85%) 1.00 18 (85.7%) 94 (85.5%) 0.50 50 (82%) 62 (89%) 0.13 Fisher’s exact
Single
Married 3 (9%) 7 (7%) 3 (14.3%) 7 (6.4%) 5 (8%) 5 (7%)
Divorced 2 (6%) 5 (5%) 0(0.0%) 7 (6.4%) 6 (10%) 1 (1%)
Cohabiting 0 (0%) 1(1%) 0(0.0%) 1 (0.9%) 0 (0%) 1(1%)
Other 0 (0%) 1(1%) 0(0.0%) 1(0.9%) 0 (0%) 1 (1%)
Employment 27 (77%) 68 (71%) 0.22 16 (76.2%) = 79 (71.8%) 1.00 50 (82%) 45 (64%) 0.11 Fisher’s exact
status: Employed
Student 1(3%) 6 (6%) 1 (4.8%) 6 (5.5%) 1(2%) 6 (9%)
Employed 3 (9%) 18 (19%) 3 (14.3%) 18 (16.4%) 7 (11%) 14 (20%)
Self-employed 4 (11%) 4 (4%) 1 (4.8%) 7 (6.4%) 3 (5%) 5(7%)
Diagnosis: 28 (80%) 76 (79%) 0.076 16 (76.2%) 88 (80.0%) 0.83 48 (79%) 56 (80%) 0.44 Fisher’s exact
Psychotic
disorder
Mood disorder 1 (3%) 13 (14%) 3 (14.3%) 11 (10.0%) 5 (8%) 9 (13%)
Other 6 (17%) 7 (7%) 2(9.5%) 11 (10.0%) 8 (13%) 5(7%)
Educational 0 (0%) 3 (3%) 0.99 0 (0.0%) 3(2.7%) 0.38 0 (0%) 3 (4%) 0.17 Fisher’s exact
level: No
education
Primary school 3 (9%) 8 (8%) 0(0.0%) 11 (10.0%) 8 (13%) 3 (4%)
education
High school 13 (37%) 33 (34%) 10 (47.6%) 36 (32.7%) 23 (38%) 23 (33%)
education
Matric 10 (29%) 27 (28%) 8(38.1%) 29 (26.4%) 18 (30%) 19 (27%)
Tertiary 5 (14%) 12 (13%) 1(4.8%) 16 (14.5%) 5 (8%) 12 (17%)
education
incomplete
Tertiary 4 (11%) 13 (14%) 2 (9.5%) 15 (13.6%) 7 (11%) 10 (14%)
education
complete

using the MAES (short form) and identified several areas of concern. At
the time of the involuntary admission, most participants experienced a
subjective sense of being coerced, and stated that pressure or threats
were exerted on them by others. Every second patient reported that
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therefore reported feeling sad, angry, and confused.
However, at discharge the BIS showed that two thirds of the
sample recognized the need for the hospitalization, and more than

their opinions regarding the admission process did not matter. Patients
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TABLE 4 The associations between levels of insight and the MAES.

10.3389/fpsyt.2023.1113821

Poor insight Good insight
N (131) 48 (36.6%) 83 (63.4%)
Coercion Low 10 (21%) 25 (30%) 0.25 Pearson’s chi-squared
High 38 (79%) 58 (70%)
Negative pressure Low 11 (23%) 10 (12%) 0.10 Pearson’s chi-squared
High 37 (77%) 73 (88%)
Procedural injustice High 17 (35%) 44 (53%) 0.052 Pearson’s chi-squared
Low 31 (65%) 39 (47%)
Affective Reactions
Angry False 22 (46%) 53 (64%) 0.041 Fisher’s exact
True 26 (54%) 28 (34%)
Do not know 0 (0%) 2 (2%)
Sad False 19 (40%) 43 (52%) 0.23 Fisher’s exact
True 29 (60%) 39 (47%)
Do not know 0 (0%) 1(1%)
Pleased False 36 (75%) 45 (54%) 0.037 Fisher’s exact
True 12 (25%) 36 (43%)
Do not know 0(0%) 2 (2%)
Relieved False 28 (58%) 23 (28%) 0.001 Fisher’s exact
True 19 (40%) 57 (69%)
Do not know 1(2%) 3 (4%)
Confused False 21 (44%) 52 (63%) 0.064 Fisher’s exact
True 26 (54%) 30 (36%)
Do not know 1(2%) 1 (1%)
Frightened False 27 (56%) 55 (66%) 0.33 Fisher’s exact
True 21 (44%) 27 (33%)
Do not know 0 (0%) 1 (1%)

one third admitted that they were pleased they were admitted. There
was a significant association between good insight and a feeling of
being relieved, and pleased regarding the admission. Unsurprisingly,
there was a significant association between poor insight and feelings
of anger. This finding is in contrast to a qualitative study from Greece
that reported that 80% of participants felt that objective coercive
measures, such as seclusion, were unnecessary and traumatizing (40).
Patients have also viewed seclusion as a punishment and felt it was
used inappropriately (41). However, these studies looked specifically
at the patient’s views on seclusion, not the involuntary admission as
a whole.

The findings of this study regarding high levels of coercion and
perceived coercion (73%) are in keeping within the range of 59 to 89%
reported by international studies. The proportion of participants with
high MPCS scores is higher than that reported in studies from Norway
(59%) (42), Ireland (39.6%) (19), and Pakistan (21%) (13), but lower
than that reported by Sheehan et al. (43) (89%) and Katsakou et al.
(44) (87%) from England. The high proportion (84%) of patients who
reported threats at the time of admission in this study is concerning
because this proportion is much higher than that reported in previous
studies from Ireland (19.6%) (19), Pakistan (41%) (13), and England
where 48.6% experienced no negative pressure at all (43). The
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proportion of patients who felt that they were unheard in this study
(46.6%), is lower than that reported by O’Callaghan et al. (19) (61%).

Likely explanations for the high proportion of patients who
experienced coercion and threats in our study can be explained by
the inclusion of voluntary patients in some studies, diagnostic
heterogeneity, different cut-off values and the study setting. Perceived
coercion on admission has been significantly associated with
involuntary admission in many studies (2, 4, 19). All (100%) of the
participants in our study were involuntary compared to 39% in the
study from Pakistan (13), and 22% in the study from Ireland (19).
Most patients in this study had a diagnosis of a psychotic disorder. In
the studies that reported lower levels of coercion more patients were
diagnosed with mood disorders than with psychotic disorders (19)
More than two thirds of the participants in this study had to
be sedated on admission because they were aggressive or
uncooperative and therefore needed to be coerced into admission. It
is therefore possible that the rationale for the involuntary admission
of the majority of the participants in this study was aggression. A US
survey found that over 60% of respondents perceived people who met
the criteria for schizophrenia as a danger to others, and 44-59%
supported coercive treatment for such individuals (45). In SA, there
is a shortage of ambulance services, with a third of patients being
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transported to the hospital by the police. It is likely that police
services would be more likely to use force to transport patients to the
hospital compared to health workers.

The sadness, anger and confusion experienced by the participants
in this study confirms that globally an involuntary admission evokes
negative emotions (6-12). In contrast with other international studies,
this study did not find a significant association between demographic
variables such as race, gender, and employment status and the MAES
scores. This may be attributed to the smaller sample size in this study.
Our findings show that participants with good insight at discharge
viewed their involuntary admission experience positively. This is in
keeping with the two main narratives identified in previous studies.
Involuntary admission was either justified or considered to be a
complex emotional experience that infringed on patients’ autonomy
and freedom of movement (2).

Coercive interventions in psychiatry are facing increasing criticism
because they are emotional, traumatic events for all involved (46).
There is global consensus that coercive measures in psychiatry must
only be used when there are no other alternatives (47). The strengths
of this study are the use of a standardized instrument to describe the
patient experience, the inclusion of involuntary patients only and that
this study provides information that is lacking in this setting.

This study has several potential limitations. The BIS and MAES
(short form) have not been validated for use in our patient population,
therefore generalizations of the findings of this study should
be applied with caution. Furthermore, other factors that were not
investigated in this study may also be responsible for the high levels
of coercion experienced by the participants in this study. A selection
bias is also possible, because patients who were angry and dissatisfied
regarding the involuntary admission were more likely to have not
been referred to the principal investigator. Recall bias must also
be taken into consideration because participants were interviewed at
discharge, and not at admission. Lastly, due to the small sample size,
the findings do not represent the entire population from which it
was drawn.

This study confirms the findings of previous studies. Most
patients were coerced and threatened when they were admitted
involuntarily, with little regard for their participation in the process.
Negative admission experiences lead to adverse patient outcomes (2).
Our results highlight the need for shared decision making to improve
the doctor patient relationship. Although acutely psychotic patients
may not have the capacity to make informed decisions regarding
their admission, it is still possible to communicate and explain the
rationale for the admission to them. Also, the capacity for informed
consent must be re-evaluated continuously. Wherever possible, once
a patient regains capacity, clinicians may consider offering their
patients the option of an advanced directive, so that they may decide
together what can be done in the event that the patient becomes so
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