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Treatment without consent in
adult psychiatry inpatient units: a
retrospective study on predictive
factors

Giulia Meroni*, Othman Sentissi, Stefan Kaiser and
Alexandre Wullschleger

Division of Adult Psychiatry, Department of Psychiatry, Geneva University Hospitals, Geneva,
Switzerland

Background: Coercion is one of the most important challenges in mental health.
In Switzerland, forced medication can be applied during an emergency (Art. 435
of the Civil Code) or over a longer period in case of endangerment of others or
oneself (Art. 434). We aimed to analyze the predictors of this specific treatment
without consent.

Methods: Forced medication prescriptions in the Division of Adult Psychiatry of
the Geneva University Hospitals between 2018 and 2021 were retrospectively
analyzed. Medication under Article 434 was the main outcome variable. Age,
gender, admission mode, main diagnosis, and the Health of the Nation Outcome
Scales (HoONOS) score at admission were considered as potential predictors. T-test
and Pearson'’s chi-square test were used to compare continuous and categorical
variables. A logistic regression was performed to find significant predictors of
forced medication.

Results: Seventy-one out of 4,326 inpatients were subjected to forced medication
under Art. 434. HONOS global scores at admission were not significantly different
in the forced medication group compared to the control group. Aggressive
behavior was lower in the former at the univariate level. Forced medication was
associated at the multivariate level with female gender, involuntary admission,
and psychosis.

Conclusion: Women suffering from psychosis are more at risk of receiving
involuntary and repeated medication. The risk of deterioration in psychosocial
functioning or behavioral disorganization seems to be the main argument for this
coercive measure. Future studies should focus on the patient’s perception of this
coercion to prevent it and improve adherence to care. Follow-up after discharge
might be useful to evaluate a long-term benefit.

coercion, forced medication, law and psychiatry, inpatient psychiatric care, psychosis

1. Introduction

The use of coercive measures remains an ethical and clinical challenge in psychiatry
(1). Coercion involves legal, human rights-related, and ethical issues and should thus be a
central concern for mental health services (2). Coercive measures such as forced
medication, seclusion or mechanical restraint can have serious physical and psychological
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consequences on patients, and often go with feelings of abuse,
punishment, or humiliation and anxiety (3-6). Coercive measures
and coercive practices in general negatively affect the therapeutic
relationship is therefore impacted by coercive measures. Patients
describe feelings of anger against caregivers, especially if the
medical decision is not explained to them (7). Caregivers consider
coercion partly as therapeutic and, at the same time, as causing
negative emotions (8). According to a review by Chieze et al. (3),
the rate of patients facing coercive measures in psychiatry varies
between 0.4 and 66%, with remarkable differences depending on
the country’s care habits.

The use of coercion considerably differs between countries and
institutions, as highlighted among other works by the EUNOMIA
project (9). More specifically, procedures involving forced medication
are not homogeneous between these countries. In general, relatively
few studies are focused on the use of forced medication (10). A
comparison of legislations regarding forced medication among four
representative countries (England, Germany, France, and Italy) near
Switzerland geographically and culturally shows how heterogenous
this coercive measure is implemented in practice.

In Switzerland, two different legislative articles regulate patients’
treatment at the hospital, depending on whether there is a state of
acute emergency or not. The administration of treatment without
consent - not necessarily in an emergency - is regulated by the Article
434 of the Civil Code. It concerns the repeated administration of
medication to treat a pathology and not only to manage acute
agitation. Rather, Article 435 of the Civil Code regulates the treatment
in emergencies. This means that a unique dose of medication can
be administrated immediately, whether the protection of the person
or others demands it. In general, according to the law, during
involuntary hospitalizations, a patient may receive forced medication
if their consent is lacking in the three following circumstances. First,
the lack of treatment could seriously endanger the health of the person
concerned, as well as the life and integrity of others. Second, the
patient does not have the ability to discern the need for treatment.
Third, there are no less invasive measures available to limit the danger.
However, as explained above, there is a real difference between an
isolated emergency episode (single emergency treatment regulated by
Art. 435) and a recurrent medication without consent (regulated by
Art. 434). In the second situation, the patient has the legal right to
appeal to the Civil Court (French: TPAE, Tribunal de Protection de
I'Adulte et de Enfant). The treatment can be started immediately,
independently of the patient’s appeal. This treatment is limited to the
inpatient setting.

Legislations and practices regarding forced medication vary
between European countries. In England, patients hospitalized against
their will are forced to take treatment for 3 months if there is a risk of
deterioration of their health or if they represent a danger to themselves
or others. If the patient is still opposed to treatment after ending the
medication period, the physician must refer to the Care Quality
Commission. Another doctor (Second Opinion Appointed Doctors)
has to evaluate the patient following the patient’s request (11).

In Germany, even if a patient is hospitalized against his will, a civil
court must rule over the therapeutic project, which must be presented
in detail by the doctor in charge of the patient. An expert psychiatrist’s
opinion is also needed. Usually, forced medication is only allowed for
a maximum of 2 weeks. If the period is to be prolonged, the court must
be consulted again (12, 13).
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In France, a patient who is hospitalized against his will is obliged
to receive medications for a renewable period of 1month. If the
duration of care exceeds a continuous period of 1year from the time
of admission, the maintenance of the medication depends on a
medical evaluation conducted by a panel of experts. A patient who is
« fully hospitalized » (French: en hospitalisation compléte) cannot
refuse the treatment. This means that the patient needs to stay at the
hospital day and night. It differs from part-time hospitalization
(French: hospitalisation a temps partiel), which means that a specific
program is established with the patient, who can stay alternately at
home or at the hospital (14).

In Italy, during forced hospitalizations, the medication is decided
by the psychiatrist and is compulsory for the patient during the entire
time of hospitalization (15).

To sum up, among these five countries, only Switzerland and
Germany make a real distinction between forced hospitalization and
medication without consent, which are practices regulated by two
different laws. In England, France, and Italy, patients forced into
hospital care are obliged to receive medical treatment. In Switzerland,
the Civil Court intervenes if the patient appeals against the forced
medication; however, in Germany, the Civil Court is always involved
in the decision.

Numerous publications focus on the issue of coercion, but only a
few of these target the use of forced medication alone, and even less
focus on forced non-emergency medication (16). A literature review
was conducted by Jarrett and al. to identify a demographic and clinical
profile of patients treated against their will (17). The authors also
aimed to investigate the experiences of patients and caregivers in this
context. According to this review, people who tend to receive forced
treatment are in their 30 and suffer from bipolar disorder,
schizophrenia, or other psychotic disorders. The main cause of
treatment without consent seems to be hetero-aggressive behavior.
However, this review does not make a distinction between emergency
and non-emergency medication. Probably because of quite different
international laws, there are few studies available on the subject. It
seems clinically interesting to distinguish this treatment from forced
emergency treatment, especially in terms of consequences for the
patient. It would also be useful to investigate the differences from
other kinds of coercive measures. There is currently no information
in Switzerland about the further course of these patients treated
against their will under Article 434.

The present study addresses the use of treatment against the will
of the patient in non-urgent situations. The goal of our research is to
investigate whether certain socio-demographic and clinical factors
could predispose to treatment without consent. Furthermore, we aim
to describe the way this coercive measure is applied, as well as its
outcome. This study should help initiate a clinical reflection on this
understudied form of coercion.

2. Materials and methods
2.1. Participant selection

This study analyses retrospective data. We collected patient
sociodemographic and clinical characteristics, duration of hospital

stays, and forced medication prescriptions from patients” electronic
records. The data were anonymized. The present study is a secondary
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analysis of data gathered in a retrospective analysis of coercive
measures in our division. The project was approved by the local ethics
committee (Commission Cantonale d’Ethique de la Recherche du
Canton de Genéve; No. 2018-00988).

Patients hospitalized in the Division of Adult Psychiatry at the
University Hospital of Geneva between January 1, 2018, and
December 31, 2021, were included. The Division includes six inpatient
wards providing acute psychiatric care to patients aged between 18
and 65years without any diagnostic distinction. Each ward has
between 14 and 18 beds and one seclusion room. Concerning the staff,
3-5 nurses work in each unit at the same time, and there are 3-4
physicians during the working day. Starting from 7 p.m. till 8a.m.,
there are only two nurses in each unit and one doctor for the
whole hospital.

2.2. Data collection

The prescription of treatment without consent according to the
Article 434 of the Civil Code, i.e., forced treatment over a longer
period in inpatient settings, outside of emergencies, was defined as the
main (dependent) outcome variable. The number of prescriptions was,
therefore, automatically extracted from patients’ general medical
records. Patients who received emergency forced medication or were
in the

not subject to forced medication were included

comparison group.

2.2.1. Clinical and socio-demographic data

Following patient-related variables (demographic items) and
clinical factors were studied: age, gender, the issuer of the
hospitalization decision (emergency department, private doctor etc.),
length of the hospitalization, admission status (voluntary/involuntary),
the main diagnosis (organic (FO-G1), substance use (F1), psychotic
disorders (F2), bipolar disorder (F30-31), depressive disorders
(F32-33) anxious and behavioral disorders (F4-F5), personality
disorder (F6), other diagnoses (developmental (F7-F8-F9) and
others)). The admission total and item 1 score of the Health of the
Nation Outcome Scales (HoNOS) were used to reflect the global
burden of symptoms and the level of aggressive behaviour, respectively.
HoNOS is a common tool used to measure mental health and social/
behavioral functioning. It is a 12-item scale used in all Swiss hospitals
to assess the burden of symptoms and the repercussions on inpatients’
mental health and functioning. Each item is scored on a five-level
intensity scale (no problem, minor problems, mild/moderately severe,
severe, very severe). Higher scores indicate a higher burden of
symptoms. It’s also useful to monitor and improve the quality and
effectiveness of mental health services (18).

2.2.2. Forced medication, according to the Article
434 of the Civil Code

The following variables were also retrieved from the patients’
medical records and analyzed: the reason for this kind of forced
medication [aggressiveness toward others, self-harm (suicidal or self-
aggressive behavior) or risk of endangerment to self (clinical and
psycho-social endangerment not related to suicidal or aggressive
behavior)], intramuscular injection (yes/no), appeal to article 434 of
the Swiss Civil Code (yes/no), appeal accepted by the Civil Court (yes/
no), immediate initiation of treatment (yes/no), other coercive
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measures, clinical course after this medical decision. We categorized
the clinical course into five possible issues based on the patients’
electronic files: positive course with recovery, change of medication
because ineffective, redaction of another Article 434 in case of no
response and patient’s refusal, complex situations without evolution,
and transfer to forensic psychiatry.

2.3. Data analysis

Descriptive analyses of the sample were conducted comparing
patients treated against their will according to art. 434 and patients
who were not subject to this kind of coercion (no forced medication
or emergency forced medication). T-test and Pearson’s chi-square test
were used to compare continuous, respectively, categorical variables.

A logistic regression analysis was performed to analyze the factors
influencing the use of involuntary treatment. The experience of
involuntary treatment, according to article 434 (yes/no), was used as
the dependent variable. Following predictors were included in the
regression, based on univariate group comparisons (threshold set at
p <0.05) and a previous analysis investigating the factors influencing
the use of other coercive measures (19): age, gender (f/m), diagnostic
category (categorized as psychotic disorders vs. other diagnoses),
admission mode (voluntary/involuntary), HoNOS item 1 score at
admission. Predictors were entered in the regression using an
enter method.

Significance was set at p <0.05. Analyses were performed using
SPSS 25.

3. Results

3.1. Descriptive analyses

3.1.1. Patient characteristics

Between 2018 and 2021, 71 out of 4,326 patients (1.64%)
underwent medical treatment according to article 434 of the Swiss
Civil Code during their stay in a psychiatric hospital. As to patients’
characteristics, 25 of them (35.2%) were male [control group: 2115
(49.7%), p =0.015]. Age was not significantly different (mean 43.2;
SD+11.56 in the forced medication group vs.42.34; SD +11.92 in the
control group). Sixty-five patients (91.5%) who underwent forced
medication were involuntarily admitted vs. 1790 (42.1%) in the
control group (p <0.01). Both groups significantly differed regarding
the main diagnosis (p <0.001) (Table 1).

3.1.2. HoNOS score

As to the HONOS scores at admission, there were no significant
differences between both groups regarding the total score [mean score
23.39 (+ SD 1,44) in the group who received a medication without
consent vs. 24.32 (+ SD 1,4) in the group without Art.434]. However,
patients in the forced treatment group scored significantly lower on
item 1 (aggressive behavior) (p =0.013) (Table 1).

3.1.3. Course and outcome of forced medication

As to forced medication itself, the analysis showed that the risk of
self-endangerment (mostly caused by disorganization) was the most
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TABLE 1 Descriptive analyses.

Patient-related and clinical No Art. 434

variables

Art 434

10.3389/fpsyt.2023.1224328

Value of p

N =4,326 (%) 4,255 (98.35) 71 (1.64)

Gender =male (%) 2,115 (49.7) 25(35.2) 5.871! 1 0.015%
Age [mean (SD)] 42.3(11.92) 43.2 (11.56) —0.5982 4,324 0.55
Involuntary admission [N (%)] 1790 (42.1) 65 (91.5) 69.808! 1 <0.001*
Main Diagnosis [N (%)] 61.314 4 <0.001*
F2 psychotic disorder 1835 (43.1) 63 (88.7)

F31 bipolar disorder 600 (14.1) 6(8.5)

F3 depressive and anxious disorders 914 (21.5) 0(0)

F6 personality disorder 527 (12.4) 1(1.4)

Others 379 (8.9) 1(1.4)

Admission HONOS [mean (SD)] 24.32 (6.5) 23.39 (7.6) —1.002? 4,072 0.316
Admission HONOS item 1 [mean (SD)] 2.51 (1.44) 2.07 (1.4) —2.492? 4,242 0.013%*

"Pearson’s chi-square test. >T-test. HONOS, Health of the Nation Outcome Scales; SD, standard deviation.

frequent justification [N =38 (53.5%)]. Forty-two patients (59.2%)
received solely an oral medication vs. 29 (40.8%) who received
intramuscular injections. Thirty-three (46.4%) patients appealed this
medical decision, and only four appeals were accepted (12.1%), while
84.4% were rejected by the Civil court. In 58 (74.3%) clinical
situations, the involuntary medication was administered without
waiting for the legal deadline to appeal to the court. As to additional
coercive measures, seclusion was experimented by 25 (35.2%) patients.

About the clinical course of patients who received involuntary
treatment, most of them (70.4%) recovered after the forced
medication. In 15.4% of cases, treatment has been changed (with the
patient’s agreement) because of a lack of effectiveness. Seven patients
were subjected to a second forced medication decision because the
first treatment was not successful, and they still refused treatment
(Table 2).

3.2. Multivariable analyses

The performed logistic regression analysis showed that both
gender, admission mode, and main diagnosis are significant predictors
of involuntary treatment. Compared to men, women were at higher
risk of being treated without consent [Odds Ratio (OR) 2.22; 95% CI
1.31-3.74]. Similarly, patients with a diagnosis of psychotic disorder
were about 13 times more at risk of being involuntarily treated (OR
7.84; 95% CI 3.71-16.55) compared to any other main diagnosis.
Being involuntarily admitted was also correlated with a higher risk of
being subject to forced medication under Article 434 (OR 10.95; 95%
CI 4.64-25.82). Neither age nor the level of aggressive behaviour as
measured by the HONOS item 1 score at admission were significant
risk factors for this kind of involuntary treatment (Table 3).

4. Discussion

The goal of our study was to analyze factors influencing the use of
forced medication outside of emergencies, which is regulated by Article
434 of the Swiss Civil Code. Between January 1, 2018, and December 31,
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2021, 71 (1.64%) adult patients were subjected to such an involuntary
medication during their hospital stay. Concerning demographic risk
factors, female gender was associated with a higher risk of this type of
coercion, while age did not represent a significant risk. As to clinical risk
factors, the incidence of forced treatment was strongly associated with a
diagnosis of psychotic disorder, as was involuntary hospital admission.
Neither HoNOS global score nor item 1 HoONOS score were significant
predictors of this coercive measure (Tables 1, 2).

Many articles report a wide range of coercion use between 0.4
and 66% of hospitalized patients with notable variations between
countries and hospitals (3, 20-22). This disparity shows that coercion
is a very heterogeneous phenomenon worldwide and should make us
reflect deeply on ethical and clinical challenges in mental health. In
addition, the use of coercion is not only linked to clinical factors but
also to institutional and cultural aspects. This can explain the wide
range reported in different research works. A study in 10 European
countries revealed that forced medication represented a percentage
between 31 and 81% of all coercive measures (23). But, once again,
these studies do not distinguish coercion in emergency situations
from non-urgent decisions. In our study, we can consider the
prevalence of 1.64% among psychiatric inpatients subjected to forced
treatment, as analyzed in the present study, as being a subgroup of
forced medicated patients. Switzerland is, in fact, one of the few
countries to have a specific law for forced medication, allowing to
distinguish between both kinds of coerced treatment. Compared to a
previous study analyzing the use of coercive measures in the same
hospital, 16.4% were subject to any coercive measures, including
seclusion, mechanical restraint, or any forced medication. Among
these patients, seclusion was the most used measure (90.8%) and was
associated with younger age, aggressive behavior, male gender, and a
diagnosis of a psychotic disorder (19). Forced medication under
Article 434 thus concerns only a small number of patients with a
specific clinical profile.

In fact, by contrast with other studies, women in our sample were
at higher risk of being subjected to involuntary treatment because of
self-endangerment (24-26). Indeed, endangerment to self is not
referring to the risk of suicide but to the psycho-social consequences
of psychosis. A hypothesis could be that men have more often
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TABLE 2 Characteristics and outcome of forced medication under art.
434.

N %
Reason of medication under Article 434 of the
Swiss Civil Code:
Aggressiveness toward others 32 45.10%
Self-harm 1 1.44%
Risk of endangerment to self 38 53.50%
Intramuscular injection medication
Yes 42 59.20%
No 29 40.80%
Appeal to article 434
Yes 33 46.40%
No 38 53.50%
Appeal accepted
Yes 4 12.10%
No 28 84.80%
Withdrawn 1 3%
Waiting time-limit appeal before medication:
Yes 20 28.10%
No 51 71.80%
Others coercive measures:
Seclusion 25 35.20%
Mechanical restraint 1 1.40%
Clinical course:
Positive 50 70.40%
Change of treatment 11 15.40%
New article 434 7 9.85%
Complex situation without evolution 2 2.80%
Transfer to forensic psychiatry 1 1.40%
TABLE 3 Results of the logistic regression analysis.
B OR 95% Cl
Age 0.002 1.002 0.980 1.024
Female gender 0.795 2.215% 1.313 3.738
Involuntary admission 2.393 10.946* 4.641 25.816
HoNOS item 1 —0.024 0.976 0.815 1.168
Psychotic disorder 2.059 7.840% 3.713 16.552

OR, odds ratio; 95% CI, 95% confidence interval; HoONOS, Health of the Nations Outcome
Scale; *p <0.005.

aggressive behavior, which is frequently managed with other coercive
interventions (seclusion, medication, etc.) in an emergency instead of
by a longer forced treatment (27). According to a study on staff views
and emotions, patients’ endangerment of others considerably raises
the likelihood of the application of coercive measures (28).

Like other studies, we did not find a correlation between age and
involuntary treatment (21, 26). A larger group of patients would
be useful to further analyze this correlation.
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The association between involuntary hospital admission and
forced medication is not surprising, as involuntary admission
indicates a difficult and complex clinical situation as well as a lack of
consent to engage in psychiatric care. Previous research consistently
showed that involuntary admission is correlated with coercive
measures in general (19, 29).

Patients suffering from a psychotic disorder are significantly more
at risk of being subject to involuntary treatment. This finding is in line
with Luciano et al. critical review of the use of coercion in mental
health settings and with other articles (16, 30, 31). Denial is the main
characteristic of psychosis. Because of the poor insight, patients
suffering from a psychotic disorder do not often recognize to have a
mental illness and consequently are not compliant with treatment
(32). Psychiatric patients with poor insight who do not consent to
treatment often have a bad prognosis, which could explain the
correlation to a higher risk of involuntary treatment during
hospitalization (33). In addition, positive symptoms cause a different
perception of reality, while negative symptoms induce the patient to
neglect himself. This could explain the non-compliance, too, with
deleterious consequences on health and social inclusion (34, 35). For
all these reasons, these kinds of inpatients are more likely to receive
prolonged forced medication during their hospital stay. In fact, they
risk psychosocial deterioration, even if they do not present imminent
aggression or danger.

As shown in the results, patients receiving treatment by Article
434 presented a lower level of aggression at admission compared to
other patients. This is particularly interesting as a previous
investigation showed that item 1 score at admission significantly
correlates with seclusion (19). This strengthens the idea that this kind
of coerced treatment concerns a specific patient subgroup and is not
related to violent behavior or endangerment of others. Indeed, the
main reason (38%) for this type of involuntary treatment is the risk of
endangerment to self (Table 2).

When considering coercive measures, inpatient services thus
seem to be confronted with two different groups of patients: on one
side, a group of agitated male patients with aggressive behavior —
usually treated in emergency and subject to seclusion — and on the
other side, non-agitated female patients with chronic psychosis,
endangering themselves and facing very severe consequences for their
health and social situation. This calls for specific interventions aiming
to reduce the use of forced medication. Several studies focus on the
balance between protection and coercion and try to understand how
coercion can be avoided (36, 37). Nonetheless, there are no specific
studies investigating prevention methods that could avoid forced
medication. A deeper knowledge of the reasons justifying the refusal
of treatment would be extremely useful to implement preventive
strategies. Studies on the prospects of coercion perception by patients
and caregivers are lacking, as well. The use of advanced directives or
joint crisis plans could be regarded as promising to help patient state
their will and preferences regarding treatment and crisis management.
The implementation of assisted decision-making tools could also be a
way to promote empowerment and overcome fears and reluctance
about psychopharmacological treatments, also to strengthen adhesion
to treatment in the outpatient setting. As 70.4% of patients subjected
to this coercion measure could recover and leave the hospital,
follow-up investigations, both quantitative and qualitative, would
be useful to know the long-term benefit of this kind of
forced medication.
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Finally, results also show that 53.5% of patients who received
forced medication did not appeal the decision. This might be explained
by a patient’s disorganization during the decompensation, a
miscomprehension of the situation, or a lack of communication
between patients and staff. Further qualitative investigations are
needed to explore our hypothesis. Of 33 appeals, only four (12.1%)
were accepted by the civil court, while 84.4% were refused, and the
patient received involuntary treatment. This data supports that
repeated medication was necessary in most cases. A broader reflection
on inpatients’ rights and legal needs should be considered, especially
to help patients know about and understand their rights. The inclusion
of relatives and legal bystanders should be an integral part of inpatient
care in this regard. A broader reflection on the notion of endangerment
and risk for oneself should also be conducted with all stakeholders,
including representatives of the justice system.

4.1. Strengths and limitations

This research builds on previous studies about coercion carried
out in the Geneva University Hospitals, here focusing specifically on
medication regulated by Article 434 of the Swiss Civil Code (3, 19, 38).
This is the first study on this subject, and it could be a foundation for
further reflection. As this specific forced medication is a rare event, a
larger sample would be needed to include more potential predictors
in the analysis. More socio-demographic data could also be useful to
better identify the patient profile most at risk and to potentially
develop specific prevention strategies. Another important limitation
is the lack of information about the reasons for inpatients’ refusal of
treatment. This data would be useful to promote compliance and
adherence to care. We could also better investigate how clinical
situations evolve and follow up patients after discharge to understand
if there is a long-term benefit in this measure of coercion.

5. Conclusion

Between 2018 and 2021, 71 inpatients were subjected to forced
medication under Article 434 of the Swiss Civil Code. Most of them
were women and suffered from psychotic disorders. The biggest
reason for this measure of coercion was the risk of self-endangerment.
Psychotic denial, poor insight, and a different perception of reality
may induce patients to neglect themselves. We should focus on this
specific subgroup of patients to create a better care network and
minimize the deterioration in patients’ psychosocial functioning.
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We should be more attentive to behavioral disorganization and
identify the first signs of decompensation more quickly. Specific
prevention strategies should thus be developed, including early crisis
interventions in the community, the use of advanced directives or
crisis plans, or the implementation of decision-making tools.

As to legal aspects, inpatients should be better informed about
their rights and supported during this process by their relatives or
appointed legal bystanders. Better cooperation with associations
representing patients could be helpful in this matter.
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