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Abstract 

Introduction 

Involuntary admission is often a traumatic experience for patients and it is associated with 

negative attitudes which can persist after the episode of illness has abated.  

Aims 

The aims of the study were to prospectively assess attitudes to care and treatment both at 

involuntary admission and when the individual had recovered to their baseline and to identify 

clinical predictors of attitudes. 

Methods 

Consecutively admitted involuntary patients across three psychiatric admission units were 

invited to participate in the study. Comprehensive assessments of attitudes and a range of 

clinical measures, including symptoms, functioning, insight and care experiences, were 

obtained at admission and 3 months after discharge. Attitudes were assessed using the Client 

Assessment of Treatment scale (CAT) and a study specific Attitudes Scale to capture aspects 

of care and treatment specific to involuntary admission. Multiple linear regression modelling 

was used to identify the optimal explanatory variables for attitudes towards care during acute 

admission and at the point of recovery to baseline. 

Results 

Two hundred and sixty three individual presentations were included at baseline and one-

hundred and fifty six (59%) also completed follow-up assessments. Individuals improved 

significantly over time both clinically and in their attitudes to their involuntary admission and 

treatment. At follow-up, 65.3% stated that they believed that their involuntary admission was 

necessary. 

A multiple linear main effects regression model demonstrated that at baseline having greater 

awareness of illness (b = 0.041, p < 0.001), being older (b = 0.009, p = 0.003), having had 

fewer numbers of previous involuntary admissions (b = -0.036, p = 0.001), not having a 

lifetime history of illicit substance abuse (b = -0.247, p = 0.048) and having a history of 

lifetime alcohol abuse (b = 0.249, p = 0.015) was associated with more positive attitudes 

towards involuntary admission and care, adjusting for multiple other factors. Furthermore 

greater awareness of illness at baseline (b = 0.042, p = 0.006), male gender (b = -0.280, p = 

0.045), not having a history of illicit drug use (b = -0.443, p = 0.012), being older (b = 0.012, 

p = 0.014) and having a diagnosis of a non psychotic illness (b = 0.653, p = 0.050) were  
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associated with more positive attitudes towards involuntary treatment and care at follow up. 

Over time having a greater improvement in awareness of illness (b = 0.022, p < 0.001), male 

gender (b = -0.281, p = 0.014) as well as having a diagnosis of a non psychotic illness (b = 

0.732, p = 0.009) was associated with more positive attitudes to involuntary treatment and 

care. There was no significant association between experiencing coercive practices such as 

seclusion, restraint or forced intramuscular medication and attitudes towards care. 

Conclusion 

At the point of recovery most patients considered their involuntary admission as necessary at 

the time. Positive attitudes towards involuntary admission and care both at the point of acute 

admission and at recovery are better predicted by factors related to the illness and its 

treatability, such as awareness of illness and level of symptoms, than factors related to the 

service received or extent of coercion employed. Patients who are likely to have persistently 

negative attitudes to their care could be identified during the admission phase by their clinical 

characteristics and potentially targeted with additional support to ameliorate their negative 

experiences.  
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Chapter 1: Introduction 

1.1 Introduction and background  

Involuntary admissions to psychiatric hospitals are common practice throughout the world 

(Priebe et al; 2011). Legislation in most countries allows for involuntary admission where a 

patient has a mental disorder and poses a risk to themselves / others. The exact definitions 

and inclusion criteria for involuntary admission vary across countries and include; concern 

for the patients’ health beyond a specific risk such as “grave disability” in the United States 

to “danger to the patients’ health” in England. In general however the legislation governing 

involuntary admission contains the understanding that hospital admission and subsequent 

treatment will be beneficial to the patient (Hoyer; 2000, Priebe et al; 2011, Swartz et al; 

2003). 

Coercion as part of involuntary admission has a long standing tradition in psychiatric care in 

most countries (Dressing et al; 2004). Given the removal of patient autonomy and the often 

traumatic processes involved in implementation, there is ongoing, long-term and contentious 

debate regarding the appropriateness and process of this coercive treatment and whether it is 

ethically justified and clinically appropriate (Hoyer; 2000, Lidz et al; 1993, Wynn; 2006). 

1.2 Human Rights 

Coercive measures in the mental health setting, and involuntary admission to psychiatric 

hospitals are important human rights issues. Throughout Europe the criteria, procedures and 

legislation for involuntary admission differs greatly (Dressing et al; 2004). The use of 

coercive measures in mental health has to balance three different and often controversial 

interests; the basic human rights of the person concerned, the safety of the public, and the 

need for adequate treatment of the person. The significant impact on the liberty and freedom 

of the person concerned, has made involuntary admission and treatment a controversial legal 

and ethical debate for decades. Since the 1950’s changes in the way mental health care is 

delivered, as well as the achievements of human rights groups, has shifted the focus from the 

paternalistic approach of the need to treat those with mental illness to the rights of mentally 

ill patients. In addition, the legal framework for the treatment of those with mental illness has 

been reformed in many European countries (Ireland as one example) (European commission; 

2002). “On almost every account people with mental health problems are among the most 

excluded groups in society and they consistently identify stigmatisation, discrimination and 
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exclusion as major  barriers to health, welfare and quality of life” (European Commission; 

2010). This is a position reflected in the UN Convention on the Rights of Persons with 

Disabilities (Zigmond; 2004) and is emphasised by international organisations and service 

users and is supported by political bodies such as the Council of Europe (Tilley et al; 2005, 

Katsakou et al; 2006). At EU level the rights surrounding involuntary placement and 

involuntary treatment of persons with disability are guaranteed by the Charter of 

Fundamental Rights of the European Union. Article 3 refers to the right to integrity of the 

person, Article 4 refers to the prohibition of torture and inhuman or degrading treatment or 

punishment and Article 6 refers to the right to liberty and security. In addition Article 7 refers 

to respect for private and family life, Article 21 refers to non-discrimination, Article 26 refers 

to the integration of persons with disability and Article 35 that refers to healthcare are among 

the most relevant (European Union Agency for Fundamental Rights; Luxemburg 2012). It 

can be argued that all of these are impacted by coercive hospitalisation and treatment. 

1.3 Involuntary admission rates 

The rates of involuntary admission across Europe range from 6 per 100,000 population in 

Portugal to a rate of 218 per 100,000 in Finland (Salize and Dressing 2004). More recent 

studies indicate that Norway has the highest involuntary admission rates in Europe (Priebe et 

al; 2005, Iverson et al; 2009). In the United Kingdom every year there are 93 per 100,000 

individuals affected by mental illness admitted involuntarily (Department of Health NHS, 

2009). Some European countries such as England, Germany and the Netherlands have found 

an increase in the amount and proportion of involuntary admissions in recent years (Keown et 

al; 2008, Mulder et al; 2008, Priebe et al 2005).  In other countries such as Sweden, Italy and 

Spain however the rate has remained steady or has even declined (Priebe et al; 2011, Guaina 

et al; 2004).  

Riecher-Rossler and Rossler (1993) pointed out that, although in principle similar criteria for 

involuntary detention exist (i) severe mental illness, (ii) danger to oneself or others, (iii) 

urgent need for treatment), not all three are included in all legal frameworks across different 

countries (European Union (1950) Convention for the Protection of Human Rights and 

Fundamental Freedoms, Greenwood et al; 1999). The legislative framework in each country 

varies and can therefore influence the rates of involuntary admission. For example in Norway  
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persons admitted voluntarily cannot later be changed to an involuntary status in contrast to 

the procedure that is in place in Ireland.  

In England, psychiatric professionals namely doctors and social workers decide on 

involuntary admission whereas in Germany a court must always be involved (Greenwood et 

al; 1999). Across the Member States the legally stipulated period of time that may elapse 

between the psychiatric assessment and the start of involuntary detention varies greatly 

ranging from 24 hours to 15 days. In addition to this there are large differences regarding the 

maximum period of an involuntary admission order ranging from 7 days in Italy to 2 years in 

Belgium and Germany. In addition, review by a tribunal can lead to renewal of an order thus 

extending the period of detention (Dressing et al; 2004).   

1.4 Experience of involuntary admission and treatment 

Involuntary admission to a psychiatric unit has frequently been reported as a traumatic and 

frightening experience for the service user and has been demonstrated to threaten a persons’ 

autonomy (Kjellin et al; 1997, Kane et al; 1983, Naber et al; 1996). Involuntary admission 

can make service users feel powerless and poorly respected and can also adversely affect the 

service users’ relationship with both relatives and health care providers (Kjellin et al; 2004). 

Studies have shown that involuntary admission is associated with a stronger sense of coercion 

than voluntary admission (McKenna et al; 1999) although individuals admitted to hospital 

voluntarily also report feeling coerced into psychiatric care, albeit to a lesser extent (Eriksson 

et al; 1995). Individuals admitted involuntarily, report lower levels of satisfaction with 

treatment (Greenwood et al; 1999, Naber et al; 1996, Soorgard; 2007) and report feeling 

excluded from treatment plans (Henderson et al; 1999) when compared to individuals 

admitted voluntarily to hospital. However, several other factors are reported to be associated 

with one’s satisfaction with hospitalisation and treatment other than in-patient legal status 

including ward atmosphere, diagnosis, duration of illness, certain socio-demographic factors 

and previous experience of inpatient care (Kelstrup et al; 1993, WMA; 2009). Not 

surprisingly, involuntary treatment poses considerable complex ethical difficulties, on one 

hand there is the principle of doing good by treating illness and on the other hand there is the 

principle of respecting the individuals’ right to self-determination (Szmuckler; 2008). It is 

one of the most ethically challenging practices in medicine (Richardson et al; 2010). It has  
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been found that an individuals’ satisfaction with their involuntary treatment is associated with 

lower levels of mania, depression and positive symptoms of psychosis (Kjellin et al; 1997). 

Some studies have found that factors such as age, gender, and diagnosis did not influence a 

patients’ attitudes to their involuntary admission and treatment (Kane et al; 1983) whereas 

elsewhere it is reported that male gender and a greater number of previous admissions were 

associated with more negative attitudes towards involuntary treatment and care (Kane et al; 

1983). 

1.5 Outcome of involuntary admission 

Involuntarily admitted patients have reported that they would have agreed to voluntary 

admission had they been given the option (Lucksted et al; 1995). In this study the authors 

designed a 61 item questionnaire that was distributed to 105 individuals with serious mental 

illness across 7 rehabilitation centres in Maryland. The questionnaire looked at three areas of 

forced treatment; medication, outpatient treatment and hospitalisation. Almost sixty percent 

of individuals surveyed reported feeling pressured or forced into hospitalisation with the most 

common type of pressure or force being reported as verbal persuasion.  Almost half of 

individuals believed retrospectively that the forced treatment was in their best interests. 

Previous studies have found that patients do report benefit from involuntary hospitalisation 

(Katialo-Heino R; 1996). However patients also report involuntary hospitalisation to be 

depressing unpleasant and harmful (Katialo-Heino; 1996, Shannon; 1976). Despite this, 

retrospective studies do report a positive change in attitudes to involuntary admission 

(Rogers; 1993, Svensson et al; 1994).  It has been found that patients who perceive hospital 

admission as involuntary or not genuinely voluntary report more negative views towards care 

and psychiatric services and also report less improvement during treatment.  Pressure or 

forced treatment has been reported as having a negative impact on the relationship with the 

person identified as initiating the pressure and force.  Patients reported their “worst 

experiences” as when they were treated forcibly as an object rather than treated like a human 

(Katialo-Heino, 1996, Svensson et al; 1994, Lucksted et al; 1995, Rogers et al; 1994). It is 

evident from the above studies that involuntary admission and treatment is often a negative 

and traumatic experience for individuals and that it is associated with more negative 

outcomes. Individuals experience high levels of perceived coercion and report experiencing 

force, pressure and threats. Often involuntary admission and treatment lead to negative  
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relationships with family who may have initiated the process and also with treating staff. The 

extent to which the negative experience of involuntary admission and treatment is related to 

the nature and severity of the individual’s symptoms/illness as distinct from the quality of the 

treatment and care they received remains unclear from the observational studies conducted to 

date.   

1.6 Legislation for involuntary admission in Ireland 

The Mental Health Act (MHA) 2001 came into force in Ireland in November 2006 (Kelly; 

2007) replacing The Mental Treatment Act (MTA) 1945. The MHA 2001 provides a 

statutory framework for the involuntary admission and treatment of someone with a mental 

disorder to an approved centre, with a right to an independent review of their involuntary 

admission and continuing detention by a specialist tribunal at regular intervals.  

The term “Mental disorder” as defined by the MHA 2001 means mental illness, severe 

dementia, or significant intellectual disability. “Mental disorder” is defined in Section 3 of 

the Act discussed below. 

Prior to an individual presenting to an approved centre involuntarily, an application (Section 

9 or 12, MHA) and recommendation (Section 10, MHA) must be made. The recommendation 

must be made by a registered medical practitioner who must not work in the approved centre 

and is usually completed by a general practitioner.  The following describe the reasons 

individuals are referred to approved centres for admission. Section 10 and section 23/24 of 

the MHA 2001 states that referral to an approved centre by a registered medical practitioner 

or detention is an approved centre is appropriate where a person is suffering from a mental 

disorder as defined in section 3 of the Act: 

 “This person is suffering from a mental disorder where: 

a. Because of the illness, disability or dementia, there is a serious likelihood of the 

person concerned causing immediate and serious harm to himself or herself or to 

other persons, 

OR 
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b.  (i) Because of the severity of the illness, disability or dementia, the judgement of the 

person concerned is so impaired that failure to admit the person to an approved centre 

would be likely to lead to a serious deterioration in his or her condition or would 

prevent the administration of appropriate treatment that could be given only by such 

admission, 

AND 

(ii) The reception, detention and treatment of the person concerned in an approved 

centre would be likely to benefit or alleviate the condition of that person to a material 

extent 

OR  

(a) (as above) and (b) (as above)” 

The application is made by a “relative” (Section 9), the “Gardaí” (Section 9 or 12) or an 

“Authorised officer” (Section 9) and less commonly a “member of the public” (Section 9). 

On arriving at the approved centre the person must be reviewed by a consultant psychiatrist 

within 24 hours. If the decision is made to detain the person under the MHA 2001, an 

admission order (Section 14/17) is completed. One of the most significant changes with the 

introduction of the MHA 2001 was the introduction of an automatic review process of the 

individuals’ detention. Previously, under the MTA 1945, once an individual was admitted 

involuntarily to an acute psychiatric unit, (s) he could be detained for up to 6 months 

“Temporary Chargeable” or for an indefinite period without automatic review of their 

detention “Person of Unsound Mind”. In contrast anyone admitted to an approved centre 

under the MHA 2001, will be reviewed by an independent “second opinion” consultant 

psychiatrist and within 21 days of their admission the persons’ detention is reviewed at an 

independent Mental Health Review Tribunal. The tribunal consists of a barrister or solicitor, 

a lay person and an independent psychiatrist. The individual’s treating psychiatrist attends 

and “gives evidence” at the tribunal and can be questioned by the solicitor appointed for the 

person detained and by the tribunal members. If the order is upheld and the admission order 

is renewed a further review tribunal must be held within 21 days, and similarly in the case of  
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further renewals at regular intervals thereafter. The person detained also has the right to 

appeal their detention to the circuit court.  

The involuntary admission process can also be initiated from within the approved centre if a 

voluntary patient wishes to leave the approved centre but is believed to fulfil criteria for 

“mental disorder” as defined under the Act. In such cases a holding power is applied (Section 

23(1)). They can also be detained even if they don’t wish to leave. The patient must then be 

seen by their treating consultant psychiatrist and commence Section 23/24 of the MHA if 

they believe that the person needs to remain as an inpatient. Subsequent to this and in order 

for Section 24 to be completed a second opinion psychiatrist must also see the patient within 

the initial 24 hour period of Section 23 being commenced and also agree that the person 

needs to remain in the approved centre as an involuntary patient. After the involuntary 

admission order is completed the process is then the same as it is for someone initially 

admitted involuntarily to the approved centre.  

1.7 Consent 

In general, medical and surgical treatment may be administered only with the informed 

consent of the patient. The law is different in the case of treatment of mental disorder for 

patients who are involuntary admitted under the MHA 2001. 

For the purposes of the MHA 2001, consent means consent in writing, obtained freely 

without threats or inducements, where: 

• The consultant psychiatrist who is caring for the person certifies that the person is 

capable of understanding the nature, purpose and likely effects of the proposed 

treatment and; 

• The psychiatrist has given the person adequate information, in a form and a language 

that they can understand, on the nature, purpose and likely effects of the proposed 

treatment.  

Under the MHA 2001; a person’s consent to treatment is required except where the 

consultant psychiatrist considers that the treatment is necessary to safeguard the person’s life, 

to restore their health, to alleviate their condition or to relieve their suffering, and the person 

is not capable of giving such consent because of their mental disorder. 
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Electro-convulsive therapy may not be performed unless the person gives consent or where 

that person is unable to give consent and the therapy is indicated it must be authorised by the 

consultant psychiatrist responsible for that persons care and also by another consultant 

psychiatrist. This legislation was updated in February 2016 with all references to the 

administration of treatment, where a patient is “unwilling” to consent, being removed from 

sections 59 and 60 of the Mental Health Act 2001. Psycho-surgery may not be performed 

unless a person consents and it is authorised by a mental health tribunal.   

If a person is  getting medicine for the amelioration of the mental disorder for a period of 3 

months or longer, the medicine must be discontinued unless the person consents or, where 

they are unable to give consent, the continued medication is authorised by the consultant 

psychiatrist responsible for their care and by another independent consultant psychiatrist. 

1.8 Restraint  

Patients may not be restrained or placed in seclusion unless this is necessary for treatment or 

to prevent the patients from injuring themselves. The Mental Health Commission (MHC) has 

developed rules for the use of seclusion and mechanical means of bodily restraint. There is a 

Code of Practice on the use of Physical Restraint in Approved Centres 

(http://www.mhcirl.ie/for_H_Prof/codemha2001/). 

1.9 Rates of involuntary admission (Ireland) 

Since the MHA 2001 was introduced in Ireland the overall number of involuntary admissions 

has been broadly similar (Both form 6 and form 13). Mental Health Commission data 

demonstrated that the rate of involuntary admission was 50.14 per 100,000 population in 

2007, the year after the introduction of the MHA 2001. There was a marginal reduction 

between 2008-2014 with rates between 46.04 per 100,000 and 48.52 per 100,000 population 

(MHC annual reports 2008-2014). However, the rate in 2015 was virtually identical to that 

noted in 2007 at 51.50 per 100, 000 (MHC annual report 2015).  

1.9.1 Transition to MHA 2001 Ireland 

A study that took place in Dublin (Nwachukwu et al; 2010) found no overall difference in the 

rates of involuntary admission between 2006 and 2007 at the time of transition to the MHA 

2001. In addition the authors found no difference in the length of the involuntary admission 

http://www.mhcirl.ie/for_H_Prof/Mental_Health_Commission_Rules/Seclusion_and_Mechanical_Restraint/�
http://www.mhcirl.ie/for_H_Prof/codemha2001/Use_of_Physical_Restraint/�
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before and after the implementation of the MHA 2001. Another study also undertaken in  

Dublin (Clancy et al; 2008) found an initial reduction in the number of involuntary 

admissions after the introduction of the MHA 2001 but this rate returned to previous levels in 

the third year after implementation of the MHA 2001. In the West Galway Mental Health 

Services (Murray et al; 2009) transition from the Mental Treatment Act 1945 to the MHA 

2001 was reported to have minimal impact on admission rates, duration of involuntary 

admission or clinical profile. Data was collected on individuals admitted involuntarily in the 

twelve months prior (n = 91) and subsequent (n = 84) to the introduction of the MHA 2001.  

No significant differences were found between the two groups in relation to demographic 

data, rates of involuntary admission or duration of involuntary admission, however when 

brief admissions were excluded (less than 24 hours) the duration of involuntary admission 

was shorter under the MHA 2001. Those admitted under the MHA 2001 were found to be 

less likely to be discharged on leave and more likely to remain in hospital as voluntary 

patients after their admission order was revoked. The applicant was less likely to be a family 

member, under the MHA 2001 (54%) compared to the MTA 1945 (85%). This is likely to be 

a positive development as it reduces the responsibility that can be placed on family members 

and the conflict that might arise as a result with the person being involuntarily admitted. 

  

A review study carried out in Ireland (Ramsay et al; 2013) found that for many people 

involuntary admission had a negative impact on the persons relationship with their family and 

others with 28% of people reporting a negative impact on the relationship with their family 

and 27% of people also reported that involuntary admission had a negative impact on their 

relationship with their treating psychiatrist.  

1.9.2 Experience of involuntary admission and predictors of outcomes 

Involuntary legal status has consistently been identified as a predictor of lower levels of 

satisfaction with treatment (Spensly et al; 1980). However, less research has focused on what 

factors might determine why some individuals who are admitted involuntarily are very 

negative and why some are more satisfied with treatment. It is not a given that a person will 

have a negative attitude towards their admission and treatment just because they are 

involuntarily admitted and other factors are involved in the process apart from their legal 

status (Priebe et al; 2009, O Donoghue et al; 2010 & 2011a). These important factors need to 

be established as it is known that individuals who are more likely to be satisfied with their  
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treatment have a reduced risk of subsequent readmission on an involuntary basis (Rooney et 

al; 1996). Factors associated with greater satisfaction among involuntary admitted patients’ 

remains poorly understood and it is an area where significant variability is found and an area 

that requires larger, prospective more inclusive studies. Many of the studies mentioned below 

use the MacArthur Admission Interview as part of their assessment of individuals’ experience 

of involuntary admission and therefore a brief description of this scale is appropriate at this 

point. The scale is divided into three parts, perceived coercion, perceived pressure and 

procedural justice. Perceived coercion refers to how coerced the individual felt about being 

admitted to hospital. The individual is asked five questions on perceived coercion and can 

agree or disagree with the statement. Some examples include “I felt free to do what I wanted 

about coming into hospital” and “I had a lot of control over whether I came into hospital”. 

The total score for this part of the scale ranges from 0-5 with 5 indicating high levels of 

perceived coercion. Perceived pressure refers to how pressured the individual felt about being 

admitted to hospital and scores for this part of the scale range from 0-4. Again higher scores 

indicate higher pressure perceived by the individual. Examples of questions asked for this 

part of the scale include “Did anyone threaten you” and “Did anyone offer you or promise 

you anything”. The final part of this scale “procedural justice” refers to the extent that the 

individual believes their admission was justified. This part of the scale includes 4 questions 

and ranges from 4-16 higher scores indicate that the individual felt the admission was less 

justified and not done out of concern. Examples of questions from this part of the scale 

include “To what extent did he/she do what he/she did out of concern” and “How seriously 

did he/she consider what you had to say”.  

1.9.3 Experience of involuntary admission (Ireland) 

To date there have been few studies in Ireland that have evaluated the experiences of 

individuals detained under the MHA 2001 and what factors may predict positive or more 

negative attitudes towards the experience. Knowing what these factors are could lead service 

development and/or legislative change with the objective that the experience could be as 

positive for the individual as possible. 

A study by O’Donoghue and colleagues (2010) evaluated the experiences of 81 individuals 

admitted involuntarily to a Dublin hospital over a 15 month period.  This study aimed to  
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assess factors that may predict outcome or attitudes to involuntary admission such as whether 

levels of awareness of illness (insight) was associated with the view that involuntary 

admission was necessary, and whether demographic factors, diagnosis and use of physically 

coercive measures may play a part in this. In addition the authors assessed patients’ views of 

mental health tribunals and their awareness of their legal rights, and the impact of involuntary 

admission on the relationship of the patient with their family, the treating consultant and the 

perceived impact that this involuntary admission might have on the prospect for future 

employment.  Patients were interviewed using a semi-structured interview and the Scale to 

assess Unawareness of Mental Disorder (SUMD) was used to assess awareness of illness 

(insight). Diagnoses used were those assigned by their treating consultant and coded 

according to ICD 10 diagnostic criteria. A total of 72% of individuals reflected that their 

involuntary admission was necessary prior to discharge and 77% felt that treatment was 

beneficial to their health. Almost 78% of those with a diagnosis of schizophrenia or 

schizoaffective disorder reported that their admission was necessary and 67.8% of those with 

a diagnosis of an affective illness reported their admission as being necessary.  The authors 

found a strong correlation between awareness of illness (insight) and whether patients 

perceived their involuntary admission as necessary (r = 0.67, p < 0.001). Greater length of 

time as an involuntary patient was found to be associated with the patient viewing the 

involuntary admission as unnecessary. Over 86% of patients were aware they were admitted 

under the MHA and 63% stated their treatment was discussed with them with just over 76% 

consenting to take medication if it was prescribed. Just over 54% could identify the different 

roles of the three tribunal members, 56.8% felt their case was adequately represented by their 

solicitor, with 73% being aware they could appeal the decision to the circuit court if they 

wished to do so. Almost 53% believed the tribunals were a fair system to review involuntary 

admission. The authors found no association between the impact on the relationship with the 

family and the patient perceiving the family to be involved in initiating the order. The authors 

did not find any association between the consultant psychiatrist initiating the order and the 

impact on the therapeutic relationship.   

A more recent study by the same group which evaluated the same cohort of individuals 

(O’Donoghue et al; 2011a) one year after their involuntary admission order was rescinded, 

ascertained that fewer individuals viewed their involuntary detention as necessary after the  
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order was rescinded. A moderate correlation remained between the individuals’ level of 

awareness of illness (insight) at follow up and whether they viewed their involuntary 

admission as necessary. In total 68 people were interviewed at one year post discharge 

(follow up rate of 84%). Sixty percent of these individuals reflected that their involuntary 

admission had been necessary compared to 72% of individuals who felt it necessary at 

baseline (Z = -2.05, p = 0.04).  Awareness of illness (insight) was found to be moderately 

associated with the view that involuntary admission was necessary (r = -0.30, p = 0.02, n = 

65), as was the level of procedural justice reported by the individual (r = 0.35, p = 0.01, n = 

64). Factors that were not found to be associated with perceiving that the involuntary 

admission had been necessary included male gender, being single, having a diagnosis of 

schizophrenia, schizoaffective disorder, or an affective disorder In addition the use of 

coercion, integrated recovery style or global assessment of functioning was not found to be 

associated with the belief that the involuntary admission order had been necessary. A 

multivariate analysis was carried out and only awareness of illness (insight) remained 

significantly associated with believing that involuntary admission was necessary.  

In addition in the more recent study the authors also assessed the impact that the use of 

coercive measures might have had on individuals involuntarily detained. They interviewed 

people admitted involuntarily under the MHA over a 15 month period in a Dublin hospital.  

Participants were interviewed prior to discharge and at one year follow up using scales to 

assess insight (SUMD-Scale to assess unawareness of mental disorder) and components of 

the MacArthur Admission Experience interview to assess procedural justice, (procedural 

justice refers to whether or not the individual believed that their admission was fair or 

justified and also refers to how much they felt the admission was done for their benefit or out 

of concern for their welfare) and perceived pressure (perceived pressure refers to the amount 

of pressure the individual felt from others to go in to hospital). They also looked at the use of 

restraint determined by “the clinical practice form for physical restraint” and the use of 

seclusion determined from the “register for seclusion”.  Over half of participants were found 

to have experienced at least one physical coercive measure at the time of admission. Lower 

levels of awareness of illness (insight), as measured by the SUMD, were associated with 

greater use of physical coercive measures, but no association was found between the use of 

physical coercive measures and levels of perceived pressure at admission or with the levels of  
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procedural justice at admission. The level of procedural justice experienced was statistically 

significantly associated with the willingness for a service user to voluntarily engage with the 

mental health services on discharge (p = 0.01) (O’Donoghue et al; 2011b). Those interviewed 

had either been subject to involuntary intramuscular injection or physical restraint. At follow-

up assessment, 48% of participants viewed the involuntary intramuscular injection and/or 

restraint experienced as necessary/positive, 23% viewed it as negative and 30% were 

indifferent. Those with greater levels of awareness of illness (insight) (p = 0.02) at follow up 

were more likely to view the measures as positive or necessary. The emotions described by 

the service users in relation to the coercive measures experienced predominantly included 

“fear” and “powerlessness”. This study highlighted the often traumatic nature of these 

sometimes needed though unwanted interventions.     

An Irish study carried out by Smith et al (2014) found that those who were admitted 

involuntarily, who were subject to coercive measures and who reported feeling their 

admission was less justified were less satisfied with the treatment they received. This was a 

multicentre study and included both individuals admitted voluntarily as well as involuntarily. 

The authors used a number of instruments to assess clinical and attitudinal measures. The 

interviews were conducted approximately one week prior to discharge and the study was 

carried out over a 13 month period and the authors assessed 129 individuals. Those who had 

more awareness of being unwell, those who had greater levels of functioning and those who 

reported a more positive therapeutic relationship with staff were found to have more positive 

attitudes and were more satisfied with the treatment that they received.  

Interestingly an Irish study by Rooney et al (1996) found that half of involuntary patients 

were not aware that they were admitted involuntarily and 50% of involuntary and 20% of 

voluntary patients described being in hospital as similar to being in prison. Of the involuntary 

patients 17% initially viewed the experience as positive with this figure increasing to 32% at 

the end of their involuntary admission. It was a retrospective study conducted over a 6 month 

period and individuals were interviewed between 6 and 7 months after admission. Twenty 

five individuals were interviewed in the involuntary group and 22 were interviewed in the 

voluntary group.  
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1.9.4 Experience of involuntary admission (Europe) 

A review of 18 studies performed across Europe published in 2006 found that between 33-

81% of individuals regarded their involuntary admission as justified and/or treatment as 

beneficial (Katsakou and Priebe 2006). Sample sizes ranged from 16-138 individuals, half of 

the studies were prospective and the other half retrospective, and a wide range of instruments 

were used (Global Assessment of Functioning and insights scales as well as self reported 

measures) to examine various constructs such as; if participants felt admission was 

justified/warranted and if participants perceived benefits from the treatment they received 

during admission. This review article studied outcomes of involuntary admission and 

potential predictors of those outcomes.  The purpose of identifying predictors of outcomes 

means that alternative approaches could be considered for those who are less satisfied with 

involuntary admission and who remain unhappy and dissatisfied after discharge. The studies 

included used observer rated clinical outcomes scales (including Global Assessment of 

Functioning, Global Assessment Scale, and the Brief Psychiatric Rating Scale) as well as self 

reported outcome measures. Some studies were retrospective and some were prospective. 

Sample sizes varied as mentioned above and in some studies individuals were also followed 

up post discharge (n=3) whereas in others they were not. Attitudes across 5 different areas of 

treatment were assessed, with results showing that 33-68% of patients rated their admission 

as necessary and 39-75% viewing their admission retrospectively as justified.  It was also 

found that patients views towards treatment became more positive over time (within 25 days 

of admission 39-58% believed their admission was correct with this increasing to 66-75% 

between 4 months and 3 years after involuntary admission). When asked if they felt they 

gained benefit from treatment 39-81% agreed that they did, and 68-76% agreed that they had 

clinically improved, with 46-73% being satisfied with the treatment. It is clear from the above 

review that there is a wide range of variability across different studies and across the results 

indicating that factors other than the duration of involuntary admission, experience of 

coercion and factors such as gender and age are probably involved in predicting outcomes 

and attitudes to involuntary admission. Outcomes were markedly heterogeneous and further 

research is required to identify sources of this heterogeneity.  

Katsakau et al (2010) assessed involuntary patients’ satisfaction with treatment, its changes 

over time and factors that influence satisfaction with treatment. Of particular interest to the 

authors was patient satisfaction and coercion. The authors also explored the impact of clinical 

and socio-demographic factors and views towards treatment.  The study itself was an  
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observational prospective study on outcomes of involuntary hospitalisation and was 

conducted in 67 acute wards across 22 hospitals in England. In total, 778 individuals took 

part at baseline, 546 (70%) were followed up at one month, 473 (61%) were followed up at 

three months and 396 (51%) were followed up at one year. Satisfaction with treatment was 

measured at all time points using the Client Assessment of Treatment scale (CAT).  Levels of 

coercion were measured using the Mac Arthur Perceived Coercion Scale (MPCS) and the 

Coercion Ladder (CL). The authors found a significant increase in satisfaction scores over 

time from baseline to follow up, with the highest satisfaction score being reported at three 

months. At all time-points the majority of participants reported a mean satisfaction score 

above 5. Scores above 5 on the CAT scale refer to more positive attitudes. Zero is the lowest 

score on this scale with 10 being the highest. At all time-points the participants  reported the 

lowest scores on the item rating satisfaction with their psychiatrist and the highest scores on 

the item rating satisfaction with other staff. The authors found that on the univariate model, 

no past hospitalisation was found to be associated with higher satisfaction scores but this lost 

its significance in the multivariate model. When the model was repeated controlling for effect 

of provider organisation and length of hospital stay all of the predictors except for perceived 

coercion on the MPCS remained significant. In the second model those with greater levels of 

perceived coercion at admission and during treatment (measured by the coercion ladder) and 

those reporting at least one coercive measure were less satisfied at follow up. Those who 

improved more symptomatically at one month were more satisfied. On the univariate analysis 

perceived coercion on admission measured using the MPCS and improvement in functioning 

measured by the GAF were associated with greater satisfaction with treatment but these 

factors did not remain significant on the multi-variate analysis unlike the coercion ladder 

scores which remained significant.  No baseline demographic or clinical factors including 

diagnosis, severity of symptoms or global assessment of functioning were found to be 

associated with patients’ satisfaction with their treatment.  

As part of the above study the authors also wanted to assess satisfaction with treatment and 

involuntary readmission rates and examine what factors may predict readmission to hospital 

(Priebe et al; 2009). The authors wanted to examine coercion and treatment satisfaction 

among involuntary patients. The authors assessed involuntary readmissions and patients 

retrospective views on the justification of the admission and identified some factors  
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associated with this outcome. Out of the total sample 778 participants were interviewed at 

baseline and 396 (51%) were re-interviewed at one year. Of those who were re-interviewed 

40% felt that their index admission was justified at 1 year. Similar views were found amongst 

those admitted voluntarily initially and then detained as were found in those admitted 

involuntarily. In the total sample the only factor found to be significantly associated with re-

admission was ethnic group. The authors found that those on social welfare benefits, those 

less satisfied with their treatment at baseline and those living with others were more likely to 

be readmitted involuntarily. The authors also found that those with higher functioning were 

less likely to view their index admission as justified and also found that those living alone 

and those who were more satisfied with the treatment received were more likely to view their 

index admission as justified.   

A European study carried out by the same authors (Priebe at al; 2010) across 11 European 

countries assessed patients’ views of treatment during their involuntary admission at 1 and 3 

months after involuntary hospital admission. The study was a multicentre prospective study. 

Between 1 and 5 hospitals were studied in each country. A total of 2326 patients were 

included. The primary outcome that the authors assessed was the individuals’ retrospective 

view on the extent to which their involuntary admission was right or wrong at 1 and 3 

months. In total, 55% of individuals believed that their admission was right at one month and 

63% believed their admission was right at 3 months. The percentage varied between 39% and 

71% at 1 month and between 46% and 86% at 3 months. In the multivariate analysis male 

gender (b = 0.77, p < 0.001) and those living with others (b = -0.69, p < 0.001) were more 

likely to view the admission as justified. Those with Schizophrenia were more negative about 

their admission than those with other diagnoses. Significant differences in attitudes to 

involuntary admission were found between countries with those in England having more 

negative views than those in Bulgaria, Greece, Spain, the Czech Republic, Italy, Germany 

and Slovakia whereas patients’ views in Slovakia were significantly more positive in all sites 

other than those in the Czech Republic, Italy and Germany. The authors were unable to 

determine what factors might be driving this difference. It was possibly related to varying 

legislation and practice in different countries. As an extension to this study the authors also 

looked at whether or not there was any relationship between levels of coercion experienced 

and severity of symptoms present. As part of this study the authors included not only  



27 

 

involuntary patients but voluntary patients who felt coerced (measured on the MacArthur 

Perceived Coercion Scale). The authors found that symptom severity reduced with time. 

Significant differences were found between baseline and one month, between baseline and 

three months and between one and three months (p < 0.001 for all). The authors found that 

there was no significant relationship between coercion and symptom severity (Kallert et al; 

2011). 

A study by Naber and colleagues (1996) carried out in locked wards in Germany over a 14 

month period evaluating 40 service users just prior to their discharge from hospital 

determined that awareness of illness/insight (although no standardised instrument was used) 

was one predictive factor in whether or not individuals viewed their involuntary admission 

and treatment as necessary, which is similar to the findings from the O’Donoghue studies 

mentioned above. In this particular study, data was collected on the use of coercive measures 

and the individuals’ experience of being subjected to coercive measures. Individuals were 

invited to partake in the research which took the form of a semi-structured interview 2-5 days 

prior to their discharge. The interview consisted of 12 questions and answers were recorded 

verbatim and interpreted by two psychiatrists. Examples of questions included “Did you feel 

ill at the time of admission” and “Do you know why you were at the time restrained/treated 

involuntarily”. Awareness of illness (insight) was determined from answers to questions 1-3, 

6-7, and 10-11 as well as from the clinical notes. Thirty three individuals were found to have 

good insight, 6 had partial insight and 1 had poor insight when the interview was conducted.  

Forty eight percent of patients in this study had retrospectively positive attitudes towards the 

coercive measures.  

 As discussed above, being admitted involuntarily to a psychiatric ward has been found to be 

associated with high levels of perceived coercion, although the experiences of being coerced 

during the admission process is not solely confined to being admitted involuntarily (Newton-

Howes et al; 2015, Lidz et al; 1995). Perceived coercion appears to be associated with having 

experienced force and/or threats (negative pressures) as well as feeling that one’s views have 

not been taken into consideration in the admission process (“process exclusion”)(Iverson et 

al; 2007).  

A Norwegian study compared the levels of perceived coercion amongst involuntary as well 

as voluntary inpatients (Iversen et al; 2007). Individuals were recruited from three acute 
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closed wards at a Norwegian university psychiatric hospital over a 12 month period. 

Individuals completed an admission interview and a patient satisfaction questionnaire at 

discharge. Individuals were included regardless of their legal status. In total 173 individuals 

completed the admission interview and 94 individuals completed the satisfaction 

questionnaire at discharge. The results reported below apply to these 94 individuals who 

completed both the admission interview and satisfaction questionnaire. The admission 

interview consisted of a semi-structured instrument. Only one part of this instrument was 

used for this study namely the patients reports on the use of physical force in the admission 

process. The Mac Arthur Perceived Coercion scale was used to measure perceived coercion. 

In addition to this symptoms were measured using the Brief Psychiatric Rating Scale and 

functioning using the Global Assessment of Functioning scale. The patient satisfaction 

questionnaire that was used was developed in Sweden and has undergone extensive practical 

and psychometric testing (Weiler et al; 2000). The questionnaire contained 47 fixed choice 

items rated across 5 point likert scales. In total, 69% of the sample was legally involuntarily 

admitted. There were no significant differences in levels of perceived coercion in the 

voluntary and involuntary individuals. Only 37% of individuals scored above the midpoint of 

the satisfaction scale. Age was the only patient characteristic that was found to have a 

significant relationship with overall satisfaction. Satisfaction was highest in the “staff- patient 

relationship” (79% scoring over the midpoint of the scale), followed by “subjective treatment 

outcome” (71% scoring over the midpoint of the scale”).  Satisfaction was lowest in the area 

“information and influence” (26% scored over the mid-point of the scale). Overall patient 

satisfaction was negatively impacted by accumulated coercive events (p = 0.001) and by 

objective coercion alone (p = 0.022). Being involuntarily detained and perceived coercion 

was not found to be associated with overall satisfaction. Both overall satisfaction and 

satisfaction on four of the five satisfaction subscales were significantly reduced with 

increasing number of coercive events.  

McKenna et al (1999) also compared perceived levels of coercion between voluntary (n = 69) 

and involuntary (n = 69) individuals in a New Zealand study.  This study was consistent with 

previous findings, reporting that the persons’ perception of procedural justice had a marked 

positive influence on that persons’ perception of coercion for both involuntary and voluntary 

patients. Involuntarily detained people did experience a stronger sense of coercion, but it was 

not a phenomenon unique to involuntarily detained persons. 
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In addition to possible feelings of coercion and believing that their admission was not 

justified, individuals admitted involuntarily to psychiatric units are more likely to experience 

measures such as physical restraint, intramuscular injection and seclusion (Priebe et al; 2009) 

which understandably could reinforce these beliefs. The impact that these factors have on a 

persons’ view of their admission as a whole is under-investigated. 

Studies have shown that degrees of awareness into illness (insight) vary across different 

diagnosis and it is plausible that certain groups of patients will view treatment as more 

negative or positive depending on their underlying diagnosis. Given the nature of 

schizophrenia, patients are more likely to display persistent insight deficits when compared to 

those with affective psychosis. Michalakeas et al (1994) found poor awareness of illness 

(insight) in schizophrenia and good awareness of illness (insight) in depression with the 

mania group falling in between. Amador et al (1994) used a structured assessment tool 

(SUMD) to assess awareness of illness/insight and a large group of patients (n = 412) found 

that awareness of illness (insight) deficits were more pervasive and severe in schizophrenia 

than in major depression and schizoaffective disorder. Weiler et al (2000) found that out of 

274 patients studied that those with a DSM diagnosis of major depressive disorder had the 

highest level of awareness of illness (insight) on admission which was significantly higher 

(p<0.05) than those with schizophrenia or bipolar affective disorder.  

In summary, studies to date have identified a wide variation in attitudes by patients towards 

the necessity of their involuntary admission, with some evidence that clinical features such as 

greater awareness of illness (insight) and fewer symptoms are associated with more positive 

attitudes. In addition other factors such as being male and living with others as well as not 

having a diagnosis of schizophrenia were found by some studies to be predictive of the 

person being more positive about their involuntary admission. However there is inconsistency 

in the existing literature and other studies have reported that gender, diagnosis, functioning 

and levels of coercion experienced were not significantly associated with the individual 

believing that their involuntary admission was necessary. It is likely that variation in clinical 

characteristics of patients, culture, service provision and legislation contribute to the 

heterogeneous findings.   

Overall most studies have found that satisfaction with involuntary treatment increases during 

the course of the admission. Some studies have found that individuals became less satisfied 
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as the time from their index admission lengthened; however other studies have found the 

opposite to be true. Some studies have found that individuals subjected to coercive measures 

such as seclusion, restraint and forced intramuscular injection were more likely to view their 

involuntary admission negatively however when awareness of illness (insight) improves it is 

more likely that individuals will believe these measures were necessary. Studies have found 

that those with greater awareness of illness (insight) were more likely to view these coercive 

measures as necessary.   

Several of the studies conducted to date contained small numbers of individuals and were not 

representative of larger populations. Others did not follow individuals up over time. In many 

studies individuals were interviewed just prior to their discharge and when they had been 

given a discharge date. This may have influenced their responses in that they may have given 

a more positive response to the researcher and may not have been completely honest about 

their views around their involuntary treatment and detention. Some may have feared that their 

response may have impacted on their treatment and may have been concerned that their 

discharge date would change if they gave a negative response. In addition standardised 

instruments were not always used in assessing factors such as awareness of illness (insight) or 

satisfaction with treatment. It is clear from the above that there is inconsistent evidence as to 

what factors are associated with individuals viewing involuntary admission as being 

necessary and positively and it is likely that there are multiple factors involved. There is wide 

variation in the levels of satisfaction with involuntary admission and many patients remain 

unsatisfied with their treatment and care and consider their involuntary admission as 

unjustified even after recovery.  

The legislation governing involuntary admission has changed in Ireland in recent years and 

there is a strong move away from institutional care towards more community based care (A 

Vision for Change, The Report of the Expert Group on Mental Health Policy (2006)). There 

is limited research into the experience of involuntary admission in Ireland under the recently 

implemented legislation of MHA 2001 and it is unclear what the levels of satisfaction are 

amongst patients with their care and what factors contribute to the variation in attitudes 

towards involuntary admission and what the relative contribution of clinical, socio-

demographic and service related factors are to this variation.  
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1.9.5 Aims 

The aim of this study is to carry out a comprehensive assessment of the experience of 

involuntary admission in Ireland under the Mental Health Act (MHA) 2001 from the 

viewpoint of service users. In doing this I wanted to assess individuals both during the acute 

admission and when recovered from the episode of illness, to ascertain if levels of 

satisfaction vary with recovery. I also wanted to assess what are the clinical, socio-

demographic and service related factors that optimally explain variation in attitudes of service 

users towards their involuntary admission and treatment.  As well as assessing attitudes, the 

study aimed to prospectively comprehensively assess the level of service user’s symptoms, 

social and occupational functioning, quality of life (both objective and subjective), awareness 

of illness (insight), attitudes to medication, global assessment of functioning, and awareness 

of legal rights.  

1.9.6 Specific hypotheses to be tested will include: 

 

• Service users’ attitudes towards their care and treatment will improve between 

acute admission and recovery 

• At baseline more acutely unwell individuals, with greater levels of symptoms 

and less awareness of illness, will have less positive attitudes towards the 

process and experience of involuntary admission and treatment. 

• Individuals who demonstrate the greatest improvement in clinical symptoms, 

functioning or awareness of illness (insight) between acute admission and 

recovery will have the most favourable attitudes towards admission and 

treatment at follow up. 

• There will be more negative attitudes towards care and treatment during 

involuntary admission in patients with schizophrenia compared to those with 

Affective Psychosis.  

• Where coercive measures such as physical restraint, seclusion and forced 

intramuscular injections have been used, service users will report a more 

negative view towards admission and treatment.  
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Chapter 2: Methods 

2.1 Study Design 

The study was a multicentre prospective observational study and was quantitative in nature. 

Data was collected between May 1st 2011 and 31st July 2014. Participants were assessed 

initially within two weeks of their index admission or as soon thereafter as they could 

participate in the assessment and a follow–up assessment was completed around 3 months 

following revocation of their involuntary admission order, at which point they were assumed 

to have recovered to their baseline level of functioning.  

2.2 Study Setting 

The study centre was the College of Medicine, Nursing and Health Sciences, National 

University of Ireland, Galway and comprised the research base for recruitment, collation of 

data and data analysis. The data was all collected at clinical sites. The study was carried out 

across three approved centres in the West of Ireland and included the Department of 

Psychiatry at Roscommon County Hospital, St Brigids Hospital Ballinasloe in County 

Galway (east Galway) and the Dept. of Psychiatry at Galway University Hospital (west 

Galway). The study covered a wide area incorporating both urban and rural settings and 

covering a population of about 314,000 individuals. The three mental health services chosen 

reflected a range of typical services as found throughout Ireland and encompassed well 

resourced to poorly resourced mental health services according to per capita funding (MHC 

annual report 2005, 2008), a range of community based care models and included inpatient 

units (approved centres) attached to a tertiary referral academic hospital (Galway), a county 

hospital (Roscommon) and a standalone psychiatric unit (Ballinasloe). 

2.3 Ethical Approval 

Ethical approval for the study was attained from the Research Ethics Committee, National 

University of Ireland Galway, from Galway University Hospitals Clinical Research Ethics 

Committee and from Roscommon Hospital Ethics Committee. Consent was viewed as an 

ongoing process and was negotiated with participants at each phase of the study. All 

participants were advised that they could refuse to complete any part of the assessment if they 

wished. They were also advised that they could withdraw from the study at any stage without 

their care being compromised.  
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As individuals are often involuntarily admitted due to acute and severe mental illness, they 

may not be fully competent to provide written informed consent in relation to the study and in 

particular may not be willing to sign a consent form. In such situations and given the low risk 

associated with participation in this observational study, the individual was considered to 

assent to the study if they verbally agreed to participate in the interview. However all such 

individuals later (after termination of involuntary admission) were invited to provide written 

informed consent to participate and any previously assenting individuals that refused at this 

time-point to provide such written informed consent had all data acquired in relation to them 

deleted. This approach to gaining assent and subsequent informed consent from participants 

was explicitly approved by the ethical committees. This included participants whom we were 

unable to contact for follow up assessments who originally assented to partake in the study 

(i.e. they were also excluded from the study) 

2.4 Study Advertisement 

Posters (see appendix 1) were designed for staff and service users in the approved centres to 

make them aware that the study was ongoing. The posters outlined the purposes of the study 

and gave contact information for the researcher. In addition to this information leaflets were 

designed for the service users (see appendix 2). The leaflets described briefly the purposes of 

the study and included contact information for the researcher. The researcher also gave 

presentations at each of the three approved centres prior to the study commencing to inform 

staff about the study, answer any questions staff might have and provide clarification on any 

issues raised. The poster and information leaflets were designed by the researcher and the 

power point presentation was compiled by the researcher with guidance from supervisors. 

The researcher had a dedicated mobile telephone number for the research project and staff 

and service users were able to access the researcher directly on this contact number.   

2.5 Participants 

Participants recruited for the study were individuals for whom applications were made for 

involuntary admission to the approved centres. All individuals who were transferred to the 

approved centres with an application for involuntary admission were eligible for recruitment. 

These mostly comprised those who were admitted involuntarily under the MHA 2001 (form 

6/13) and who had experience of involuntary admission, the transfer process and frequently 

the experience of mental health review tribunals.  
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A second group comprised those individuals to whom the Act was applied in that they were 

detained in the inpatient unit for a period (for up to 24 hours) but who were not found to meet 

criteria for a mental disorder following a consultant psychiatrist review and thus were not 

subsequently involuntarily admitted. The characteristics of this second group of individuals 

are unknown as they are not currently recorded for the Mental Health Commission. 

2.5.1 Recruitment of participants 

The researcher (EB) contacted the three centres by telephone on a daily basis liaising with 

nursing staff, psychiatrists and mental health act administrators and the researcher visited the 

centres regularly to ascertain if individuals who may be suitable for the study were admitted 

to any of the three centres. At this point the researcher was given only the initials of the 

individual. If it was deemed appropriate by staff at the approved centre information was 

given to the service user that the project was ongoing and permission was then sought from 

the service user for their details to be passed on to the researcher. This gave the service user 

the opportunity to discuss the project with the researcher. Service users had the option of 

speaking to an advocate about taking part in the study and from the time the researcher gave 

them information, the service user had 72 hours to decide if they wished to proceed with 

partaking in the study.   

2.5.2 Inclusion Criteria 

• Individuals involuntarily admitted under the MHA 2001 (admission order Form 6 or 

Form 13 MHA).  

• Individuals who were detained under the MHA 2001 for assessment by a consultant 

psychiatrist (section 23(1) – Holding power of 24 hours being applied to a voluntary 

patient to prevent them from leaving the approved centre) and also Individuals 

brought to the approved centres with an application for admission under the MHA 

2001 (forms 1, 2, 3 and 4) and recommendation from a registered medical practitioner 

(form 5), but were subsequently NOT involuntarily admitted. 

2.5.3 Exclusion Criteria 

(i) Individuals with severe intellectual disability or dementia – those 

individuals would be unlikely to be able to engage in the quantitative 

interviews. 
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(ii) Individuals who, due to the severity of their mental disorder, were unable 

to engage in the interview process.  

(iii) Individuals who were children (under 18 years of age) under the Act at 

time of involuntary admission. There were 8 children admitted 

involuntarily nationally in 2008. We expected that less than 2 children will 

be excluded from the study because of being < 18 years of age. In fact no 

children were admitted under the MHA 2001 during the time-frame of our 

study. 

(iv) Individuals transferred to and from the Central Mental Hospital, Dundrum. 

(v) Individuals who were not aware the MHA 2001 had been applied to them 

(e.g. individuals with delirium).  

2.6 Recruitment 

Individuals were recruited as soon as was feasible after their admission with the objective of 

assessing them whilst they were acutely unwell and within two weeks of the admission where 

possible. This of course was difficult at times and the researcher was guided by the staff at 

the approved centres. Support was sought from the treating mental health team in ascertaining 

the individuals’ ability to participate without destabilising their mental health where there 

was uncertainty about the appropriateness of the individuals’ ability to undertake interviews 

and clinical assessments.  

If it was thought either by the staff or the interviewer that the interview process might de-

stabilise the individual then the assessment was delayed until such a time it was deemed 

appropriate to carry out the assessment. Individuals who gave either consent or assent to 

partake were reminded that they had the option to withdraw at any point and that they could 

also refuse to partake in any part of the interview process. Interviews proceeded whether or 

not the involuntary admission was revoked prior to engaging with the clinical interview.  All 

information was confidential (and secured) and participants were advised that the researcher 

could only break confidentiality where it emerged during the assessment that there was a risk 

to the individual or a risk to others. Each individual was given an anonymised code to protect 

their identity and the spreadsheets for data analysis used this code rather than any identifying 

information pertaining to the individual. All assessments were carried out by the one 

researcher (EB). The assessment involved a face to face interview which lasted 
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approximately an hour. In some cases the interview was conducted over two sittings and the 

researcher was guided by the participant at all times. In some cases due to the severity of the 

mental illness it was not possible to conduct the complete interview in one sitting.  

The initial interviews were conducted in the acute units in the approved centres.  It was 

emphasised to the participants that the researcher was not part of the treating team and that 

partaking in the research would not impact on their care in any way. In addition to carrying 

out a number of psychometric instruments (see below), demographic and clinical information 

was also collected. Demographic information (socio-demographic form - appendix 3) 

collected included age, gender, socio-economic class, level of education, marital status, 

employment status, and living circumstances. Clinical information collected included 

diagnosis, previous history of psychiatric illness, previous voluntary and involuntary 

admissions, medication, medical history, family history of psychiatric illness, contact with 

general practitioner and contact with counselling services, duration of admission, and 

duration of involuntary admission. Medical records were accessed with the individuals 

consent in order to supplement the clinical information collected.   

Individuals taking part were given information leaflets (a copy of the information sheet given 

to individuals is included in the appendix) on the project with a mobile contact number for 

the researcher should they wish to discuss the research any further after the baseline 

assessment was complete or should they wish to inform the researcher that they no longer 

wanted their information included. In some cases individuals requested that the researcher 

also spoke to their family to discuss and explain the study and this request was facilitated. 

There was a system in place whereby any untoward effect on the participant would be 

reviewed by an independent consultant psychiatrist. The independent consultant psychiatrist 

was appointed at the study outset. It was considered important to provide such a system as 

individuals recruited for the study had the potential of being quite unwell and such interviews 

and assessments had the potential of adding stress and possibly causing some element of 

destabilisation and it was important that the researcher was acutely aware of this at all times.  

Individuals were advised at various points during the assessment that the interview could be 

terminated if they so wished and they were also strongly encouraged to inform the researcher 

if they were becoming upset or distressed so that this could be addressed. They were 

informed also of the option of speaking to the independent consultant psychiatrist if they felt 
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in any way distressed by the process. In fact no individual sought to trigger this option during 

the study period.  

2.7 Assessments 

2.7.1 Baseline assessments 

A number of clinical scales were obtained to assess characteristics including symptoms, 

(awareness of illness) insight, functioning, quality of life, perceived coercion, attitudes to the 

process and experience of involuntary admission and attitudes towards medications. 

1. Brief Psychiatric Rating Scale (BPRS) 

This is a well validated and widely used observer rated scale that assesses various domains of 

psychopathology in patients with psychotic illness (Katsakou; 2010, Priebe; 2009, 2010, 

2011). The scale contains 24 items each rated from 1 to 7 (1 indicated the symptom was not 

present and 7 that the symptom is extremely severe). The result is divided into a total score 

and a score for negative symptoms and for positive symptoms. It takes about 20 minutes to 

complete. This scale assesses current and recent (2-3 days) symptoms (Overall JE, Gorham 

DR (1962)). For the purposes of the analysis I used total summed score. 

2. Global Assessment of Functioning 

This is an observer rated numeric scale (0 through to 100) used to rate social, occupational, 

and psychological functioning of adults. Higher scores indicate higher functioning for 

example a score of 91-100 indicates “superior functioning in a wide range of activities, life’s 

problems never seem to get out of hand, is sought out by others because of his or her many 

positive qualities. No symptoms.”, whereas a score 41-50 “serious symptoms (e.g., suicidal 

ideation, severe obsessional rituals, frequent shoplifting) or any serious impairment in social, 

occupational, or school functioning” (e.g., no friends, unable to keep a job). This scale takes 

approximately five minutes to complete (Hall RC (1995)). 

3. Schedule for the Assessment of Insight (SAI-E)  

This is a well validated observer rated scale for the assessment of insight in individuals with 

psychotic illnesses. It assesses insight across 9 different areas and each is scored from 0-2 (0 

being “never” ~ no insight, 1 being “sometimes” ~ partial insight, 2 being “often” or full 
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insight). Each item is scored individually and specifically three of the sub-sections include 

assessment of awareness of mental illness, awareness of symptoms and attribution of 

symptoms. There is also a section that examines medication and this section is filled out in 

conjunction with the individuals’ primary nurse or relative. This section includes the 

following questions: 

• How does patient accept treatment (includes passive acceptance)  

• Does patient ask for treatment unprompted  

• Summary of compliance to treatment /therapy/medication 

The scale takes about twenty five minutes to complete (David and Kemp; 1995). For the 

purposes of the data analysis, I used the sum of the individual item scores.  

4. Hogan Drug Attitude Scale (HDAI) 

This is an observer or self rated scale which takes about ten minutes to complete. There are 

30 items assessing the persons’ attitudes towards medication. Each item is rated true or false 

and scored +1 (true) or -1 (false) and the total score ranges from -30 to +30. I used the total 

score for this scale in our analysis (Hogan; 1983). 

5. Client Assessment of Treatment Scale (CAT) 

This is a self rated or observer rated scale (Priebe; 1995) with seven items that assess the 

individuals’ views and attitudes towards their treatment. Each item is scored on a scale of 0-

10 (0 being the most negative response and ten being the most positive). Each item is scored 

individually and a total score for all seven items as well as a mean score are also calculated. 

This scale is well validated and has been used in multiple previous studies (Katsakou et al; 

2010, Priebe et al; 2009, 2011). It takes about ten minutes to complete. In order to account for 

missing data for some items by participants, I used the mean of the item scores answered for 

this scale in the analysis.  
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6. MacArthur Admission Survey  

This is a validated scale and is observer rated. (Gardner et al; 1993) The scale takes about 

fifteen minutes to complete. It assesses three main areas; (1) perceived coercion, (2) 

perceived pressure and (3) procedural justice. 

 Perceived coercion: This section contains 5 items, each answered yes or no. The total score 

for this section is 5 and this indicates maximum coercion. 

Perceived pressure: This section contains 4 items and each is answered yes or no. The total 

score for this section is 4 and this indicates maximum pressure. 

Procedural justice: This section contains 4 items and each item is rated across a scale of 1 to 

4 (4 indicating less procedural justice and greater dissatisfaction with admission). A total 

score for the section is then calculated by summing the individual questions and total scores 

range from 4-16. Higher total score indicates less procedural justice.ie the individual 

perceiving the admission as unjust/unfair.   

7. Coercion Ladder 

This is a scale that ranges from 1-10 and assesses an individuals’ perception of the amount of 

coercion they felt subject to on admission. It takes 5 minutes to complete and higher scores 

indicate greater levels of perceived coercion (Kjellin & Hoyer et al; 2006). 

8. Attitudes to the process and experience of admission (Attitude Scale) 

This is a 15 item scale that was devised by the author as there were specific elements of the 

care pathway for involuntary admission in Ireland that I wished to probe in relation to the 

patient’s attitudes that were not captured by the validated satisfaction scales (e.g. Client 

Assessment of Treatment Scale). In particular I wanted to ascertain the individuals’ 

experience of the initiation of the involuntary admission process, the subsequent transfer and 

arrival in hospital. I also wanted to explore the individuals experience and attitudes towards 

their solicitor and their experience of the mental health review tribunals and how independent 

they felt the review process was.  
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In addition I wanted to explore if individuals felt they were being provided with sufficient 

information regarding their rights during involuntary admission and whether they felt that 

they were being provided with adequate information around why they were being prescribed 

medication. No scales that include assessment of these factors have been published in the 

literature to date to my knowledge. 

The scale contains 15 items and each item is rated on a Likert scale of 1-4, lower scores 

indicating more negative attitudes and higher scores indicating more positive attitudes. An 

even scale was used for each item with no neutral option in order to force the respondent’s 

choice if undecided. Items were scored individually and, in order to account for missing data 

for some items, I used the mean value of the items answered for this scale in the analysis. 

This scale takes about fifteen minutes to complete (see appendix 4 for full scale). 

2.7.2 Follow – Up assessments 

Follow up assessments were completed approximately 3 months after the involuntary 

admission order was revoked (for detained individuals (form 6/form13) and approximately 3 

months after the discharge date for individuals to whom the MHA 2001 was applied but who 

were not subsequently detained. Attempts were made to re-recruit all participants. 

Participants were contacted by telephone initially and if no contact could be made then efforts 

were made to contact them through the community mental health team (prior consent had 

been obtained at baseline). In some cases where contact could not be made either by 

telephone or by the community mental health team, a letter inviting the participant to 

complete follow-up was sent to them. Face to face interviews were carried out by the same 

researcher (EB).   

In order to determine if the individual had reasonably recovered to their baseline symptoms 

and functioning, the researcher initially made contact with them over the telephone or in 

some cases where appropriate contact was made via their primary nurse. At this point if 

individuals agreed to complete the study the researcher made arrangements to meet with 

them. Assessments were carried out in community settings including day hospitals, day 

centres, out -patient clinics, in the individuals own home and in some cases at the individuals’ 

preference in a quiet hotel/cafe.  
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The researcher was guided by the individual regarding their preference of where to meet. 

Individuals were compensated for their time and any travel expenses incurred were refunded. 

If the person requested, family members could also attend with the participant. Three 

participants in total opted for this option. Follow up assessments took approximately two 

hours to complete (additional scales were used as detailed below). Tea/coffee refreshments 

were provided for participants and breaks were given during the assessment if they so 

wished. They were also given the option to return at a later date to complete the scales if they 

were too tired / found them too time consuming. None of the participants opted for this.  

As with the baseline assessments participants were advised that they could refuse to complete 

any of the scales or parts of the individual scales if they so wished. Again it was emphasised 

that confidentiality was upheld (except where there was any concerns around risk to self / 

others) and also that their identity would remain anonymous.  

All of the clinical scales completed at baseline were also completed at follow up and in 

addition the following three assessments were added. 

1. SCID- The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I)  

A diagnostic exam used to determine DSM-IV Axis I disorders (major mental 

disorders) and Axis II disorders (personality disorders). For the purposes of the 

analysis of data diagnosis was collapsed into three categories; 1. Affective psychotic 

illness (including bipolar affective disorder, schizoaffective disorder and major 

depressive disorder with psychotic symptoms), 2. Non-affective psychotic illness 

(including schizophrenia, delusional disorder, psychotic disorder-not otherwise 

specified, brief psychotic episode, and schizophreniform disorder), 3. Other 

(including major depressive disorder without psychotic symptoms, alcohol dependent 

syndrome, personality disorders, eating disorders, and substance use disorder). 

2. Heinrich’s Quality of Life Scale (QOL)  

This instrument is designed to evaluate the current functioning of non-hospitalised 

patients. It is administered as a semi-structured interview. A seven-point scale is 

provided for each item with some suggested questions to assist the interviewer make 

his judgment. A total score is obtained along with four subscales; interpersonal 

relations, instrumental role, intrapsychic foundations and common objects and 
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activities. In total there are 21 items (Heinrich et al; 1984). I used the sum of the 

individual item scores when we were analysing the data.  

2.8 Statistical analysis 

Initially all data were cleaned and checked for outliers by generating suitable numerical, 

tabular and graphical summarises at baseline and follow-up. Case profile plots were used to 

identify any overly influential changes in each variable over time. Descriptive statistics were 

used to evaluate the data at baseline and at follow up. Associations between clinical factors 

and between clinical measures and attitudinal measures were examined using Pearson’s 

correlation coefficient test. Clinical measures across time-points for individuals who were 

successfully re-recruited were analysed using paired t-tests. The significance level was set at 

p=0.05 for these statistical analyses. 

As the primary responses of interest (CAT and Attitudes scale) behaved as continuous 

variables, multiple regression models were used to model the relationship between each 

primary and potential explanatory variable. Three models were explored: (i) explanatory 

variables associated with attitudes at baseline; (ii) explanatory variables associated with 

attitudes at follow-up; (iii) explanatory variables associated with change in attitudes between 

baseline and follow-up.  

The variables chosen at baseline were symptoms (BPRS), awareness of illness (SAI-E), 

functioning (GAF), diagnosis, age, gender, whether or not an admission order was completed 

(individual was detained), the total number of previous involuntary admissions, history of 

alcohol abuse, and history of drug abuse.  The variables chosen for the follow up model and 

the changes over time included the above and also included quality of life scores, whether or 

not the person was subjected to coercive measures and the length of time the person was 

detained, and whether their involuntary admission had been reviewed by an independent 

tribunal.   

The inclusion of explanatory variables was determined in advance and consisted of those that 

we considered possibly related to outcome, regardless of whether they were significant or not 

in the final model. When modelling attitudes at follow up, the regression model included the 

primary response at baseline as a covariate. This was in addition to the pre-selected set of 

explanatory variables. In order to investigate how changes in attitudes over time were 
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associated with changes in the explanatory variables, the change score in the response was 

regressed on the change score in the set of explanatory where relevant.  

The relationship between significant variables was displayed using scatter plots with 

smoothers, labelling by factors as needed. The Likelihood ratio test and Akaike information 

criterion were used to identify the correct functional form for each explanatory by fitting 

higher order splines for each covariate. The assumptions underlying each regression model 

were assessed using suitable residual plots. 

As an addition to the regression models, regression trees using conditional inference 

(Hothorn et al (2006)) were used to identify subgroups in the sample that explained 

significant components of variability in the attitude variables and to identify the presence of 

interactions between explanatory variables. 
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Chapter 3: Results 

3.1 All presentations 

There were 559 presentations in which an application for involuntary admission was made 

across the three approved centres between March 1st 2011 and January 31st 2014. This 

consisted of n = 285 (51%) from Galway, n = 189 (33.8%) from Ballinasloe, and n = 85 

(15.2%) from Roscommon. Of the 559 presentations, 370 (66.2%) had an Admission Order 

completed by the treating consultant psychiatrist and in  189  presentations the MHA 2001 

was applied but the subsequent admission order was not completed (figure 1 below displays 

the recruitment of individuals).  

The majority of presentations were male and were admitted under section 14/15. See Table 1 

below for demographic details, reasons for exclusion and section of the MHA 2001 

individuals were admitted under. 

Table 1. Basic demographic information on all presentations to the three centres 

Variable Galway 
(n, %) 

Ballinasloe 
(n, %) 

Roscommon 
(n, %) 

Gender: 
    Male 
    Female 
    Total 

 
150 (52.6) 
135 (47.4) 
285 (100.0) 

 
129 (68.3) 
60 (31.7) 
189 (100) 

 
49 (57.6) 
36 (42.4) 
85 (100) 

Type of admission: 
   Section 14/15 
   Section 23/24 
   Section 23(1) / 14(2) 
   Total 

 
156 (54.7) 
41 (14.4) 
88 (30.9) 
285 (100) 

 
91 (68.8) 
19 (10.1) 
79 (41.8) 
189 (100) 

 
56 (65.9) 
9 (10.6) 
20 (23.5) 
85 (100) 

Reason for exclusion 
 Learning disability 
 Dementia 
 Other ** 
 Total 

 
4 (9.3) 
7 (16.3) 
32 (74.4) 
43 (100.0) 

 
4 (23.6) 
3 (17.6) 
10 (58.8) 
9 (100) 

 
0 (0.0) 
7 (77.8) 
9 (22.2) 
9 (100) 

Table 1. **other included “delirium” “transfer to centre outside study” “not aware of 
forms” 
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3.2 Recruitment of participants  

Overall 490 presentations were potentially eligible for inclusion in the study. A total of 105 

presentations were missed due to the fact that the individual had left hospital within twenty 

four hours and the researcher was unable to recruit them or that the researcher was on leave at 

that particular time. Out of the remaining 385 presentations a total of 263 presentations 

completed baseline assessments (this included 228 individuals) with 155 presentations 

subsequently completing follow up assessments (this included 139 individuals). One hundred 

and twenty two individuals refused to participate in the study with a further 69 individuals 

being excluded, (n=22 due to cognitive impairment, n=14 due to transfer to an approved 

centre outside the study area, n=10 were excluded due to being too mentally unwell and 

disorganised, n=8 due to the individual not being aware they were on mental health act forms, 

n=8 due to moderate to severe dementia, n=4 due to delirium, and n=3 were excluded due to 

having absconded from the ward prior to being seen).  A flow chart of recruitment is 

displayed below (figure 1). 
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Figure 1. Flow chart of recruitment 

 

             Detained under MHA 2001                      Total Presentations              MHA 2001 applied but not detained 

 

 

 

 

 

 
 

 
Figure 1. Displays the recruitment of individuals at both time-points of the study 
*Excluded: Individuals with severe dementia, severe learning disability, delirium, transferred to other 
centre, or were so acutely unwell they were unable to partake in the interview process.  
**Missed: Individuals could not be contacted either because they left hospital within 24 hours or the 
researcher was on leave. 
 
 

A number of presentations did not complete the follow up assessment (n = 107) and there 

were multiple reasons for this. The majority withdrew their consent stating they no longer 

wanted to partake in the study. In total 41 (37.9%) presentations refused consent, the 

whereabouts of 33 (30.5%) presentations was unknown, 9 (8.4%) presentations had moved 

abroad, 8 (7.5%) presentations were given multiple appointments to meet the researcher but 

failed to attend for the assessment, 5 (4.6%) presentations were deceased, 3 (2.8%) were too 

physically unwell to partake, 3(2.8%) presentations were unable to partake due to a severe 

level of cognitive impairment, 3 (2.8%) presentations were too unwell with ongoing 

psychotic illness to participate and a further 3 were not included due to 1 (0.09%) being  

admitted to the Central Mental Hospital, 1 (0.09%) being  in prison and 1 (0.09%)  was not 

included as he was exhibiting inappropriate behaviour. Of note there was no significant 

difference in attitudes at baseline between those who completed the follow up assessments 

and those who didn’t either on the CAT scale (t = 0.083, p = 0.934) or on the Attitude scale (t 

= -0.712, p = 0.479). 

Presentations: n = 370 (67%) 
Form 6: n =310 
Form 13: n=60 

Eligible: n=309 
*Excluded: n=49 
**Missed: n=12 

 
Baseline completed: n=205 

(174 individuals) 
Follow-up completed: n=127 

(112 individuals) 
 

Presentations:  n = 559 

Completed baseline: n=263 
Completed follow-up: n=155 
 

 

Presentations: n =189 (33%) 

Eligible: n=76 
*Excluded: n=20 
**Missed: n=93 

 

Baseline completed: n=58 
(54 individuals) 

Follow-up completed: n=28 
(27 individuals) 
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3.3 Demographic information 

In total n = 266 presentations completed the assessment at baseline.  At a later stage three 

individuals were excluded from the data analysis as it was not possible to obtain informed 

consent from them at follow up assessments (assent was initially obtained). The reason this 

was not possible was that the individuals remained unwell and were unable to give informed 

consent. Information pertaining to those three individuals was thus destroyed in accordance 

with the protocol and ethical guidelines. Initially 31 (11.8%) presentations “assented” to take 

part in the study as it was not possible to obtain informed consent at that point in time. At 

follow up all presentations who were able to give full informed consent to take part in the 

study did so. Results are reported for the remaining 263 presentations. In total 155 

presentations completed follow up assessments. The majority of individuals who took part in 

the study were male, were single and spoke English as their first language. Table 2 below 

displays the demographic information for the participants recruited.  
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Table 2. Demographic information at baseline and follow up on individuals who 
participated in the study                                                                                         

Demographic variable Baseline 
(n=263) 
n (%) 

Follow up 
(n=155) 
n (%) 

Gender:  
   Male 
   Female 

 
167 (63.5) 
96 (36.5) 

 
101 (65.2) 
54 (34.8) 

Age-Group: 
   18-24Yrs 
   25-44Yrs 
   45-64Yrs 
   65Yrs+ 
 (Age ranged from 19yrs to 88yrs, mean 43.05 yrs (SD 15.59)) 

 
29 (11) 

123 (46.8) 
86 (32.7) 
25 (9.5) 

 

 
18 (11.6) 
74 (47.7) 
52 (33.5) 
11 (7.1) 

 
Marital Status 
   Single 
   Married 
   Significant relationship 
   Divorced/Separated 
   Widowed 

 
161 (61.2) 
40 (15.2) 
15 (13.7) 
36 (13.7) 
11 (4.2) 

 
96 (61.9) 
23 (14.8) 
3 (1.9) 

23 (14.8) 
10 (6.5) 

Lives alone 
   Yes 
    No 

 
94 (35.7) 
169 (64.3) 

 
54 (34.8) 
101 (65.2) 

English as first language 
   Yes 
   No 
  (Other languages included Polish, Irish, Spanish, French, Lithuanian) 

 
241 (91.6) 
22 (8.4) 

 

 
141 (91.0) 
14 (9.0) 

 
Ethnicity 
   Caucasian 
   Asian 

 
261 (99.2) 

2 (0.8) 

 
153 (98.7) 

2 (1.3) 
Educational level attained 
   Completed primary level 
   Completed secondary level 
   Completed third level 
   Completed post-grad 

 
110 (41.8) 
70 (26.6) 
63 (24.0) 
20 (7.6) 

 
70 (45.2) 
35 (22.6) 
33 (21.3) 
17 (11.0) 

 
The majority of individuals (baseline: n = 162, 61.6%, Follow up: n = 92, 59.4%) were in the 

lowest socio-economic status (V) at the time of the study. For the purposes of the study we 

collected information on best, current, as well at parental socio-economic status. It is well 

known that individuals with chronic and enduring mental health problems can be seen over 

time to drift into the lower socio-economic groups (Perry; 1996). Notably the majority of 

individuals who were in socio-economic group V at the time of the study had previously 
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occupied a higher socio-economic group. Table 3 displays the information pertaining to 

socio-economic status for the individuals recruited for the study. 

Table 3. Socio-economic status 

Table 3 displays current, best and parental socioeconomic status for the individuals recruited 
for the study 

 
 

3.4 Clinical information  

 

The majority of individuals (n = 166, 63.1%) were admitted under section 14/15 of the MHA 

2001. Informed consent was obtained at baseline for almost ninety percent of individuals (n = 

232, 88.2%). In almost half of cases (n = 119, 45.2%) the index admission was the first ever 

involuntary admission for that individual. Over eighty percent of individuals (n = 225, 

85.6%) had had previous contact with the psychiatry services. Some individuals were 

admitted more than once on an involuntary basis during the time-frame of the study (n = 35, 

13.3%). For the purposes of the study each involuntary admission was counted as a separate 

and new episode. The majority of individuals who were admitted involuntarily more than 

once during the time frame of the study were admitted involuntarily on two occasions (n = 

24, 68.6%), with the remainder admitted three times (n = 5, 14.3%), four times (n = 3, 8.6%), 

five times (n = 2, 5.7%) or six times (n = 1, 2.8%) respectively. Table 4 below shows the 

preliminary clinical information for the individuals who took part in the study.  

 

Socio-
economi
c status 

Current  
Baseline  
(n, %) 

Current  
Follow-up  
(n, %) 

Best  
Baseline  
(n, %) 

Best  
Follow up 
 (n, %) 

Parental  
Baseline  
(n, %) 

Parental  
Follow up  
(n, %) 

I 2 (0.8) 1 (0.6) 2 (0.8) 1 (0.6) 6 (2.3) 3 (1.9) 
II 14 (5.3) 8 (5.2) 25 (9.5) 17 (11.0) 32 (12.2) 23 (14.8) 
III 62 (23.6) 35 (22.6) 123 (46.8) 69 (44.5) 136 (51.7) 80 (51.6) 
IV 23 (8.7) 19 (12.3) 92 (35) 61 (39.4) 79 (30) 43 (27.7) 
V 162 (61.6) 92 (59.4) 21 (8.0) 7 (4.5) 10 (3.8) 6 (3.9) 
Total 263 (100.0) 155 (100.0) 263 (100.0) 155 (100.0) 263 (100.0) 155 (100.0) 
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Table 4. Clinical information of participants at baseline and follow-up 

Variable Baseline 
n (%) 
n=263 

Follow up 
n (%) 
n=155 

Status of admission 
 Section 14/15 
 Section 23/24 
 Section 14 (2) 
 Section 23 (1) 

 
166 (63.1) 
39 (14.8) 
47 (17.9) 
11 (4.2) 

 
98 (63.2) 
29 (18.7) 
8 (5.2) 

20 (12.9) 
Consent/Assent 
 Consent 
 Assent 

 
232 (88.2) 
31 (11.8) 

 
139 (89.7) 
16 (10.3) 

Past psychiatric history 
 Yes 
 No 

 
225 (85.6) 
38 (14.4) 

 
132 (85.2) 
23 (14.8) 

Index admission is first involuntary 
admission 
 Yes 
 No 

 
 

119 (45.2) 
144 (54.8) 

 
 

73 (47.1) 
82 (52.9) 

Family History of psychiatric illness 
 Yes 
 No 
 Unknown 

 
122 (46.4) 
80 (30.4) 
61 (23.2) 

 
73 (47.1) 
50 (32.3) 
32 (20.6) 

History of alcohol abuse 
 Yes 
  No 

 
115 (43.7) 
148 (56.3) 

 
64 (41.3) 
91 (58.7) 

History of illicit substance abuse 
 Yes 
 No 

 
79 (30.9) 
184 (69.1) 

 
44 (28.4) 

111 (71.6) 
Type of illicit substance used 
 Cannabis 
 Other 
 Cannabis and other 

 
36 (45.6) 
7 (9.0) 

36 (45.6) 

 
24 (54.5) 
5 (11.4) 
15 (34.1) 

Age at first admission 
 Age (years) 

Mean (SD), range 
32.13 (14.67), 13-85yrs 

Mean (SD), range 
31.81, (14.05); 13-85yrs 

Time spent in hospital for index admission 
(days) 
 Detained  
 Admitted  

Mean, (SD);  Range 
 

25.14, (35.86); 1-219 
38.43, (39.49); 1-241 

Mean, (SD);  Range 
 

25.30, (33.76); 1-181 
39.66, (39.23); 1-220 

Completion of baseline and follow up 
assessments (days) 
 Time between admission and baseline 
assessment  
 Time between revocation of involuntary order 
and  follow  up assessment  

Mean,  (SD); Range 
 

8.95, (7.73); 1-43 
 

Mean,  (SD); Range 
 

8.32, (6.93); 1-34 
 

93.52, (38.50); 6-236 

Table 4 displays the clinical information of the individuals who took part in the study both at 
baseline and at follow-up assessments 
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3.4.1 Medication prescribed at time of index admission 

The majority were prescribed an atypical antipsychotic at the time of admission (n = 205, 

77.9%), with 60 (22.8%) being prescribed a typical antipsychotic agent. In relation to 

antidepressants, n = 36 (13.7%) were prescribed a Selective Serotonin Reuptake Inhibitor 

(SSRI), n = 9 (34.0%) were prescribed a Serotonin Noradrenaline Reuptake Inhibitor (SNRI), 

n = 5 (1.9%) were prescribed a Noradrenergic and Specific Serotonergic Antidepressant 

(NaSSA), and n = 4 (1.5%) were prescribed a Tricyclic Antidepressant. Furthermore, n=61 

(23.2%) were prescribed a mood stabiliser, n = 104 (39.5%) were prescribed an Anxiolytic 

medication and n = 42 (16.0%) were prescribed a hypnotic medication at the time or around 

the time of admission when the index assessment was completed.  

3.4.2 Criteria for admission under the MHA 2001 

In this study the majority of applications for involuntary admission were made by a first 

degree relative (n = 110, 51.5%), with most of those being made by a parent (n = 45, 40.9%). 

The remainder were by a sibling (n = 27, 24.5%), a spouse (n = 21, 19.1%), by a child of the 

individual (n = 16, 14.5%) with one being made by a second degree relative (n = 1, 0.9%).  

Gardaí made the application for involuntary admission in almost forty percent of cases (n = 

85, 39.5%). An authorised officer made the application in only four cases (1.9%). The 

remaining applications were made by other persons (n = 16, 7.5%).  

Where the individual was brought to hospital with an application and recommendation for 

involuntary admission they were transferred to hospital by the assisted admission team in 

almost half of cases (n = 86, 40%). This was either a team of community mental health nurses 

from the relevant approved centre or else the national assisted admissions team. Most 

individuals were brought to hospital outside of routine working hours (n = 83, 56.0%). This 

figure related to individuals who were brought to hospital with an application and 

recommendation for involuntary admission and was not relevant to those whose status was 

changed from voluntary to involuntary as they had initial come to hospital of their own free 

will. In the majority of cases the individual was detained by their own treating consultant (n = 

146, 73%).  This figure related only to individuals on whom an admission order was 

completed as it was not relevant to those who were held on mental health act forms but not 

subsequently detained.  
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I also examined the reasons an application for an involuntary admission was made from what 

was stated on the recommendation form (section 10, MHA 2001). I compared this with the 

reasons for involuntary admission on the admission order form (section 23/section 24, MHA 

2001) if the admission order was completed.  

In just over half of cases the reasons stated were the same (n = 79, 50.3%). In the remaining 

cases the reasons differed. The most common reason stated for an application for admission 

was risk to self or others (reason a: n = 88, 42%). In contrast this accounted for only five 

percent of cases that an admission order was completed (n = 10, 5%). The majority of 

admission orders (n = 129, 65%) were completed due to the fact that failure to admit would 

likely lead to a deterioration in the persons mental state and that admission would likely 

benefit the person and alleviate the condition (reason b (i) & b (ii)).  

Following completion of an admission order just under half of individuals (n = 99, 48.2%) 

recalled being given a booklet with information about their rights and the MHA 2001. Less 

than two thirds (n = 130, 63.4%) recalled being told that they were being detained under the 

MHA 2001. Just over half of individuals (n = 71, 52.9%) recalled being told that they had a 

right to appoint an independent solicitor for their tribunal and they did not have to accept the 

solicitor appointed by the Mental Health Commission. This information however, is actually 

provided to all individuals on a standard patient notification form that is given to the patient 

when each involuntary admission order is completed and is confirmed as such by the 

consultant psychiatrist in the form sent to the Mental Health Commission. It is likely 

therefore, that patients don’t always recall this important information being given to them due 

to the level of illness they are experiencing at the time. Table 5 below describes the full 

breakdown of the reasons an application for involuntary admission was made and also the 

reasons as to why an admission order was completed. 
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Table 5. Reasons for application for involuntary admission and completion of admission 
order 

Reasons on recommendation  
Section 10 MHA 2001  

n  % 

7(a)  88 42.0 
7(b)(i) & 7(b)(ii) 84 40.2 
7(a) & 7(b) 35 16.7 
7(b)(ii) 2 1.1 
Total * 209 100.0 
Reasons on admission order 
Section 23/Section 24 MHA 2001 
7(b)(i)&(ii) or 8(b)(i)&(ii) 129 64.8 
7(a)&(b) or 8(a)&(b) 56 28.2 
7(a) 10 5.0 
7(b)(ii) 4 2.0 
Total ** 199 100 

Table 5. 7(a) or 8(a) = “In my opinion this person is suffering from a mental 
disorder where because of the illness, disability, or dementia, there is a serious 
likelihood of the person concerned causing immediate and serious harm to 
himself or herself or to other persons”, 7(b)(i) or 8(b)(i) =” In my opinion this 
person is suffering from a mental disorder where because of the severity of the 
illness, disability or dementia, the judgement of the person concerned is so 
impaired that failure to admit the person to an approved centre would likely lead 
to a serious deterioration in his or her condition or would prevent the 
administration of appropriate treatment that could be given only by such 
admission”, and 7(b)(ii) or 8(b)(ii) = “In my opinion this person is suffering from 
a mental disorder where the reception, detention and treatment of the person 
concerned in an approved centre would be likely to benefit or alleviate the 
condition of that person to a material extent”.  
 
* Data pertaining to the above was not available for n = 54 participants. In the case of n = 39 
participants it was not relevant as Section 24/25 was completed (i.e. there was no recommendation 
form) and in the case of n = 11 participants a section 23(1) “holding power” was applied and this 
information was also not relevant for these participants. In the case of n = 4 participants this data 
was missing from their charts and the interviewer was unable to access this information as no 
copies were available.)  
**Data pertaining to n = 6 individuals who were detained on a form 6 or form 13 was missing. The 
forms were missing and the interviewer was unable to obtain this information either from the 
participants’ charts or from the mental health act administrator. As you can see from the above 
table the majority of participants detained were detained under reasons 7b(i)&(ii), 8b(i)&(ii) or 
7a&b, 8a&b. In contrast to the reasons a recommendation was completed only n = 10 individuals 
were subsequently detained for reasons 7a alone. 
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3.4.2.1 Descriptives of individuals on whom an admission order was not 

completed  

In this study individuals who were detained under the MHA 2001 as well as those to whom 

the Act was applied but who were not detained were included. Table 6. below displays the 

various clinical and attitudinal measures comparing individuals on whom an admission order 

was completed and those whose admission order was not completed.  

There was no difference in terms of age between those detained and those who were not 

subsequently detained. Those who were detained had a greater number of previous 

involuntary admissions and this was statistically significant at baseline but not at follow up. 

Those who were not subsequently detained were less unwell at baseline (lower BPRS scores),  

had greater levels of functioning at baseline (higher GAF scores), and had higher mean 

attitude scores on both the CAT and Attitude scales at baseline.  

There was no significant difference in awareness of illness (SAI-E) between those detained 

and those not subsequently detained at baseline. At follow up those who were not detained 

had more positive attitudes on the CAT scale and on the Attitude scale but the differences on 

the Attitude scale were not statistically significant. Individuals who were not detained 

reported lower levels of perceived coercion at baseline and at follow up and also reported 

greater levels of procedural justice at baseline and at follow up compared to individuals on 

whom an admission order was completed. Those who were not detained were less likely to 

have a diagnosis of a non-affective psychotic illness.  
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Table 6. Differences in clinical and attitudinal measures between those detained and those not detained 

Variable 
 
 
 
 

Range Baseline 
Detained 
(Mean, SD) 
 
n=205 

Baseline  
Not 
detained 
(Mean, SD) 
n=58 

t  p  Follow up 
Detained 
(Mean, SD) 
 
n=127 

Follow up 
Not 
detained 
(Mean, SD) 
n=28 

t p 

Age (years) 19-88 42.38 (15.57) 45.41 (15.56) 1.31 0.193 41.80 (15.28) 46.11 (14.39) 1.41 0.164 
Number of 
previous 
involuntary 
admissions  

0-30 2.71 (4.17) 1.36 (2.67) -2.97 0.003 2.55 (4.43) 1.89 (3.14) -0.92 0.359 

Symptoms 
(BPRS) 

0-55 23.57 (12.82) 14.22 (9.61) -6.07 <0.001 4.58 (4.57) 4.14 (4.10) -0.50 0.618 

Awareness 
of illness 
(SAI-E) 

0-22 4.78 (4.44) 7.67 (5.89) 2.43 0.021 11.19 (7.43) 11.78 (8.70) 0.25 0.801 

Functionin
g (GAF) 

0-100 24.89 (11.19) 32.15 (15.50) 3.32 0.001 66.88 (11.82) 69.17 (10.58) 1.01 0.317 

Attitudes 
(CAT 
scale) 

0-10 5.84 (3.19) 7.53 (2.66) 4.07 <0.001 6.45 (2.93) 7.68 (2.43) 2.32 0.025 

Attitudes 
(Attitude 
scale) 

1-4 2.56 (0.74) 3.21 (0.53) 7.36 <0.001 2.74 (0.76) 3.08 (0.68) 2.29 0.027 

Perceived 
coercion 

0-5 4.41 (1.22) 3.59 (1.75) -3.30 0.001 4.60 (1.08) 3.96 (1.45) -2.17 0.037 

Perceived 
pressure 

0-4 1.37 (0.98) 1.24 (0.85) -0.97 0.332 1.05 (0.85) 0.85 (0.76) -1.22 0.228 

Procedural 
Justice 

0-16 10.19 (4.30) 8.25 (3.83) -3.25 0.002 8.84 (4.05) 6.61 (2.62) -3.53 0.001 

Attitudes to 
medication 
(HDAI) 

-30-
+30 

-2.69 (15.93) 8.14 (16.81) 3.99 <0.001 4.57 (16.25) 9.91 (16.74) 1.43 0.161 

Table 6. displays the differences in clinical and attitudinal measures between those detained and those not 
detained with areas that were significantly different highlighted in red. (BPRS = Brief Psychiatric Rating 
Scale, SAI-E = Scheduled for Assessment of Insight in Psychosis, GAF = Global Assessment of Functioning, 
CAT = Client Assessment of Treatment, HDAI = Hogan Drug Attitude Inventory) 
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3.4.3 Experience of coercive measures during index involuntary admission  

In total, just over one quarter (n = 69, 26.2%) of individuals who took part in the study 

experienced at least one coercive measure during the timeframe of the study. Of these 

individuals just over four fifths experienced physical restraint (n = 56, 81.1%). Almost half 

experienced seclusion (n = 33, 47.8%) and over two thirds of individuals (n = 48, 69.5%) 

subjected to coercive measures experienced forced intramuscular injection. The minimum 

number of times any one individual was physically restrained was once and the maximum 

number of times was 12 (mean 2.12, (SD 2.08)). The minimum number of times any one 

individual was secluded was once and the maximum was 16 times (mean 3.60, (SD 3.57)).  

3.4.4 Coercive measures and attitudes towards involuntary admission and 

treatment  

At baseline, perceived coercion was modestly correlated with attitudes towards involuntary 

admission as measured by the CAT scale (r = -0.313, p < 0.001) and the Attitude scale (r = -

0.369, p = 0.001). Similarly there were modest correlations between the level of perceived 

pressure at baseline and attitudes towards involuntary admission and treatment as measured 

by the CAT scale (r = -0.211, p = 0.001) and the Attitude scale (r = -0.316, p < 0.001). In 

contrast levels of procedural justice at baseline was strongly correlated with attitudes towards 

involuntary admission and treatment on the CAT scale (r = -0.528, p < 0.001) and on the 

Attitude scale (r = -0.604, p < 0.001) at baseline. 

I found weak correlations between levels of perceived coercion at follow up and attitudes 

towards involuntary admission and treatment as measured by the CAT scale (r = -0.156, p = 

0.057) and the attitude scale (r = -0.219, p = 0.007). Similarly I found weak correlations 

between the levels of perceived pressure at follow up and the individuals attitudes towards 

the process and experience of involuntary admission and treatment as measured by the CAT 

scale (r = -0.177, p = 0.030) and attitude scale (r = -0.257, p = 0.001). In contrast I found 

strong correlations between levels of procedural justice and attitudes to involuntary 

admission and treatment as measured by the CAT scale (r = -0.693, p < 0.001) and the 

attitude scale (r = -0.640, p < 0.001). Those who felt their admission was more justified had 

more positive attitudes to involuntary admission and treatment at follow-up (see figure 2. and 

figure 3. below).  
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Figure 2. Levels of procedural justice and attitudes towards involuntary admission and 
treatment at follow up (CAT scale) 

 

Figure 2. shows the greater levels of procedural justice at follow up 
(believing the admission was more fair) was associated with more positive 
attitudes to the process and experience of involuntary admission at follow up 
as measured by the client assessment of treatment (CAT) scale 

 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

(r = -0.69, p < 0.001) 
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Figure 3. Levels of procedural justice and attitudes towards involuntary admission and 
treatment at follow up (Attitude scale) 

 

Figure 3. shows the greater levels of procedural justice at follow up 
(believing the admission was more fair) was associated with more positive 
attitudes to the process and experience of involuntary admission at follow up 
as measured by the Attitude scale 

 

I did not find any association between attitudes to involuntary admission and treatment and 

the experience of restraint either on the CAT scale (t = 0.031, p = 0.975) or the Attitude scale 

(t = 0.433, p = 0.665). Similarly, I did not find any significant relationship between the use of 

seclusion and attitudes to the experience of involuntary admission and treatment either on the 

CAT scale (t = 0.208, p = 0.836) or the Attitude scale (t = 0.342, p = 0.736). In addition, I did 

not find any significant relationship between the experience of forced intramuscular injection 

and attitudes towards involuntary admission and treatment either on the CAT scale (t = 0.206, 

p = 0.838) or the Attitude scale (t = 0.254, p = 0.801).  

Results section 3.4.5 Diagnosis 
Almost eighty percent of individuals who took part in the study had a psychotic illness with 

almost a third having a diagnosis of schizophrenia (n = 47, 30.1%). Almost one third had a 

diagnosis of bipolar affective disorder (n = 46, 29.5%) and approximately one tenth of the 

total sample had a diagnosis of schizoaffective disorder (n = 16, 10.3%). Almost a third of 

individuals had a secondary diagnosis (n = 44, 28.8%). In most cases this was another Axis I  

(r = -0.64, p < 0.001) 
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diagnosis as determined by the SCID (n = 35, 83.3%). In one eighth of cases approximately 

(n = 6, 14.3%) the secondary diagnosis was that of Borderline Personality Disorder, and in 

the three remaining cases (n = 3, 2.4%) there were two additional secondary diagnosis 

including an Axis I diagnosis as well as a diagnosis of a Personality Disorder.  Table 7 below 

demonstrates the breakdown of the primary diagnosis as determined by the SCID and Table 8 

displays the breakdown for the three categories mentioned above (“affective psychotic 

illness”, “non-affective psychotic illness” and “other”).  

Table 7. Primary diagnosis as determined by the SCID 

 

Primary Diagnosis (SCID) n  % 

Schizophrenia 47 30.1 

Bipolar affective disorder 46 29.5 

Schizoaffective disorder 16 10.3 

Major depressive disorder (n=3 had psychotic symptoms) 8 5.1 

Alcohol dependence syndrome 8 5.1 

Borderline personality disorder 6 3.9 

Brief psychotic episode  5 3.3 

Delusional disorder 5 3.3 

Substance induced psychotic disorder 3 1.9 

No SCID diagnosis 3 1.9 

Schizophreniform disorder 3 1.9 

Psychotic disorder – not otherwise specified 2 1.3 

Substance induced mood disorder 1 0.6 

Eating disorder 1 0.6 

Substance use disorder – cannabis 1 0.6 

Adjustment disorder with disturbance of conduct 1 0.6 

Total 156 100 
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      Table 8. Categories of diagnosis 

Category of diagnosis n (%) 
Affective psychotic illness 65 (41.6) 
Non-affective psychotic illness 65 (41.6) 
Other 26 (16.8) 
Total 156(100.0) 

         Table 8. displays the categories of diagnosis used for the purposes of the analysis of data 
 

3.5 Clinical and attitudinal measures 

Individuals improved significantly over time from baseline to follow up both clinically and 

also in their attitudes towards their involuntary admission, treatment and care. Levels of 

symptoms (t = 18.78, p < 0.001), insight (t = -9.10, p < 0.001) and functioning (t = -32.47, p 

< 0.001) all improved significantly.  

Attitudes to involuntary admission and treatment improved significantly as assessed both by 

the CAT (t = -2.78, p = 0.06) and the Attitude scales (t = -1.52, p = 0.002). This finding 

supports hypothesis 1 above. These scales were highly correlated both at baseline (r = 0.765, 

p < 0.001) and at follow up (r = 0.766, p < 0.001). Although levels of perceived coercion (r = 

-1.74, p = 0.085) did not improve significantly, levels of perceived pressure (t = 4.83, p < 

0.001) and procedural justice did (t = 4.19, p < 0.001). Table 9 below displays the changes in 

psychometric scores and attitude scores from baseline to follow up, and figures 4 and 5 

display the correlation between the CAT and Attitude scales both at baseline and at follow 

up. 
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Table 9. Changes in clinical and attitudinal measures over time 

Scale  Baseline 
Mean (SD); Range, (n) 

Follow up: 
Mean (SD); Range, (n) 

Paired t 
test 

p 

Symptoms 
(BPRS total 
score) 

45.62 (12.85); 0-55, (n=263) 28.50(4.48); 0-55, (n=155) 18.78 <0.001 

Functioning 
(GAF)   

26.49 (12.60); 8-88, (n=263) 67.30(11.61); 28-90,(n=155) -32.47 < 0.001 

Awareness of 
illness (SAI-
E  total score) 

5.18 (4.76); 0-22, (n=197) 11.27 (7.57); 0-26, (n=124) -9.10 <0.001 

Attitude to 
medication 
(HDAI)   

-0.05 (16.65); -30-+30, (n= 233) 5.30 (16.52); -30+30, (n=145) -5.37 <0.001 

Attitudes to 
involuntary 
admission 
(CAT) (see 
table 15 
below) 

6.21 (3.16); 0-10, (n=260) 6.68 (2.88); 0-10, (n=152) -2.78 0.060 

Attitudes to 
involuntary 
admission(At
titude Scale) 
(see table 16 
below) 

2.71 (0.76); 1-4, (n=258) 2.80 (0.76); 1-4, (n=153) -1.52 0.002 

Coercion 
Ladder 

7.89 (2.97); 1-10, (n=252) 8.11 (2.56); 1-10, (n=145) -0.44 0.965 

Perceived 
Coercion 
(MacArthur 
Admission 
Interview) 

4.23 (1.39); 0-5, (n=257) 4.52 (1.15); 0-5, (n=152) -1.74 0.085 

Perceived 
Pressure 
(MacArthur 
Admission 
Interview) 

1.35 (0.96); 0-4, (n=257) 1.01 (0.84); 0-4, (n=152) 4.83 <0.001 

Procedural 
Justice 
(MacArthur 
Admission 
Interview) 

9.76 (4.27); 1-16, (n=253) 8.43 (3.91); 2-16, (n=150) 4.19 <0.001 

Table 9. displays changes in the clinical and attitudinal measures from baseline to follow up assessments  
(BPRS = Brief Psychiatric Rating Scale, SAI-E = Scheduled for Assessment of Insight in Psychosis, GAF = 
Global Assessment of Functioning, CAT = Client Assessment of Treatment, HDAI = Hogan Drug Attitude 
Inventory, QOL=Quality of Life) 
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Figure 4. Correlation between CAT and Attitude scale at baseline 

 

Figure 4.” CAT”= Client assessment of treatment scale“Attitude scale”=Attitudes to 
involuntary admission and treatment 

 
 

Figure 5. Correlation between CAT and Attitude scale at follow up 

 

Figure 5.” CAT”= Client assessment of treatment scale, “Attitude scale”=Attitudes 
to involuntary admission and treatment 
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3.6 Attitudes towards care and treatment 

3.6.1 Attitude Scale  

The pie charts below display the percentage of individuals who believed that admission was 

necessary at baseline and subsequently at follow up (figure 6 & figure 7). 

Attitudes towards admission and transfer process 

Figure 6. Percentage of individuals who believed admission was necessary at baseline 

 

Figure 6. displays the percentage of individuals who believed their admission was 
necessary at baseline with the two lighter blue areas on the left hand side being the 
most positive responses with individuals believing that admission was necessary 
(”strongly agree”: n=62, (24%), ”agree”: n=47, (19%), ”disagree”: n=46, (18%) and 
”strongly disagree”: n=99, (39%))  

 

 

 

 

 

 

 

 

n= 99, 39% 

n=46, 18% 

n=47, 19% 

 n=62, 24% 
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Figure 7. Percentage of individuals who believed admission was necessary at follow up 

 

Figure 7. displays the percentage of individuals who believed their admission was 
necessary at follow-up with the two lighter blue areas on the left hand side being the 
most positive responses with individuals believing that admission was necessary 
(”strongly agree”: n=46, (31%), ”agree”: n=52, (34%), ”disagree”: n=24, (16%) and 
”strongly disagree”: n=28, (19%))  

 

In total at baseline 42.9% (n = 109) of individuals believed that their involuntary admission 

had been necessary. This had increased to 65.4% (n = 98) of at follow up. This supports 

hypothesis 1 above. Just over one third of individuals (n = 73, 33.4%) believed at baseline 

that an adequate assessment of their need for admission had been carried out prior to 

admission. Interestingly this figure only increased slightly at follow up with almost forty 

percent of individuals (n = 50, 39.7%) believing that an adequate assessment of their need for 

admission had been carried out.  

Attitudes towards transfer process 

At baseline, over half (n = 123, 55.9%) of individuals believed that their rights and dignity 

had been respected during the transfer to the hospital and at follow up this figure had 

increased to over sixty percent (n = 82, 64.6%). In addition most individuals felt safe during 

the transfer to hospital with over seventy percent (n = 162, 74.3%) of individuals believing at 

baseline that they were safe, this figure had dropped slightly at follow-up with over sixty 

percent (n = 85, 68.0%) of individuals reporting that they felt safe during the transfer to 

hospital.   

n=28, 19% 

 n=24, 16% 

n-52, 34% 

n=46, 31% 
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Attitudes towards care and treatment received in hospital 

Almost eighty percent of individuals reported feeling safe in hospital both at baseline (n = 

196, 79.0%) and at follow up (n = 119, 77.7%) when they had returned to their baseline level 

of functioning. Almost eighty percent of individuals believed both at baseline (n = 197, 

78.5%) and at follow up (n = 114, 75.5%) that they were treated with dignity and respect 

during their involuntary admission. Over two thirds of individuals reported that they didn’t 

feel threatened during their involuntary admission both at baseline (n = 173, 70.6%) and at 

follow up (n = 104, 69.3%).  

Attitudes towards medication  

Over half of individuals reported feeling threatened into taking medication at baseline (n = 

141, 57.3%) with slightly less individuals at follow up reporting that they felt forced into 

taking medication (n = 76, 50.7%).  

Attitudes towards the individuals experience of mental health review tribunals 

Of the very few individuals (n=8) assessed at baseline after they had had a tribunal, three 

quarters (n = 6, 75.0%) reported feeling listened to at the tribunal. At follow up more 

individuals had experience of a mental health review tribunal (this was due to the fact that 

tribunals occur up to twenty one days post admission and most individuals when assessed at 

baseline were assessed prior to day 20). At follow up just over half (n = 24, 53.3%) of 

individuals reported feeling listened to at the mental health review tribunal. Table 10 below 

shows the comparison between the attitudes to involuntary admission at baseline and at 

follow up. 
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Table 10. Individual components of the attitude scale at baseline and follow up  

Attitude Scale Baseline:  n= 263 Follow up:  n= 155 
Category  
 

Item on attitude scale Strongly  
agree/ 
agree 
n (%) 

Mean (SD) 
n 

Strongly 
agree/ 
agree 
n (%) 

Mean (SD) 
n  

Transfer 
Process 

Believes admission necessary 109 (42.9) 2.28 (1.21) 
n =254 

98 (65.4) 2.77 (1.08) 
n = 150 

Believes adequate assessment 
carried out prior to transfer to 
hospital 

73 (33.4) 2.02 (1.12) 
n = 219 

50 (39.7) 2.23 (1.11) 
n = 126 

Rights and dignity were 
respected during transfer to 
hospital 

123 (55.9) 2.63 (1.21) 
n =220 

82 (64.6) 2.78 (1.08) 
n = 127 

Felt safe during transfer to 
hospital  

162 (74.3) 3.01 (1.08) 
n = 218 

85 (68.0) 2.90 (1.05) 
n = 125 

Care and 
treatment 
in 
hospital 

Rights and dignity respected 
on arrival in hospital 

163 (67.9) 2.90 (1.13) 
n = 240 

98 (72.1) 2.97 (1.04) 
n = 136 

Felt safe in hospital 196 (79.0) 3.15 (1.00) 
n = 248 

119 (77.8) 3.15 (0.97) 
n = 153 

Rights and dignity were 
respected during admission 

197 (78.5) 3.13 (1.03) 
n = 251 

114 (75.5) 3.03 (1.00) 
n = 151 

Received adequate 
information about being 
detained under the MHA 

81 (40.9) 2.29 (1.09) 
n = 198 

72 (54.9) 2.61 (0.99) 
n = 131 

Didn’t feel  threatened during 
admission 

173 (70.6) 3.04 (1.13) 
n = 245 

104 (69.3) 3.04 (1.07) 
n = 150 

Felt able to talk to staff about 
feelings around involuntary 
admission 

176 (71.6) 2.98 (1.05) 
n = 246 

103 (70.0) 2.89 (1.04) 
n = 147 

Views 
towards 
medicatio
n  

Felt forced to take medication 141 (57.3) 2.63 (1.25) 
n = 246 

76 (50.7) 2.52 (1.19) 
n = 150 

Provided with adequate 
information about medication 

118 (49.8) 2.45 (1.13) 
n = 237 

75 (51.7) 2.53 (1.01) 
n = 145 

Experienc
e of 
Mental 
Health 
Tribunal 

Felt listened to at Mental 
Health Review Tribunal 

- - 24 (53.3) 2.49 (1.12) 
n = 45 

Solicitor appropriately 
represented case at Tribunal 

- - 36 (83.7) 3.20 (0.94) 
n = 43 

Believed Mental Health 
Tribunal acted independently 
and objectively  

- - 20 (50.0) 2.52 (1.01) 
n = 40 

Table 10. displays the responses on the attitude scale at baseline and follow up. Highlighted 
in red are the components of the attitude scale individuals remained more negative about 
(Where less than 60% of individuals agreed with the statement). 
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3.6.1 Attitude Scale  

Highlighted in red on table 10 are aspects of the involuntary admission and treatment process 

that individuals were primarily unhappy with. Attitudes towards some of these aspects did not 

improve substantially over time; therefore hypothesis 1 was only partially supported. 

Individuals remained negative about the assessment that was carried out prior to their 

admission, they remained negative about the amount of information they felt they were given 

around their rights about being detained and also remained negative about their experience of 

medication with a substantial number of individuals reporting feeling forced to take 

medication and also felt they were not provided with enough information about why they 

were being prescribed medication. A substantial number of individuals did not feel they were 

listened to at the Mental Health Tribunal with even fewer agreeing that the tribunal acted 

independently and objectively in their decision.   

In contrast to the Attitude scale the generic CAT scale focuses primarily on the individuals’ 

experience of the treatment and care they received in hospital during their involuntary 

admission. It doesn’t capture the involuntary admission specific experiences of being brought 

coercively to the hospital or their experience of mental health review tribunals.  Attitudes on 

the CAT scale improved from baseline (mean 6.21, SD 3.16) to follow up (mean 6.68, SD 

2.88) supporting hypothesis 1 above. Interestingly even at baseline mean scores on this scale 

indicated overall a positive attitude towards the process and experience of involuntary 

admission. 

3.6.2 MacArthur admission interview and coercion ladder 

Levels of perceived coercion, perceived pressure and procedural justice were measured on 

the MacArthur admission interview both at baseline and follow up. In addition the Coercion 

Ladder was used to assess how coerced the individual felt regarding the involuntary 

admission and treatment. The coercion ladder was highly correlated with the subcategory 

“perceived coercion” on the MacArthur admission interview both at baseline (r = 0.679, p < 

0.001) and at follow-up (r = 0.683, p < 0.001). Individuals reported high levels of perceived 

coercion both at admission (mean = 4.23 (Out of a total maximum score of 5), (SD = 1.39)) 

and 3 months following revocation of the involuntary admission order (mean = 4.49, (SD = 

1.17)). Similarly levels of coercion as measured by the Coercion Ladder were reported to be 

high at baseline and also at follow up (higher scores indicate greater levels of coercion with  
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the maximum score being 10 on the Coercion Ladder). Mean scores at baseline were 7.89 

(SD = 2.97) and mean scores on this scale at follow up were 8.11 (SD = 2.56).  

Levels of perceived pressure experienced by indiviuduals were in contrast lower compared to 

the levels of perceived coercion experienced both at baseline and at follow up (higher scores 

indicate greater levels of perecieved pressure with the maximum score being 4). At baseline 

the mean scores for perceived pressure was 1.34 (SD = 0.96) and the mean score at follow up 

was 1.01 (SD = 0.84).  

Procedural justice is the final subcategory of the MacArthur admission intreview and 

measures how fair the individual felt that their involuntary admission was. On this 

subcategory of the scale higher scores indicate that the individual believed the admission was 

less fair (the highest possible score on this scale is 16). At baseline the mean score for 

procedural justice was 9.76 (SD = 4.27) and at follow up the mean score for procedural 

justice was 8.46 (SD = 3.93). In summary individuals continued to report high levels of 

perceived coercion even when they had recovered from the acute episode of illness, 

individuals reported less perceived pressure at follow up and were also more likely to view 

their admission as justified or fair at follow up. 

3.7 Diagnosis and attitudes towards involuntary admission and treatment  

Those with a diagnosis of an affective psychotic illness were found to have greater awareness 

of illness (insight) (mean = 13.39, (SD = 7.23)) at follow up compared to those with a 

diagnosis of a non affective psychotic illness such as schizophrenia (mean = 9.11, (SD = 

7.41)). The difference between the two groups was statistically significant (t=3.178, 

p=0.002).  

When I looked at attitudes towards medication (measured on the HDAI scale) I did not find 

any statistically significant difference (t = 1.59, p = 0.114) between those individuals with a 

diagnosis of a non-affective psychotic illness (mean = 1.75, (SD = 17.25)) and those with a 

diagnosis of an affective psychotic illness (mean = 6.51, (SD = 16.01)).  

Similarly I did not find any statistically significant difference in attitudes towards involuntary 

admission at follow up between those with a diagnosis of an affective psychotic illness (CAT 

scale: mean = 6.48, (SD = 2.80), Attitude scale: mean =  2.81, (SD = 0.72)) compared to  
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those with a diagnosis of a non affective psychotic illness (CAT scale: mean = 6.38, (SD = 

3.05), Attitude scale: mean = 2.61, (SD = 0.73)) either on the CAT scale (t = 0.19, p = 0.847) 

or on the attitude scale (t = 1.54, p = 0.125), this is in contrast to what I predicted in 

hypothesis 4.  

3.8 Baseline associations of attitudes towards involuntary admission and 

treatment  

3.8.1 Univariate analysis of baseline data 

Attitudes to involuntary care and treatment were significantly moderately correlated with 

levels of awareness of illness (insight) (CAT scale: r = 0.399, p < 0.001, Attitude scale: r = 

0.424, p < 0.001), symptoms (CAT scale: r = -0.388, p < 0.001, Attitude scale: r = -0.489, p < 

0.001), and functioning (CAT scale: r = 0.322, p < 0.001, Attitude scale: r = 0.484, p < 

0.001), both on the CAT and Attitude scales at baseline. Individuals who had less symptoms, 

greater insight and greater levels of functioning were found to have more positive attitudes 

towards involuntary admission, treatment and care on both attitude scales at baseline 

assessments. This finding supports hypothesis 2 above. 

3.8.2 Multivariate analysis of baseline data  

CAT scale 

Multiple linear regression modelling and data driven trees were used to identify potentially 

useful explanatory variables for CAT and attitude mean scores at baseline. The following 

potential explanatory variables were included; gender, age, diagnosis, awareness of illness 

(levels of insight), symptoms, functioning, number of previous involuntary admissions, 

number of days detained, history of alcohol or drug misuse and whether or not an admission 

order was completed.  More positive attitudes at baseline as measured by the CAT scale were 

significantly associated with better awareness of illness (supporting hypothesis 2 above), 

older age and having a history of alcohol misuse whilst controlling for other explanatory 

variable. These results explain 26.9% of the variance for this model. Figure 8. below shows 

the association between level of awareness of illness and attitudes towards involuntary 

admission and treatment at baseline. Table 11 below displays the results for the multivariate 

analysis of baseline data. 
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Figure 8. Association between awareness of illness and attitudes (CAT) towards 
involuntary admission at baseline 

 

 
 

Figure 8. demonstrates that individuals who had higher awareness of illness scores at 

baseline had more positive attitudes towards involuntary admission and treatment at 

baseline. The shaded area on the graph represents the 95% confidence interval. 
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Figure 9. Tree model showing baseline predictors of attitudes towards involuntary 
admission and treatment (CAT scale) 

 

 
 

The tree model (figure 9) identifies the optimal cut-off points whereby explanatory variables 

are associated with CAT scores at baseline with suggested cut-off points for each variable 

displayed in the tree. The tree demonstrates that a subgroup of those with less symptoms as 

measured by the brief psychiatric rating scale at baseline (<27) and greater awareness of 

illness at baseline (>6) had more positive attitudes towards the process and experience of 

involuntary admission as measured by the CAT scale, supporting hypothesis 2 above (mean 

scores of 8.5 out of a total of 10).  

The tree also demonstrates that more positive attitudes as measured by the CAT scale were 

seen in those not subsequently admitted under the MHA 2001 (mean scores greater than 8 out 

of a total of 10). In addition those whose admission order was completed and who had greater 

levels of functioning overall at baseline (scores greater than 34 out of a total possible of 100) 

had more positive attitudes to the process and experience of involuntary admission (mean 

scores on the CAT scale greater than 8 out of a total possible of 10). 

 

 

 

 

 

Illicit drug use 
p=0.01 

Insight at baseline 
P<0.001  

 
Admission order completed 

P=0.013  
 

Functioning at baseline 
P=0.019 

 

Symptoms at baseline 
P<0.001  
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Attitude scale 

Multiple linear regression modelling and data driven trees were used to identify potentially 

useful explanatory variables for CAT and attitude mean scores at baseline. The  following 

potential explanatory variables were included; gender, age, diagnosis, levels of insight, 

symptoms, functioning, number of previous involuntary admissions, number of days 

detained, history of alcohol or drug misuse and whether or not an admission order was 

completed.  More positive attitudes at baseline as measured by the Attitude scale were 

significantly associated with better awareness of illness (supporting hypothesis 2 above), 

being older, having had fewer numbers of previous involuntary admissions, not having a 

lifetime history of illicit drug misuse but having a history of alcohol misuse. The variance 

explained by this model was slightly higher than that for the model with the CAT scale at 

32.9%. Figure 10 below shows the association between awareness of illness and attitudes to 

involuntary admission and treatment at baseline as measured by the Attitude scale.  Figure 11 

below shows the tree model that displays the useful cut off points for each variable and Table 

11 below displays the results for the multivariate analysis of the baseline data.  
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Figure 10. Association between awareness of illness and attitudes (Attitude scale) 
towards involuntary admission at baseline 

 

 

Figure 10. demonstrates that individuals who had a greater awareness of illness at baseline 

had more positive attitudes to the process and experience of involuntary admission and 

treatment. The shaded area on the graph represents the 95% confidence interval. 
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Figure 11. Tree model showing baseline predictors of attitudes towards involuntary 
admission and treatment (Attitude scale) 

 

 

The tree model (figure 11.) suggests that awareness of illness (insight) and symptoms (BPRS) 

at baseline are useful predictors of attitudes (Attitude scale) at baseline with suggested cut-off 

points for each variable displayed in the following tree. This finding supports hypothesis 2 

above. The tree demonstrates that those with less symptoms at baseline (<14) and individuals 

for whom an admission order was not completed had more positive attitudes as measured by 

the attitude scale (mean scores of 3.5 out of a total of 4).  

The tree also suggests that individuals who had a symptom score of greater than 14 but who 

had more awareness of illness (insight scores > 3) had  more positive attitudes towards the 

process of involuntary admission and treatment as measured by the Attitude scale (mean 

score of 2.8 out of a total possible score of 4), further supporting hypothesis 2 above. 

Attitudes towards involuntary admission were more negative where individuals had less 

awareness of illness (insight score < 3) in addition to having an admission order completed  

(mean scores of just over 2 out of a total of 4) compared to individuals in whom an admission 

order was not completed (mean scores of just over 3 out of a total of 4).  

 

Admission order completed 
P=0.006  

 

Insight at baseline 
P<0.001  

 

Symptoms at baseline 
P<0.001  

 

Admission order completed 
P=0.048 
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Table 11. Results of the multiple regression analysis for the CAT and Attitude scales at 
baseline  

Variable CAT scale: 
 
Baseline predictors of baseline 
attitudes 

Attitude scale: 
 
Baseline predictors of follow up 
attitudes 

Estimate 
(b) 

Standard 
error 

t p Estim
ate (b) 

Standard 
error 

t p 

Awareness of illness / 
Insight  (SAI-E) 

0.194 0.052 3.683 <0.001 0.041 0.011 3.595 <0.001 

Symptoms at baseline 
(BPRS) 

-0.041 0.022 -1.859 0.064 -0.008 0.004 -1.646 0.101 

Functioning at baseline 
(GAF) 

0.024 0.026 0.929 0.353 0.006 0.005 1.112 0.267 

Age in years  0.051 0.015 3.336 0.001 0.009 0.003 2,919 0.003 
Gender 0.173 0.439 0.395 0.693 0.023 0.096 0.242 0.808 
Diagnosis affective vs. 
non-affective 

0.222 0.432 0.514 
 

0.607 
 

-0.006 0.094 -0.065 0.947 

Diagnosis affective vs. 
other 

0.881 0.726 1.213 0.226 0.170 0.158 1.073 0.284 

Lifetime history of 
alcohol abuse 

0.924 0.463 1.997 0.047 0.249 0.102 2.442 0.015 

Lifetime history of illicit 
drug abuse 

-0.947 0.559 -1.694 0.091 -0.247 0.124 -1.990 0.048 

Admission status 
(admission order 
completed or not) 

0.204 0.601 0.339 0.734 -0.220 0.131 -1.681 0.094 

Number of previous 
involuntary admissions 

-0.071 0.049 -1.434 0.153 -0.036 
 

0.011 -3.266 
 

0.001 

Table 11. Significant tests are highlighted in bold. Variance: 26.9% (CAT Scale), 32.9% (Attitude 
scale). (BPRS = Brief Psychiatric Rating Scale, SAI-E = Scheduled for Assessment of Insight in 
Psychosis, GAF = Global Assessment of Functioning) 
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3.8.3 Baseline associations of attitudes towards involuntary admission and 

treatment at follow up 

Multivariate analysis of baseline predictors of attitudes towards 

involuntary admission and treatment at follow up: 

CAT scale 

I found that attitudes towards involuntary admission and treatment at follow up were 

significantly associated with attitudes to involuntary admission and treatment at baseline, 

level of awareness of illness at baseline, symptoms at baseline, age, and number of previous 

involuntary admissions after adjusting for several variables including symptoms, awareness 

of illness, gender, diagnosis, quality of life, experience of coercive measures, status of 

admission, history of alcohol and history of illicit substance use.   

Individuals who had more positive attitudes to involuntary admission and treatment at 

baseline, greater awareness of illness at baseline (supporting hypothesis 2 above), more 

symptoms at baseline (supporting hypothesis 2 above), who were older and who has less 

numbers of previous involuntary admissions had more positive attitudes to the process and 

experience of involuntary admission at follow up. I did not find any association between 

experience of coercive measures (contrary to what I predicted in hypothesis 5), duration of 

the involuntary admission and experience of tribunals with attitudes towards the process and 

experience of involuntary admission. Figure 12 below shows the association between 

awareness of illness at baseline and attitudes towards involuntary admission and treatment at 

follow up. Figure 13 shows the association between total number of previous involuntary 

admissions and attitudes towards involuntary admission and treatment at follow up. Table 12 

and table 13 below shows the results for the multivariate analysis for baseline predictors of 

attitudes at follow-up. The variance explained by this model was 34% and reduced to 24% 

when attitudes at baseline were excluded. 
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Figure 12. Association between awareness of illness at baseline and attitudes towards 
involuntary admission and treatment at follow-up 

 

 

 

Figure 12. demonstrates that individuals who had more awareness of illness at baseline 

(more insight) had more positive attitudes towards involuntary admission and treatment at 

follow up. The shaded area on the graph represents the 95% confidence interval. 
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Figure 13. Association between number of previous involuntary admissions and 
attitudes towards involuntary admission and treatment at follow-up 

 

 

 

Figure 13. demonstrates that individuals who had less previous involuntary admissions had 

more positive attitudes towards involuntary admission and treatment at follow up. The 

shaded area on the graph represents the 95% confidence interval. 
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Attitude scale 

More positive attitudes at follow up as measured by the Attitude scale were significantly 

associated with having more symptoms at baseline, being male, not having a history of illicit 

drug abuse and not having a diagnosis of an affective psychotic illness or a psychotic illness 

after adjusting for several variables including symptoms, insight, gender, diagnosis, quality of 

life, coercive measures, status of admission, history of alcohol and history of illicit substance 

use. When the model was repeated and “attitudes at baseline” was excluded from the model 

awareness of illness (insight) also emerged as a significant predictor of attitudes towards 

involuntary admission and treatment with those who had greater awareness of illness at 

baseline reporting more positive attitudes towards the experience of involuntary admission at 

follow up. This supports hypothesis 2 above. In addition symptoms at baseline were no 

longer significant when attitudes at baseline were not covaried for. 

There was no association between experience of coercive measures (contrary to hypothesis 5 

above), whether or not an admission order was completed, quality of life and attitudes 

towards involuntary admission and treatment. Table 12 below shows the results for the 

multiple regression analysis. Almost 40% of the variance was explained by the findings in 

this model.  

Table 13 displays the multiple regression analysis when “attitudes at baseline” were excluded 

from the analysis with of the variance being explained by the results in this analysis being 

21%. 
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Table 12. Results of the multiple regression analysis for baseline predictors of attitudes 
at follow-up on the CAT and Attitude Scales  

Variable CAT scale: 
 
Baseline predictors of attitudes at 
follow-up 

Attitude scale: 
 
Baseline predictors of attitudes at 
follow-up 

 Estimate 
(b) 

Standard 
error 

t  p  Estimate 
(b) 

Standard 
error 

t  p 

Attitudes at baseline  0.346 0.088 3.932 <0.001 0.507 0.095 5.339 <0.001 
Awareness of illness 
/ Insight  at baseline 
(SAI-E) 

0.132 0.058 2.282 0.024 0.023 0.014 1.650 0.101 

Symptoms at 
baseline (BPRS) 

0.079 0.023 3.438 <0.001 0.013 0.005 2.369 0.019 

Quality of life (QOL) -0.005 0.009 -0.513 0.609 -0.001 0.002 -0.364 0.716 

Age in years  0.053 0.018 2.935 0.004 0.006 0.004 1.533 0.128 
Gender -0.954 0.494 -1.930 0.056 -0.343 0.123 -2.774 0.006 
Diagnosis affective 
vs. non-affective 

0.304 0.488 0.623 
 

0.534 
 

-0.099 0.122 -0.811 0.419 

Diagnosis affective 
vs. other 

1.891 1.182 1.599 0.112 0.614 0.292 2.106 0.037 

Lifetime history of 
alcohol abuse 

0.860 0.529 1.626 0.107 0.080 0.130 0.618 0.537 

Lifetime history of 
illicit drug abuse 

-0.331 0.647 -0.511 0.610 -0.344 0.159 -2.162 0.032 

Admission status 
(admission order 
completed or not) 

-0.512 0.733 -0.698 0.486 0.151 0.180 0.839 0.403 

Number of previous 
involuntary 
admissions 

-0.111 0.054 -2.055 0.042 -0.007 
 

0.014 -0.551 
 

0.583 

Use of coercive 
measures (yes/no) 

0.650 0.535 1.213 0.227 0.142 0.132 1.077 0.284 

Length of detention -0.001 0.012 -0.050 0.960 -0.001 0.003 -0.045 0.963 
Experience of 
tribunal during index 
admission  

-0.349 0.518 -0.675 0.500 -0.070 0.128 -0.547 0.585 

Table 12. Significant tests are highlighted in bold. Variance: 34% (CAT Scale), 39% (Attitude scale. 
(BPRS = Brief Psychiatric Rating Scale, SAI-E = Scheduled for Assessment of Insight in Psychosis, 
QOL = Quality of Life). 
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Table 13. Results of the multiple regression analysis for baseline predictors of attitudes 
at follow-up on the CAT and Attitude Scales  

Variable CAT scale: 
 
Baseline predictors of attitudes at 
follow-up 

Attitude scale: 
 
Baseline predictors of attitudes at 
follow-up 

 Estimate 
(b) 

Standard 
error 

t  p  Estimate 
(b) 

Standard 
error 

t  p  

Awareness of 
illness / Insight  at 
baseline (SAI-E) 

0.210 0.057 3.632 <0.001 0.042 0.015 2.779 0.006 

Symptoms at 
baseline (BPRS) 

0.061 0.023 2.656 0.009 0.009 0.006 1.510 0.134 

Quality of life 
(QOL) 

-0.001 0.010 -0.145 0.884 -0.000 0.002 -0.178 0.859 

Age in years  0.067 0.019 3.533 <0.001 0.012 0.005 2.474 0.014 
Gender -1.024 0.523 -1.955 0.053 -0.280 0.138 -2.024 0.045 
Diagnosis 
affective vs. non-
affective 

0.207 0.517 0.401 
 

0.689 
 

-0.146 0.137 -1.064 0.289 

Diagnosis 
affective vs. other 

2.002 1.256 1.593 0.114 0.653 0.330 1.977 0.050 

Lifetime history 
of alcohol abuse 

1.347 0.546 2.466 0.015 0.201 0.143 1.403 0.163 

Lifetime history 
of illicit drug 
abuse 

-0.946 0.667 -1.417 0.159 -0.443 0.175 -2.531 0.012 

Admission status 
(admission order 
completed or not) 

-0.060 0.769 -0.078 0.937 0.067 0.202 0.333 0.739 

Number of 
previous 
involuntary 
admissions 

-0.114 0.057 -1.978 0.050 -0.020 
 

0.015 -1.327 
 

0.187 

Use of coercive 
measures (yes/no) 

0.869 0.565 1.537 0.127 0.229 0.148 1.540 0.126 

Length of 
detention 

-0.001 0.013 -0.117 0.907 0.000 0.003 0.077 0.938 

Experience of 
tribunal during 
index admission  

-0.439 0.548 -0.801 0.425 -0.081 0.144 -0.567 0.572 

Table 13. Displays the results of the multiple regression analysis for both the CAT and Attitude 
scales for baseline predictors of attitudes at follow-up with attitudes at baseline being excluded from 
the analysis. Significant tests are highlighted in bold. Variance: 24% (CAT Scale), 21% (Attitude 
scale). (BPRS = Brief Psychiatric Rating Scale, SAI-E = Scheduled for Assessment of Insight in 
Psychosis, QOL = Quality of Life). 
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3.8.4 Predictors of improvements in attitudes towards involuntary 

admission and treatment over time 

Multivariate analysis of predictors of improvements in attitudes towards 

involuntary admission and treatment over time 

 

CAT Scale 

More positive changes in attitudes over time were found to be significantly associated with 

attitudes at baseline, change in awareness of illness over time (supporting hypothesis 3 

above), change in symptoms over time (supporting hypothesis 3 above), age and diagnosis 

whilst controlling for other potential explanatory variables including awareness of illness, 

symptoms, age, gender, status of admission, experience of coercive measures, history of 

drug/alcohol use, duration of admission and number of previous admissions.   

Individuals who had more negative attitudes at baseline, greater improvement in awareness of 

illness over time, greater improvement in symptoms over time, who were older, and who had 

a diagnosis other than that of an affective psychotic illness or a non-affective psychosis had 

the most positive changes in attitudes towards involuntary admission and treatment over time.  

 

I did not find any significant difference in attitudes between those with a diagnosis of an 

affective psychotic illness compared to those with a diagnosis of a non-affective psychotic 

illness in contrast to hypothesis 4 above. I did not find any association between experience of 

coercive measures (contrary to hypothesis 5 above) or quality of life and changes in attitudes 

towards involuntary admission and treatment over time. Table 14 below shows the results of 

the multivariate analysis for change in attitudes over time with 53% of the variance explained 

by the results in this model. Figure 14 below shows the association between change in 

awareness of illness over time and change in attitudes towards the process and experience of 

involuntary admission. Figure 15 shows the association between change in symptoms over 

time and change in attitudes towards involuntary admission and treatment.  
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Figure 14 Association between change in awareness of illness and change in attitudes 
towards involuntary admission and treatment over time 

 
 

Figure 14. Demonstrates that individuals who had a greater change in awareness of illness 

over time had more positive changes in their attitudes to the process and experience of 

involuntary admission and treatment over time. The shaded area on the graph represents the 

95% confidence interval. 
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Figure 15 Association between change in symptoms over time and change in attitudes 
towards involuntary admission and treatment over time 

 

 

 

Figure 15. Demonstrates that individuals who had a greater change in symptoms over time 

had more positive changes in their attitudes to the process and experience of involuntary 

admission and treatment over time. The shaded area on the graph represents the 95% 

confidence interval. 
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Attitude Scale 

More positive changes in attitudes to the process and experience of involuntary admission 

over time was significantly associated with attitudes at baseline, changes in awareness of 

illness over time, gender, and diagnosis after adjusting for several other potential explanatory 

variables including insight, symptoms, age, gender, status of admission, experience of 

coercive measures, history of drug/alcohol use, duration of admission and number of previous 

admissions. Individuals who had more negative attitudes at baseline, who were male, who 

had greater improvements in the awareness of illness over time (supporting hypothesis 3 

above) and those who didn’t have a diagnosis of a non-affective psychotic illness or an 

affective psychotic illness were found to have more positive changes in attitudes to the 

process and experience of involuntary admission over time.  

 

I did not find any significant difference in attitudes between those with a diagnosis of a non-

affective psychotic illness compared to those with an affective psychotic illness which was in 

contrast to hypothesis 4 above. I did not find any association between experience of coercive 

measures (contrary to hypothesis 5 above), experience of tribunal, duration of involuntary 

treatment, or admission status and attitudes towards involuntary admission and treatment.  

 

Table 14 below displays the results of the multivariate analysis for predictors of changes in 

attitudes towards involuntary admission and treatment over time with 32% of the variance 

being explained by the results of this model. Figure 16 below shows the association between 

change in awareness of illness over time and change in attitudes towards involuntary 

admission and treatment over time. 
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Figure 16 Association between change in awareness of illness over time and change in 
attitudes towards involuntary admission and treatment over time 

 

 
 

Figure 16. Demonstrates that individuals who had a greater change in awareness of illness 

over time had more positive changes in their attitudes to the process and experience of 

involuntary admission and treatment over time. The shaded area on the graph represents the 

95% confidence interval. 
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Table 14. Results of the multiple regression analysis for predictors of changes in 
attitudes over time 

Variable CAT scale: 
 
Predictors of changes in attitudes over 
time 

Attitude scale: 
 
Predictors of changes in attitudes over 
time  

 Estimate 
(b) 

Standard 
error 

t p Estimate 
(b) 

Standard 
error 

t p 

Attitudes towards 
admission (baseline) 

-0.592 0.074 -7.942 <0.001 -0.427 0.086 -4.950 <0.001 

Change in awareness 
of illness / insight  
(SAI-E) 

0.132 0.032 4.125 <0.001 0.022 0.008 2.649 <0.001 

Change in symptoms 
(BPRS) 

0.049 0.021 2.348 0.020 0.010 0.005 1.925 0.057 

Quality of life 
(QOL) 

-0.011 0.009 -1.250 0.214 -0.002 0.002 -0.866 0.388 

Age in years  0.042 0.016 2.603 0.010 0.004 0.004 1.142 0.256 
Gender -0.548 0.436 -1.257 0.211 -0.281 0.113 -2.485 0.014 
Diagnosis affective 
vs. non-affective 

0.714 0.466 1.531 
 

0.128 
 

-0.025 0.121 -0.210 0.833 

Diagnosis affective 
vs. other 

2.483 1.08 2.289 0.024 0.732 0.277 2.636 0.009 

Lifetime history of 
alcohol abuse 

0.736 0.489 1.506 0.135 0.059 0.125 0.476 0.635 

Lifetime history of 
illicit drug abuse 

-0.058 0.594 -0.098 0.922 -0.300 0.152 -1.968 0.051 

Admission status 
(admission order 
completed or not) 

-0.971 0.667 -1.457 0.148 0.097 0.171 0.567 0.572 

Number of previous 
involuntary 
admissions 

-0.091 0.050 -1.819 0.071 -0.002 
 

0.013 -0.173 
 

0.862 

Use of coercive 
measures (yes/no) 

0.290 0.498 0.583 0.561 0.072 0.127 0.567 0.571 

Length of detention 0.009 0.012 0.775 0.440 0.001 0.003 0.496 0.620 
Experience of 
tribunal during index 
admission  

-0.823 0.485 -1.694 0.093 -0.159 0.124 -1.282 0.202 

Table 14. Significant tests are highlighted in bold. Variance: 53% (CAT Scale), 32% (Attitude scale). 
(BPRS = Brief Psychiatric Rating Scale, SAI-E = Scheduled for Assessment of Insight in Psychosis, 
QOL = Quality of Life). 
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Chapter 4: Discussion 

4.1 Introduction 

This study represents the largest to date in a representative Irish cohort to assess the attitudes 

of service users to their involuntary treatment and care. In general there was a wide variation 

of attitudes but it was nevertheless possible to identify significant clinical associations’ of 

attitudes towards care. In the following discussion I will probe the findings in more detail and 

relate them to the prior national and international literature. 

4.2 Attitudes towards necessity of involuntary admission 

I found that at baseline under half of individuals who took part in the study (42.9%) believed 

that their involuntary admission had been necessary with this figure increasing to 65.4% at 

follow up. This figure is similar to findings from O’Donoghue et al (2010) who found that 

72% of individuals, who were assessed after revocation of their involuntary admission but 

prior to hospital discharge, viewed their admission as necessary. These authors assessed the 

cohort one year later (O’Donoghue et al; 2011a) and ascertained that less individuals now 

viewed their admission as necessary (60%). I assessed individuals when they were more 

symptomatic at baseline, unlike O’Donoghue et al, whose participants were reviewed post 

their admission order revocation and thus individuals may have been at a different stage of 

their illness course and were therefore perhaps not a comparable group.  

A review article that included 18 studies by Katsakou et al (2006) found that between 39-

75% of individuals retrospectively reported that their involuntary admission had been 

necessary. Only three of the studies followed up individuals beyond their discharge. In 

addition some of the researchers were clinicians involved in the individuals’ care which may 

have biased some the responses into being more positive. The authors found that the greater 

the length of time that had elapsed since the admission that the individual was more likely to 

report the index involuntary admission as necessary. Interviews conducted between 4 months 

and 3 years found that between 66% and 75% reported retrospectively that their admission 

had been necessary which are similar to the findings of my study. In summary findings from 

my study were consistent with previous studies with over 60% of individuals who were 

involuntarily admitted retrospectively viewed their involuntary admission as being necessary. 
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4.3 Overall attitudes towards care and treatment 

In general individuals’ attitudes towards involuntary admission and treatment were more 

positive than negative with most individuals being over 60% satisfied with most aspects of 

care and treatment at baseline whilst they were acutely unwell and attitudes to involuntary 

admission and treatment improved further at follow up.  This was true for attitudes measured 

both on the standard CAT scale and also on the Attitude scale that was designed for the 

purposes of the study. On the Attitude scale the areas that individuals reported the least 

satisfaction with both at admission and also after the involuntary admission order was 

revoked related to the assessment process prior to admission to hospital, the amount of 

information received about medication, about the MHA 2001, and the experience of mental 

health review tribunals and how independent the individual believed the tribunal was. Of note 

scores on the CAT scale, which is validated and widely used across studies, and the study 

specific Attitudes scale were highly correlated at both time-points, indicating convergent 

validity for the latter scale. The fact that individuals in my study were mostly positive about 

their involuntary admission and treatment is consistent with findings from Smith et al (2014) 

where the authors found that in general individuals who were admitted involuntarily reported 

overall good levels of satisfaction with the care and treatment they received.  These authors 

used the Client Satisfaction Questionnaire-8 (CSQ-8) assessment tool rather than the CAT. 

Both are however validated scales and widely used for such research. In contrast to my study 

Smith et al., 2014 only assessed individuals at one time –point and just prior to their 

discharge from hospital.  

An observational prospective multicentre study that was conducted in England included 

larger numbers of individuals and assessed various factors associated with satisfaction 

towards involuntary admission and treatment at 4 time-points.  The authors of this study also 

found that mean attitude scores as measured by the CAT scale was over 5 at all time-points. 

The most positive results were reported at the three month follow up, with the scores 

reducing slightly at the one year follow up but still remaining greater than 5 (Katsakou et al; 

2010).  

 Katsakou et al (2006) found that in general between 46% and 73% of individuals believed 

that they had benefited from the treatment received. Out of the 18 studies included in the 

review two studies found that between 68-76% of individuals reported a positive 

improvement and were happy with the treatment and care they received (Kjellin et al; 1997, 
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Kjellin et al; 2004). In contrast a study including smaller numbers found that only 37% of 

individuals scored above the midpoint of the satisfaction scale (CSQ) when they were 

assessed just prior to their discharge from hospital (Iversen et al; 2007). In general results 

from this study are consistent with the international literature in finding that patients on 

average are satisfied, despite the large variation in responses, and that satisfaction levels 

improve over time. However a substantial minority have persistently negative attitudes, even 

when they have returned to their baseline levels of symptoms and functioning. It is possible 

that some of this dissatisfaction I found in my study is related to general dissatisfaction 

among patients with mental illness about the emphasis on medication and lack of information 

(Chandra et al; 2014) and not specific to those patients subject to involuntary admission. This 

possibility could not be assessed in the present study as no comparison group of patients who 

were voluntarily admitted was included.  

4.4 Procedural justice, perceived coercion and perceived pressure 

I found that individuals who were more likely to believe that their admission was 

justified/fair had more positive overall attitudes to the process and experience of involuntary 

admission at follow up both on the CAT and Attitude scale. This was true both at baseline 

and at follow-up.  I did not include this variable in the multivariate analysis, since I 

considered it an outcome variable, similar to Attitudes/CAT, rather than an explanatory 

variable related to the illness, clinical features or the services. Other studies have also found 

that the individuals’ experience of being listened to and their views taken into account is 

associated with how they view their involuntary admission and treatment (Katsakou & 

Priebe; 2007).  

I found significant associations between levels of perceived coercion and levels of perceived 

pressure experienced by individuals and attitudes towards involuntary admission and 

treatment on univariate analysis both at baseline and at follow up. The correlations were 

stronger for the baseline data when the individual was more acutely unwell and there was 

more variation in the perceived coercion and perceived pressure scores. Like procedural 

justice I did not include this in the multivariate analysis since I considered it an outcome 

variable, similar to Attitudes/CAT, rather than an explanatory variable related to the illness, 

clinical features or the services. The study by Katsakou et al (2010) found that higher levels 

of perceived coercion on the MacArthur admission interview was associated with higher 
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levels of dissatisfaction with involuntary admission and treatment on the Client Assessment 

of Treatment Scale both at baseline and at follow-up on both univariate and multivariate 

analysis. Similarly a study by Strauss et al (2013) found a significant association between 

higher levels of perceived coercion and being less satisfied with inpatient treatment during 

involuntary admission.  This finding was consistent on both univariate and multivariate 

analysis. 

In summary findings from previous studies are consistent with findings from my study in that 

it is the level of perceived coercion that is experienced by individuals that is associated with 

attitudes towards their care and treatment rather than the experience of actual documented 

coercive measures such as restraint or forced intramuscular injection. Perhaps therefore 

measures to reduce perceived coercion might improve satisfaction with involuntary 

admission and treatment. The findings from the MacArthur Coercion study would further 

support this in that the authors of that study found that where individuals felt they had a 

“voice” in the admission process and were treated by others with respect, concern and good 

faith that levels of perceived coercion experienced were less (MacArthur Research Network 

on Mental Health and the Law (2004)).   

4.5 Predictors of attitudes towards involuntary admission and treatment 

4.5.1 Awareness of illness (insight) 

In this study awareness of illness (insight) was found to be one of the strongest predictors of 

attitudes towards involuntary admission and treatment both at baseline when the individual 

was acutely unwell and three months following revocation of the involuntary admission order 

when the individual was back to their baseline level of functioning both on the CAT and 

Attitude scales. Additionally, greater improvement in awareness of illness over time was 

found to be associated with more positive attitudes to the experience of involuntary 

admission and treatment at follow up. As well as this; greater levels of awareness of illness at 

baseline assessments was predictive of more positive attitudes towards involuntary admission 

and treatment at follow up. This finding was evident on the univariate analysis but also 

remained strongly significantly associated on the multivariate analysis when I adjusted for 

potential explanatory factors. Individuals who had greater awareness of illness during their 

inpatient admission were found to have more positive attitudes to the process and experience 

of involuntary admission and treatment. This result is consistent with findings from the  
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studies by O’Donoghue and colleagues (2010 & 2011a). The authors found a strong 

correlation between awareness of illness (insight) and whether or not individuals viewed their 

involuntary admission as necessary. Indeed awareness of illness (insight) remained the only 

factor that was predictive of attitudes when a multivariate analysis was carried out. The 

authors used the Birchwood Insight Scale which in contrast to the SAI-E scale I used is a 

subjective rated instrument that assesses the recognition of the need for treatment, the ability 

to re-label psychotic symptoms and the recognition of mental illness.  

The authors in both of these studies did not assess individuals when they were acutely unwell 

but rather prior to their discharge from hospital. This may have influenced the results in that 

individuals may have reported more positive opinions as they may have feared that their 

discharge date would have otherwise been in doubt. When the authors reassessed the same 

cohort of people one year later (O’Donoghue et al; 2011a) they found that awareness of 

illness (insight) continued to be associated with the views that admission was necessary. 

Indeed awareness of illness (insight) remained the only factor that was predictive of attitudes 

when a multivariate analysis was carried out.  O'Donoghue and colleagues (2011a) assessed 

individuals one year post discharge, however their numbers were relatively modest (n = 68). 

In my study I assessed individuals both when they were acutely unwell and also recovered 

from the acute episode of illness allowing for the assessment of association of changes in 

attitudes over time. Individuals were however only followed up at baseline and 3 months post 

admission order revocation, and consequently, one cannot accurately interpret attitudinal 

views towards admission and treatment at other future time points. 

A study by Smith et al (2014) also found that awareness of illness (insight) was associated 

with more positive attitudes towards involuntary admission and treatment. This study did not 

specifically focus on individuals who were admitted involuntarily but included those 

admitted voluntarily also. However similar to the study by O’Donoghue et al (2010) 

individuals were assessed just prior to their discharge from hospital and when a discharge 

date had been agreed. In addition the number of individuals that were included in this study 

was modest compared to the numbers included in our study and the instrument used to 

measure insight was a self report questionnaire (Birchwood Insight Scale) and not an 

objectively administered scale.  
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In the study by Smith et al (2014) the authors did not assess changes in attitudes over time 

and predictors of changes over time unlike our study. Similarly an earlier study by Naber and 

colleagues (1996) noted that awareness of illness was associated with whether or not 

individuals viewed their admission as necessary, albeit the number of study participants was 

relatively modest (n=40) and no validated psychometric instrument was utilised for this 

assessment. However in contrast to my study the authors did not use a standardised 

instrument to assess awareness. Instead they used a semi-structured interview and the number 

of individuals assessed in the study was modest at 40. In addition individuals were assessed 

only at one time point and just in the days prior to their discharge from hospital. 

Thus consistent with previous literature, awareness of illness (insight) was identified as a 

strong predictor of attitudes towards involuntary treatment and care. This finding is 

strengthened in my study due to the fact that I included several additional potential 

explanatory variables in the multivariate model, included a large sample, demonstrated that 

the relationship is present both at baseline during acute admission and at recovery on follow-

up, and demonstrated that patients who had improved awareness of illness over time also 

displayed improved attitudes towards their care and treatment during the involuntary 

admission. However, although the model explained 24-39% of the variance, up to 60% of the 

variance remained unexplained, which is suggestive that other unmeasured clinical factors 

affecting attitudes towards involuntary treatment and care may be present. Furthermore the 

wide variation in attitudes may reflect a very heterogeneous group that renders it difficult to 

identify strong clinical predictors and clinical subgroups which may exist that and are not 

possible to be identified by the current analysis. The use of the data driven regression tree 

however does demonstrate that subgroups can be defined on the basis of these clinical 

predictors.   

4.5.2 Symptoms 

I found that on the univariate analysis that the level of symptoms present was a strong 

predictor of attitudes towards involuntary admission and treatment at baseline when the 

individual was acutely unwell. Individuals who had more symptoms at baseline were found to 

have more negative attitudes towards the process and experience of involuntary admission 

and treatment. This was true for both the CAT and Attitude scales at baseline but this variable 
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lost significance in the multivariate analysis at baseline when I adjusted for potential 

explanatory variables. 

However on multivariate analysis modelling, a significant association between a greater the 

level of improvement in symptoms (reduction in symptoms) and the attitudes to the process 

and experience of involuntary admission was demonstrated. A greater reduction in symptoms 

over time was associated with more positive attitudes to the process and experience of 

involuntary admission. On the multivariate analysis modelling baseline predictors of follow 

up responses; I found that those who had more symptoms at baseline (i.e. those who were 

more unwell) had more positive attitudes to the process and experience of involuntary 

admission at follow up. This is likely due to the fact that these individuals had a greater scope 

to improve in their symptoms as they were more unwell and this is further supported by the 

finding mentioned above that those who improved most symptomatically over time had more 

positive attitudes to the process and experience of involuntary admission at follow up. Indeed 

when the multivariate model was repeated excluding attitudes at baseline this finding 

disappeared for the Attitude Scale and weakened for the CAT scale. 

Some previous studies relevant to the area have looked at other potential predictors of 

attitudes towards involuntary admission and treatment but have not looked at the association 

between symptoms and attitudes towards involuntary admission (O’Donoghue et al; 2010 & 

2011a). Savill et al (2012) found an association on multivariate analysis between level of 

symptoms and the individuals’ initial appraisal of their treatment with lower levels of manic 

and positive symptoms being associated with more positive attitudes as measured by the CAT 

scale. This was a cross sectional study including the Involve study (Priebe et al; 2009), the 

Eunomia study (Kalert et al; 2005, Priebe et al; 2010) and the Eden study (Kallert et al; 

2007). In contrast to my study, some individuals included in this cross sectional study were 

attending out-patient settings and so the study was not solely focused on individuals who 

were admitted involuntarily. In addition, there was no comparison made of changes in 

attitudes to involuntary admission over time unlike the current study. The numbers included 

in this cross sectional study were large (n=2105). As stated above some previous studies 

relevant to the area have not looked specifically at the association between symptoms and 

attitudes towards involuntary admission (O’Donoghue et al; 2010 & 2011a). In Katsakou and 

Priebe (2006) review of 18 studies the level of symptoms was measured in some studies but 

there was no comparison of changes in symptoms over time. It was unclear if the level of 
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symptoms was a predictor of attitudes towards involuntary admission and treatment. 

However, it was identified that those individuals who had the greatest clinical gains in their 

admission had the most positive attitudes towards their involuntary admission and care 

retrospectively. Katsakou and colleagues (2010) also found that a greater improvement in 

symptoms over time was associated with more positive attitudes to the process and 

experience of involuntary admission. In general I found that symptom level was significantly 

associated with individuals’ attitudes towards involuntary admission and treatment. 

Overall however evidence from previous literature does indicate that individuals who were 

less unwell (had less symptoms) were more likely to view their involuntary admission and 

treatment as necessary. The data driven trees generated in my analysis would support the 

association between symptoms and attitudes towards involuntary admission and treatment.     

4.5.3 Functioning 

Despite finding an association on the univariate analysis between baseline overall functioning 

and attitudes towards involuntary admission and treatment at baseline with greater levels of 

functioning being associated with more positive attitudes to the process and experience of 

involuntary admission this finding did not hold on the multivariate analysis when potential 

explanatory factors were controlled for. Similarly, I found significant correlations on the 

univariate analysis between overall level of functioning and attitudes towards involuntary 

admission and treatment at follow up but this significance did not hold on any of the 

multivariate models. A study by Roche and colleagues (2014) found that higher functioning 

scores as measured by the GAF were associated with a more positive therapeutic relationship. 

However, similar to the findings in my study this finding was no longer significant on multi-

variate analysis. In addition, O’Donoghue and colleagues (2011a) found no association with 

overall functioning as measured by the GAF and whether or not individuals believed that 

their index admission had been necessary. Other studies have found that poorer overall global 

functioning at the time of admission was associated with a more positive view of the 

involuntary admission on follow up assessments (Priebe et al; 2009). Thus, some conflicting 

evidence exists in the literature regarding the association with levels of functioning and 

attitudes towards involuntary admission. Overall, it appears likely particularly where multi-

variate analysis is undertaken, that functioning is not significantly   associated with attitudes 

towards involuntary admission and treatment. 
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4.5.4 Age 

I found on multivariate analysis that individuals who were older had more positive attitudes 

towards the process and experience of involuntary admission at baseline. In addition when I 

looked at baseline predictors of attitudes at follow up being older was associated with more 

positive attitudes to the process and experience of involuntary admission. Over time being 

older continued to be predictive of more positive attitudes towards involuntary admission. 

This is similar to findings from a large cross sectional study by Savill et al (2012). In addition 

Iversen et al (2007) also found age to be significantly associated with satisfaction with 

treatment. In their study they included individuals admitted involuntarily and also individuals 

who were admitted voluntarily. The authors in this study assessed individuals satisfaction 

with treatment just prior to their discharge, the numbers included were lower than in my 

study (n=173).  Some relevant studies that assessed attitudes to the process and experience of 

involuntary admission did not assess the relationship between age and attitudes towards 

involuntary admission and treatment (Smith et al; 2014, Roche et al; 2014) whereas other 

studies found no association between age and attitudes towards involuntary admission and 

treatment (O’Donoghue et al; 2010).  

It is unlikely that the association I found between age and attitudes towards involuntary 

admission is related to previous experience of involuntary admission as I included this as a 

potential explanatory variable, however a potential interpretation is that older individuals are 

more likely to have experienced other exposures to mental health services as outpatients or 

voluntary patients and this may have softened their attitudes towards their care. It is likely 

that older individuals are likely to have had a greater overall exposure to the mental health 

services over time. This has probably included many positive experiences of care, including 

care perhaps from staff where a trusting relationship is present and from care in the 

community setting. It is possible, that such experiences may also have a subsequent effect on 

their attitudes towards their care when involuntarily admitted under the MHA 2001. 

4.5.5 Gender 

I did not find any significant relationship on the multivariate analysis between gender and 

attitudes to the process and experience of involuntary admission at baseline either on the 

CAT or Attitude scale at baseline but I did find that being male was associated with more 

positive attitudes to the process and experience of involuntary admission at follow-up on the 
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attitude scale. O’Donoghue and colleagues (2011a) did not find any significant association 

between gender and attitudes towards involuntary admission and treatment with gender not 

having any association with whether or not individuals believed that their involuntary 

admission was necessary. In contrast a large cross sectional study by Savill et al (2012) found 

on multivariate analysis that being male was associated with more positive attitudes to the 

process and experience of involuntary admission as measured by the CAT scale at baseline. 

Similar to the current study the authors controlled for various socio-demographic variables 

but unlike my study the authors included only one clinical variable (symptoms) in the 

multivariate analysis and did not include other clinical factors such as functioning, quality of 

life and awareness of illness.  

It is difficult to interpret this finding. The previous studies mentioned did not interpret it. It 

may possibly be related to different gender roles culturally. Males are possibly more likely to 

retrospectively accept the need for coercion at times whereas females might be more likely to 

persist with views that alternative more collaborative approaches are possible. Further 

research is required to explore the possible reasons behind the gender differences identified in 

this study and to further assess gender specific attitudes. 

4.5.6 Alcohol and illicit substance abuse 

On multivariate analysis for the Attitude scale I found that having a lifetime history of 

alcohol abuse was predictive of more positive attitudes to the process and experience of 

involuntary admission at baseline. This was not found on the multivariate analysis for the 

CAT scale.  In contrast not having a lifetime history of illicit substance abuse was associated 

with more positive attitudes towards the process and experience of involuntary admission at 

baseline on both the CAT and Attitude scales. Similarly Smith et al (2014) found that those 

with co-morbid illicit substance use had more negative attitudes to the process and experience 

of involuntary admission; they did not find any association between co-morbid alcohol abuse 

and attitudes to the process and experience of involuntary admission. It is possible that those 

with illicit substance misuse are more likely to have more antagonistic attitudes towards 

healthcare in general and also that they are less likely to engage with healthcare services. 

4.5.7 Previous experience of involuntary admissions 

I found on multivariate analysis that greater numbers of previous involuntary admissions was 

associated with more negative attitudes to the process and experience of involuntary 
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admission. This was true for baseline analysis of data on the Attitude scale but this variable 

did not reach significance on the model with the CAT scale. Similarly, on multivariate 

analysis I found that greater numbers of previous involuntary admissions was associated with 

more negative attitudes to the process and experience of involuntary admission and treatment 

on the CAT scale for the model looking at baseline predictors of attitudes at follow up. I did 

not find this on the same model for the Attitude scale nor did I find this association on either 

model when looking at predictors of changes in attitudes over time. Katsakou et al (2010) 

also found that not having had previous involuntary admissions was associated with better 

attitudes towards involuntary admission and treatment on the CAT scale but this lost its 

significance on the multivariate model. This was not assessed in other studies (Smith et al; 

2014, Roche et al; 2014, O’Donoghue et al; 2011a). It is likely that individuals who had more 

involuntary admissions also have more severe and resistant mental illness and/or are more 

likely to default from community follow up and not adhere with medical treatment on a 

consistent basis, perhaps reflecting a more antagonistic relationship with the services and 

negative attitudes towards care. 

4.5.8 Experience of coercive measures 

I did not find any association between actual experience of coercive measures and attitudes 

towards involuntary admission and treatment on multiple regression analysis. The study by 

Smith et al (2014) found on multivariate analysis that individuals who had experienced 

seclusion were less satisfied overall with the services during their involuntary admission and 

treatment but like my study they did not find any statistically significant association between 

the experience of restraint or forced intramuscular injection and attitudes towards involuntary 

admission and treatment. Similarly to my study the study by Smith et al (2014) was 

conducted across three centres in Ireland and included various socio-demographic and 

clinical factors including awareness of illness and functioning. However Smith et al did not 

assess individuals whilst they were acutely unwell (they were assessed approximately a week 

prior to discharge) and in addition a follow up assessment was not completed. The authors 

did however include voluntarily admitted as well as involuntary patients and they also 

included therapeutic alliance (measured using the self reported scale the WAI-S) in the 

multivariate analysis something that I did not measure in my study. Similarly O’ Donoghue et 

al (2011a) did not find any association between the experience of physical coercion and 

whether or not the individual believed that their involuntary admission had been necessary at 
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one year follow up. The numbers included in this study were more modest compared to the 

numbers in mine (n=61).  

A study by Iversen et al (2007) found on multivariate analysis that as the number of coercive 

events increased that the individuals’ satisfaction with treatment decreased. This study 

included voluntarily admitted as well as involuntary patients. This study was carried out 

using a semi-structured interview and included 94 individuals which were more modest than 

the numbers included in my study. However when the authors looked at the individual 

measures for coercion they were not significantly associated with overall satisfaction or 

levels of satisfaction on the satisfaction subscales. In this study the authors found no 

significant differences between overall functioning and symptom scores between voluntarily 

and involuntarily admitted patients and they also found no significant differences between 

those with high and low scores on the perceived coercion scale and thus could not explain the 

lack of association between perceived coercion and satisfaction by differences in 

psychopathology. By comparison my study included more explanatory variables such as 

awareness of illness and this may explain the differences in findings.  

In general however findings from my study were in keeping with findings from most 

previous studies relevant to the area; in that experience of coercive events was not found to 

be significantly associated with attitudes towards involuntary admission and treatment. As 

per section 4.4 in the current study I found that it is in fact perceived coercion that is 

associated with attitudes towards involuntary admission and treatment rather than the 

experience of actual coercive events. This  suggests that if measures were taken to reduce the 

level of perceived coercion experienced by individuals in the process of being involuntarily 

admitted that this might increase the patients feelings of autonomy thus improving their 

satisfaction with the care and treatment overall.  

4.5.9 Diagnosis  

Although individuals with a non-affective psychotic illness had higher mean attitude scores 

on both the CAT and Attitude scale both at baseline and at follow-up, these differences did 

not meet statistical significance. On multivariate analysis I found that those with a non 

psychotic illness had more positive attitudes to the process and experience of involuntary 

admission when compared to those with a diagnosis of a psychotic illness. I did not find any 

association between having a diagnosis of an affective or non-affective psychotic illness and 
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attitudes to the process and experience of involuntary admission on multivariate analysis. 

This was consistent with findings from Smith et al (2014) and also from Roche et al (2014) 

when multiple regression modelling was undertaken. However, it was noted that Roche et al 

(2014) did find that on univariate analysis that those with a non-affective psychotic illness 

reported a more negative therapeutic relationship. Similarly O Donoghue et al (2011a) did not 

find any significant association between diagnosis and the view that the individual believed 

the involuntary admission had been necessary. I did find that those with a diagnosis of 

“other” had more positive attitudes to the process and experience of involuntary admission.  

4.5.1.0 Duration of index involuntary admission and experience of mental 

health tribunals 

I did not find any significant association on any of the multivariate models between whether 

or not an admission order was completed and attitudes towards involuntary admission and 

treatment. In the study by Savill et al (2012) the authors found on the multivariate analysis 

that those detained had more negative attitudes to involuntary admission on the CAT scale, 

there was no comparison of changes in attitudes over time however in this study and in 

addition the authors in this study included both detained and non-detained individuals and the 

study was restricted to individuals who had a diagnosis of schizophrenia in contrast to my 

study.  On the multivariate analysis I did not find any association between experience of 

mental health review tribunals on the baseline predictors of attitudes at follow up models for 

the CAT and Attitude scale nor did I find any significant association on the two models for 

changes in attitudes over time either on the CAT or Attitude scales. Similarly the length of 

time as an involuntary patient was not found to be predictive of attitudes towards involuntary 

admission and treatment on any of the multivariate models.  

4.6 Strengths of the study 

This study was a large multicentre prospective study and included individuals from urban, 

suburban and rural catchment areas. This ensured the study was representative of different 

care environments and included a busy city catchment area as well as more rural areas. A 

large number of individuals were included at baseline and also at follow up.  The researcher 

was independent and separate to any of the treating teams and was employed by the 

University and not the Health Service Executive. The fact that the researcher was separate to 

the treating team was emphasised at all points to individuals that were approached about 
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taking part in the study. I wanted to ensure as much as possible that individuals were aware 

that I was in no way involved in their clinical care and that all information would be treated 

in a confidential manner and that participating in this research would not impact on their 

clinical care in any way. I believe that this protected the validity of the data collection 

whereby the participants were more likely to genuinely view me as completely separate from 

any clinical care and could not influence it, compared to a research setting where potentially 

familiar clinicians collect such data.  

The study covered a large population area of approximately 290,000 people. The study was a 

prospective study allowing individuals to be studied at two different time points (when 

acutely unwell and when clinically improved). This, thus allowed analysis to be conducted 

examining change in attitudes over time and correlate this with various clinical, demographic 

and changes in clinical measures. Intensive clinical assessments were carried out using a 

number of well recognised and validated scales and thus gave a comprehensive assessment of 

the individuals’ clinical state and their attitudes towards the process and experience of 

involuntary admission. In addition to this another scale was included to ensure a more 

comprehensive evaluation of participants attitudes to the entire process of their involuntary 

admission, including the experience of the transfer to hospital and the experience of mental 

health tribunals that was not possible to assess with existing psychometric instruments.  All 

of the assessment scales were carried out by me increasing the reliability of the assessments 

tools.  

This study had a high recruitment rate and included also individuals on whom the Act was 

applied but who were not subsequently detained - a heretofore ignored group who experience 

some degree of coercive care under MHA 2001, but are not routinely included in any data 

collection for the Mental Health Commission. In addition I included a range of scales as 

outlined above to assess data that some other studies have not looked at and included a 

multivariate analysis to account for the effect of potentially correlated explanatory variables. 

4.7 Limitations of study 

One of the main limitations of the study was the fact that a number of participants were lost 

to follow up which reduced the sample size for this time point and for whom it was therefore 

not possible to assess changes in their attitudes to involuntary admission and treatment over 

time. However, as best as can be attained, no differences of note were evident in relation to 
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demographic or clinical data between this cohort and those that participated in the study. In 

addition, I did not find any significant differences in attitudes towards involuntary admission 

and treatment at baseline as measured on the CAT or Attitude scale between those who were 

followed up and those who were not so, which suggests that the follow-up sample was not 

subject to selection bias. 

Given the fact that persons admitted involuntarily are often very acutely unwell it was also 

difficult to recruit some participants initially. Some of the individuals who were admitted to 

the approved centres were very paranoid and did not trust that the researcher was separate to 

their treating team and due to this fact refused to partake in the interview process. In other 

cases some were so acutely unwell and thought disordered that it was not possible to 

complete the assessment tools with them. It is possible that members of this cohort may have 

differed in relation to attitudes towards their involuntary admission. However, many 

individuals who were acutely psychotic and who exhibited persecutory ideation or delusions 

did participate at both time points. Nevertheless the recruitment rate was relatively high for 

this study and it is difficult to see how it could have been significantly increased.  

In addition the researcher was not formally blinded; however the researcher was not aware of 

patient responses on the attitudes scale when conducting the clinical assessment scales and 

thus was unlikely to be engaging in any subconscious bias.  Furthermore most of the scales 

used were validated scales and regularly used in clinical research. Much of the variance in the 

multivariate models was not explained despite inclusion of a relatively large number of 

explanatory variables. It is possible that more clinical assessments such as measures of 

therapeutic alliance (WAI-S), measures of recovery style (The Recovery Style Questionnaire) 

and the Perception of Care survey that have been included in previous studies could have 

potentially been conducted which might have explained more of the variance. Whilst it would 

have been preferable to include a vast series of psychometric instruments, on a practical level 

this was not feasible. For example, in this study participants spent up to two hours completing 

baseline and follow-up assessments and psychometric instruments and I believe that the 

instruments utilised were of significant clinical importance when evaluating views regarding 

the operation of the MHA 2001.   

In addition it may have been informative to determine the extent to which the individual was 

engaging with the treating team and with their care plan. A further limitation is that the 
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Attitude scale used was not formally validated in advance of its use in the study, however the 

validated CAT scale was used, which produced largely similar results, and some convergent 

validity was provided for the Attitudes scale by the high correlation with the CAT scale at 

both time points.  

4.8 Future work and recommendations 

Future fruitful work with the current dataset would be to identify sub-groups with the most 

negative and most positive attitudes towards involuntary treatment and to perform a mixed 

methods analysis with the qualitative data collected from these participants to further explore 

the attitudes and experiences of these individuals in a deeper and more meaningful way. 

Given that individuals likely to have persistently negative attitudes towards their care and 

treatment can be potentially identified during admission on the basis of certain clinical 

features, future research could assess whether additional interventions designed to better 

support and engage these individuals would results in improved attitudes towards their care 

and treatment and potentially in improved engagement with community services.  Potential 

interventions would be the allocation of a professional or peer support worker independent 

from the clinical team to provide additional information and support for the individuals at risk 

of negative outcomes such as those with persistently poor awareness of illness. The 

effectiveness of such an intervention could then be tested in a nested case control study. 

Furthermore some tentative clinical recommendations can be made even from this 

observational study in particular around the issue of providing information repeatedly and in 

context since this is identified as something many participants felt they did not receive. 

Particular areas of high dissatisfaction identified, such as around assessment and transfer to 

hospital, also indicate the need for more support for individuals at these critical stages of the 

involuntary admission process. The more regular implementation of assessment in the 

community by experienced clinician such as an Authorised Officers may alleviate some of 

the dissatisfaction identified around assessment and transfer on the Attitude scale. It may 

prove beneficial to assign a key worker to each patient admitted involuntarily at the point of 

their admission so that support and information can be offered at that point as well as 

throughout their admission specifically in relation to the processes of involuntary admission 

and the individual’s emotional response to coercive care. Such supports may assist in 

reducing patients’ feelings of coercion by emphasising areas where they can maximise their 
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autonomy and this could lead to improved satisfaction with the involuntary admission 

experience and potentially improved engagement with care in the community too. The 

importance of perceived rather than documented coercion suggests that the patients 

experience is dependent more on the overall way that treatment and care is delivered and 

explained as an involuntary patient and less on the use of specific coercive measures used. 

When patients feel that they are listened to and their views are taken into account (greater 

levels of procedural justice) they are likely to be more satisfied with the treatment and care 

received as an involuntary patient.  

4.9 Conclusion 

In this large prospective follow up study I found that over time most individuals were likely 

to view their index involuntary admission as necessary, but that there was a wide variation in 

satisfaction with the care and treatment received and a substantial minority had persistently 

negative attitudes towards their experience, despite clear evidence of symptomatic and 

functional recovery as assessed by standard psychometric instruments. I found that the 

strongest predictors of more positive attitudes towards involuntary admission and treatment 

tended to be clinical factors such as level of awareness of illness, symptomatic improvement 

and older age, as opposed to service related factors such as experience of coercive measures, 

and whether or not an admission order was completed. This study indicates that certain 

clinical characteristics can be identified which are likely to be associated with persistently 

negative attitudes towards involuntary admission even in remission, and suggests that it may 

be possible to select such patients for additional supportive interventions to minimise the 

negative impact of involuntary admission and to seek to better engage these patients in 

supportive and recovery oriented care.  
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Appendix 4: Socio-demographic form (page 3) 
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Appendix 3: Socio-demographic form (page 4) 

 

 



122 

 

Appendix 3: Socio-demographic form (page 5) 
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Appendix 3: Socio-demographic form (page 6) 
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Appendix 4: Attitude scale 
 

Attitudes to the process and experience of involuntary admission 

1. My admission to the psychiatry ward was necessary 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

2. An adequate assessment about my need for hospitalisation was performed before my transfer to 
hospital 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

3. My rights and dignity were respected during my transfer to hospital 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

4. I felt safe during my transfer to hospital 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

5. I felt my human rights and dignity were respected on arriving  in hospital 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

6. I felt safe in hospital 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

7. I felt my human rights and dignity were respected during my involuntary admission on the 
psychiatry ward 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

8. I felt that I was given adequate information about the legal process of involuntary admission and 
my rights under the Mental Health Act 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

9. I did not feel threatened in any way during my admission 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

10. I felt I could talk to staff about my feelings regarding involuntary admission 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

11. I felt forced to take medication 

Yes, definitely--------Yes, generally-----No, Not really--------------- No, Definitely not  

12. I felt that I was provided with adequate information about why I was given medication and its 
intended benefits 
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No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

13. I felt I was listened to and given a fair hearing at my Mental Health Review Tribunal(s) 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

14. I felt my solicitor appropriately represented my case at my Mental Health Review Tribunal(s) 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

15. I believe the Mental Health Review Tribunal(s) acted independently and objectively in its 
review(s) of my involuntary admission 

No, Definitely not-----No, Not really--------Yes, generally---------------Yes, definitely 

 

COMMENTS 

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________

__________________________________________________________________________________ 
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