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Objective: This study examined dif-
ferences in disposition decisions
among mental health professionals
using a standardized Web-based
simulation. Methods: Using a Web-
based simulation that described,
across users, the same complex psy-
chiatric patient, credentialed clini-
cians in a psychiatry department
conducted a violence risk assess-
ment and selected a level of follow-
up care. Results: Of 410 clinicians
who completed the simulation,
60% of psychiatrists were more
likely than other types of clini-
cians to select higher levels of care
(inpatient or emergency services)
for the standardized virtual pa-
tient (odds ratio52.67, 95% confid-
ence interval51.67–4.25), even after
adjustment for other factors. Vir-
tual actions taken, such as con-
tracting with the patient for safety
and discussing hospitalization, elu-
cidated these training differences.
Conclusions: Training backgrounds
were important determinants of

clinicians’ actions and the dis-
positions they recommended for
a psychiatric patient at high risk
of self-harm and harm to others
in the educational setting and may
suggest the need for further train-
ing to standardize and optimize
care. (Psychiatric Services 64:808–
811, 2013; doi: 10.1176/appi.
ps.201200461)

Deciding on an appropriate dis-
position for persons with a psy-

chiatric illness is a critical role of the
mental health clinician. These dispo-
sition decisions involve careful con-
sideration of safety concerns, such as
the likelihood that the patient will
commit violent or suicidal acts after
discharge, which must be balanced
against concerns about patient auton-
omy. Moreover, disposition decisions
within psychiatry can be made by
professionals with diverse training
backgrounds (physicians, psycholo-
gists, and social workers) and levels
of experience. Little is known about
the degree of clinical consensus across
provider types or the factors that drive
disposition decisions. Although re-
search has identified patient-level
factors determining disposition of psy-
chiatric patients (1,2), standardized and
convincing data regarding clinician-
level factors have been limited.

Some studies have indicated that
clinicians with fewer years of experi-
ence are more likely than their more

experienced colleagues to hospitalize
psychiatric patients (3–5); this is es-
pecially true in the earliest years of
practice, but other studies have con-
tradicted this finding (6). Other clini-
cian factors that have been shown to
predict hospitalization decisions in-
clude whether the patient was “of
academic interest” to the clinician,
whether the clinician liked the patient
(3), and the clinician’s discipline, with
social workers hospitalizing signifi-
cantly fewer patients than psychia-
trists and psychologists (4).

Although the studies mentioned
above had excellent external validity
for using disposition decisions regard-
ing real patient presentations, these
studies were not designed to study
multiple clinicians’ decisions for the
same patient. To address this issue, one
experiment used videotaped psychiat-
ric interviews to portray 30 patients,
finding that agreement between eight
emergency department psychiatrists
with regard to patient disposition was
very low. However, clinician factors
that may have contributed to these
differences were not explored (7). An-
other study used three text-based
vignettes of patients who refused treat-
ment and asked psychologists whether
they would recommend involuntary
admission or involuntary treatment
with neuroleptics. Setting aside issues
of scope of practice, this study showed
that depending on the case, clinician
factors of current employment in psy-
chiatric services, increased age, and sex
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were positive predictors for involun-
tary admissions (with women more
likely than men to admit patients) (8).
In this study, we used a standard-

ized Web-based simulation to ascer-
tain differences between clinicians
with regard to disposition decisions.
The simulation platform enabled us to
focus on the clinical presentation of
a patient at risk of violence and suicide
and to examine differences between
clinicians throughout the decision-
making process.

Methods
The Massachusetts General Hospital
department of psychiatry’s quality im-
provement team—consisting of the
department’s director of quality man-
agement, director of postgraduate
medical education, database manager,
and recredentialing officer—designed
a standardized Web-based simula-
tion focusing on the implementation
of best-practice guidelines for as-
sessment of a patient’s risk of self-
harm and violence. The standardized
virtual patient was a male veteran
who had returned six months earlier
from Operation Enduring Freedom
in Afghanistan. He expressed some-
what ill-defined suicidal ideation and
plans, with questionable intent. He also
expressed vague thoughts of violence
toward his ex-wife.
The simulation was presented with

the computer simulation assessment
tool (CSAT) platform (9), which en-
abled participants to act as clinicians
and perform a risk assessment for
a standardized virtual patient during
a Web-based, time-limited encounter.
In order to do this, participants se-
lected actions from drop-down menus
and viewed the corresponding video
clips; if a participant chose the “anx-
iety” action, for example, he or she
was directed to a video clip of the
standardized virtual patient describ-
ing his anxiety. [A full list of actions
and the information revealed in each
action are included in a supplemen-
tary table available online as a data
supplement to this report.]
When the participants were finished

with the simulation, either because the
allotted 15 minutes had elapsed or
because they felt they had sufficient
information to make a decision, they
were prompted with the statement,

“Based on the information obtained
during this evaluation, the appropri-
ate level of care for this patient is:”
and were then instructed to select
a level of care from a list of options,
which included outpatient follow-up
in three months, two months, two
weeks, or one week; partial hospital-
ization; inpatient hospitalization; and
admittance to the emergency depart-
ment. The simulation was intention-
ally designed so that there were many
acceptable and unacceptable disposi-
tion decisions. Decisions to send the
patient to an inpatient unit, emergency
department, or intensive outpatient
programwere considered correct, and
outpatient care with long-range follow-
up was considered incorrect.

The simulation was disseminated
via e-mail to all clinicians credentialed
to treat patients within the psychiatry
department of a large academic med-
ical center as part of an annual recre-
dentialing procedure between April
and May 2012. Because participation
in this ongoing professional practice
evaluation assessment was a manda-
tory step in clinicians maintaining
their appointment, a response rate of
100% was expected. Under an exist-
ing Partners HealthCare Institutional
Review Board approval for educa-
tional activities, this activity was ex-
empt from written informed consent
requirements.

Binary logistic regression was used
to test predictors of recommending
emergency department evaluation and
inpatient care (emergency department
or locked inpatient unit, for example)
versus outpatient care (weekly out-
patient visits, monthly outpatient vis-
its, or partial hospital program). In
addition to professional background
(physicians versus nonphysicians), we
also examined the effects of gender,
years since graduation, and practice
setting within the department (ambu-
latory versus nonambulatory). In this
study all of the physicians were psy-
chiatrists. Finally, chi square tests were
used to test whether providers differed
in their choice of virtual actions taken
during the CSAT, coded in a binary
fashion as chosen or not chosen. If
the difference was significant, we in-
cluded these actions in the logistic
model to test whether they were re-
lated to level-of-care recommendations.

Results
Overall, 410 of the 412 clinicians in
the department completed the simu-
lation. Only the 358 participants for
whom full demographic information
was available were included in the
analyses. The mean6SD age of par-
ticipants was 51.6611.5. There were
more physicians (60%, N5216) than
nonphysicians, and nonphysicians had
diverse training backgrounds (76%
[N5108 of 142] had a Ph.D.; 11%
[N516 of 142], an Ed.D.; 7% [N510
of 142], a Psy.D.; 3% [N54 of 142], an
M.S.; and 3% [N54 of 142], an M.A.).
Genders were about evenly repre-
sented (53% female, N5190). Par-
ticipants had been practicing on
average for 21.47612.06 years, but
on average there was no difference in
the number of years in practice for
physicians versus nonphysicians. Prac-
tice settings (outpatient versus in-
patient) did not differ significantly
between the two training groups.

The binary logistic regression in-
dicated that physicians were more
likely than nonphysicians to recom-
mend inpatient follow-up care (odds
ratio [OR]52.67) (Table 1). After
other clinician-level factors were
included in the model (model 1),
training background continued to be
a significant predictor of disposition
choice (OR52.86). Gender, years
since graduation, and practice set-
ting were not related to disposition
decisions. Within the CSAT encoun-
ter, physicians differed from non-
physicians with regard to five actions.
Specifically, physicians weremore likely
to assess psychosis (88% [N5191]
versus 76% [N5108] of nonphysi-
cians, x259.52, df51, p5.002), assess
neurovegetative symptoms (82%
[N5177] versus 73% [N5104],
x253.84, df51, p5.05), discuss the
patient’s legal history (75% [N5162]
versus 64% [N591], x254.93, df51,
p5.03), and discuss the patient’s
willingness to be hospitalized (81%
[N5174] versus 66% [n593],
x2510.30, df51, p5.001). Physicians
were less likely to contract for safety
than clinicians with other training
backgrounds (61% [N5132] versus
87% [N5123], x2527.20, df51,
p,.001).

When these CSAT actions (model
2) were included in the logistic
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regression model, training background
was no longer a statistically significant
predictor of level of the clinician’s
recommended follow-up care. Instead,
contracting for safety and discussing
willingness to be hospitalized emerged
as significant predictors of level-of-care
recommendations, where contracting
for safety was related to a decreased
likelihood of recommending inpatient
treatment (OR5.10) and discussing
willingness to be hospitalized was re-
lated to an increased likelihood of
recommending inpatient treatment
(OR511.87). The other CSAT
actions on which physicians and
nonphysicians differed were not re-
lated to follow-up care recommenda-
tions. Taken together, these findings
suggest that differences in follow-up
care recommendations between phy-
sicians and nonphysicians were evi-
dent within the standardized patient
encounter, as expressed by their choices
to engage in either contracting for
safety or discussing hospitalization. [The
full analyses comparing physicians and
nonphysicians on each action is in-
cluded in the online data supplement.]

Discussion
This study identified significant differ-
ences in disposition decisions based
on training background, with physi-
cians more likely to refer the stan-
dardized virtual patient to inpatient
hospitalization or emergency depart-
ment levels of care and nonphysi-
cians more likely to recommend

outpatient treatment. This effect was
not explained by any other clinician-
level factors, such as gender or years
since graduation. The difference be-
tween physicians and nonphysicians
in their treatment decisions emerged
within the patient encounter, where,
after accounting for diverging prefer-
ences for contracting for safety versus
discussing hospitalization, we found
that training background no longer
predicted level-of-care recommenda-
tions. That is, compared with non-
physicians, physicians were more
likely to discuss hospitalization, and
this action predicted increased likeli-
hood of inpatient follow-up care (al-
most 12 times as likely). Conversely,
nonphysicians were more likely to
contract for safety, which predicted
a substantially reduced likelihood of
inpatient treatment (approximately
ten times less likely).

Although these two choices were
associated with the differences be-
tween the decisions of physicians and
nonphysicians, they were likely to be
correlates of the decision and not
causes for it. Both options were typically
chosen within a few virtual actions of
the final decision, suggesting that par-
ticipants may have already made their
disposition decision but wanted to
evaluate the feelings of the standardized
virtual patient to confirm their plan.

It is possible that the different
training and experience backgrounds
between physicians and nonphysicians
led to different choices concerning

disposition. For example, physicians
spend a significant amount of time
training in inpatient settings, which
may make them more likely to choose
inpatient hospitalization. In addi-
tion, previous research has found that
psychiatrists sometimes make deci-
sions about admission on the basis of
concerns about liability (10). This may
explain the decision not to contract
for safety; although a contract can fa-
cilitate a therapeutic alliance, it does
not reduce the clinician’s liability (11).
Alternatively, it is also important to
note that the participants had 32
different virtual actions to choose
from, that participants differed sig-
nificantly on only five of them, and
that only two actions were related
to disposition decision. This finding
suggests that although training and
experience for physicians and non-
physicians generally lead to similar
actions, the few that differ can have
a significant impact.

Despite the fact that this simulation
was designed to be ambiguous and has
no correct answer, the lack of concor-
dance in disposition decision between
professional groups working in the
same hospital with the same patients
is problematic, particularly with the
recent emphasis on team-based care.
In order to achieve patient-centered
care, it is imperative that clinicians
within a medical community share
a common decision-making process.
One study found that level of assessed
risk had significantly higher predictive

Table 1

Predictors of inpatient level-of-care disposition decision among 358 mental health clinicians evaluating the same
Web-based patient simulation

Model 0 Model 1 Model 2

Predictor OR 95% CI OR 95% CI OR 95% CI

Physician (reference: nonphysician) 2.67* 1.67–4.25 2.86* 1.76–4.65 1.67 .93–3.00
Other provider characteristics
Female (reference: male) 1.53 .93–2.52 1.37 .75–2.52
Years since graduation 1.00 .98–1.02 1.00 .97–1.02
Practice area (reference: adult ambulatory) 1.11 .69–1.79 1.34 .75–2.38

CSAT action chosena

Assessed psychosis .99 .45–2.18
Assessed neurovegetative symptoms 1.06 .51–2.17
Discussed legal history 1.50 .82–2.74
Contracted with patient for safety .10* .04–.25
Discussed willingness to be hospitalized 11.87* 6.30–22.38

a CSAT, computer simulation assessment tool
*p,.01
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validity regarding later violence when
raters (physicians and nurses) were in
agreement than when they were not
(12). However, this finding could be
due to the complexity of cases, which
would suggest that further training
is specifically important in complex
cases in order to come to consensus
about patient care. The disparities
across professions identified in this
simulation will inform the design of
future educational interventions for
facilitating coordinated care. By elu-
cidating differences between providers,
this study highlights the potential need
for different types of training for each
provider type to bring all providers in
line with standardized best practices of
care.
Limitations of this study include

external validity, in that it is unclear
whether clinicians’ decisions for the
standardized virtual patient reflected
what they would do with a real patient.
However, this structure was necessary
to conduct a standardized compari-
son of a large number of clinicians’
decision-making processes, allowed
for the identification of training and
performance differences, and has
been used in other studies to exam-
ine topics such as physician bias (13).
Further, this sample was restricted
to the psychiatry department of one
academic medical center which may
affect generalizability of the findings.
However, this restriction ensured
that all clinicians had a shared un-
derstanding of the relevant inpa-
tient and emergency departments. In

addition, the analysis did not account
for other experience or training that
providers may have had prior to their
current position and practice setting.

Conclusions
This study indicates that, in an en-
counter with a virtual standardized
high-risk patient, training backgrounds
predicted disposition decisions among
mental health clinicians, a clinician-
level factor that may cause interpro-
fessional disparities in patient care.
The study also demonstrates that a
Web-based standardized simulation is
a scalable way to detect differences in
how clinicians approach a complex
patient.

Acknowledgments and disclosures

Dr. Alpert has received honoraria from the
Massachusetts General Hospital Psychiatry
Academy and from Belvoir Publishing. The
other authors report no competing interests.

References

1. Goldberg JF, Ernst CL, Bird S: Predict-
ing hospitalization versus discharge of
suicidal patients presenting to a psychiat-
ric emergency service. Psychiatric Serv-
ices 58:561–565, 2007

2. Rabinowitz J, Massad A, Fennig S: Fac-
tors influencing disposition decisions for
patients seen in a psychiatric emergency
service. Psychiatric Services 46:712–718,
1995

3. Baxter S, Chodorkoff B, Underhill R:
Psychiatric emergencies: dispositional de-
terminants and the validity of the decision
to admit. American Journal of Psychiatry
124:1542–1548, 1968

4. Mendel WM, Rapport S: Determinants of
the decision for psychiatric hospitaliza-

tion. Archives of General Psychiatry 20:
321–328, 1969

5. Meyerson AT, Moss JZ, Belville R, et al:
Influence of experience on major clin-
ical decisions: training implications.
Archives of General Psychiatry 36:
423–427, 1979

6. George L, Durbin J, Sheldon T, et al:
Patient and contextual factors related to
the decision to hospitalize patients from
emergency psychiatric services. Psychiat-
ric Services 53:1586–1591, 2002

7. Way BB, Allen MH, Mumpower JL, et al:
Interrater agreement among psychiatrists
in psychiatric emergency assessments.
American Journal of Psychiatry 155:1423–
1428, 1998

8. Wynn R, Myklebust LH, Bratlid T: Psy-
chologists and coercion: decisions re-
garding involuntary psychiatric admission
and treatment in a group of Norwegian
psychologists. Nordic Journal of Psychia-
try 61:433–437, 2007

9. Gorrindo T, Baer L, Sanders KM, et al:
Web-based simulation in psychiatry resi-
dency training: a pilot study. Academic
Psychiatry 35:232–237, 2011

10. Passmore K, Leung WC: Defensive prac-
tice among psychiatrists: a questionnaire
survey. Postgraduate Medical Journal 78:
671–673, 2002

11. Garvey KA, Penn JV, Campbell AL, et al:
Contracting for safety with patients:
clinical practice and forensic implica-
tions. Journal of the American Academy
of Psychiatry and the Law 37:363–370,
2009

12. McNiel DE, Lam JN, Binder RL: Rele-
vance of interrater agreement to violence
risk assessment. Journal of Consulting
and Clinical Psychology 68:1111–1115,
2000

13. Schulman KA, Berlin JA, Harless W, et al:
The effect of race and sex on physicians’
recommendations for cardiac catheteri-
zation. New England Journal of Medicine
340:618–626, 1999

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' August 2013 Vol. 64 No. 8 811

ps.psychiatryonline.org

