
Police Involvement in Involuntary Psychiatry
Admission: A Report From the Dublin Involuntary
Admission Study
Anna Feeney, M.B.M.R.C.Psych., Emmanuel Umama-Agada, M.B.M.R.C.Psych., Aoife Curley, M.B.M.R.C.Psych.,
Muhammad Asghar, M.B.M.R.C.Psych., Brendan D. Kelly, M.D., Ph.D.

Objective: The authors sought to compare diagnostic and
demographic factors among patients who were involun-
tarily admitted to psychiatry care with or without police
involvement.

Methods: All admissions to psychiatry units in two university
hospitals in Ireland were studied over a 3.5-year period.

Results: Of 2,715 admissions, 443 (16%) were involuntary;
complete data were available for 390 of these involuntary
admissions, of which 78 (20%) involved police. Patients
with police involvement did not differ significantly from
those without police involvement in gender, marital and

employment status, or diagnosis. The former patients had a
longer mean admission duration and were more likely to be
admitted under the “risk criterion” of the Mental Health Act
2001. Multivariable testing indicated that these variables do
not independently predict police involvement.

Conclusions: The diagnostic or demographic factors ex-
amined did not contribute to police involvement in in-
voluntary admission. Features such as homelessness, social
exclusion, or criminogenic factors might underlie police
involvement.
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Police services play a role in involuntary psychiatry admis-
sions in many countries. Much research on this topic has
focused on racial-ethnic variation. In the United Kingdom,
United States, and Canada, Black and ethnic minority groups
have more police involvement in accessing mental health
services (1–3).

Police involvement in emergency mental health care is
associated with involuntary status (3), male gender (3–5),
substance abuse (4), violence (4, 6), and social disturbance
(4). Patients admitted through police have more psychotic
symptoms than those not referred by police (4). Some
studies show self-harm ideation and intent (7) or recent acts
of self-harm (8) to be the most common presenting com-
plaints among police referrals. Use of screening tools by
police to identify symptoms of mental illness can aid iden-
tification of patients in need of psychiatric admission (8).
There is a strong push in the United States for a specialized
police response to individuals with serious mental illness,
such as the crisis intervention team model. However, no
similar models or initiatives are in place in Dublin, although
they are being considered for future implementation.

Some studies have shown that persons presenting in-
voluntarily for mental health care through police are less

likely to be admitted than those presenting via health care
professionals (6) and that most police-referred patients are
discharged home from emergency services (7). Other re-
search has found high rates of mental disorders and hospi-
talization among patients accessing emergency services
through police (5). These differences may be attributable to
variations in legislation across jurisdictions.

HIGHLIGHTS

• Basic demographic factors and diagnoses did not differ
between patients whose application for involuntary ad-
mission to psychiatric care was made by police and those
whose application was not made by police.

• Other factors, such as homelessness, social exclusion, or
criminogenic risks, might underlie police applications for
involuntary admission.

• With police applications for involuntary psychiatric ad-
mission of patients recently rising, it is important to fur-
ther elucidate the drivers of police involvement in
involuntary admissions.
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In Ireland, involuntary admission and treatment are
governed by theMental Health Act 2001 (9). Patients detained
under this act must have a “mental disorder,” as noted in
Section 3(1) of the legislation—that is, they must have a
“mental illness,” “severe dementia,” or “significant intellectual
disability” and must meet either the “risk criterion” or the
“treatment criterion” (or both). (See table in an online sup-
plement to this report for additional details.)

The involuntary admission process can be instigated by a
spouse, civil partner, or relative; an authorized health service
officer; police; or a member of the public (i.e., any person not
meeting criteria for the other three categories and not a staff
member of the psychiatric unit to which the application is
being made) (Section 9 of the act). “Members of the public”
can include emergency department staff, but how many
applications for involuntary admission are made by emer-
gency department staff nationally is not recorded. An ap-
plication is made to a general practitioner (for a medical but
nonpsychiatrist opinion), who can then recommend that a
patient be admitted for assessment by a consultant psy-
chiatrist. Within 24 hours, the psychiatrist must decide
whether the patient should be involuntarily admitted. This
decision is subject to a second opinion and review by a
mental health tribunal (comprising an independent psychi-
atrist, a lawyer, and a lay person) within 21 days.

Section 12 of the legislation gives members of the police
power to take a person into custody for mental health as-
sessment if they believe that the person has a mental disor-
der and that this disorder poses a serious risk for immediate
and serious harm to themselves or others. After the person is
taken into custody, the police officer must seek a recommen-
dation for involuntary admission from a general practitioner. If
such a recommendation is made, the police officer must ac-
company the patient to the psychiatric hospital.

In 2018, 26% of involuntary admissions in Ireland were
initiated by police officers (10). Applications by police have
been increasing since 2013, whereas applications by family
members have been decreasing (10). In the United Kingdom,
use of Section 136 of theMental Health Act 1983, which gives
police powers to detain a person suspected to be mentally ill
to a place of safety (11), also increased between 2013 and
2016 (12). In Ireland, persons with mental illness are over-
represented in the criminal justice system, and incarcerated
individuals with mental illness are increasingly diverted to
appropriate health care settings (13).

Here, we aimed to explore whether patients admitted
involuntarily through police differ from those involuntarily
admitted without formal police involvement.

METHODS

We studied all admissions to two psychiatry units at Tallaght
University Hospital and Mater Misericordiae University
Hospital, Dublin, Ireland, between July 1, 2015, and De-
cember 31, 2018. This project formed part of a larger study of
psychiatry admission trends in Dublin inpatient psychiatry

units, the Dublin Involuntary Admission Study. The psy-
chiatry unit at Tallaght Hospital is a 52-bed admission unit
serving a suburban catchment area of 273,419 people. The
psychiatry unit at Mater Hospital is a 15-bed admission unit,
with an inner-city catchment of 32,869 people.

We recorded gender, date of birth, employment and
marital status, date of admission, and date of discharge, as
well as clinical discharge diagnosis using the ICD-10. For
patients whose status was involuntary for part or all of their
admission, we recorded the duration of involuntary admission,
who had instigated the admission, and whether the status was
involuntary from the outset or underwent a change.

We obtained national data about psychiatry admissions in
Ireland for 2017 (midway through this study) from the Na-
tional Psychiatric Inpatient Reporting System (14). The study
was approved by the local research ethics committees and
performed in accordance with the Declaration of Helsinki.
Data protection legislation was adhered to at all times.

We analyzed data with IBM SPSS Statistics, version 25.
For bivariable analysis, we used the Pearson chi-square test
and independent-samples t test. For multivariable analysis,
we generated a binary logistic multivariable regression
model with whether or not the involuntary admission was
initiated by police as the dependent variable. Independent
variables were those significantly associated with the de-
pendent variable in bivariable testing.

RESULTS

During the 3.5-year period studied, 2,715 fully recorded ad-
missions to the two units occurred, of which 2,272 (84%)
were voluntary and 443 (16%) were involuntary (246 males
and 197 females). Compared with national rates, admission
rates to the two units were lower for overall admissions
(250.4 vs. 351.6 per 100,000 people per year), voluntary ad-
missions (209.6 vs. 306.2), and involuntary admissions (40.8
vs. 45.4). Notably, however, the balance of voluntary and
involuntary admissions differed between the units in this
study and the national data; the proportion of admissions
that were involuntary in the study units was higher than the
national proportion (16% vs. 13%).

Overall, 1,384 male patients (51% of the total sample) and
1,333 female patients (49%) were admitted; 18% (N=246) of
the admissions of males and 15% (N=197) of females were
involuntary (see table in online supplement). TheM6SD age
was 41615 years (range 16–91). Some data were missing for
53 of the involuntary admissions, reducing the total included
in the following analyses to 390. Twenty percent (N=78) of
applications for involuntary admission were made by police
officers, comprising 22% (N=48) of male and 17% (N=30) of
female patients. About one-quarter of applications (27%,
N=104) were made by members of the public, 18% (N=70) by
family members, and 11% (N=43) by authorized officers of
the health service. About one in five involuntary admissions
(22%, N=86) was a change of status to involuntary, and 2%
(N=9) were involuntary transfers from other hospitals.
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Schizophrenia, schizotypal, and delusional made up the
most common diagnostic category among involuntarily ad-
mitted patients, with 24.7 admissions per 100,000 population
per year (see table in online supplement). Affective disorder
was the most common diagnosis among voluntary patients,
with 57.9 admissions per 100,000 population per year.

The mean age of involuntary patients whose admission
was initiated by the police was 38.1611.6 years (range
22–76), which did not statistically significantly differ from
the age of those whose involuntary admission was not ini-
tiated by the police (40.5614.5 years, range 18–86). In-
voluntary patients admitted through the police and those not
admitted through the police did not differ significantly in
gender, marital status, employment status, and diagnosis (see
table in online supplement). Involuntary patients whose
admissionwas initiated by the police were significantlymore
likely to be admitted under the “risk criterion” than those
whose involuntary admissionwaswithout police involvement
(11%vs. 5%,N=327;x2= 8.94, df=2, p=0.011) (see table in online
supplement).

Mean duration of admission was longer for involuntary
patients whose admission was through police (66.46154.3 days)
than for those whose involuntary admission was without
police (39.8650.7 days) (t=2.49, df=369, p=0.013), but the
mean number of days spent as an involuntary patient did not
significantly differ between the two groups (24.5626.9 days
and 28.6639.0 days, respectively), indicating that many pa-
tients were moved from involuntary to voluntary status
during their admission.

We generated amultivariablemodel in which involuntary
admission with or without police involvement was the de-
pendent variable. Independent variables were those signifi-
cantly associated with the dependent variable in bivariable
testing, including the Mental Health Act 2001 criteria under
which the patient was involuntarily admitted and duration
of admission. Multivariable testing indicated that neither of
these variables significantly and independently predicted
whether the involuntary admission was initiated by police
(see table in online supplement).

DISCUSSION

In this study of two admission units in Dublin, voluntary and
involuntary admission rates for psychiatric care were lower
than national rates. The proportion of admissions that were
involuntary in the study units was higher than the national
proportion, but the rate of involuntary admission per
100,000 population per year was lower, which may be at-
tributable to several catchment area–and service-related
factors. One of the admission units studied here, Tallaght
University Hospital, which accounted for almost two-thirds
of our data, is in a part of Ireland with the lowest number of
psychiatric beds per 100,000 population (10). The impact of
bed availability on decision making during admission is im-
portant to consider in examining our findings. The relatively
high proportion of involuntary admissions in this area

suggests that in areas with relatively fewer beds available,
involuntary admissions are prioritized over voluntary
admissions. Alternatively, community services and alterna-
tives to inpatient care may be more readily available in the
areas studied than in other areas. Future research could
examine this relationship between bed availability and de-
cision making in urgent psychiatric care in greater detail.

In this study, applications for involuntary admission were
most commonly made by members of the public, including
emergency department staff. Nationally, in 2018, family
members most commonly made applications for involuntary
admission (10). These differences suggest fewer social sup-
ports in our study areas and thus a greater tendency to access
urgent psychiatric care through emergency services. In both
our study data and national data, police officers were the
second most common group that initiated involuntary
admission.

Both in our study and at the national level, the most
common diagnostic category among involuntary patients
was schizophrenia, schizotypal, and delusional disorders,
and the most common category among voluntary patients
was affective disorders. The rate of voluntary admission of
persons with affective disorders in our study (57.9 per
100,000 population) was almost half the national rate (113.6
per 100,000 population), suggesting a practice of managing
affective disorder in the community setting in our study
areas.

We found that patients whose involuntary admission in-
volved the police did not differ significantly from in-
voluntary patients whose admission did not involve the
police in terms of age, gender, marital status, employment, or
diagnosis. Results of bivariable analyses indicated that pa-
tients with police involvement differed significantly from
those without police involvement in that the mean duration
of their admission was longer and that they were more likely
to be admitted under the risk criterion of Ireland’s Mental
Health Act. On multivariable analysis, however, neither of
these variables independently predicted whether police
were formally involved in involuntary admission.

Although we did not detect differences in diagnoses be-
tween the two groups, some clinical factors found to be
relevant in previous studies, such as violence and presenting
symptoms, were not recorded in our data set. Nationally, the
rate of applications for involuntary admission by police of-
ficers has risen since 2013, while applications by family
members have fallen (10). Nonclinical factors, such as home-
lessness, social exclusion, or criminogenic risks, might un-
derlie police involvement, but this requires further study.
Criminogenic risks include both clinical factors (e.g., anti-
social thinking and antisocial attitudes) and social determi-
nants (e.g., unemployment and antisocial associates). There
is a growing literature on criminogenic risks among persons
with serious mental illness.

Our study examined the relationship between police ap-
plications and involuntary admission, a relationship that is
important in the context of national and international trends
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indicating increased police involvement in involuntary ad-
mission for mental health care. We examined several po-
tentially significant diagnostic or demographic variables and
recorded ICD-10 diagnoses and compared our findings with
national data (14). Ours is the first study of this topic in a
contemporary Irish context, and it builds on the previous
work of the Dublin Involuntary Admission Study by exam-
ining a more recent period and additional variables of in-
terest (15).

Limitations of this study included the following: both
catchment areas studied are urban-suburban, and findings
therefore may not be generalizable outside these settings;
only one diagnosis was recorded per admission (but comorbid
conditions, particularly substance misuse and antisocial
personality traits, may also have been relevant); level of so-
cial support and forensic history were not examined; only
patients who were eventually admitted were included in the
study (instances in which police officers initiated an in-
voluntary application that did not end in admission are not
recorded nationally and difficult to estimate); and some pa-
tients involuntarily admitted via other routesmight have had
informal police involvement at an earlier stage in their
pathway to care. These unexamined but potentially relevant
factors could be explored in future studies.

CONCLUSIONS

Patients whose application for involuntary admission was
made by police and those whose application was not made
by police did not significantly differ in diagnostic or de-
mographic characteristics. Other features may distinguish
these two groups, such as homelessness, social exclusion, or
criminogenic factors. Future research could examine socio-
demographic factors that have been associated with differ-
ential involuntary commitment by police in other countries.
The rising rate of applications by police raises questions
about the availability of timely and appropriate mental
health care and about the drivers of police involvement in
some cases but not in others.
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