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Objective: This brief report pres-
ents initial data from the Amster-
dam Study of Acute Psychiatry
(ASAP-I) about factors associated
with the decision to admit patients
compulsorily (involuntarily) to
emergency psychiatric services in
the Amsterdam region of the
Netherlands. Methods: The study
was a prospective cohort study of
1,970 consecutive patients who
came into contact with the Psychi-
atric Emergency Service Amster-
dam. Resulis: A history of more
than 14 outpatient contacts the
previous year was associated with
a low risk of compulsory admission
(OR=.3). An involuntary admission
in the previous five years was asso-
ciated with a higher risk (OR=3.7).
Referral by a general practitioner
was associated with a low risk com-
pared with referral by police (OR=
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2.4) or by mental health services
(OR=2.3). Conclusions: The hy-
pothesis that outpatient treatment
may help to prevent compulsory
admission found some support in
this study. More research is need-
ed to understand the mechanisms
of the associations so that an inter-
vention study can be developed to
test this hypothesis. (Psychiatric
Services 60:1543-1546, 2009)

n European countries such as the

Netherlands, the number of com-
pulsory (involuntary) psychiatric ad-
missions has been rising since the
1990s (1). The increase in the
Netherlands included both involun-
tary admissions in emergency situa-
tions, ordered by the mayor upon ad-
vice from a psychiatrist (emergency
compulsory admissions), and involun-
tary admissions after recourse to the
courts (court orders) (2).

In the Amsterdam area, the num-
ber of emergency compulsory admis-
sions rose by 319%, to 86 per 100,000
in the period between 1979 and 2004
(3). These developments suggest that
patients with severe mental illnesses
more often progress to stages in
which acute, coercive treatment is
warranted. It is clear that this is an
undesirable trend, resulting in nega-
tive experiences for the patients and a
reduction of patient autonomy. This
observation should be viewed in the
context of the fact that data about po-
tential long-term effects of compulso-
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ry admission are still scarce (4).

In this first part of our Amsterdam
Study of Acute Psychiatry (ASAP-I)
study (5), our goal was to determine
which factors are associated with emer-
gency compulsory admissions. On the
basis of previous research, we expected
emergency compulsory admissions to
be predicted by critical combinations
of schizophrenia (DSM-IV-TR) or an-
other psychotic disorder and a previous
compulsory admission on the one hand
and severity of psychiatric symptoms,
lack of motivation for treatment, and
being a danger to oneself or others on
the other hand. We also expected that
police involvement in referring per-
sons to emergency services, in contrast
to referral by primary health care, indi-
cates a high risk of emergency compul-
sory admission.

Methods

This study was part of a prospective
cohort study consisting of all consecu-
tive emergency consultations from the
Psychiatric Emergency Service Ams-
terdam (PESA) between September
15, 2004, and September 15, 2006 (5).
PESA covers a catchment area of
743,000 inhabitants and provides a
citywide, 24-hour psychiatric emer-
gency service seven days a week. Pa-
tients are referred by family physi-
cians, the police, emergency depart-
ments of general hospitals, and mental
health care workers. Persons who
come into contact with the police are
first screened by a community mental
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health nurse from the City Health Ser-
vice. Patients needing psychiatric con-
sultation are taken to the PESA prem-
ises by the police. They were classified
as “referred by the police.” If patients
are referred to the PESA by primary
health care providers such as family
physicians or emergency doctors, they
are often seen in their homes or at the
referring hospital. In general, consul-
tations are on work days between 9
am. and 10 p.m., with resident physi-
cians working with community mental
health nurses. Psychiatrists work in the
emergency room, either as supervisors
or by seeing patients themselves. At
other times, residents and nurses work
together, with psychiatrists as tele-
phone back-up. The PESA uses elec-
tronic patient files.

From the cohort of consultations
that took place during the study peri-
od, we selected the first consultation
of every patient. Only patients with a
fixed abode in Amsterdam were stud-
ied, because reliable and comparable
data on psychiatric history can be de-
rived from the Amsterdam Mental
Health Care Registration Database
used by the mental health care servic-
es in the Amsterdam catchment area.
Our study of the consultations was
based exclusively on a completed
form using the Severity of Psychiatric
Illness rating scale (SPI) (6).

We found 3,247 first consultations
during the study period. We excluded
tourists (N=188, 6%), people living
elsewhere in the Netherlands (N=339,
10%), people with no known place of
residence (N=227, 8%), patients who
already had a court order for involun-
tary admission at the time of the con-
sultation (N=41, 1%), consultations
with a missing outcome decision
(N=83, 3%), and consultations without
a completed SPI form (N=399, 19%),
leaving a study cohort of 1,970 consul-
tations. Of the 399 consultations for
which no SPI form was completed,
this omission occurred in 95% of these
consultations (N=379) because the
emergency officers conducting the
consultation had not yet completed
SPI training. New staff workers at the
PESA were not always able to com-
plete SPI training immediately after
being appointed and sometimes com-
pleted training only after conducting a
number of consultations.
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We divided the variables into two
groups. The first group included pa-
tient characteristics, contextual char-
acteristics, previous health care use,
and diagnostic category, which were
classified as independent variables.
The second group consisted of SPI
scores, which reflect the considera-
tions of the clinician during the emer-
gency consultation. These were con-
sidered intermediating variables be-
cause they were closely connected
with the outcome measure.

The patient characteristics we col-
lected were age, gender, and domes-
tic (living) situation. We registered
each patient’s referring professional
and the DSM-IV-TR (7) psychiatric
diagnosis, which was placed in one of
four main categories: schizophrenia
and other psychotic disorders (psy-
chotic disorder), manic state, depres-
sive disorder, and other or no disor-
ders. The last category contained a
vast group of diagnostic categories
and psychosocial problems without a
DSM axis I disorder.

For recording the severity of the
psychopathology, we used the SPI,
which includes 14 items scored on a 4-
point scale. In our analysis we used
the following five items: suicide risk,
danger to others, severity of psychi-
atric symptoms, lack of motivation for
treatment, and awareness of illness.
We chose these five items because
other Dutch studies have indicated
that these SPI items predicted com-
pulsory admission (8). The instrument
has been validated in several studies
(6). Behavioral descriptors in the SPI
manual anchor the ratings. The PESA
personnel were trained to use the SPI
according to the manual (9).

Information about psychiatric history
was obtained from the Amsterdam
Mental Health Care database. We
recorded the number, type, and dura-
tion of inpatient treatments and outpa-
tient contacts over five years, one year,
and one month preceding emergency
consultation. We used SPSS, version
17.0 (10), to allocate the consultations
on the basis of the number of outpa-
tient contacts to groups with the same
size or as close as possible. This result-
ed, for the contacts during the year be-
fore the emergency consultation (ex-
cluding the last month), in three values:
no contacts, one to 14 contacts, and >14

contacts. For the contacts in the month
before the emergency consultation, the
values were no contacts, one to three
contacts, and more than three contacts.

We divided the study cohort into
three groups according to the inter-
vention resulting from the consulta-
tion: compulsory admission, voluntary
admission to a psychiatric hospital or a
crisis center, and no admission.

This study was endorsed by the
Medical Ethics Committee for Men-
tal Health Care Institutions (5). All
data were obtained from the elec-
tronic patient files of the PESA and
from the Amsterdam Mental Health
Care database. Bivariate analyses
with chi squares and analyses of vari-
ance with t tests were used to exam-
ine differences in demographic, clini-
cal, and contextual variables and in
SPI scores between the three groups
of patients. Because we expected the
patients with no admissions to contain
a high percentage of patients from
the diagnostic category “other or no
disorder,” we decided to conduct the
multivariate logistic regression analy-
ses only for the cohort of admitted pa-
tients. The multivariate analysis ex-
amined the association between the
independent variables and the out-
come variable (step 1) and between
the independent variables and SPI
scores and the outcome variable (step
2). We entered into the multivariate
analysis only the variables that
showed a significant difference in the
univariate analyses (not shown).

Results

The study cohort of 1,970 consulta-
tions was compared with 399 consulta-
tions done without the SPI. Variables
included gender, average age, domes-
tic situation, source of referral, psychi-
atric diagnosis, psychiatric history, and
outcome of the consultation. There
were no significant differences in de-
mographic variables, diagnostic cate-
gory, or average number of outpatient
contacts in the year before the consul-
tation; the average numbers of volun-
tary and compulsory admissions in the
previous five years; and outcome of
the consultation.

Of the 1,970 patients, 352 (18%)
were admitted compulsorily and 408
(21%) were admitted voluntarily (uni-
variate analyses not shown). Ambulato-
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ry treatment or no treatment at all was
prescribed for 1,205 patients (61%).
The mean+SD age of the voluntarily
admitted group was 43.5+14.3 and that
of the compulsorily admitted group
was 41.8+15.9, a nonsignificant differ-
ence. Men were more often compulso-
rily admitted than women (214 of
1,054, or 21%, and 138 of 920, or 15%,
respectively; p<.01). Men also were
referred with a psychotic disorder sig-
nificantly more frequently than were
women (482 of 1,054, or 46%, and 301
of 920, or 32%, respectively, p<.001)
and were more often referred by the
police (515 of 1,054, or 49%, and 346
0f 920, or 38%, respectively, p<.001).

According to our Mental Health
Care database, 45% (N=887) of the pa-
tients had had no treatment contact in
the previous year, whether outpatient
or inpatient. This was true for 38%
(N=134) of the compulsorily admitted
group. A group of 467 patients (24%)
had had more than 14 outpatient con-
tacts that year (excluding the last
month), with a mean frequency of
39+35 contacts. A total of 74 (21%) of
the involuntary admitted group had had
one or more involuntary admissions
within the five previous years, as op-
posed to 29 of 401 persons (7%) in the
voluntarily admitted group (p=<.001).

The two-step logistic regression
analysis of the cohort with voluntary
and compulsory admissions (N=763)
showed that gender and age had no in-
dependent influence on the risk of
compulsory admission (Table 1). How-
ever, living with parents raised the risk
more than threefold. This link persist-
ed when analyses controlled for the
SPI scores (step 2). Police referral and
referral by mental health care raised
this risk significantly, even when step 2
controlled for the SPI scores. Patients
with more than 14 outpatient contacts
in the previous year were found to
have a lower risk of compulsory admis-
sion. Involuntary admission within the
five previous years raised the risk al-
most fourfold when step 2 controlled
for the SPI scores. The strongest pre-
dictors were the SPI scores for the
items on danger to others and lack of
motivation for treatment. The items
on suicide risk, severity of symptoms,
and lack of awareness of illness did not
show significant associations with in-
voluntary admission.

In this step 2 prediction model, Cox
and Snell R? was .502, accounting for
50% of the variance.

Discussion

Other studies have shown that previ-
ous compulsory admissions are associ-
ated with an almost fourfold increase
in the risk of compulsory admissions
(11). However, a striking finding of our
study is that this increased risk was in-
dependent of the clinician’s appraisal
of the severity of the disorder, the risk
of danger to self or others, and treat-

ment compliance at the time of emer-
gency consultation (SPI scores). It
would appear that, all other things be-
ing equal, physicians were more in-
clined to decide on compulsory admis-
sion for patients with a history of com-
pulsory admission than for those with-
out. Moreover, again all other things
being equal, patients who received
more intensive outpatient treatment in
the year before the consultation were
less likely to have an emergency com-
pulsory admission. This finding may
indicate a viable avenue to curb the

Table 1

Stepwise multivariate logistic regression to determine predictors of emergency
involuntary admission for a cohort of 763 persons who were admitted after a

psychiatric emergency visit

Step 1 Step 2
Variable OR 95% CI OR 95% CI1
Male (reference: female)?® 1.2 8-1.7 1.3 8-2.1
Age 1.0 1.0-1.0 1.0 1.0-1.0
Living situation (reference: living with
someone other than a parent)
Alone 1.1 T-1.7 1.5 .8-2.7
With parents 3.8%* 1.7-8.4 3.4* 1.2-9.2
Other or unknown 1.3 7-2.4 1.5 7-3.2
Source of referral (reference: general
practi’tioner)b
Police 4.7 3.0-7.3 2.4** 1.3-4.5
Mental health care 2.4** 1.3-4.3 2.3* 1.1-5.1
Other 2.1* 1.0-4.4 1.9 7-5.3
Main diagnostic category (reference:
other or psychosocial problem)
Psychotic disorder 4.3%* 2.8-6.7 2.4** 1.4-4.4
Manic state 4.0 1.5-10.9 4.0 1.0-16.5
Depressive disorder 1.9* 1.1-3.4 3.2 1.4-7.1
Outpatient contacts 12 months before
emergency consultation except for in the
last month (reference: 0)¢
1-14 8 5-1.3 5 3-1.0
>14 4% 2-8 3 2-7
Outpatient contacts 1 month before
emergency consultation (reference: 0)¢
1-3 1.1 7-1.9 .8 4-1.6
>3 1.8* 1.0-3.2 1.7 .8-3.7
Involuntary admission in previous 5 years® ~ 3.1*** 1.8-5.4 3.7 1.7-7.8

Severity of Psychiatric Illness scores of
moderate or high

Severity of s?/mptoms 1.9 7-5.3
Suicide riske 1.5 .8-2.5
Danger to others® 747 4.2-12.8
Lack of awareness of illness® 1.6 .8-3.0
Lack of motivation for treatment® 17.1% 9.7-30.1
* Data missing for three patients
b Data missing for 60 patients
¢ Data missing for 17 patients
4 Data missing for 3 patients
¢ Data missing for 2 patients
p=.05
“p< .01
<001
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rising levels of compulsory admission
and prevent the harm done to fruitful
long-term working alliances with these
often hard-to-treat patients. However,
we cannot completely rule out that,
apart from health service characteris-
tics, patient factors may have also
played a role in the success of outpa-
tient interventions in an earlier phase
of illness.

The finding that referral by a gener-
al practitioner was linked to the lowest
likelihood of a compulsory admission
compared with referral by the police
concurs with previous research in the
United Kingdom (12). Of course, the
calmer and more cooperative patients
are more likely to be selectively re-
ferred through first-line facilities. It
was already known that police referrals
often precede compulsory admissions
(13). The increased risk associated
with referral by the police or mental
health care was independent of the
SPI scores. Patients with equally high
SPI scores were more likely to be
compulsorily admitted after a mental
health care or police referral. The
emergency physician apparently saw
these referral routes as an independ-
ent and additional reason to decide to
proceed with a compulsory admission.
It may be more difficult for them to
turn down a request from the police or
their colleagues in mental health care
to intervene in a situation and thus
compulsorily admit the patient. We
suspect that an additional factor here
is that patients referred by family
physicians are often examined at
home, where the prevention of danger
by calling in social support has a
greater chance of success.

When analyses controlled for the
SPI scores, specific diagnostic cate-
gories (psychotic disorder and depres-
sive disorder) had an effect on the like-
lihood of compulsory admission. How-
ever, as expected, the effect of a psy-
chotic disorder was mediated by SPI
scores, indicating that severity of the
disorder and imminent danger accom-
panying the psychosis were the most
important drivers of compulsory ad-
mission. Corroborating this was the
fact that high scores for the SPI vari-
ables danger to others and lack of mo-
tivation for treatment were the
strongest predictors of compulsory ad-
mission. These variables correspond to
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the five conditions set out by the legal
requirements for emergency compul-
sory admissions in the Netherlands: a
diagnosed psychiatric disorder, immi-
nent danger to sell or to others, a
causal link between the disorder and
the danger, refusal of treatment, and
the compulsory admission is a last-re-
sort measure to fend off the danger
the person poses. In other words, al-
though diagnosis and previous history
make a unique contribution to deci-
sion making, the emergency physi-
cians make a decision in accordance
with the statutory provisions.

This study has several limitations.
We did not use a standardized assess-
ment instrument for generating a psy-
chiatric diagnosis; the diagnosis was
based on a clinical interview as per-
formed in day-to-day practice. The
emergency setting precluded the use
of a standardized assessment tool.
Another limitation was the fact that
the SPI questionnaire was filled out
by the clinician. This generates some
unreliability, especially if one consid-
ers the possibility that the emergency
physician may have completed the
SPI form after making the decision to
commit the patient. The strengths of
this study in comparison with other
studies are its setting (actual emer-
gency psychiatry), the large study co-
hort, the duration of the observation
period, the prospective design, and
the use of a large mental health care
database for psychiatric history data.

Conclusions

Given the steadily rising rates of com-
pulsory admission and the damage
this may do in terms of negative expe-
riences for the patients and a reduc-
tion of patient autonomy, it is perhaps
comforting to see that the complex
decision involved in emergency com-
pulsory admission is largely driven by
the right incentives. However, specif-
ic diagnostic groups, origin of refer-
ral, and previous involuntary admis-
sion made independent contributions
to the likelihood of compulsory ad-
mission. More important with respect
to opportunities to curb involuntary
admission is the finding that more in-
tensive psychiatric treatment preced-
ing an emergency consultation was
significantly associated with a lower
risk of compulsory admission. To test

the hypothesis that outpatient treat-
ment indeed has a preventive effect
on compulsory admission, interven-
tion studies are a necessary next step.
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