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Clinicians’ Decision Making
About Involuntary Commitment
NNaannccyy  BB..  EEnngglleemmaann,,  PPhh..DD..
DDaavviidd  AA..  JJoobbeess,,  PPhh..DD..
AAllaann  LL..  BBeerrmmaann,,  PPhh..DD..
LLaauurraa  II..  LLaannggbbeeiinn,,  PPhh..DD..

The decision to involuntarily
commit an individual has be-
come more challenging due to

rapid changes in health care. A grow-
ing body of research on commitment
issues has provided some empirical
understanding of this process. Studies
have examined decisions in relation to
legal criteria of commitment statutes
(1–14), symptoms associated with the
decision to commit (1,2,8,10,12,15,
16), and the effects of clinician vari-
ables (2,6,13) and situational vari-
ables (2–4,6).

Some data suggest that clinicians’
judgments are consistent with legal
requirements for commitment (1,4,8,
9,10). Other studies note that in addi-
tion to the legal criteria, clinicians
may take other factors into account,
such as treatability or availability of
outside resources (2,5,7,13,17). How-
ever, the consistency with which clin-
icians agree on commitment varies.

Even when clinicians’ judgments
are consistent with the law, unex-
plained variations in decision making
exist. Factors such as the patient’s

Objective: Clinicians’ decision making about involuntary commitment
was examined, with a focus on the effects of patient and clinician char-
acteristics and bed availability on decisions to detain patients, the first
step in involuntary commitment. Methods: Eighteen psychologists and
social workers in the emergency service of a community mental health
center completed the Risk Assessment Questionnaire for 169 consecu-
tive patients they deemed to present some degree of risk. Forty-two pa-
tients were detained. Results: Three underlying constructs were signif-
icantly associated with a patient’s overall risk rating, which in turn pre-
dicted the decision to detain. Two were clinician characteristics: the
clinician detention ratio, which reflects the proportion of patients de-
tained by the clinician in the past three months, and the setting in which
the evaluation occurred, either an in-house emergency service or a mo-
bile crisis unit. The availability of detention beds in the community was
also a significant predictor of whether a patient would be detained. No
patient characteristic, including diagnosis, sex, age, or insurance status,
was significantly related to the detention decision. Conclusions: The
findings suggest that the decision-making process is influenced by mul-
tiple factors, such as setting, the clinician’s tendency to detain patients,
and the availability of detention beds. (Psychiatric Services 49:941–945,
1998)

outside support, treatability, residen-
tial status (1,13,18,19), diagnosis and
dangerousness (8,11,15), and nega-
tive attitude, age, and education (16)
have been found to have significant
effects on decision making, or to cor-
relate with commitment status. 

Less research has been reported on
the role of clinician characteristics.
Some studies have investigated the ef-
fects of professional status (6,13), and
others have produced conflicting re-
ports of the effects of clinicians’ experi-
ence on commitment decisions (2,20).

Although the research cited above
has addressed some of the central is-
sues, little analysis has been done of
the actual process by which clinicians
arrive at the decision to involuntarily
commit a patient (21). This study in-
vestigated the relationships between
patient and clinician characteristics,
bed availability, clinicians’ assessment
of overall risk, and the decision to de-
tain patients for commitment. 

Methods
Design
The study was conducted in Virginia,
where persons can be involuntarily
committed only if they present a dan-
ger either to themselves or to others
or have a substantial inability to care
for themselves because of mental ill-
ness. This assessment is made by a
clinician, who arranges detention in a
psychiatric facility if one of the criteria
is met. The patient is then seen by a
judge who decides whether the pa-
tient can legally be committed. This
study involved only the mental health
assessment and thus refers to the de-
cision to detain rather than to commit. 

Emergency service clinicians in an
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outpatient community mental health
center completed questionnaires rat-
ing the risk factors of consecutive pa-
tients evaluated between 8 a.m. and
midnight from March 1989 to May
1989. After all clinical decisions had
been made, clinicians completed
questionnaires on all patients with
some degree of risk who were seen ei-
ther in the in-house emergency ser-
vice or on the mobile crisis unit. 

The questionnaire examined 17 in-
dependent variables that included pa-
tient characteristics, such as diagno-
sis, age, sex, and health insurance;
several ratings of risk; and clinician
characteristics, such as setting, years
of experience, discipline, age, and
sex. The questionnaire also included a
clinician detention ratio, which re-
flects a clinician’s tendency to detain
patients in the past three months
(22). The availability of detention
beds (involuntary) and state and pri-
vate beds in local psychiatric hospitals
(voluntary) were additional indepen-
dent variables. The two dependent
variables were the overall risk rating
and the decision to detain. 

Subjects
Eighteen clinicians between the ages
of 29 and 52 who had from one to 20
years of experience participated in
the study. Eight clinicians were men.
Six clinicians were social workers, and
12 were psychologists. Seventy-two
percent of the 169 evaluations exam-
ined in this study were done in the
emergency service, and 28 percent on
the mobile crisis unit. 

Measures
As described elsewhere (22), the Risk
Assessment Questionnaire (RAQ) is
used to collect demographic, insur-
ance, and diagnostic information
about the patient; data on detention,
release, or voluntary hospitalization;
and information about the clinician’s
awareness before the evaluation of
the current availability of detention
and voluntary beds in the community.
The RAQ also asks the clinician to
rate the importance of three risk cat-
egories—danger to self, danger to
others, and substantial inability to
care for self—in the decision-making
process about commitment. In addi-
tion, the RAQ tracks the clinician’s as-

sessment of the patient’s risk. 
Each of the three legal risk cate-

gories and a category of exacerbating
factors, such as substance abuse, im-
paired impulse control, and availabil-
ity of personal or professional sup-
port, are examined. In each category,
nine to 12 descriptors are rated using
7-point Likert scales. Summary judg-
ments of risk in each category and of
the patient’s overall level of risk are
also rated using 7-point Likert scales.

Statistical analyses
The internal consistency of each scale
was assessed with Cronbach’s alpha
and reassessed after each descriptor
score was multiplied by the exacer-
bating-factors score. The resulting in-

teractive scales demonstrated even
greater reliability (23) than the simple
scales. The scores within each risk
category were then averaged to pro-
duce one overall descriptor score for
each patient for each of the three risk
categories.

As reported in an earlier study (22),
a progression of analyses led to the
hypothesis that the three subscales in
each of the risk categories could be
combined and tested with a factor
analysis. Accordingly, a factor analysis
using a Varimax rotation was per-
formed on the nine variables (de-
scriptor score, risk rating, and impor-
tance rating for each of the three risk

categories) to test the hypothesis that
the variables might be measures of
one or more underlying constructs
used by clinicians in evaluating pa-
tients. 

Regression analyses were then used
to test the effects of patient, clinician,
and bed variables. When the effect on
overall risk rating was examined, mul-
tiple regression statistics were used.
Logistic regression analyses were
used to test the ability of these vari-
ables to predict disposition. 

Results
Table 1 summarizes results from the
RAQ for the 169 patients included in
the study. Table 2 gives the distribu-
tion of the risk rating scores for the
sample. 

Factor analysis of the nine deci-
sion-making variables produced three
robust constructs, each with eigenval-
ues greater than 1 (24). The three fac-
tors were a danger to self (eigenval-
ue=3.24), a danger to others (eigen-
value=2.08), and a substantial inabili-
ty to care for self (eigenvalue=1.37).
Together these three factors account-
ed for 74.3 percent of the total vari-
ance within the data set. Danger to
self accounted for 36 percent, danger
to others for 23.1 percent, and sub-
stantial inability to care for self for
15.2 percent. Composite scores were
created for each patient using the
three factor scores generated by the
factor analysis.

Multiple regression analyses of the
effects of the three factor scores on
the overall risk rating indicated that
they accounted for 48 percent of the
variance in that rating and were high-
ly significant predictors of the overall
risk rating. Analyses yielded beta val-
ues of .368 for danger to self (p<
.001), .190 for danger to others (p<
.003), and .406 for substantial inabili-
ty to care for self (p<.001) (all beta
weights were standardized). Logistic
regression demonstrated that the
overall risk rating significantly pre-
dicted the decision to detain (beta=
1.50, p<.001). 

Patient, clinician, and bed variables
were then investigated in terms of
their joint effects both on the overall
risk rating (F=10.91, df=17.136, p<
.001) and on the decision to detain
(χ2=147.69, df=15, p<.001). 

In contrast

to a simple model

in which clinicians make

judgments using legal criteria

alone, the decision-making

process is influenced

by multiple 

factors.
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Patient variables
Danger to self (beta=.306, p<.001)
and substantial inability to care for self
(beta=.343, p<.001) were both highly
significant predictors of the overall risk
rating. However, once exogenous vari-
ables were controlled, danger to oth-
ers was not a significant predictor.

In the logistic regression, the three
factor scores were subsumed under
the overall risk rating, which was a
significant predictor of the decision to
detain (beta=4.8, p<.004). 

Clinician variables
Two clinician characteristics demon-
strated differential effects in their
ability to predict the overall risk rat-
ing and the decision to detain. The
clinician’s experience significantly
predicted the overall risk rating
(beta=.258, p<.001) but not the deci-
sion to detain. The clinician detention
ratio did not predict the overall risk
rating but did predict the decision to
detain (beta=.395, p<.019). The eval-
uation setting—emergency service or
mobile crisis unit—significantly pre-
dicted both the overall risk rating
(beta=–.163, p<.02) and the decision
to detain (beta=–4.95, p<.02). 

Bed variables
The clinician’s knowledge of the avail-
ability of voluntary private beds sig-
nificantly predicted the overall risk
rating (beta=–.159, p<.012). Knowl-
edge of the availability of detention
beds predicted the decision to detain
(beta=4.12, p<.012). 

Figure 1 illustrates the effects of
patient, clinician, and bed variables.
The results reported in Figure 1 did
not substantially change in sign or sig-
nificance when the ordinary least-
squares and logistic regression esti-
mates were corrected for hetero-
scedasticity and autocorrelation
among patients who saw the same
therapist. Three variables had results
that may be sensitive to these adjust-
ments. The availability of detention
beds had only a marginally significant
impact on reducing the probability of
a decision to detain. The availability
of voluntary private beds may have di-
rectly, and negatively, affected the de-
cision to detain. The factor of danger
to others may have directly, and posi-
tively, affected the decision to detain,

while having a marginal positive ef-
fect on the overall risk rating. These
results are qualified because the lo-
gistic regression did not converge
when all of the independent variables
shown in Figure 1 were simultane-
ously included in the model.

Discussion
The findings of this study suggest
that, in contrast to a simple model in
which clinicians make judgments us-
ing legal criteria alone, the decision-
making process is influenced by mul-
tiple factors, such as the evaluation
setting, the clinician’s tendency to de-
tain patients, and the availability of
detention beds. 

Danger to others
When the model was tested using
only the three factor scores to predict
the patient’s overall risk rating, all
three were significant predictors.
Surprisingly, when the full model that
included all the exogenous variables
was tested, danger to others was no
longer a significant predictor of the
overall risk rating. Although this un-
expected result bears further investi-
gation, a likely explanation is the low
variance in the ratings of danger to
others among the patients in the sam-
ple (see Table 2).

Clinician characteristics
The clinician’s role in evaluating an
at-risk patient is complex. Clinicians
typically consider the availability of
patients’ personal and professional
support systems and community re-
sources when making detention deci-
sions. The results of this study suggest
that qualities of the clinician may also
play a role. Although experienced
clinicians did not detain significantly

TTaabbllee  11

Variables relevant to assessments of
169 patients being considered by clin-
icians for detention for involuntary
commitment

Variable N %
-
Overall risk rating 
(range, 1 to 7) 

Low (1 or 2) 35 21 
Medium (3 or 4) 80 47 
High (5 to 7) 54 32 

Sex
Male 84 50 
Female 85 50 

Age (years)
12 and younger 8 5
13 to 19 31 18 
20 to 29 46 27 
30 to 39 46 27 
40 to 49 25 15 
50 to 59 6 4 
60 and older 7 4 

Diagnosis   
Axis I primary diagnosis 67 40 
Axis II primary diagnosis 33 20 
Other or rule-out 

diagnoses 69 40 
Health insurance

Yes 60 36 
No 83 49   
Unknown 25 15 

Clinician’s knowledge 
of bed availability

Detention beds 
Available 80 47 
Not available 8 5 
Did not have avail-

ability information 81 48 
Voluntary state beds 

Available 20 12 
Not available 53 32  
Did not have avail-

ability information 93 56 
Voluntary private beds 

Available 58 35 
Not available 6 4 
Did not have avail-

ability information 101 61 
Outcome

Detained 42 25 
Released 108 64 
Hospitalized voluntarily 19 11 

TTaabbllee  22

Risk rating scores in three categories for 169 patients being considered by clini-
cians for detention for involuntary commitment

Score

Low (0 to 3) High (5 to 7)

Risk category N % N %

Danger to others 140 83 9 5 
Danger to self 113 67 16 10 
Substantial inability to care for self 116 69 19 11 
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more patients than less experienced
clinicians, they did assess similar pa-
tients as being at higher risk than did
less experienced clinicians. Clinicians
appear to take risk factors more seri-
ously the longer they practice, but
they detain no more patients than less
experienced clinicians.

The finding that the detention
record of the clinician over the past
three months was an indicator of the
clinician’s general tendency to detain
patients at risk is of considerable in-
terest. Staff worked varying amounts
of time in the emergency service and
on the mobile crisis unit, and patients
seen on the mobile unit tended to re-
quire detention more often. Thus a
system based on proportions was
used to calculate the clinician deten-
tion ratio so that scores would not re-
flect differences in detention rates
between the two settings but rather
the differences in detention rates
among staff. 

The differences found suggest that
even when all other factors are con-
trolled, some clinicians have a greater

tendency to detain patients than do
others. One explanation of these find-
ings is that clinicians’ decisions are
significantly and consistently affected
by their personal attitudes about
commitment, which are formed by
multiple influences such as guide-
lines, past role models, effects of liti-
gation, and personality. 

Setting
The findings related to setting are of
particular interest because mobile
units are sometimes proposed as an
effective mechanism for keeping pa-
tients out of the hospital. In this
study, patients seen on the mobile cri-
sis unit were significantly more likely
to be detained than those seen in the
emergency service, even when the
clinician’s rating of overall risk was
controlled. Three factors may have
played a role in increasing detention
on the mobile unit. First, patients in
this setting may have been unwilling
to accept help. Second, assessments
on the mobile crisis unit are often
quite dramatic and involve high levels

of emotion. Third, working on the
mobile unit involves evening hours
and working solo or with only one
partner, factors that increase fatigue
and stress and, perhaps, cautiousness
(19,25). It appears that the conditions
in which an assessment takes place
may have unrecognized impact on
clinicians’ judgments.

Bed availability
The findings related to the availabili-
ty of detention and voluntary hospital
beds are tentative because the avail-
ability of beds was frequently un-
known by the clinician. However, it is
notable that even when the overall
risk rating and all other patient and
clinician variables were controlled, a
patient had a significantly greater
chance of being detained when de-
tention beds were available, even
though a police guard could be as-
signed to a patient when there were
no free detention beds. This finding
suggests that the impact of communi-
ty resources on decision making and
on the treatment of clients at risk de-
serves further exploration.

The meaning of the significant as-
sociation between the availability of
voluntary private beds and a low over-
all risk rating is unclear, and it may be
best understood as a chance finding
unless replicated by further study. 

Conclusions
The findings of this research are pre-
liminary, but the small sample of clin-
icians in one community mental
health center has produced provoca-
tive data. Methodological and sam-
pling limitations of this study make
the results tentative. Further re-
search is needed involving multiple
sites and a more extensive evaluation
of factors considered in assessments
of patients in a mobile setting. How-
ever, the results of this initial research
imply that decision making about in-
voluntary commitment is a complex
and multidetermined process. 

The results support findings of pre-
vious research that clinicians do in-
deed make decisions according to le-
gal criteria. However, evidence was
also found that characteristics of the
clinicians themselves may strongly in-
fluence the decision to detain. More-
over, clinicians’ judgment may be af-

FFiigguurree  11

Model illustrating the effects of patient, clinician, and bed availability variables on
clinicians’ decisions about involuntary commitment1

PostScript Picture
(Eng ai)

1 The values are correlation coefficients (betas). The danger-to-others factor did not significantly
predict overall risk rating.
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fected by the setting in which they
evaluate patients and the availability
of detention beds. Additional re-
search could provide insight into this
important clinical process that has
implications for appropriate care, pa-
tient rights, and the safety of both at-
risk patients and the community. ♦
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