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Abstract This study examined patients’ preferences for coercive methods and the extent

to which patients’ choices were determined by previous experience, demographic, clinical

and intervention-setting variables. Before discharge from closed psychiatric units, 161

adult patients completed a questionnaire. The association between patients’ preferences

and the underlying variables was analyzed using logistic regression. We found that

patients’ preferences were mainly defined by earlier experiences: patients without coercive

experiences or who had had experienced seclusion and forced medication, favoured forced

medication. Those who had been secluded preferred seclusion in future emergencies, but

only if they approved its duration. This suggests that seclusion, if it does not last too long,

does not have to be abandoned from psychiatric practices. In an emergency, however, most

patients prefer to be medicated. Our findings show that patients’ preferences cannot guide

the establishment of international uniform methods for managing violent behaviour.

Therefore patients’ individual choices should be considered.

Keywords Patients’ preferences � Coercive measures � Seclusion � Forced medication

Introduction

Forced medication is the commonest method used on psychiatric wards to contain mentally

ill patients who are violent toward themselves or others [1], while seclusion is the preferred

measure in the Netherlands. These measures are controversial, because while they are

intended to protect patients and those around them, they restrict freedom and are usually
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applied against a patient’s will. This causes serious ethical dilemmas for patients, their

caregivers, clinicians and policymakers.

Forced medication is defined as the administration, with or without seclusion or

restraint, of a rapid tranquilizer. By temporarily restricting the patient’s freedom of

movement, it is intended to control his or her behavior in a way that reduces the risk to

their own safety or that of others [2]. Seclusion involves placing a service user in a locked

room from which free exit is denied; it also involves isolation and the reduction of sensory

stimuli [3].

Although professionals within and between countries have not found consensus on the

best method of restricting patients [4], forced medication is the preferred method of dealing

with emergencies in certain countries, such as Australia, the United Kingdom and the

United States [5, 6]. Unlike their colleagues in these countries, Dutch psychiatric pro-

fessionals use forced medication in only 22% of the situations when coercion is needed;

instead, they prefer seclusion as the method of containment (59%) [7].

The Dutch preference for seclusion is not supported by scientific evidence or legal

regulations, because under the Netherlands’ Mental Health Act, seclusion and forced

medication are ranked equally for management of acute violence. Forced medication is

used less often, due to a non-evidence based cultural norm that intramuscular adminis-

tration of medication is a more serious violation of the integrity of an individual’s body

than being locked up in a seclusion room. This prejudice was probably partly the product

of the Dutch legislation, which greatly restricts involuntary medication as part of planned

involuntary treatment. However, as it has been shown that seclusion and forced medication

are preferred by equal numbers of Dutch patients [8], this cultural norm is not necessarily

shared by those who suffer its consequences.

This discrepancy between clinical practice and patients’ preferences suggests that

coercive practices in the Netherlands have more to do with institutional culture and tra-

ditions than with patient’s preferences. Rather than seclusion, greater use of medication

would fit better with what patients want—especially now Dutch mental health profes-

sionals and policymakers have increased their focus on the misapplication and overuse of

seclusion [9, 10].

However, such a shift would be justified only if patients’ preferences are considered—

particularly because there is no scientific evidences from controlled studies about the

therapeutic value and the harmfulness of seclusion and forced medication [11], while

qualitative studies have reported that seclusion and restraint have serious adverse effects

[12–14].

This lack of evidence makes it difficult for psychiatric caregivers to decide which

measure provides the most effective and least intrusive method of dealing with violent

behaviour, whether under the terms of the Netherlands’ Mental Health Act or of other legal

systems. Better understanding of the underlying variables that influence patients’ choices

would therefore improve caregivers’ decision-making. If account is taken of patients’ own

preferences, mental healthcare would become more patient-oriented, patient compliance

and safety would be enhanced—possibly increasing not only the quality of treatment, but

also patients’ satisfaction.

To our knowledge, four studies to date have investigated patients’ preferences regarding

coercive measures [3, 8, 15, 16]. The findings are contradictory. Veltkamp et al. reported

that patients (n = 104) who had been secluded or involuntarily medicated or had under-

gone both measures judged these measures to be equally effective and aversive. The same

authors found that more male patients expressed a preference for seclusion.
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Contrasting with these findings, another Dutch study [17] reported that patients

(n = 88) who had previously been only secluded judged seclusion to be more aversive than

forced medication, while patients who had no experience of coercion (n = 106) or had

undergone both measures (n = 115) perceived both measures to be equally aversive.

Unlike the Dutch studies, the American study by Sheline and Nelson [18] found that the

majority of the patients (64%) preferred medication, while 24% preferred seclusion, and

10% preferred restraints. Earlier experiences of coercion in the sample were not men-

tioned. Finally, a strong preference towards medication was found also in the South

African study conducted by Mayers et al. [3]. Fifty-seven percent of sedated patients

agreed with the use of this measure, against only 25% of the secluded patients.

Although the findings of these studies are difficult to compare due to methodological

differences, Dutch patients find seclusion to be a more acceptable intervention for dealing

with emergencies. This is not surprising, seeing that seclusion is common practice in the

Netherlands.

We therefore hypothesized that differences in patients’ preferences reflect differences in

coercive practices between countries, and, as Veltkamp et al. [8] have suggested, are

strongly influenced by earlier coercive experiences. To test this hypothesis, we compared

the preferences of patients who had not experienced coercion with those of patients who

had either experienced seclusion alone or had experienced both seclusion and forced

medication.

To date, even though patients who have not experienced coercion are in the majority,

only one study [15] has explored their preferences. Neither are there many findings on how

demographic and clinical variables are associated with patients’ preferences. We therefore

investigated which demographic and clinical variables (previous coercive experience,

gender, legal status, age, diagnoses, perceived coercion, or global assessment of func-

tioning) are most strongly associated with patients’ preferences.

Although Vetkamp et al. [8] and Mayers et al. [3] found that patients appreciate an

explanation of the reason coercive procedures have been used with them, none of the

studies in question explored how other intervention-setting variables may influence

patients’ preferences—any of which might critically affect their preferences [19]. We

therefore investigated whether the following factors had influenced patients’ choice: (1)

receiving or not receiving an explanation about the reason for being coerced, (2) perceived

quality of care during the coercive measure, (3) experiencing or not experiencing

improvement after the coercion, (4) approval of the coercive measure, (5) debriefing

afterwards, and (6) subjective experience of the duration of the seclusion episodes.

In summary, our aim was to examine patients’ experiences and preferences with regard

to coercive measures, and the extent to which four factors—previous experiences of

coercion, and demographic, clinical, and intervention-setting characteristics—are associ-

ated with patients’ preferences.

Methods

Setting

In 2006, a project intended to reduce the use of seclusion and restraint was funded by a

grant from the Dutch Ministry of Health and the Western Noord-Brabant Mental Health

Center, where the study took place. The first step to achieving this objective was to obtain

information about patients’ experiences with coercive measures, and their preferences with
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regard to them. We therefore developed a questionnaire, which was then administered

before discharge to individual patients in various closed psychiatric wards.

Participation in this study was completely voluntary. Because data were collected

prospectively as part of a quality-control procedure approved by the institution’s Board of

Directors, approval by the medical ethical committee was not needed.

Instruments

As no suitable instrument existed, we developed a questionnaire in collaboration with

representatives of the local patients’ advocacy and family-support organization. It con-

sisted of 31 questions focusing on (1) patients’ experiences with forced medication and

seclusion during their current period of hospitalization, and (2) the method of containment

they would prefer in a future emergency, and also (3) perceived coercion, measured by a

slightly adapted version of the Perceived Coercion Scale (PCS; MacArthur Perceived

Coercion Scale; [20]). This is a 15-item scale consisting of three construct domains: (1)

admission process; (2) inpatient treatment; and (3) medication management. Five state-

ments are addressed per domain (e.g. ‘It was my decision to cooperate with the treatment/

supervision.’), which are answered on a 5-point Likert-type scale ranging from 1 (full

agreement) to 5 (full disagreement). Scores range from 15 to 75, with higher scores

indicating higher levels of perceived coercion.

Forced medication was defined as ‘‘administration of oral or intramuscular medication

against the patient’s will during emergencies, which is not part of the regular treatment’’.

The initial version (Version A) of the questionnaire was intended to investigate the

methods of containment preferred solely by patients who had been contained during their

stay. In January 2008, the questionnaire was changed slightly so as to allow us also to

investigate patients’ preferences who had had no experience of containment (Version B).

Data on diagnoses according to DSM-IV [APA 1987] and Global Assessment of

Functioning (GAF), were retrospectively collected from patients’ clinical files. GAF is

widely used in clinical practice to assess the level of patient functioning. Scores range from

0 to 100, with higher scores indicating better daily functioning and milder symptoms.

Patients

From the beginning of 2007 until the end of 2009, 451 patients were asked to complete the

questionnaire. This generated 376 responses (83%). From this sample, we selected only

respondents who completed the questionnaire before discharge of their first admission and

answered the question ‘‘If you could choose between seclusion or forced medication, what

would be your choice?’’. Until January 2008, 82 patients met these inclusion criteria and

completed version A of the questionnaire, followed by 79 patients who completed version

B. In total, 161 respondents were included in this study.

Statistical Analyses

Chi square analyses and Anova F tests were used to compare patients with different

coercive experience on the following variables: (1) preferences for coercive measures (2)

sociodeomographic variables; (3) clinical variables; and (4) intervention-setting variables.

Preference for seclusion or forced medication was explored using unadjusted (crude)

odds ratios with corresponding 95% confidence intervals (CI) for all predictors. Logistic
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regression analyses were performed using stepwise forward and backward procedures with

0.25 and 0.05 alpha levels of entry and removal respectively. Interaction effects and

collinearities were checked for all main factors. Model selection was based on likelihood

ratio test statistics. The fit of final models was assessed using Nagelkerke R2 and Model

Chi-square. Data analyses were performed using SPSS 15.0.

Results

Sample Characteristics

First, the 161 respondents included in this study were compared with the remaining 215

respondents from the complete sample with regard to the following variables: age, gender,

legal status upon admission, psychiatric diagnoses, GAF score and perceived coercion.

There were no significant differences between the groups. The demographic, clinical and

intervention-setting variables of these 161 respondents are presented in Table 1, where

they are divided into three groups: ‘‘no experience of coercion’’ (n = 64), ‘‘experience of

seclusion and forced medication’’ (N = 39) and ‘‘experience of seclusion only’’ (N = 58).

Only four respondents had experienced forced medication without seclusion. Because of

the small size of this subgroup, their answers were analysed together with data of patients

who had been medicated and secluded.

Because some of the clinical files were incomplete and some of the respondents did not

feel comfortable answering all of the questions, the n and the percentage of respondents

vary across the variables, as presented in Table 1.

Male patients and involuntary admitted patients had been subjected to coercive mea-

sures more often than others. Coerced patients scored significantly higher on the perceived

coercion scale. Many of the patients had comorbid diagnoses (56%), 40 had a psychotic

disorder, 44 a mood disorder, 36 a personality disorder, 43 an addiction disorder, and 11

post-traumatic stress disorder (PTSD). Patients with psychotic disorder were more often

secluded. We therefore used this diagnostic criterion (psychotic disorder: yes or no) to

dichotomize the data for further analyses.

There were no significant differences between the three groups for age and GAF scores.

Experiences and Preferences for Forced Medication or Seclusion

Forced medication during emergencies was preferred by 57% of the patients, which

consisted of those who had not experienced coercion (70%), those who had undergone both

measures (62%) and those who had undergone seclusion alone (40%). The last group

patients were significantly more satisfied with the duration of seclusion episodes and the

improvement after the intervention than the respondents who had undergone both mea-

sures, which may explain their stronger preference for seclusion.

The reasons for the use of the restrictive measure had been explained to most but not all

of the patients in question (83%), most of whom were also satisfied with the quality of care

they had received and with their contact with the staff during the coercive intervention

(72%). Most had been debriefed after the intervention (67%), and most retrospectively

approved the measure (69%).

As Table 1 shows, there were no significant differences between the groups on these

intervention-setting variables.

Psychiatr Q (2012) 83:1–13 5

123



T
ab

le
1

D
em

o
g
ra

p
h
ic

,
C

li
n
ic

al
an

d
In

te
rv

en
ti

o
n
-s

et
ti

n
g

ch
ar

ac
te

ri
st

ic
s

V
ar

ia
b

le
N

C
o

er
ci

v
e

ex
p

er
ie

n
ce

S
ta

ti
st

ic
s

N
o

co
er

ci
v

e
ex

p
er

ie
n
ce

N
(%

)/
M

ea
n

S
ec

lu
si

o
n

an
d

fo
rc

ed
m

ed
ic

at
io

n
N

(%
)/

M
ea

n
S

ec
lu

si
o

n
o

n
ly

N
(%

)/
m

ea
n

v2
/F

d
f

P

D
em

o
g
ra

p
h
ic

a
n
d

cl
in

ic
a
l

ch
a
ra

ct
er

is
ti

cs

G
en

d
er

1
5

8

M
al

e
7

3
(4

6
%

)
2

1
(3

3
%

)
2

4
(6

2
%

)
2

8
(5

1
%

)
8

.8
2

0
.0

1
2

F
em

al
e

8
5

(5
4

%
)

4
3

(6
7

%
)

1
5

(3
8

%
)

2
7

(4
9

%
)

L
eg

al
st

at
u

s
u

p
o

n
ad

m
is

si
o

n
1

5
6

In
v

o
lu

n
ta

ry
3

9
(2

5
%

)
4

(6
%

)
1

5
(4

0
%

)
2

0
(3

7
%

)
2

0
.4

2
0

.0
0

0

V
o

lu
n

ta
ry

1
1

7
(7

5
%

)
6

0
(9

4
%

)
2

3
(6

0
%

)
3

4
(6

3
%

)

P
at

ie
n

ts
an

d
th

ei
r

d
ia

g
n

o
si

s
1

4
2

P
sy

ch
o

ti
c

d
is

o
rd

er
4

0
7

(1
7

%
)

1
2

(3
0

%
)

2
1

(5
3
%

)
1

3
.8

3
2

0
.0

0
1

M
o

o
d

d
is

o
rd

er
4

4
1

9
(4

3
%

)
1

4
(3

2
%

)
1

1
(2

5
%

)
3

.3
6

2
0

.1
8

6

P
er

so
n
al

it
y

d
is

o
rd

er
3

6
1

6
(4

5
%

)
8

(2
2

%
)

1
2

(3
3

%
)

0
.1

8
2

0
.9

1
6

A
d

d
ic

ti
o

n
4

3
1

8
(4

2
%

)
9

(2
1

%
)

1
6

(3
7

%
)

0
.3

7
2

0
.8

3
3

P
T

S
D

1
1

3
(2

7
%

)
3

(2
7

%
)

5
(4

6
%

)
1

.0
5

2
0

.5
9

M
ea

n
ag

e
1

5
6

4
0

3
7

4
0

0
.8

2
/1

5
3

0
.4

5

M
ea

n
G

A
F

sc
o

re
1

3
4

4
9

5
1

5
1

0
.4

2
/1

3
1

0
.7

M
ea

n
su

m
sc

o
re

o
n

p
er

ce
iv

ed
co

er
ci

o
n

sc
al

e
1

2
8

3
4

4
2

3
7

5
.7

2
/1

2
5

0
.0

0
4

P
re

fe
rr

ed
co

er
ci

v
e

m
ea

su
re

1
6

1

S
ec

lu
si

o
n

6
9

(4
3

%
)

1
9

(3
0

%
)

1
5

(3
8

%
)

3
5

(6
0

%
)

1
2

.0
8

2
0

.0
0

2

F
o
rc

ed
m

ed
ic

at
io

n
9
2

(5
7
%

)
4
5

(7
0
%

)
2
4

(6
2
%

)
2

3
(4

0
%

)

6 Psychiatr Q (2012) 83:1–13

123



T
ab

le
1

co
n

ti
n

u
ed

V
ar

ia
b

le
N

C
o

er
ci

v
e

ex
p

er
ie

n
ce

S
ta

ti
st

ic
s

N
o

co
er

ci
v

e
ex

p
er

ie
n
ce

N
(%

)/
M

ea
n

S
ec

lu
si

o
n

an
d

fo
rc

ed
m

ed
ic

at
io

n
N

(%
)/

M
ea

n
S

ec
lu

si
o

n
o

n
ly

N
(%

)/
m

ea
n

v2
/F

d
f

P

In
te

rv
en

ti
o
n
-s

et
ti

n
g

ch
a
ra

ct
er

is
ti

cs

S
u

b
je

ct
iv

e
ju

d
g

m
en

t
o

f
d

u
ra

ti
o

n
o

f
se

cl
u

si
o

n
8

0

A
cc

ep
ta

b
le

4
8

(6
0
%

)
N

/A
*

1
3

(4
2
%

)
3

5
(7

1
%

)
6
.8

8
1

0
.0

0
8

T
o

o
lo

n
g

3
2

(4
0

%
)

1
8

(5
8

%
)

1
4

(2
9

%
)

E
x

p
er

ie
n

ce
d

im
p

ro
v
em

en
t

fr
o
m

th
e

m
ea

su
re

6
0

Y
es

4
3

(7
2

%
)

N
/A

*
1

3
(5

2
%

)
3

0
(8

6
%

)
8

.1
6

1
0

.0
0

5

N
o

1
7

(2
8

%
)

1
2

(4
8

%
)

5
(1

4
%

)

R
ec

ei
v
ed

ex
p
la

n
at

io
n

o
f

th
e

re
as

o
n

d
u

ri
n
g

th
e

m
ea

su
re

8
2

Y
es

6
8

(8
3

%
)

N
/A

*
2

7
(8

2
%

)
4

1
(8

4
%

)
0

.8
3

1
0

.5
2

7

N
o

1
4

(1
7

%
)

6
(1

8
%

)
8

(1
6

%
)

S
at

is
fi

ed
w

it
h

th
e

q
u

al
it

y
o

f
co

n
ta

ct
/c

ar
e

d
u

ri
n
g

th
e

m
ea

su
re

9
4

Y
es

6
8

(7
2

%
)

N
/A

*
2

3
(6

2
%

)
4

5
(7

9
%

)
3

.1
6

1
0

.0
6

2

N
o

2
6

(2
8

%
)

1
4

(3
8

%
)

1
2

(2
1

%
)

A
p

p
ro

v
al

o
f

th
e

m
ea

su
re

9
4

Y
es

6
5

(6
9

%
)

N
/A

*
2

5
(6

6
%

)
4

0
(7

1
%

)
0

.3
3
7

1
0

.3
6

N
o

2
9

(3
1

%
)

1
3

(3
4

%
)

1
6

(2
9

%
)

D
eb

ri
ef

ed
af

te
r

th
e

m
ea

su
re

8
7

Y
es

5
8

(6
7

%
)

N
/A

*
2

5
(7

1
%

)
3

3
(6

4
%

)
0

.5
9

1
0

.2
9

6

N
o

2
9

(3
3

%
)

1
0

(2
9

%
)

1
9

(3
6

%
)

*
N

/A
=

n
o

t
ap

p
li

ca
b

le

Psychiatr Q (2012) 83:1–13 7

123



Association of Demographic and Clinical Variables With Patients’ Preferences

Table 2 presents the odds ratios and the confidence intervals for demographic and clinical

variables and patients’ preferences for forced medication as opposed to seclusion for all

161 respondents. Three variables were entered into the multivariate logistic regression: (1)

experience or no experience of coercive measures, (2) legal status and (3) perceived

coercion. The final logistic regression model consisted of two main associations: no

experience of coercion (odds ratio [OR] = 3; 95 percent confidence interval

[CI] = 1.3–6.6); previous experience with seclusion and forced medication (OR = 2.5;

CI = 1–6); and voluntary admission (OR = 2.2; CI = 0.97–4.9); Nagelkerke R2 = 0.13

and Model Chi-square = 4.8, df = 3, P = 0.186.

Association of Demographic, Clinical and Intervention Setting Variables With

Patients’ Preferences

Table 3 presents the odds ratios and the confidence intervals for demographic, clinical,

intervention-setting variables, and patients’ preferences for forced medication as opposed

to seclusion, only for the 97 respondents who had experience with coercive measure(s). Six

variables were entered into the multivariate logistic regression: (1) the type of coercive

experience, (2) legal status, (3) subjective judgment of the duration of seclusion, (4)

explanation of the reason for the use of the restrictive measure, (5) satisfaction with the

quality of care received, and (6) approval of the measure. The final logistic regression

model consisted of two main associations: discontentment with the duration of seclusion

(OR = 5; CI = 2–15), and voluntary admission status (OR = 2; CI = 0.8–7); Nagelkerke

R2 = 0.24 and Model Chi-square = 4.9, df = 2, P = 0.087.

Discussion

We found that the majority of our respondents (57%) stated that they would prefer to be

medicated in a future emergency. Their preferences were affected by their previous

Table 2 Bivariate associations
between demographic and clini-
cal variables with patients’ pref-
erences for patients with or
without coercive experience
(N = 161)

* P \ 0.25; ** P \ 0.05;
*** P \ 0.01; coding: seclusion
(0), forced medication (1)

Predictor Preference for forced
medication

N OR 95% CI

No experience of coercive measures 3.6 1.7–7.6***

Experience of seclusion or
forced medication

161 2.4 1.06–5.6**

Experience of seclusion 1.0 Reference

Male gender 158 1.0 0.5–1.9

Voluntary legal status 156 2.8 1.3–5.8***

Diagnosed with psychotic disorder 142 0.9 0.4–1.9

Age 156 0.9 0.9–1.0

GAF score [50 134 0.9 0.5–1.8

GAF score \50 Reference

Perceived coercion score 128 0.9 0.9–1.0*
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experiences of coercion: compared to patients who had only been secluded, those who had

no experience of coercion were three times more likely to choose forced medication, and

those who had experienced both measures were 2.5 times more likely. Those who had been

secluded were more likely to choose seclusion if they were content with the duration of the

seclusion episode; if they perceived this to be too long, they were 5 times more likely to

find forced medication to be more appropriate. Voluntarily admitted patients were two

times more likely to favor medication than those who had been admitted involuntarily.

These results confirmed our hypothesis that preferences for coercive measure are

influenced by earlier experiences. This could explain why Dutch patients tend to favour

seclusion more than patients from countries where violent behaviour is suppressed mainly

by forced medication. This makes it difficult to compare findings on patients’ preferences,

and also to guide the establishment of uniform criteria for coercive practices across

countries.

Stolker et al. [21] found a significant association between lack of privacy and a more

positive view of seclusion. The high approval of seclusion shown in our results (71%) may

therefore be partly explained by patients’ residence in multiple-bed psychiatric wards.

However, because most secluded patients (86%) experienced an improvement, we con-

clude that seclusion should not necessarily be excluded from the repertoire of coercive

practises—provided the patient is mobilized as soon as the acute danger has passed. This is

because the duration of seclusion seems to be a critical factor in patients’ choices.

In this connection, there is evidence that the duration of seclusion episodes can be

reduced by structural risk-assessment [22]. A significant reduction ([40%) in the duration

of seclusion and restraint can also be achieved by legal regulations [23, 24], such as the so-

called ‘‘one-hour-rule’’, which stipulates that physicians or registered nurses must, within

Table 3 Bivariate associations of demographic, clinical and intervention-setting variables with preference
for coercive measure for patients with coercive experience (N = 97)

Predictor Preference for forced medication

N OR 95% CI

Experience of seclusion 97 0.4 0.2–0.94**

Male gender 94 1.6 0.7–3.5

Voluntary legal status 92 3.0 1.2–7.3**

Diagnosed with psychotic disorder 83 0.9 0.4–2.4

Age 93 0.9 0.9–1.0

GAF score [50 78 1.2 0.5–3.0

GAF score \50 Reference

Perceived coercion score 65 0.9 0.9–1.0

Duration of seclusion perceived as too long 80 5.3 2.0–14.0***

Experienced improvement after the measure 60 1.1 0.3–3.5

Received explanation of the reason for the measure 82 2.0 0.6–6.7*

Satisfied with the quality of contact/care during the measure 94 2.3 0.9–5.8*

Approval of the measure 94 2.7 1.0–6.6**

Debriefed after the measure 87 1.3 0.5–3.2

* P \ 0.25;** P \ 0.05; *** P \ 0.01; coding: seclusion (0), forced medication (1)
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one hour of such measures being instituted, conduct face-to-face assessment of all indi-

viduals placed in seclusion or restraint [25].

Our findings confirm the controversial nature of coercive measures. Patients who had

undergone a coercive intervention during hospitalization judged their treatment to be more

coercive than those who had not. On the other hand, a surprisingly high percentage of them

experienced an improvement (72%), and also approved the coercive measure(s) (69%)—

though this contrasts with earlier studies, which showed that only 4% of secluded patients

considered the intervention to be beneficial [26], and that only 29% approved the coercive

measures [27].

According to the theory of cognitive dissonance [28], when people hold two contra-

dictory ideas simultaneously, they tend to reduce the resulting discomfort by justifying or

rationalizing their attitudes and beliefs. In our case, patients may have been angry and

dissatisfied because of their containment, but also have felt guilty due to their violent

behaviour, or have felt fear due to their dependence on hospital staff. These contradictory

feelings may have led them to justify their beliefs and attitudes; by inflating their approval

of coercive practices and reinforcing their denial of any negative consequences, they may

thus have become less critical of them.

In accordance with the cognitive dissonance theory, Kleber and Brom [29] found that

human beings tend retrospectively to justify traumatic events so as to aid their acceptance

of them. Patients should therefore be trained to think more critically and to become aware

of their preferences; they should also be encouraged to reflect on their experiences [3].

They should also be educated about their rights with regard to the use of coercive

measures.

Eighty-three percent of our respondents had been informed about the reason for their

containment. As patients report the most negative experiences with seclusion when they do

not understand it and when they have no options for discussing it with others [13],

improvement was needed in 17% of cases.

Because respondents in this study were not always satisfied with the quality of care they

had received, or with their contact with staff, clinical staff should openly discuss measures

for improvement with patients. If staff provide enough psychological and informational

support to patients during coercive events, the type of coercive measure may become less

relevant.

Further, only 67% of our respondents were debriefed after the measure. To minimize

emotional impact, debriefing should always take place [30]: as Scanlan [31] reports, it can

successfully eliminate future seclusion and restraint. During debriefing, the most appro-

priate approach to prevent future crises should be discussed. These should be included in a

relapse-prevention plan, or the least restrictive of the preferred interventions should be

taken into account in psychiatric advance directives (PADs).

Study Limitations

Although this study gave us new insights into patients’ preferences, and particularly into

the variables that underlie them, our results reflect a coercive aspect of Dutch psychiatric

healthcare that is characterised by many and long seclusion episodes [4], and which makes

our results less generalizable to other countries.

As forced medication is rarely practised in the Netherlands, some respondents may also

have had some difficulty in understanding its definition. This may have led to some

underreporting. We did not specify whether forced medication involved the administration

of benzodiazepines, antipsychotics or both, or whether it was combined with physical
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restraint, mechanical restraint or seclusion. As these are very different options, they might

influence patients’ preferences.

We should also acknowledge that we do not know the clinical and demographic

characteristics of the patients who did not respond to the questionnaire (17%). We are

therefore unsure of the extent to which these patients are comparable with our respondents,

and whether our findings are fully representative for inpatient psychiatric care.

As possible predictors of patient’s preferences, data were collected on demographic and

clinical variables, and on patients’ subjective experiences. Even though this is the most

extensive study to date, we realize that differences in patients’ preferences may be

attributable to underlying mechanisms that have not been considered here.

Similarly, future research might pay greater attention to the type and seriousness of

aggression, the reason for seclusion or restraint, and the objective duration of seclusion

episodes. Finally, we should add that the scope of our study was limited to the coercive

measures that are used most often in the Netherlands, and that we did not investigate

patients’ preferences toward other freedom-restrictive interventions such as mechanical

and physical restraints, continuous observation, or time-out.

Recommendations

As long as coercive measures are still clinical practice, and we want to practise evidence

based medicine, while no objective scientific evidence from controlled studies can guide us

into choosing the least restrictive and the most effective measure, the only rational way to

choose the correct intervention is to consider patients’ individual choices. This approach is

strongly recommended by the Council of Europe, which states that people with mental

illness have a right to individualized treatment, which should be discussed with the patient,

reviewed and revised regularly and provided by properly qualified staff [32].

Legally, consideration of the patients’ choice is not required. It is also difficult in sit-

uations where healthcare consumers are unknown to the services but violent on admission.

In such emergency situations, psychiatric patients are judged not to be competent to take

decisions on their treatment. As Van Citters et al. [33] have pointed out, this situation

might be improved by the use of psychiatric advance directives (PADs), which are legal

instruments that make it possible to document patient’s preference regarding future mental

health treatments, including coercive measures. It concerns a process of shared decision

making, described earlier [34]. Such a document can also designate a surrogate decision-

maker for situations in which the patient loses the ability to make reliable treatment

decisions during an acute episode of psychiatric illness [35].

Although, unfortunately, PADs are still rarely used and little evidence is available about

their efficacy [36], Henderson et al. [37] showed that patients with advance directives

focused on crisis prevention, were less likely to commit acts of violence and thus undergo

compulsory treatment. Another study [38] also showed that due to PADs, patients’ working

alliance with clinicians improved significantly. Not only have numerous studies already

confirmed that it is feasible to ask patients about their preferences regarding coercive

measures [39, 40], other studies have shown that patients’ involvement in treatment

decisions leads to better treatment outcomes [41, 42].
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