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Summary

Background

Previous research has repeatedly shown differences between otherwise
comparable wards, hospitals, geographical areas and countries as regards the amount
of coercive intervention used in psychiatric facilities. Worldwide, there is growing
concern about the ethical questions related to the use of coercion and to its potentially
harmful effect on patients and patients” human rights in mental health care. Because
of this, reducing use of coercion to a minimum is a highly prioritized matter in health
politics worldwide. To be able to reduce the use, we need to know more about the
processes and factors involved that lead to coercive intervention. This thesis
investigates the attitudes of acute psychiatric staff towards the use of coercion and
investigates amount and variation in actual use of coercive interventions on
Norwegian acute psychiatric wards. Further, it analyses staff, ward and patient
variables associated with the actual use of coercive measures. To do this, a
questionnaire was developed to measure staff attitudes towards the use of coercion.
The thesis also includes an ethical essay on how coercion in MHC may be seen in

relationship to users’ human rights.

Aims

Paper I. The aim of paper [ was to develop a questionnaire to measure staff
attitudes towards the use of coercive interventions in mental health care.

Paper II. The aim of paper II was to measure staff attitudes towards the use of
coercion among staff in Norwegian acute psychiatric wards, to analyse differences in
staff attitudes between wards and to identify variables associated with differences in
staff attitudes towards coercion.

Paper III. The aim of paper I1I was to investigate the frequency and variance in
use of coercive measures in Norwegian acute psychiatric wards and to identify

variables associated with the use of coercion, with emphasis on patient-, staff- and

1I
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ward-level characteristics. Of the staff variables, one particular aim was to examine
whether staff attitudes towards coercion was associated with the actual use of
coercive interventions. Coercive measures in this study were the use of shielding,
restraints and involuntary medication.

Paper IV. The aim of paper IV was to discuss the use of coercion in an ethical

perspective, by using a human rights perspective.

Methods

Paper 1. The process of designing a questionnaire to measure staff attitudes
towards coercion included item selection, pilot testing and a test of validity, before
the questionnaire was used on a sample of 215 staff members from 15 acute
psychiatric wards. Principal component analysis was used to identify the structure of
subscales.

Paper II. The newly developed Staff Attitude towards Coercion Scale was used
to measure staff attitudes in a sample of 651 staff members from 33 acute psychiatric
wards. Multilevel regression analysis was performed to investigate variables
associated with staff attitudes towards the use of coercive measures.

Paper II1. Multilevel logistic regression was performed on data from 1016
involuntarily admitted patients that were linked to data on 32 acute psychiatric wards
and multidisciplinary staff groups. The sample comprised two hierarchal levels
(patients and wards) and the dependent variables had two values (0 =no use and 1 =
use). Coercive measures were defined as the use of shielding and restraints during
admission and involuntary depot medication at discharge.

Paper IV. Paper 1V is an ethical essay on how coercion in MHC may be seen in
relationship to users’ human rights. The paper presents literature and studies relevant

to the topic.

Results
Paper I. A questionnaire was developed to measure staff attitudes towards the

use of coercion in MHC. A model with three different subscales of attitudes was

III
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developed, based on principal component analysis, validity testing and clinical
considerations. The three subscales were named: Coercion as offending, which
comprises the view that the use of coercion may be potentially harmful and offensive
to patients; Coercion as care and security (pragmatic attitude), which is the view that
coercion is required for care and security reasons; and Coercion as treatment
(positive attitude), the view of coercion as a treatment intervention. The questionnaire
was named the Staff Attitude towards Coercion Scale and is considered a feasible
questionnaire for the purpose.

Paper I1. Multilevel analysis showed that there was significant variance across
different wards, estimated to contribute about 8—11% of the total variance on the
three scales. The independent variables included characteristics of individual staff
members and ward-level variables. The independent variables could explain the
variance in the dependent variables to only a small degree. The independent variables
could explain the variance in the dependent variables to only a small degree, and
mostly by individual variables. Hence, there are other variables that explain the
differences in staff attitudes than those in the present study.

Paper I11. The percentage of patients exposed to shielding, restraints or
involuntary depot medication was in the range of 0—88% across wards. The total
number of involuntarily admitted patients in this sample was 1214 (35% of the
admitted patients). Of the involuntarily admitted patients, 424 (35%) had been
shielded, 117 (10%) had been restrained, and 113 (9%) had received involuntary
depot medication at discharge. It was possible to link data from 1016 patients in the
multilevel analysis. There was a substantial between-ward variance in the use of
coercive measures; however, this was influenced to some extent by compositional
differences across wards, especially for the use of restraint. When adjusted for other
variables, the difference between wards in the use of shielding and involuntary
medication was statistically significant. The staff attitude towards coercion variables
aggregated as ward-means were not fund to be significant associated with the

differences in actual use of coercive measures.

v
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Paper IV. The paper argues for the view that use of coercion in mental health
care may threaten patients’ human rights. Thus, to reduce use of coercion in mental
health care to an absolute minimum is also a human right matter, as well as a question
of quality on care. The variation in use of coercion between otherwise comparable
wards, indicate that some wards have a potential for reducing the use. To quality
insure this; all staff working with potentially vulnerable individuals should undergo

training in human rights issues and medical ethics in general.

Conclusion

The substantial between-ward variance, even when adjusted for individual
patient psychopathology, indicates that ward variables influence the use of shielding
and involuntary depot medication. The between-ward variance indicates that some
wards have potential for quality improvement by reducing the use of coercive
interventions. This study indicates that interventions to reduce the use of coercive
interventions should target the special needs of wards in urban areas, patient
aggressiveness and patients with the most severe problems. Such efforts should also
take into account organizational and environmental factors. Interventions to reduce
patients’ aggressiveness may include increased user involvement and empowerment.
The missing link between staff attitudes and actual use of coercion may indicate that
staff consciousness and knowledge about ethics and users human rights could be
improved to further reduce use of coercion and to general improve the quality of care.
Further research effort should be done to understand more about the variation

between wards in use of coercive measures, to better be able to reduce the use.
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Background

1 Background

1.1  Use of coercion in mental health care

Mental health care (MHC) lies in the chasm between care and control (Norvoll,
2007; Vatne, 2003), and the use of coercion has been under almost constant debate
(Hermundstad, 1999, Shorter, 1997). Coercive practices are seen in both the
delivering of treatment and in the handling of aggressive and violent behaviour
during hospitalisation.

Individual freedom and integrity are fundamental values of the Western world,
and the United Nations Universal Declaration of Human Rights was proclaimed in
1948. Article I states that “all human beings are born free and equal in dignity and
rights. They are endowed with reason and conscience and should act toward one
another in a spirit of brotherhood”. The emphasis on individual human rights has
also influenced health services, and in the last few decades there has been a
heightened focus on user rights, empowerment and participation (Lewis, 2009; Prior,
2001; Sjostrand & Helgesson, 2008). The theme is currently of interest and there has
been a recurring debate in the media, within user organizations and among mental
health professionals about the use of coercion in mental health care (Hannigan &
Cutcliffe, 2002; Hayer, 2008; Janbu, 2008; Kallert, 2008; Sosial- og helsedirektoratet,
2006). This is seen in Norway, and internationally (Bracken & Thomas, 2001;
Hannigan & Cutcliffe, 2002; Parker, 2007; Prior, 2001; WHO, 2005). In 2006, the
Norwegian national health politicians launched a national health plan to ensure
quality and reduce the use of coercion in mental health care (Sosial- og
helsedirektoratet, 2006). The Norwegian Health Directorate also financed a project
that aimed to develop user-centred alternatives to use of coercive interventions
(Norvoll, Hatling & Hem, 2008).

In an historical context, the responses of the public, users and professionals to
the use of coercion have been, in general, increasingly adverse, and we may be in the

midst of a paradigm shift on the use of coercion and paternalistic attitudes in MHC
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(Kuhn, 2002; Parker, 2007; Prior, 2001, Aarre, 2010). Lately, new theories on how to
help those who struggle with emotional problems has been developed that emphasise
people’s resources, network, empowerment and participation. Examples of these
newer developments are the theories about dialogue and network (Seikkula, 2000),
recovery (Borg & Topor, 2007) and empowerment (Askheim, 2007; Strack &
Schulenberg, 2009). “Mental health care (psykisk helsearbeid)” is also presented as
an alternative to traditional medical-oriented psychiatry (Bee & Thomassen, 2003;
Boe & Thomassen, 2007). These newer developments share an emphasis on ethics,
user involvement, dialogue, patients’ existential needs, non-medical treatment,
treatment in the community and the strengthening of patients’ own recourses and
networks.

However, users still claim their human rights are violated in traditional medical-
oriented mental health care (Thune, 2008; Vaaland, 2007), and coercion as treatment,
for demobilizing and for protection is used worldwide. This stresses the need to
understand more about the process of coercive intervention and to develop
alternatives. There is a consistent finding that there are differences between relatively
comparable wards, hospitals and geographical areas in the amount and type of
coercion used. These differences are puzzling and have not yet been explained
(Helsetilsynet, 2006; Salize & Dressing, 2004a). To reduce the use of coercion it is
important to understand more of the processes that lead towards the use of coercive
interventions.

This thesis investigates variations in the use of shielding, restraint and
involuntary medication between acute psychiatric wards in Norway and the
relationship between these interventions and staff, patients and wards characteristics.
Of ward characteristics, it especially investigates staff attitudes toward use of
coercion and if staff attitudes are related to actual use of coercive measures on wards.
One part of the study has been to develop a questionnaire to measure staffs attitudes
toward use of coercion. Because to much use of coercion in MHC may violate
patients’ human rights, the thesis also includes an essay that discuss use of coercion

in a human right perspective.
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1.2 Background to my interest

My interest in this topic is a result of working on closed wards, both as a
psychology student and later as a clinical psychologist. In particular, as a part-time
night worker in the early nineties, I experienced use of coercion that I found to be
non-therapeutic, ethically wrong and potentially harmful towards patients. I also
became aware that patients had existential needs that were not fulfilled. Since then, I
have been engaged in increasing the quality of MHC towards the most troubled and
severely disturbed patients, reducing the use of coercion in MHC, asking ethical
questions and developing alternatives to the use of coercion in MHC.

I have been especially interested in the systematic and stable variation found in
the use of all kinds of coercive measures in both national and international studies,
and why such geographical variation occurs between otherwise comparable wards
and hospitals. This brought me to my interest in staff attitudes and the question if
differences in staff attitudes could explain the differences in use of coercive
measures.

When I started to work in MHC, my experience was that there was no climate
for talking about the adverse effects of using coercion and restrictions in treatment.
There seemed to be little room for reflection about ethical aspects or for interest in the
patients’ experiences, which is the main reason for my interest in these matters and in
doing this work. This has changed for the better over the last decade, and today there
is room for debate and discussion about the adverse effects of coercion, ethical
aspects and human rights in MHC. I do not think it is possible to provide MHC
without the use of some coercion of and restrictions on patients. Being aggressive and
being a threat to others or the self are human reactions to emotional struggle,
especially when feeling threatened and powerless (Archer, 2009). I do, however,
think that there is room for a reduction in the use of coercive interventions and for the
development of alternatives. In my view, the relatively new perspectives of patients’
human rights stress the ethical considerations and concerns about using coercion in

MHC, and therefore I include an article on this issue in this thesis.
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What can be learned from wards that use less coercion in treatment, and how
can this knowledge be applied to wards that use more coercion? I think these
questions are crucial to be able to reduce the use of coercion in MHC. This is a field
of ideological debates and standpoints, and in my opinion, research is strongly needed
to advance the field.

My main concern is that use of coercion can and should be reduced to the
absolute minimum, and alternatives should be developed. Furthermore, in general, the
ethical aspect of patients’ human rights should be emphasized whenever coercion is
being used in treatment. If this thesis contributes to an increase in awareness of these

matters, I will have achieved my goals.
1.3 Coercive measures in this study

In Norway, the use of coercion in MHC is regulated through the Lov om
etablering og gjennomfering av psykisk helsevern (Law on the establishment and
implementation of the Mental Health Act) (Sosial- og Helsedepartementet, 1999).

In § 4-2 Protection of personal identity, it is stated that restrictions and use of
coercion shall be restricted to the absolute minimum, and that the patients’ views are
to be considered. Interventions may be used only where the positive effects clearly
outweigh the negative effects of the intervention. It is also stated that when treated in
an institution, patients should make their own decisions regarding admission,
wherever possible.

In the international literature, the term “coercive measures” usually refers to
coercive interventions recurring under hospitalization on psychiatric wards (Kalisova,
Raboch, Kitzlerova, & Kallert, 2007; Martin, Kuster, et al., 2007). This includes
seclusion, restraints and involuntary medication. Some, but not all, studies include
involuntary medication. Two studies included involuntary status of the patients and
patients’ perception of coercion in the term: “coercive incident” or “coercive events”.
These studies have put together different kinds of coercive interventions to develop

an “accumulated measure” to investigate the influences on patient satisfaction or
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general outcome of treatment (Iversen, Hoyer, & Sexton, 2007; Kjellin & Wallsten,
2010).
In this study, coercive measures were applied during hospitalization in acute

psychiatric wards; these include shielding, restraints and involuntary medication.
1.3.1 Shielding

The Norwegian practice of shielding is difficult to translate into English. In
Norway, the practice of shielding resembles the concept of “open-area-seclusion”,
“segregation nursing”, “segregation area”, “quiet room” or “sheltered area” in
international literature (Bowers et al., 2007; Lidz et al., 1998). A British study of
different containment methods for disturbed patients listed 11 different methods
commonly used in different European countries. They were: oral medication, physical
restraints, increased observation, seclusion, time out, intramuscular medication,
Psychiatric Intensive Care Unit, mechanical restraints, constant observation, net beds,
and open area seclusion (Bowers, Alexander, Simpson, Ryan, & Carr-Walker, 2004).
The names and definitions of the interventions used differ between different
countries. Personal communication with an English researcher revealed that in the
UK, the term “seclusion procedures” includes different kinds of interventions, and,
because of this, researchers in this field increasingly use the term “containment
strategies or methods”, which refers to all the things the staff do to keep patients and
others safe (L. Bowers, personal communication, 4. November 2009). It seems that
one main difference between the international use of the term “seclusion”, and the
Norwegian practice, is that in Norway the patient should not be left alone, but should
be observed by staff at all times.

For practical reasons, a word for the practice had to be denoted in this
dissertation and after years of consideration, the word “shielding” was chosen in this
dissertation. It is defined as “patients confined in a single room or in a separate
unit/area inside the ward, accompanied by staff”.

This decision was prompted by the fact that the European Committee for the

Prevention of Torture and Inhuman or Degrading Treatment or Punishment (CPT) has
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used the word “shielding” to refer to the Norwegian practice since 2000 (CPT, 2006).
The CPT organizes visits to places of detention, in order to assess how persons
deprived of their liberty are treated. These places include prisons, juvenile detention
centres, police stations, holding centres for immigration detainees, psychiatric
hospitals, and social care homes.

In Norwegian mental health law (Sosial- og Helsedepartementet, 1999) § 4-3,
shielding is not denoted as a coercive intervention per se, but as an intervention that
may be applied when grounds for treatment, such as a patient’s emotional state or
aggressive behaviour, require it. The law says that in this case, when required by the
patient or fellow patients, the patient may be kept completely or partly separated from
other patients. The medical doctor (MD) or psychologist responsible for the patient
shall resolve the situation if shielding is maintained for more than 24 hours. If the
segregation is comprehensive from the patient’s point of view, a resolution should be
made after 12 hours. Shielding may not continue for longer than 14 days at a time.
The description of the practice in the law on the establishment and implementation of
the Mental Health Act is:

Shielding means interventions, which may include a patient being held

partially or completely separated from his or her fellow patients and from

staff that do not participate in the care and treatment of the patient. The

intervention is carried out as a means of treatment or in consideration of

other patients.

Because it took many years for me to come to this conclusion, the word
“seclusion” is used in paper III. “Seclusion” was a more common keyword in
international journals and was therefore considered to be the best solution at the time.
There is also variation in the Norwegian use of the concept. The shielding area ranges
from a single room to small separate units/areas inside wards (Norvoll, 2007).
Pursuant to Norwegian mental health law, patients in shielding should not be left
alone but should be accompanied by staff. However, research on shielding in Norway

has shown that patients may experience a practice that resembles the more common
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internationally used “seclusion”, which, in Norway, is denoted “isolation” (Norvoll,
2007).

I will therefore use the word shielding when referring to the present study and
Norwegian practice, and seclusion when talking about international studies and
literature. This may be a little confusing, but it is the most accurate way. I include
studies on seclusion in this literature review because previously mentioned studies
have shown that, from the patients’ point of view, elements in the subjective
experience of seclusion and shielding resembles and are similar (Norvoll, 2007). In
literature about the purpose of seclusion, several aspects are mentioned, as follows.

Control and protection. The most common reason for using seclusion is to
protect and intervene when the patient is aggressive or agitated. In this perspective,
seclusion is viewed as a device to protect patients and staff for security reasons. An
American study showed that patients who were secluded had mostly either harmed or
threatened others, while patients who harmed themselves were more often restrained.
Threatening others was the most common reason to seclude or restrain the patient
(Swett, 1994). A study from Finland also found that the main reason for using
seclusion and restraint in psychiatric care was to calm or manage patients’ agitation
and disorientation (Kaltiala-Heino, Tuohimaki, Korkeila, & Lehtinen, 2003).

Therapeutic motives. Another reason for using seclusion is to achieve stimuli-
reduction in psychotic patients (Lendemeijer & Shortridge-Baggett, 1997). This view
rests on the assumption that psychotic patients need to become calmer, and this is
achieved by the reduced intake of stimuli (Gutheil, 1978). Other reasons mentioned
are that patients lack internal structure, and seclusion is used as a way to replace this
with external structure (Fisher, 1994). The therapeutic effect of seclusion or
structured supervision is also discussed by Alty and Mason (1994). They divide
theoretical reasons for using seclusion into three groups: as therapy, as containment
and as punishment. They conclude that the seclusion is not therapy in itself, but
provides a site where therapy can take place. The seclusion room enables health
professionals to communicate with the patient, which may be impossible outside the

seclusion room, where the patient can avoid contact and communication by means of
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his or her behaviour. From this perspective, seclusion allows therapists to establish
therapeutic contact with the patient (Alty & Mason, 1994; McCoy & Garritson,
1983a). Further, seclusion as a therapeutic intervention also includes approaching
patients’ aggressive behaviour from a psychodynamic perspective. This refers to
using seclusion as a mechanism for addressing the patients’ maturational needs,
which involves the patients’ own self-assessment of relationship development
strategies. Although not totally clear, it is assumed that the patient gains some
therapeutic insights from the seclusion process (Alty & Mason, 1994). Other assumed
therapeutic effects of seclusion are what Gutheil (1978) called the “mastery of space”.
This theoretical concept involves the patients’ access to areas of the ward first being
restricted, so that they establish the ability to cope with an increasing number of
encounters and the widening of the physical space of the ward. In this way, they may
gradually learn to master first the seclusion room, then the ward, then the hospital,
and ultimately the society. The seclusion room represents the smallest space in the
graduated system, and Gutheil called it “the zero point” (Gutheil, 1978).

Punishment. A third group of reasons for seclusion, mentioned in the literature,
involves punishment as a reaction to unwanted behaviour (Alty & Mason, 1994;
Angold, 1989; Fisher, 1994). Punishment is not legal under the Norwegian mental
health law (Sosial- og Helsedepartementet, 1999). Moreover, seclusion as punishment
is undoubtedly not a conscious motive in this regard. However, if seclusion is used as
a “time out” for disturbing or unacceptable behaviour, then from the patient’s point of
view at least, it may resemble or be perceived as punishment.

Patients’ perception. Studies on shielding have also investigated patients’
perceptions of being shielded. In her PhD thesis, Norvoll found that patients’
perceptions of being shielded varied and reflected the ambiguous character of
shielding as an intervention for both treatment and control. Their experience of
coercion and confinement was strong and in that way the patients’ experience of
being shielded resembles being isolated (Norvoll, 2007). A British study on patients’
perceptions of seclusion found that patients reported seclusion to be associated with

many negative feelings. The quest for the human element, dignity, to understand and
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to be understood, and to be reassured was a constant theme (Norris & Kennedy,
1992). Another British study of patients’ perceptions of seclusion also noted the
ambiguous character of seclusion and that patients’ feelings afterward varied. The
majority of patients felt angry and upset, but a smaller group also felt safe. The
researchers’ conclusion was that some patients found seclusion helpful, while others
saw it as a highly abusive and invasive experience (Stowers, Crane, & Fahy, 2002).
An interesting finding in this study was that half of the patients thought that the

seclusion episode could have been prevented with the use of other interventions.
1.3.2 Restraints

Use of restraints in MHC is regulated through “Lov om etablering og
gjennomfering av psykisk helsevern” (Law on the establishment and implementation
of the Mental Health Act) (Sosial- og Helsedepartementet, 1999). In § 4-8, restraints
are categorized as a coercive means together with isolation, use of involuntary
medication with short-term effects and physically holding the patient. The law states
that when restraints are used, the patient should be under constant observation by
staff, and a resolution must be made by the MD or psychologist responsible for the
patient. Specifications for the use of coercive means are given to clarify the law
(Helse- og omsorgsdepartementet, 2000). The regulation was last modified in 2006.
In this clarification, it is stated that coercive means only shall be used when there is
no other solution available to prevent harm. The patients’ personal dignity and
integrity are to be respected.

Many forms of restraint devices exist. A study from the USA lists what
different writers mean when they use the word “restraint” (Johnson, 1998): four-way
leather restraints, Posey vests, “holding”, straitjackets, forced medication, cold wet
packs, abdominal belts, geriatric chairs, electroconvulsive therapy, mitts, cribs,
preventive aggressive devices, sheets and chains. In general, however, to restrain a
patient means that one uses some kind of device to severely limit his or her range of

bodily movements. In Norway, five-point restraints on beds are most common, and
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this is the variable included in this study. This is a bed with belts over the patient’s
arms, legs and torso. Not all belts need to be used at all times.

Theoretical basis. The theoretical basis and reasons for using restraints are
mostly the same as for the use of seclusion. Gutheil (1978) recognized three different
justified motivations for using restraints or seclusion. They were to:

1. Prevent patients from harming themselves or others (control)

2. Remove a patient from an interaction that may provoke her/his

paranoid thinking (treatment, protection)
3. Reduce sensory overload (treatment)

Day (2002) sums up the theoretical basis for use of restraints as including
theories about attachment (holding and holding environment) and the psychodynamic
theories. The psychodynamic theories include assumptions that being put in restraints
may involve a cathartic effect or the release of pent-up anger and the verbal
expression of difficult feelings. The psychodynamic paradigm also serves as a basis
for the discussion of transference and counter-transference issues in physical
restraints. It launches the term “counter-aggression” which refers to the phenomenon
of staff taking part in interactions with patients that involve competition for power
and the use of restraints (or seclusion) because staff are unconsciously demonstrating
their power. From this perspective, patient—staff interactions may include the use of
restraints because of the staff members’ own unconscious needs and personality. This
resembles what is called a “fighter relation” in the child/youth psychiatry literature.
This describes a kind of interaction that is not only found between children and
adults, but also between adults, especially where there is a power imbalance, as is the
case with staff and patients (Jorgensen & Schreiner, 1991).

Previous research. Some of the early research on restraints and seclusion is 20
to 30 years old. The use of restraints in particular seems to have been a controversial
theme and an area for research in the USA in the 1970s and 1980s (Carpenter,
Hannon, McCleery, & Wanderling, 1988; Carpenter et al., 1988; Gutheil, 1980;
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McCoy & Garritson, 1983b; Miller, Walker, & Friedman, 1989; Okin, 1985; Schwab
& Lahmeyer, 1979; Swett, Jr., Michaels, & Cole, 1989; Way & Banks, 1990). This
describes, in a historical context, a different kind of psychiatry that is not relevant for
acute psychiatric wards in Norway today. I will therefore concentrate my inquiry
around studies conducted in the last two decades.

In addition to a Cochrane review, which stated that there have been no
randomized controlled studies on the use of seclusion and restraint, I found three
reviews with wider inclusion criteria. The first mainly discusses preferences between
physical and chemical restraints in an emergency room setting. It concludes that MDs
prefer to start treatment with physical restraints and then proceed to chemical
restraints (Zun & Downey, 2005). The term “chemical restraint” is unfamiliar in a
Norwegian setting, but resembles the use of involuntary medication given in an acute
crisis to calm the patient down. My assumption is that in Norway we have ethical
concerns about using medication and prefer not to drug patients in this way. The
review by Zun and Downey also considers reports on injuries and complications in
the use of restraints. It seems that Zun and Downey investigated different kinds of
belt devices but not necessarily the bed belts that are most commonly used in
Norway. Reported complications in the use of restraints include: problems with
elimination, pneumonia, circulation obstruction, cardiac stress, skin breakdown, poor
appetite, dehydration, accidental death, getting out of restraints, vomiting, injuring
self, injuring others, and hostile or increased agitation. A Norwegian study also
described incidences of thrombosis associated with the use of restraints (Hem, Steen,
& Opjordsmoen, 2001).

A second review, from 2003, is a synthesis of what is known about the use of
physical restraints on and seclusion of patients in psychiatric and acute care settings
(Bower, McCullough, & Timmons, 2003). The conclusion in this review is that the
little that is known about restraint and seclusion use in these populations is
inconsistent. Attitudes and perceptions of patients, family and staff differed.
However, all patients had very negative feelings about both restraint and seclusion,

regardless of whether they were restrained or secluded themselves or had observed
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others. The reasons for restraint and seclusion use also vary, with no accurate use rate
available for either one of them. What precipitates their use also varies, but
professionals claim they are necessary to prevent violent or unruly behaviour. Some
believe the use of restraint and seclusion is effective, but there is no empirical
evidence to support this belief. Many other alternatives have been tested with varying
outcomes. Several educational programmes to help staff learn about different ways to
handle violent and confused patients have been successful. Until more is known about
restraint and seclusion use from prospective controlled research, the goal of using the
least restrictive methods must be pursued (Bower, McCullough, & Timmons, 2003).

The third review on restraints and seclusion concludes that, lately, prominent
international recommendations have aimed to restrict the use of restraints and
seclusion, and reminds us that they should only be used in exceptional cases, when
there are no other means of remedying the situation and only under the supervision of
an MD (Sailas & Wahlbeck, 2005). In the review, they found several innovative
programmes that have succeeded in controlling and reducing the use of restraints and
seclusion. They also found that staff attitudes to the use of seclusion and restraints
had not changed much in the last decade. A large Finnish study on reasons for using
seclusion and restraints showed that the main reason in everyday ward practices was
the agitation and disorientation of the patient (Kaltiala-Heino et al., 2003). They
concluded that even if restraint and seclusion can be theoretically justified as first
options for treating violent patients in emergencies, they are not the most important
applications in practice. They also state that there is obviously a need for clearer and
more comprehensive instructions for using restraints and seclusion at legislative and
health care levels, and clinicians should pay attention to the management of agitation
and disorientation to ensure that the least coercive and most therapeutic interventions
are used in these situations.

Patients’ perceptions. Three studies on patients’ perceptions of being restrained
were found. In semi-structured interviews of patients who had received a diagnosis of
schizophrenia, Naber et al. found that one-third of the patients expressed negative

attitudes after being restrained, one-third were indifferent and one-third were positive
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to the event. They also found that there was a small subgroup of patients who were
restrained more often than other patients. This may indicate a kind of learned
behaviour, with patient and staff having learned and grown accustomed to the use of
restraints when a particular patient was agitated or disoriented (Naber, Kircher, &
Hessel, 1996).

Johnson attempted to understand the impact of leather restraints on the
restrained person by unstructured interview. She found that most of the ten patients
felt frightened and vulnerable because of the experience of being restrained, worrying
that because they were unable to protect themselves, some harm might befall them.
They did not assume that the use of restraint was therapeutic but viewed it as a
consequence of not following the rules of the unit or not doing what they were told.
These participants experienced these practices as punitive. Furthermore, for some of
the participants, being restrained was harmful. If they struggled, they often injured
themselves. For the most part, they experienced the restraint as unpleasant and
traumatic, and some said it would be a negative memory for the rest of their lives.
Being “tied down”, immobile, and helpless were the most disturbing aspects for the
participants and they felt dehumanized (Johnson, 1998).

Wynn, a Norwegian psychiatrist, interviewed 12 patients who had been
restrained. While some felt that the use of restraint had been warranted, others were
more critical. Many thought that the use of restraint could have been avoided. Patients
felt that being restrained evoked feelings of anxiousness, anger and hostility. Some
reported that they calmed down after being restrained, while others did so only after
having received additional pharmacological restraints. A few had suffered minor
abrasions and two reported that it revived memories of prior sexual abuse. Some
believed that the restraint use had protected them from hurting themselves or others.
Some felt angry, fearful and distrustful of staff after the restraint, and some believed
it had damaged the alliance between themselves and the staff. Patients who had
psychotic symptoms during the restraint were more understanding of the decision to

restrain taken by the staff (Wynn, 2004a).
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1.3.3. Involuntary medication

In Norway, legislation differentiates between involuntary admission and
involuntary treatment during the stay. This is not the case in many other countries.
There is also a division between involuntary medication as a treatment intervention
and involuntary medication as an acute intervention in a crisis. Under the Norwegian
mental health law (Sosial- og Helsedepartementet, 1999), use of involuntary
medication is regulated in § 4-4 Treatment without personal consent. § 4-4 states that
patients under involuntary admission may be treated with involuntary medication that
is of a type and dosage that is generally accepted in the field. The paragraph also
affirms that examination and treatment without consent may be used only after
normal consent procedures have been tried and found to fail, or if it is obvious that
such consent cannot be given. If consent is at all possible, other voluntary alternatives
should be considered before resorting to involuntary treatment. Involuntary treatment
can be given only after sufficient examination, and it is reasonable to believe that
treatment will have a positive effect on the patient’s mental problems, or prevent the
patient from becoming even worse. The MD responsible for the patient must make
the decision about treatment.

The variable in this study is whether the patient has been involuntary treated
with depot medication at discharge. Depot medication is used as a treatment; it is
seldom used as a chemical restraint for an acute crisis in Norway and was not
registered in this study. Not all countries make this distinction, which makes
comparison of studies across countries difficult.

Previous research. A literature review from 2006 concludes that there has been
very little published about involuntary medication (Helsetilsynet, 2006). In addition,
it is complicated because in the international literature there is often no distinction
between involuntary admission and involuntary medication. Some countries do not
have a juridical division between the two (Salize & Dressing, 2004a). There are also
indications of different definitions/practices of what is considered to be voluntary and

involuntary between different countries (Steinert & Schmid, 2004). In addition, as
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previously mentioned, there is not always a clear division between involuntary
medication as an intervention to calm the patient in an acute crisis or episode of
agitation and aggression, and long-term depot medication given for psychotic
symptoms (Kaltiala-Heino, Korkeila, Tuohimaki, Tuori, & Lehtinen, 2000).
International literature also often deals with outpatient involuntary medication in the
community rather than involuntary medication under admission (Bindman, 2004).
Only one Finnish study (Kaltiala-Heino, Valimaki, Korkeila, Tuohimaki, & Lehtinen,
2003) and one Norwegian study which deal with the epidemiology of involuntary
medication with comparable numbers (Helsetilsynet, 2006) were found. There are
also some studies about the types of patients who are involuntarily treated
(Christensen & Onstad, 2003; Jarrett, Bowers, & Simpson, 2008; Nicholson,
Ekenstam, & Norwood, 1996; Schepelern, Aggernaes, Stender, & Raben, 1994).
Patients’ perceptions. A study on patient and staff perceptions about forced
medication found that patients and staff did not share the same views of what patients
experienced when forcibly medicated. A minority of patients, and not as many as the
staff thought, retrospectively approved of the use of forced medication (Haglund, Von
Knorring, & Von Knorring, 2003). Further, a study from the USA on consumer
perceptions of pressure and force in psychiatric treatments showed that of 115 people
with mental illnesses who had been under treatment, 57% reported having been
pressured or forced into hospitalization. In the year before the survey, 30% of
respondents reported being pressured or forced into taking medication and 26% had
been pressured or forced into attending therapy or a rehabilitation programme. The
most common type of pressure or force was verbal persuasion. In general,
respondents reported negative effects from forced treatment, although the intensity of
effects varied by treatment area, and about half retrospectively felt that the forced
treatment was in their best interest. Many respondents believed that pressure or force
has an appropriate role in psychiatric treatment, although most wanted to maintain the
right to refuse any treatment that they considered was not in their best interest.
Differences in patterns of response to pressure and force in psychiatric treatment

highlight the variety of user experiences and the need to know more about the role of
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forced or pressured treatment in their lives (Lucksted & Coursey, 1995). It is
important to recognize that people react differently when forced into treatment or
medication use, and a number of them recognize the need for help or medication in

retrospect.
1.4  Research on coercion in mental health care

Major Norwegian and Nordic contributions. In the last decade, several PhD
theses have been written on the topic of coercion in MHC in Norway. This
demonstrates the actuality and importance of the topic in the contemporary
psychiatric debate. The theme of Solfrid Vatne’s dissertation was psychiatric nurses’
rationality for setting limits in an acute psychiatric ward (Vatne, 2003). The theme for
Rolf Wynn’s dissertation was the use of restraint and seclusion in a Norwegian
university hospital (Wynn, 2004b), Reidun Norvoll’s dissertation was on the topic of
shielding (Norvoll, 2007) and Knut Ivar Iversen’s topic was the use of coercion in the
delivery of MHC services in Norway (Iversen, 2008). Further, Professor Georg Hoyer
has carried out research, and has collaborated in a Nordic research network on
research into coercion in MHC (Hayer, 1986; Hayer, 1988a; Hoyer, 1988b; Hayer,
1998; Hayer, 2000; Hayer et al., 2002a; Hoyer, Engberg, Kaltiala-Heino, Kjellin, &
Sigurjonsdottir, 2002; Hayer et al., 2002b; Hayer, 2008). The Nordic countries have
produced many of the studies conducted in this field (Hoyer, 2008; Kaltiala-Heino et
al., 2003; Keski-Valkama et al., 2009; Kjellin, Ostman, & Ostman, 2008; Sjostrom,
2006). Recently, two Finnish PhD theses have also been completed on the topics of
coercion in Finnish civil psychiatric in-patients (Keski-Valkama, 2010), and the use
of seclusion and mechanical restraints in psychiatry (Tuohimaki, 2007).

Other research conducted in this area in Norway includes Maria Knutzen’s
Master’s thesis on the use of restraints, isolation and involuntary medication in an
acute psychiatric ward from 1994 to 1999 (Knutzen, 2001; Knutzen, Sandvik, Hauff,
Opjordsmoen, & Friis, 2007). In addition to this, and as a part of the Norwegian plan
for strengthening the mental health services (Sosial- og Helsedepartementet, 1997),

the research institute SINTEF has delivered a vast number of reports on the statistics
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of coercion in Norway (Bremnes, Hatling, & Bjorngaard, 2008a; Bremnes, Hatling,
& Bjorngaard, 2008b). Research in this field, compared to other fields in MHC, has
generally been sparse and the contributions come from individual researchers and
small research groups from a few sites in Europe and the USA. Some of the main
research questions remain unanswered (Hoyer, 2008; Kallert, 2008). From 2008, the
Norwegian Directorate of Health has taken the initiative for a national network for
research on the use of coercion in MHC and launched a national plan for the
reduction and quality assurance of use of coercion in MHC (Helsedirektoratet, 2006).

Major international contributions. International research contributions in this
area have come from small research groups from different parts of the world. One of
the earliest contributions to this field was the MacArthur Research Network in the
USA (Gardner et al., 1999; Hoge et al., 1993; Hoge et al., 1997; Hoge et al., 1998;
Lidz et al., 1998; Lidz et al., 2000). The MacArthur Coercion Study was designed to
provide information to policy makers, clinicians, patients and family members to
broaden and deepen the conversation about the appropriate role of coercion, if any, in
the provision of mental health services. Starting in 1988, this was possibly the start of
systematic research on the use of coercion. The research group developed several
instruments to measure patients’ perceptions (The MacArthur Perceived Coercion
Scale and Ladder) of coercion, which were later used in research worldwide
(MacArthur Research Network, 2001).

Recently, research contributions have also come from Germany (Kallert et al.,
2005; Kallert, Glockner, & Schutzwohl, 2007; Kallert, 2008; Salize & Dressing,
2004a; Salize & Dressing, 2004b; Steinert, Lepping, Baranyai, & Herbert, 2004;
Steinert, Lepping, Baranyai, Hoffmann, & Leherr, 2005; Steinert et al., 2007; Steinert
et al., 2009). The German research group has investigated the themes of outcomes,
ethics and epidemiology related to the use of coercion. In 2009, they investigated
differences in the use of seclusion and restraint rates in 12 European countries. They
concluded that there were huge differences in the amount of use, that the quality of
national health register data was poor and that efforts should be made to improve the

quality of national statistics on the use of coercion (Steinert et al., 2009). An
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additional research network has performed research on coercion in England, and
comparative studies between different European countries and Australia (Bowers et
al., 2005; Bowers et al., 2007; Bowers, 2009). They have developed the Attitude to
Containment Measures Questionnaire and have shown that there are differences in the
type of containment method used in different countries as well as differences in staff
attitudes towards them (Bowers et al., 2007; Bowers et al., 2004).

A Cochrane review of studies on seclusion and restraint was completed in 2003.
The conclusion, after reviewing 2155 citations, was that there were no controlled
studies that evaluated shielding and restraint. The authors commented that there were
reports of serious adverse effects from these techniques in qualitative reviews.
Alternative ways of dealing with unwanted or harmful behaviours need to be
developed. Continuing use of seclusion or restraint must therefore be questioned in
well-designed and reported randomized trials that are generalizable to routine practice
(Sailas & Fenton, 2003).

A British review of studies on the quality of care in acute psychiatric wards in
general concluded that there has been little in-depth ethnographic research on content
and quality of care in the UK since before the big ethnographic studies in the 1960s
and 1970s in the USA by Goffman (1961) and Stauss, Schatzman, Bucher, Ehrlich,
and Sabshin (1964). The reviewers remark that we do not know if that research still
gives a current picture of acute psychiatric care in Europe, nearly 50 years later

(Quirk & Lelliott, 2001).
1.5 Variation in the use of coercion

A consistent finding is considerable variation in the use of coercive measures in
comparable wards and geographical areas in MHC. This is found in Norwegian
studies (Bremnes, Pedersen, & Hellevik, 2010; Bremnes et al., 2008; Helsetilsynet,
2006) in studies in other countries (Betemps, Somoza, & Buncher, 1993; Carpenter et
al., 1988; Kalisova et al., 2007; Kaltiala-Heino et al., 2000; Kaltiala-Heino et al.,
2003; Kjellin et al., 2008; Korkeila, Tuohimaki, Kaltiala-Heino, Lehtinen, &
Joukamaa, 2002; Okin, 1985; Steinert et al., 2007; Way & Banks, 1990). Further, this
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variation is also found in comparative studies between different countries (Jansen,
2008; Martin et al., 2007; Sailas & Fenton, 2003; Seilas & Wahlbeck, 2005; Steinert
et al., 2009).

It is harder to understand the large differences in the use of coercive measures
within one country with one legal system than it is to understand the differences
between countries. An additional complication is that in Norway, the quality of data
about shielding, use of restraints and involuntary medication is still not satisfactory
and this makes the interpretation of the data difficult. This is probably the case in
other countries as well; it is difficult to get high-quality, complete data from health
registers.

Little is known about why this variation occurs, although several hypotheses
have put forward possible factors. Figure 1 shows the factors that may have an
influence on the amount of coercion used under hospitalization on psychiatric wards.
As the figure shows, many interaction effects are possible between the factors. The
Staff Attitude towards Coercion Scale (SACS) refers to the questionnaire developed

for the present study to measure staff attitudes to coercion.

Staff attitudes to
coercion(SACS)

Patlen.t . —— 1 Use of coercion { —/——— Other wgrq
characteristics characteristics

Other staff-related
factors

Figure 1. Factors that may explain the variation in the use of coercion on wards.
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Wynn has divided potential factors into four groups; structural factors, staff-
related factors, patient-related factors and treatment-related factors. The list is not
exhaustive and some of the factors may belong in several categories (Wynn, 2004b),
as follows.

Structural factors. These are variables of physical characteristics of the ward:
size of ward, double or single rooms, crowding and patient turnover (Betemps et al.,
1993; Carpenter et al., 1988; Cope & Encandela, 1998; Korkeila et al., 2002;
Palmstierna, Huitfeldt, & Wistedt, 1991; Palmstierna & Wistedt, 1995; Stolker,
Nijman, & Zwanikken, 2006; Way & Banks, 1990). Betemps et al. (1993) found that
among hospital characteristics, only geographical location was associated with
differences in the use of seclusion and restraint. They concluded that the large
geographical variations in the use of seclusion and restraint might be a function of
different standards of practice or of different state laws. Carpenter et al. (1988) found
that large-town hospitals had higher rates than suburban and small-town hospitals of
seclusion and restraint. The authors believe that clarification of regional variations in
assaultive behaviour is important for treatment and system planning. Some studies
have investigated organizational factors related to the use of coercion (Cope &
Encandela, 1998; Visalli & McNasser, 2000). The latter study concluded that the
success of a programme designed to reduce the use of seclusion and restraint could be
attributed to the organizational leadership and the interdisciplinary approach taken to
provide individualized treatment. Korkeila et al. (2002) investigated factors
predicting overall and “heavy use” of restrictive measures and differences in the
population-based rates of use of seclusion in three university psychiatric centres in
Finland. The individual institutions best predicted the overall use of restrictive
interventions, whereas previous commitment and involuntary legal status on
admission were factors predicting “heavy use” of these measures. They concluded
that implementation and monitoring of restrictive measures should be further
harmonized. Palmstierna et al. (1991) found that higher numbers of patients on wards

significantly increased the likelihood of aggressive behaviour. Way and Bangs (1990)
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also found that residence in a hospital with high rates of seclusion and restraint was
associated with a high probability of the patient being secluded or restrained. Stolker
et al. (2006) found a significant association between patients residing in multiple-bed
rooms prior to seclusion and a less negative view on seclusion. The finding suggests
that the ward environment may have a rather large effect on how seclusion is
perceived by the patients.

Staff-related factors. This includes factors such as staff—patient ratio, age and
sex of staff, experience of staff, proportion of unqualified staff, level of
qualifications, de-escalation training, staff turnover, staff and administration attitudes
(Betemps et al., 1993; Carpenter et al., 1988; Currier, 2003; Kaltiala-Heino et al.,
2003; Klinge, 1994; Kullgren, Jacobsson, Lynoe, & Kohn, 1996; Sattar, Pinals, Din,
& Appelbaum, 2006; Wynn, 2003; Wynn, Myklebust, & Bratlid, 2007). Betemps et
al. (1993) investigated possible factors that might predict the use of seclusion and
restraint and concluded that the large geographical variations in use may be a function
of the different standards of practice or state laws in the USA. Carpenter et al. (1988)
found that, compared with suburban and small-town hospitals, city and large-town
hospitals used seclusion more often than restraint. These hospitals also had a higher
ward census and a lower staff—patient ratio. Currier (2003) questioned whether staff
perception and attitudes influenced the use of “chemical restraint” or involuntary
acute medication in acute psychiatric care in the USA. Kaltiala-Heino et al. (2003)
found differences between hospitals in the use of involuntary medication. They
concluded that even if involuntary medication takes place mainly in the treatment of
those patients perceived to be the most unwell and perhaps the most resistant to
treatment, the treatment culture obviously plays a role. Klinge (1994) found
differences in staff attitudes towards the use of seclusion and restraint, and that the
gender and level of education of staff influenced their attitudes. Klinge concluded that
these differences in staff attitudes should have important implications for staff
training. Kullgren et al. (1996) also found gender differences between staff attitudes
towards the use of compulsory treatment, with women being more restrictive as

regards the use of restraints.
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Sattar et al. (2006) investigated if the psychiatry residents’ personal variables
(age, gender, level of training, previous experience and temperamental
predisposition) influenced the likelihood they would seek involuntary commitment.
They found that the level of staff training and residents’ risk-taking behaviour might
be linked to their decision to seek involuntary commitment. They concluded that
psychiatric residency training should address non-patient variables that may
inappropriately influence a resident’s decision regarding seeking involuntary
commitment. Wynn (2003) investigated Norwegian MHC staff attitudes towards
shielding and restraint and found that a majority of staff believed that the
interventions were used correctly. He also found that male staff members were more
critical of the use of coercive interventions, contrary to Kullgren et al.’s (1996)
finding that women were more restrictive towards the use of coercive interventions.
Staff preferred the use of restraints to shielding, although they believed that patients
were least accepting of this intervention. Wynn concluded that staff should be
informed of the negative effects of restraint and shielding and trained in less
restrictive ways of dealing with aggressive and violent patients.

Patient-related factors. This group of variables includes: patient’s diagnosis,
level of aggression, symptoms, age and sex of patient, ethnicity, time of day, and
season (Betemps et al., 1993; Carpenter et al., 1988; Kaltiala-Heino et al., 2003;
Knutzen et al., 2007; Korkeila et al., 2002; Steinert et al., 2007; Tuohimaki et al.,
2003; Way & Banks, 1990). Betemps et al. (1993) found that patients who had
received a diagnosis of schizophrenic disorder were secluded or restrained most
frequently. Kaltiala-Heino et al. (2003) analysed all episodes of seclusion and
mechanical restraint in a large, non-selected sample of civil admissions in Finland
and showed that the main reason for using shielding and restraints in everyday ward
practices was agitation and disorientation of the patient. Theoretically, the use of
seclusion and restraint are justified by the need to treat violent patients in
emergencies, but this was not the main indication for using these devices in this
study. The researchers concluded that there seems to be a need for clearer and more

comprehensive instructions for using seclusion and restraint at legislative- and health-
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care levels. Further, Tuohimaki et al. (2003) compared patients who were
involuntarily admitted because they were considered dangerous to themselves or
others with patients not admitted for this reason. They found no difference in the use
of coercive interventions in the two groups.

Korkeila et al. (2002) investigated factors predicting overall and “heavy use” of
restrictive measures and differences in population-based rates of the use of seclusion
and restraints in three university psychiatric centres in Finland using a retrospective
chart review. The individual institutions best predicted the use of restrictive
interventions, and previous commitments and involuntary legal status on admission
predicted “heavy use” of these measures. Steinert et al. (2007) investigated the
incidence of coercive measures in psychiatric care in 10 psychiatric hospitals. They
developed software able to process data and to calculate four key indicators for
routine clinical use. Data from 36,690 cases were examined. Patients with organic
psychiatric disorders (ICD-10, F.0) comprised the patient group most exposed to
coercive interventions. The incidence and duration of coercive measures varied
widely between different diagnostic groups and different hospitals. Use of detailed
guidelines for the use of seclusion and restraints was associated with a lower
incidence of coercive measures. Way and Banks (1990) examined the use of
seclusion and restraint in 23 adult public psychiatric hospitals in the USA in regard to
patients’ characteristics and facility effects. Patient characteristics associated with a
high probability of being coerced included being under 26 years of age, having a
relatively long length of stay on the ward, involuntary legal status, female gender, a
diagnosis of mental retardation and residence in a hospital with previous high rates of
seclusion and restraint. Knutzen et al. (2007) investigated the association between the
use of restraints and patient characteristics in a two-year retrospective study at a
department of emergency psychiatry. The rate of restraint was significant higher
among patients with an immigrant background, especially in the younger age groups.
They concluded that both patient age and immigrant background seemed to have an

effect on the use of restraint. Carpenter et al. (1988) also found that Afro-Americans
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and males were overrepresented compared with the rest of the hospital population in
regard to the use of seclusion and restraint.

Treatment-related factors. This includes variables about pharmacological
treatment, psychotherapeutic treatment, activities for patients, ward atmosphere,
treatment philosophy and ideology, regulations and guidelines on the use of restraint
and shielding, ward routines and transitions in ward routines (Betemps et al., 1993;
Bowers et al., 2004; Currier, 2003; Gaylin, 1974; Kullgren et al., 1996, Sattar et al.,
2006; Wynn et al., 2007). Betemps et al. (1993) found that only the geographical
location of hospitals was associated with large differences in the amount of use of
seclusion and restraint. They concluded that this may be a function of different
standards of practice or different state laws. Contradictory to this hypothesis, Bowers
et al. (2004) investigated the relationship between staff attitudes to different
containment methods and exposure to psychiatric education and practice. It was
hypothesized that the culture of psychiatry in the study country would socialize
students’ views towards the locally dominant pattern of relative evaluations. They
concluded that the relative evaluations of psychiatric containment methods are a
property of wider national cultures rather than isolated traditions of professional
psychiatric practice.

Currier (2003) discussed the different views of professionals on the use of
“chemical restraint” or forced medications used in an acute situation. The differences
include whether forced medication is considered an invasive intervention on the same
level as a mechanical restraint or whether it may be deemed clinically necessary and
have a beneficial effect. The professionals’ attitudes to this matter probably influence
their decision to use forced medication or not. Gaylin (1974) discusses a
psychoanalytic view of coercion. They conclude that professionals’ different basic
views on mental health and MHC may be one of the factors influencing how much
they tend to use coercive interventions.

Kullgren et al. (1996) examined the attitudes and ethical beliefs of psychiatrists
by asking them to comment on ethical statements related to clinical vignettes. In this

study, female psychiatrists tended to be more restrictive in suggesting coercive
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interventions. This is in contrast to other findings where women have demonstrated
greater willingness to use coercive interventions. Sattar et al. (2006) studied whether
psychiatry professionals’ personal variables influenced their decision to use
involuntary commitment. They found that the professionals’ level of training and
their risk-taking behaviour (temperamental dispositions) could be linked to their
likelihood of seeking to commit patients involuntarily.

Wynn et al. (2007) looked at psychologists’ attitudes to using coercion towards
patients. A majority would use coercion if the patient were violent. Among the
psychologists, higher age, female sex and prior experience with coercion were
positive predictors of willingness to coerce.

The main impression gained from studies on the variation in coercive measures
is that the results are contradictory and complex. Many of the studies have small
samples and the results may not be representative in other countries or settings.
Psychiatric in-patient services probably differ across decades in an historical context,
and between different countries, hospitals and even wards.

The main impression, however, is that geographical variation in the use of all
coercive interventions is a consistent finding in epidemiological and multi-site
studies, and this variation is not yet explained. Many of the studies conclude with the
assumption that the differences in the use of coercion may be explained by
differences in staff attitudes, ward culture or treatment ideology. If we understood
more of the process in which coercion is used, we may be better able to plan
interventions and programmes to reduce its use. There is therefore a great need for
studies that try to explain the variation from both a clinical and a scientific point of
view, like the present study.

The aim of this thesis is to investigate differences between Norwegian acute
psychiatric wards in the use of shielding, restraint and involuntary medication, and to
analyse patient, staff and ward influences on variations in use. Of staff variables, the

empbhasis is on staff attitudes to coercion.
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1.6  Staff attitudes and use of coercion

As previously shown, there are variations in how often coercive interventions
are used between different wards and institutions in Norway, and between different
countries. As already mentioned, many possible factors have been suggested that may
influence this. Differences in ward culture, treatment ideology, composition of
patients, size of ward and number of staff per patient are some of the factors
mentioned. Staff attitudes are often mentioned as a possible influence on the use of
coercion (Alem, Jacobsson, Lynoe, Kohn, & Kullgren, 2002; Bowers et al., 2004;
Brooks, 2006; Klinge, 1994; Tateno et al., 2009; van Doeselaar, Sleegers, &
Hutschemaekers, 2008; Wynn, 2003). Underlying this is an assumption that there is a
correlation between attitudes and behaviour. This is the main reason why attitudes are
seen as important targets of investigation. The term “attitude” is used rather loosely in
this study to convey the pattern of beliefs, judgements and feelings about the use of
coercion in MHC. A widely accepted definition of attitude is “...a psychological
tendency that is expressed by evaluating a particular entity with some degree of
favour or disfavour” (Eagly & Chaiken, 1993, p 1).

A traditional view of attitudes is that they have three interrelated components:
cognition, affect and behaviour. However, a preferred newer approach is to consider
these three aspects as separate and distinct entities: beliefs, attitudes and behavioural
intentions (Fishbein & Ajzen, 2005; Oskamp, 1991).

In social psychology, the study of the relation between attitudes and behaviour
is extensive. Classical social cognitive theory (Bandura, 1986), theory of reasoned
action (Fishbein, 1982), and theory of planned behaviour (Ajzen, 1991) are all social
cognitive models that are based on the assumption that attitudes can predict
behaviour. In this case, the assumption is that attitudes and personal values towards
the use of coercion predict and influence the decision-making process regarding the
actual use of coercion. However, later theories (Sjeberg, 2005) claim that attitudes
only predict behaviour to some extent, and that there are other variables that can

predict and explain behaviour, such as emotion, opportunity and economic realities.
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Cognitive dissonance theory (Festinger, 1957) is also relevant. It claims that not only
is behaviour predicted by personal attitudes, but that we also tend to alter or construct
our attitudes in retrospect to minimize discomfort when not acting in accordance with
our belief systems and attitudes. According to this theory, we may construct our
attitudes in retrospect to fit with our behaviour and not vice versa. The theories have,
however, been tested empirically, and this indicates that attitudes do, to some degree,
predict behaviour. For a more thorough, contemporary discussion about the
relationship between attitudes and behaviour, see Fishbein and Ajzen (2005). Figure 2
shows factors that may influence staff attitudes towards the use of coercion in MHC.
An aim in the present study was to investigate if differences in staff attitudes
towards coercion could explain the variation in actual use of coercion between wards.
As it was not found any questionnaire that investigated staff attitudes toward use of
coercion in general the first goal for this study was to develop a questionnaire for this
purpose. It was found little research that investigated patters in and which factors that
influenced on the formation of staff attitudes, and therefore this research question is

also included in the present study.
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Culiural factors

- Hospital culture

- Culture in local area

- Broader national culture

- Mational juridical legislation

Ward factors
- Group processes
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-Sex
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- Experience

- Profession
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Patient factors
- Behaviour

- Symaptorns

- Diagnosis

- Personality etc.

Figure 2. Factors that may influence staff attitudes towards coercion.

We have not fund any studies that investigate the relationship between staff attitudes
towards coercion and actual use of coercive practice on acute psychiatric wards.
There is, however, one study on the use of physical restraints towards the elderly
living in geriatric care settings in Sweden. The cross-sectional study of 33 nursing
homes and 529 staff members evaluated resident, staff, organizational and
environmental variables. The wards were classified in three groups: restraint free,
low-use wards and high-use wards. The study concluded that use of restraint on the
elderly was strongly related to the residents’ functional status and nursing staff
attitudes towards their use (Karlsson, Bucht, Eriksson, & Sandman, 2001). Some

studies have investigated staff, professional and psychiatrists attitudes towards
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different aspects of the use of coercive interventions. Because they are relevant to this
topic, they are also presented here.

Alem et al. (2002) investigated differences in ethical attitudes between
Ethiopian and European MHC professionals. Compared to the European sample of
professionals, the Ethiopian psychiatrists and nurses were more likely to recommend
involuntary hospitalization and apply restraints. This study showed differences
between countries in staff attitudes towards the use of coercion, but did not
investigate the influence of staff attitudes on the actual frequency of coercive
interventions.

Bowers et al. (2004) investigated differences in attitudes towards different
containment methods in student psychiatric nurses. Neither the relative evaluation of
methods, nor the intensity of those evaluations, changed systematically with duration
of training. The findings support the interpretation that the relative evaluations of
psychiatric containment methods are a property of wider national cultures, rather than
an isolated tradition of professional psychiatric practice. This study did not
investigate the relationship between staff attitudes and actual use of coercion.

Brooks (2006) investigated differences in attitudes towards involuntary
commitment in psychiatrists in the USA. Their conclusion somewhat contradicted
that of Bowers et al. (2004). They found that the psychiatrists’ attitudes were not
influenced by their personal characteristics of race, employment setting, and
experience with commitment or political climate of the state. However, they did find
the respondents’ support for the various commitment grounds to be most significantly
associated with what they believed was the law. This study did neither investigate the
relationship between attitude and actual use of coercion.

Klinge (1994) also investigated the opinions of forensic hospital staff on the use
of seclusion and restraint. Responses indicated that the staff tended to treat patients as
they themselves would want to be treated. Female staff believed that patients
experienced seclusion or restraint as positive attention, while male staff believed that
it was experienced as negative. Staff with more education believed that restraint,

seclusion and medication were overused. The author concluded that the findings that
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gender and level of education affect staff use of restraint and seclusion should have
important implications for staff training. This study did neither link staff attitudes to
actual use of coercion.

Wynn (2003) used a questionnaire-based design to examine the attitudes of
staff to restraint and seclusion in a Norwegian university psychiatric hospital. He
found that a majority of staff believed that the interventions were used correctly. Staff
working in wards with a high frequency of seclusion and restraint, and male staff,
were most critical of how often the interventions were used. Many of the staff
believed that the use of restraint and seclusion could violate patients’ integrity, harm
the provider—patient alliance and frighten other patients. Violence, self-harm and
threats were given as the main reasons for the use of restraint. Increased staffing and
more attention by level-of-care staff were cited as the most important strategies for
reducing the use of restraint and seclusion. The author concluded that there is a need
to inform staff about the negative effects of restraint and seclusion and for training
staff in less restrictive ways of dealing with aggressive and violent patients. The study
did not investigate the link between staff attitudes and actual use of coercion, but
asked staff to comment on constructed patient vignettes.

Tateno et al. (2009) also used a case-vignette design when investigating young
Japanese psychiatrists’ attitudes towards coercion. The results showed great diversity
in the likelihood of prescribing the use of restraint, and there was general agreement
among the psychiatrists that the case in the vignette should involve involuntary
admission and seclusion. They also found differences between the study hospitals,
with staff working in general hospitals tending to prescribe the use of coercion more
than staff in university hospitals.

Van Doeselaar et al. (2008) investigated professionals’ attitudes towards
reducing seclusion in The Netherlands. Their research question was whether the lack
of effectiveness of programmes to reduce the use of restraint could be related to the
attitudes of the professionals. They used a questionnaire on a sample of 540
professionals working in MHC. The design also included several other personnel and

organizational characteristics. They found that the more the professionals were
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involved in using coercive interventions, the more they believed in it. They also
divided the professionals into three groups based on their willingness to change their
practice. The three groups were named: Transformers, Doubters and Maintainers.
More than half of the psychiatrists (56%) were classified as Maintainers. The nurses
were more divided. The authors concluded that the professionals working in clinical
settings were not really opposed to the use of restraints and that this can explain the
limited effect of innovation projects.

As little research was found on the relationship between staff attitudes towards
coercion and the actual use of coercive interventions. Clearly, there is a need for

research on this topic, like the this study.
1.7  Ethical aspects and patients’ human rights perspectives

Use of coercion in mental health is ethically challenging and raises many
ethical questions and considerations. When coercive interventions are used in MHC,
some of the relevant ethical themes and challenges are as follows.

Human rights. The issue of human rights (HR) is not one with which
psychiatry has traditionally been occupied. Books on medical and psychiatric ethics
hardly mention HR (Bloch, Chodoff, & Green, 2003; Donna & Fulford, 2000; Riiyter,
Forde, & Solbakk, 2008). However, in the last decade, some articles have discussed
HR in relation to MHC and in the use of coercion (Bindman, Maingay, & Szmukler,
2003; Kuosmanen, Hatonen, Malkavaara, Kylma, & Valimaki, 2007; Liegeois &
Eneman, 2008; Lind, Kaltiala-Heino, Suominen, Leino-Kilpi, & Valimaki, 2004,
Parker, 2007; Prior, 2001; WHO, 2005).

Paper IV in this thesis argues for the view that patients’ HR should be
considered when they are treated in MHC, especially when involuntary treatment and
coercive interventions are used. The Human Rights states that all humans are
protected from ill-treatment and detention. Using coercion against someone,
deprivation of someone’s freedom and restrictions on a person’s life are usually
violations against the person’s HR. HR regulations do, however, allow the use of

detention and restraint when a person has an “unsound mind” and especially if the
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person is a threat to themselves or others. The concept of “unsound mind” is,
however, not objective or clearly defined and depends on subjective interpretation
(Sebye, 2011).

User involvement. In contemporary MHC, user involvement is the norm, and
use of coercion clearly violates principles of user involvement and participation.
Service users’ rights to participate in their own treatment are also fixed in the
Norwegian law of patients’ rights (Helse- og omsorgsdepartementet, 1999). A
Swedish study showed that only a minority of patients and relatives reported
participating in treatment and care planning, both of which are regulated under
Swedish law (Kjellin et al., 2004). Heightening user involvement and participation
may lead to a reduction in the use of coercive practices.

Patient satisfaction. There is a heightened focus on user involvement and user
satisfaction with health services, and a Norwegian study has looked at the relationship
between the use of coercion and patient satisfaction. The researchers investigated
legal, perceived and objective coercion received separately, and received
cumulatively, with a measure of accumulated coercion. They found that accumulated
coercive events significantly reduced both overall satisfaction, and satisfaction on
four of five subscales evaluating different aspects of treatment (Iversen et al., 2007).

Risk of doing harm. An important issue in the ethics of psychiatry is whether
the use of coercion may violate and harms patients. Testimonies from former patients
describe how they have been psychologically injured and traumatized by the
treatment itself (Frueh et al., 2005; Robins, Sauvageot, Cusack, Suffoletta-Maierle, &
Frueh, 2005; Thune, 2008; Vaaland, 2007). As previously mentioned, the literature
on restraint includes a long list of possible adverse effects and complications of being
restrained. This includes problems with elimination, pneumonia, circulatory
obstruction, cardiac stress, skin breakdown, poor appetite, dehydration, thrombosis,
and accidental death. Other complications reported are getting out of restraints,
vomiting, injuring self, injuring others and hostility or increased agitation (Hem et al,
2001; Mohr, Petti, & Mohr, 2003; Mohr, 2006; Zun & Downey, 2005). Persons who

have experienced sexual and physical abuse may respond especially negatively to
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being restrained, as they may re-experience trauma and additional harm (Wynn,
2004a).

Quality of care. The question of effect and outcome is a crucial one. If the use
of coercion can be ethically defended, one should know that it actually has a positive
effect on the individual exposed to the treatment. Until now, this has not been
demonstrated in research that is good enough to allow a conclusion to be drawn
(Heyer, 1998; Hayer, 2008; Kallert, 2008; Wynn, 2006). As commented in a German
study:

Research activities are remarkably few in number, especially considering

the frequency of involuntary measures and the controversial perception

or discussion of these measures among the persons concerned,

professionals, or a wider public. Many basic research questions still

remain to be adequately addressed, such as the long-term effects of

involuntary treatment. (Salize & Dressing, 2005, p 576).

As many researchers have now noted, data on the effectiveness of coercive
measures are lacking and there is no evidence base for involuntary commitment. The
few existing studies have focused mainly on outpatient commitment and show mixed
results (Steadman et al., 2001; Swanson et al., 2000; Swanson, Swartz, Elbogen,
Wagner, & Burns, 2003). Studies on this topic today often conclude that the
relationship between subjective and reported coercive incidents and outcome of care
are not yet fully understood and should be investigated in future research (Kjellin &
Wallsten, 2010).

Variation in use. Another ethical challenge is how to interpret the variation in
the coercive measures. In legislation, and from a HR perspective, it is an ethical
imperative that coercive practices are used only as the last intervention, after
voluntary interventions have been tried. If the variations in use of practice mean that
some places may potentially reduce the use of coercive interventions, there may be
HR consequences (Bowers et al., 2007; Bremnes et al., 2008; Carpenter et al., 1988;
Helsetilsynet, 2006; Kjellin et al., 2008; Kullgren et al., 1996; Okin, 1985; Salize &

33



Background

Dressing, 2004a; Way & Banks, 1990). There is also an ethical principle in MHC
called the principle of least coercive intervention (O’Brien & Golding, 2003; Wynn,
2002). This also emphasizes the need to understand more of the situations in which

coercion is used.
1.8 Aims of study and summary of research questions

As discussed, the use of coercion in MHC may threaten patients’ HR, and, for
ethical reasons, reducing its use to an absolute minimum should be a priority.
Consequently, all research aimed at reducing the incidence of coercive interventions
is important, as is research that aims to give more insight into the situations in which
coercion is used. The main aim in the present thesis is to develop a questionnaire for
the purpose and to explore the attitudes of staff towards the use of coercion in MHC
in acute psychiatric wards in Norway. In addition, the thesis examines variations in
the use of shielding, restraint and involuntary medication under hospitalization in
acute psychiatric wards in Norway and investigates if these variations may be
explained by staff attitudes, additional staff variables, ward or patient characteristics.

Paper I presents the development of a questionnaire to measure staff attitudes
and thoughts towards the use of coercion in MHC. In paper II, the questionnaire is
applied to a population of staff members to investigate patterns and geographical
variations in staff attitudes towards coercion. Paper III investigate variation in actual
use of coercion during hospitalization and the relation between the use of coercion
and patient, staff and ward characteristics. The use of coercion in MHC has
substantial ethical aspects, as implications for patients” human rights; paper IV
discusses the use of coercion in MHC from a HR perspective. The structure of articles

is shown in Figure 3.
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Paper |
The development of the
SACS questionnaire

Paper Il
Staff attitudes and thoughts
about the use of coercion in
acute psychiatric wards

Paper IlI
A crosssectional study of
seclusion restraint and
involuntary medication in
acute psychiatric wards:

Paper IV
Human rights in mental
health care

Patient staff and ward
characteristics

Figure 3. Structure of the four papers included in this thesis.

My research hypothesis was that staff attitudes towards the use of coercion

could explain some of the variation in use of coercion. I therefore wanted to

investigate if staff attitudes, ward or patient characteristics could explain differences

in the use of coercive interventions.

My aim and research questions were as follows:

1.

To develop a questionnaire that measure staffs attitudes towards

coercion in MHC (Paper I).

Are there differences between staff groups in attitudes to the use of

coercion in MHC? (Paper I and II)

Does this sample show the variation in the use of shielding, restraint

and involuntary medication shown in previous studies? (Paper III)

Are staff attitudes toward coercion, ward or patient characteristics

associated with the use of coercive interventions? (Paper I1T)

How may coercion in MHC be seen in relationship to users’ human

rights? (Paper IV).
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2 Methods
2.1 Design

The study was part of the Multicenter study on Acute Psychiatry (MAP) in
Norway in 2005 and 2006, which was carried out by an acute psychiatric services
network as a cross-sectional prospective study. The study is also presented in one of
the publications of the study group: “Treatment of schizophrenia with antipsychotics
in Norwegian emergency wards, a cross-sectional national study” (Kroken, Johnsen,
Ruud, Wentzel-Larsen, & Jorgensen, 2009). The research institute SINTEF Health
Research in Norway organized the network and co-ordinated the study with support
from the Norwegian Directorate of Health and Social Affairs. The study was
approved by the Regional Committee for Ethics in Medical Research and by the
Privacy Ombudsman on behalf of the Data Inspectorate. The Regional Committee for
Ethics in Medical Research approved the study without requiring consent from the

patients; thus, the study was restricted to chart data only.
2.2  Sample

Sample in paper 1. The sample in paper I includes data from staff from six
psychiatric departments consisting of 15 psychiatric acute and subacute wards. This
included data from 215 individual staff members. Staff groups in Norwegian acute
psychiatric wards are multidisciplinary and consist mainly of psychiatric nurses,
enrolled nurses, psychologists, MD, psychiatrists, physiotherapists and social
workers. The acute psychiatric departments included in paper I are the ones that are
not included in the main study presented in paper II and III. This means that together

this two samples include all acute psychiatric departments in Norway, expect one.

Sample in paper II. The sample in paper II consists of ward and staff variables.
Wards: Wards from 17 of the 23 acute psychiatric departments in the five

health regions of Norway were included, and the sample is considered representative

36



Methods

of Norwegian acute psychiatric wards. Thus, 75% of Norwegian hospitals receiving
in-patients for acute treatment were included. The sample consisted originally of 39
acute wards, which were categorized into three groups: four admission wards, 28
acute wards and six subacute wards. One ward was an intermediate term ward and
was removed from the sample. Not all wards could be linked to staff and patient data
in the multilevel analysis and paper II includes 33 wards in the multilevel analysis.
Additional data about ward variables included in the multilevel analysis in paper 11
can be viewed in Table 1.

Staff: Of the original 772 staff members who participated in the MAP study, we
had data from 651 individual staff members about their attitudes to coercion. In the
multilevel analysis, it was possible to link data from 529 individual staff. The number
of staff on the different wards was in the range of 3-50, with a mean of 20 and a
median of 18 persons on each ward who completed the questionnaire. When
estimated to full-time equivalents (Klimitz, Uhlemann, & Fahndrich, 1998),
approximately 60% of the staff on the wards in the sample had filled in the staff

questionnaires. Staff variables and frequencies are presented in Table 1.
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Table 1: Sample Characteristic: Staff and Ward Variables in paper 11

Variable Mean (%) n (%) Missing (%)
Staff-level variables (n = 651)
Women 386 (59) 30 (5)
Age (years) 4(1)
20-29 104 (15)
30-39 189 (29)
40-49 190 (29)
50-59 135 (21)
60+ 29 (5)
Acquired specialty in one’s field 312 (48) 13 (2)
Total years of work experience 18 (10)
Years of work experience in 10 (9) 43 (7)
MHC*
Profession 1 (0)
MDs 74 (11)
Psychologists 21 (3)
Nurses 335 (52)
Social workers, other
professionals® 43 (6)
Enrolled nurses 78 (12)
Day shift 119 (18) 8 (1)
Day and evening shift 340 (52)
Day and night 100 (15)
Night shift 84 (13)
Ward-level variables (n = 33) Mean (SD) n
Acute wards 29
Subacute wards 4
Staff-to-bed ratio 3.2 (0.8)
HoNOS total mean score® 1.24 (0.2)

"MHC = mental health care

®Professionals with three-year educations

“HoNOS = Health of the Nation Outcome Scales in the range of 0—4, with higher ratings indicating
more severe problems.
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Sample in paper I11. The sample in paper III consisted of ward, patients and
staff variables. To be included in the multilevel analysis, there must be no missing
data on the variable. Paper III includes 32 wards in the multilevel analysis. Figure 4

shows data that could be linked in the two different multilevel analyses.

Total sample Sample in paper Il Sample in paper Il
1214 inv. patients First multilevel Second multilevel
772 staff members analysis analysis

SACS data from 529 staff members 1016 inv patients
651 staff 33 wards 32 wards

39 wards

Figure 4. Total sample, and samples in paper II and III.

Wards: In paper 11, the sample was divided into acute and subacute wards, and
in paper III, the sample was divided into acute and admission wards, which gives
slightly different samples. The reason for this is that while a division between acute
and subacute wards seemed most appropriate at the time that paper Il was written, a
division between acute and admission wards seemed more adequate later when paper
IIT was conducted. The admission wards have very short stays and serve like a gate-
keeper to the other wards. Because of this, they are perhaps the wards that differ most
from the other acute psychiatric wards. Ward variables consist of data about the staff
attitudes to coercion, staff-to-bed ratio, and whether the ward was located in an urban

or rural setting. Ward-level variables in paper III are shown in Table 2.
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Table 2: Ward Variables in paper I1I

Ward Variables

Acute wards 28
Admission wards 4
Mean number of beds (SD) 11(3.5)
Mean staff-to-bed ratio (SD) 3.5(0.8)
Wards in urban area® 8
Wards in rural area 24
Staff Attitude towards Coercion Scale” \

Coercion as offending (mean, SD) 2.9(0.2)
Coercion as care & security (mean, SD) 4.2 (1.6)
Coercion as treatment (mean, SD) 2.5(0.2)

*Ward in city with more than 100,000 inhabitants.
"Scale is in the range of 1-5, with higher ratings indicating higher agreement with attitude (mean
score).

Patients: The sample consisted of a total of 3572 patients. We estimate this to
be approximately 95% of the patients admitted in the three-month inclusion period.
Of these, 1214 patients were involuntarily admitted. This constituted 35% of all
patients admitted in the period. Patients on involuntary observation (19%) and
involuntary admission (16%) were combined in this sample. Coercive measures are
used almost exclusively on involuntarily admitted patients. Hence, voluntarily
admitted patients were excluded from the multilevel analyses. For the multilevel
analysis it was possible to link data on patients and wards for 1016 involuntarily

admitted patients. Patient variables in paper III are presented in Table 3.
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Table 3: Characteristics of Total Sample and Involuntarily Admitted Patients in paper
I

Total Sample  Involuntary Adm

Patient Variables 3462 (100%) 1214 (35%)
Mean age (SD) 40 (15.5) 40 (16.7)
Sex (women/men) (%) 1710/1752 (49/50)  587/625 (48/52)
Norwegian background (%) 3077 (89) 1053 (88)
Non-Norwegian background (%) 350 (10) 144 (12)
Not having own home (%) 715 (21) 305 (25)
Previous contact with MH services (%) 2572 (74) 864 (72)
GAFS at admission (mean, SD)* 36 (12) 31(11)
GAFF at admission (mean, SD)" 38 (11) 34(11)
F 20-29 diagnosis (%) 831 (24) 460 (41)
Health of the Nation Outcome Scales ® mean (SD) mean (SD)
HoNOS 1 (overactive & aggressive) 0.96 (1.23) 1.47 (1.37)
HoNOS 2 (self-injury & suicidal) 0.96 (1.35) 0.77 (1.30)
HoNOS 3 (drinking & drugs) 1.09 (1.45) 1.02 (1.45)
HoNOS 4 (cognitive problems) 0.91 (1.13) 1.24 (1.29)
HoNOS 5 (physical illness & disability) 0.67 (1.08) 0.65 (1.07)
HoNOS 6 (hallucinations & delusions) 1.35 (1.44) 2.02 (1.47)
HoNOS 7 (depressed mood) 1.65 (1.23) 1.25 (1.26)

AGAFS = Global Assessment of Symptoms Scale

’GAFF = Global Assessment of Functioning Scale

*Scale is in the range of 0—100, with lower ratings indicating more severe problems.
“Scale is in the range 04, with higher ratings indicating more severe problems.

Inclusion of patients. Patients were included in the study over a period of three
months, and data were collected at admission and at discharge. Data collection was
completed two months after admission if the patient had not been discharged in this
time, although most patients were discharged before this. Mean duration of stay on all
wards was 7.4 days (SD = 11.2). Mean duration of stay was 9.5 days (SD = 12.5) for
the “traditional” acute wards and 3.2 days (SD = 6.0) for the very short-stay wards
(admission wards). A very few patients may have had more than one admission in the
three-month inclusion period. For the same wards, data were collected on the number
of beds, staffing, staff characteristics and attitudes towards coercion at the beginning
of the inclusion period. Figure 5 gives an overview of the data collection, including

the data that were collected at admission and at discharge.
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Hospitalization(use of shielding, restraints and
involuntary medication )

I At admission I At discharge

! Registration of patient characteristics ! Registration if patient has been exposed to the
1 HONOS | three coercive measures during the stay

| GAFF & GAFS | ICD-10 diagnosis

1 1

Figure 5. Schedule for data collection during the inclusion period of three months.

2.3 My position

Thru my period as a Ph.D. scholar, I have been asked if not my own views
about ethics and quality of care in MHC may have influenced on my interpretations
of my findings. The purpose of scientific work and publishing is that they are to be
transparent and thoroughly describes methods and findings in such a way that other
researchers may follow the process and argumentation. In this way, the readers can
read for themselves and evaluate if my own standpoints have influenced on my
conclusions. I do think all researcher have they own opinions, values and ethical
views which influence on their choice of research topic. In such ways, I do not think
my position is very different. I do however think that my experience in doing clinical
work and my studies in ethics have made me suitable to choose a needed and
important topic for research. As quality insurance for my interpretations of the data,
my papers are written in collaboration with other more experienced researchers than
myself. Especially the second author (Johan Haakon Bjerngaard) who have
conducted the multilevel analysis, have contributed in the interpretations of the data.

Personally, I feel safe that my interpretations are reasonable given the present data.
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2.4  User involvement in the study

Mental health service users have been involved in several aspects of this study.
This PhD thesis had funding from Health and Rehabilitation (Helse & Rehabilitering)
through the Norwegian Council for Mental Health (Rédet for psykisk helse). The
main study (MAP) had a reference group of users from the major user organizations
(Mental Health Norway, National Association for Relatives in Mental Health
Services) together with representatives from several types of health services. A user
researcher was involved in the making of the SACS questionnaire, and a group of
“expert” users and professionals was involved in the construct validity testing of the
SACS. The clinicians and mental health researchers were considered to be experts in
this field because they had long experience with working in and with the services.
The users were considered to be experts because they had experience with using the

services and had worked as user participants in different user organizations.

2.5 Definition of coercive measures

Coercive measures during hospitalization in this study were defined as
shielding, restraint and involuntary medication. At the time of patient discharge, a
questionnaire was completed. The questionnaire registered whether the patient had
been subject to shielding or restraint during their stay. For the involuntary medication
variable, the questionnaire asked if the patient had been given involuntary depot
medication. The instruction to the wards was that a person who knew the patient well
should complete the discharge questionnaire. This could be the patient’s contact

nurse, MD or psychologist responsible for treatment.
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2.6  The Staff Attitude towards Coercion Scale

The Staff Attitude towards Coercion Scale was developed for this study to
measure staff attitudes about the use of coercion in MHC. The 15-item questionnaire
gives three subscales that represent three different clusters of staff attitude as follows.

1. Coercion as offending (critical attitude)

This dimension represents the view of coercion as offensive towards
patients. This dimension consists of the items that are most critical to the
use of coercion and focuses on a wish to reduce the use of coercion. Other
aspects in this view are that coercion is potentially harmful and offensive
towards patients and can violate the relationship between caregiver and
patient. It also contains statements that claim that the use of coercion
could be reduced if staff had more time available to be with the patients
and talk with them.

1I. Coercion as care and security (pragmatic attitude)

This dimension represents the view of coercion as being required for care
and security. This dimension consists of items that focus on the use of
coercion for security reasons, and the opinion that using coercion is
perceived as giving care. This attitude can be considered to be a middle
position and has a pragmatic view of the use of coercion. In this view, the
use of coercion is not considered to be positive or wanted, but necessary
for safety and security reasons. Other aspects in this attitude are the
assumption that when people are in a crisis, they sometimes have to be
cared for by others. This position represents some element of mild
paternalism, which is considered to be taking care of someone.

II1. Coercion as treatment (positive attitude)

This dimension represents the view of coercion as a treatment
intervention. This dimension includes the items that have the most
positive view of the use of coercion. One item says that more coercion
should be used in MHC. The two other items suggest that the use of
coercion towards patients who are regressive and who lack insight is
necessary. This is a common assumption in mental health nursing
literature. This position represents a strong element of paternalism, and
the paternalism is regarded as a treatment intervention.
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Items in the three subscales. Items are arranged in descending order of factor loading
strength.
1. Coercion as offending (critical attitude)

Use of coercion could have been much reduced, by giving more time and
personal contact.

Scarce resources lead to more use of coercion.
Coercion violates patients’ integrity.

Too much coercion is used in treatment.

Use of coercion can harm the therapeutic relationship.

Use of coercion is a declaration of failure on the part of mental health
services.

1I. Coercion as care and security (pragmatic attitude)

For security reasons coercion must sometimes be used.

Coercion may represent care and protection.

Use of coercion is necessary as protection in dangerous situations.
For severely ill patients, coercion may represent safety.

Coercion may prevent the development of a dangerous situation.

Use of coercion is necessary for dangerous and aggressive patients.

1II. Coercion as treatment (positive attitude)
Patients without insight require the use of coercion.
Regressive patients require the use of coercion.

More coercion should be used in treatment.
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Development and initial validation of the instrument. The initial pool of items
was developed through a process in which a group of mental health researchers acted
as a focus group. The aim of this process was to formulate items that represented
different kinds of attitudes and opinions towards using coercion in MHC. The work
was based on theory and studies considered to be relevant to staff reasons for using
coercion, seclusion and boundary setting in MHC. The group also contained a user
researcher to facilitate the user perspective. The research group’s own clinical
experience was that the reason for using coercion was for security reasons, to give
care or as treatment. This is congruent with the dimensions identified in the literature
review described above. The aim of the item construction was to ensure that the items
covered this diversity of attitudes and opinions of using coercion. The items were
then sent to other service users, mental health clinicians and researchers for comment.
The initial questionnaire at the end of this process contained 22 items. In June 2005,
the questionnaire with the initial 22 items was pilot tested and data from 137
individual staff members was collected. SPSS was used to perform an exploratory
principal component analysis with Varimax rotation. This gave six dimensions with
an eigenvalue above one. This explained a total of 61% of the variation. The items
with dimension loadings less than 0.40 were left out, as were items that left a higher
Cronbach’s alpha for a dimension when removed. This process reduced the
questionnaire from 22 to 15 items, and the number of factors from six to five. Both a
five-dimension and a three-dimension model were then explored and discussed as
working models. The five-dimension model was eventually rejected in favour of the
three-dimension model, which was considered to be statistically and clinically
meaningful. The three-dimension model also harmonized with theoretical models and
previous studies that were used as a working hypothesis during item selection and
scale construction. As a conclusion, 15 items and the three-dimension model were
chosen for the final SACS questionnaire. The questionnaire is presented in the
Appendix and additional psychometric qualities of the questionnaire are presented in

the Result section.
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2.7  Health of the Nation Outcome Scales

The Health of the Nation Outcome Scales (HoNOS) is a 12-item instrument that
was developed in the United Kingdom in 1996 to quantify and thus potentially
measure progress in patient mental health during treatment. It covers clinical and
social functioning with reasonable adequacy (Wing et al., 1998). The scales are rated
by staff on a scale in the range of 1-4, with higher ratings indicating more severe
problems. The subscales used in this study are:

» HoNOS 1: Overactive, aggressive, disruptive or agitated

behaviour
» HoNOS 2: Non-accidental self-injury and suicidal attempt
» HoNOS 3: Problem drinking or drug taking
» HoNOS 4: Cognitive problems
» HoNOS 5: Physical illness or disability problems
» HoNOS 6: Problems associated with hallucinations and delusions
» HoNOS 7: Problems with depressed mood

To increase the reliability of the data, staff members were trained in using the
scales before the data inclusion period, using the training model developed for

HoNOS in the United Kingdom.
2.8 Statistical methods

Multilevel regression analysis. Health services research regularly involves
questions in which individual outcomes, such as patient outcomes, are influenced by
contextual factors, such as ward characteristics. Hence, explanatory variables may be
defined at both the individual and contextual levels. Analytically, this raises some

important methodological challenges. Standard statistical tests lean on the assumption
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of independence between observations, which is obviously not true if the context is
an important factor. If this assumption is violated, estimates of standard errors may be
too narrow. The causal process affecting the probability of the outcome is likely to be
affected both by individual and shared contextual factors, such as patients within
wards. The multilevel framework allows for simultaneous analysis of both individual
and contextual variables and also takes into account the clustering structure of data
(Leyland & Goldsted, 2001).

Paper I1. In paper 11, data about staff attitudes towards the use of coercion were
analysed using multilevel regression analysis. The sample comprised two hierarchical
levels (patients and wards). This analysis simultaneously examines the contribution of
ward- and staff-level characteristics. The regression intercepts were allowed to vary
randomly across wards, making possible an estimation of the variance attributed at
the ward versus the staff level. The intraclass correlation coefficient (ICC) is a
measure of the degree of agreement between staff members from the same ward.
When multiplied by 100 it can be interpreted as the percentage of variance attributed
to the ward level. The dependent variables were treated as continuous variables and
linear regression analysis was performed. Differences were considered significant
when p < 0.05. Multilevel regression analysis was performed using the software Stata
(http://www .stata.com).

Paper I11. In paper 111, multilevel regression analysis of coercion, ward and
patients characteristics was completed. The sample comprised two hierarchical levels
(patients and wards), and the dependent variables had two values (0 =no use and 1 =
use). Multilevel logistic regression in Stata was applied. Selection of variables for
multilevel analysis was based on theoretical considerations. The number of cases
limited the number of variables that could be included in the analysis.

In the present analysis, this framework allowed the estimation of the
relationship between coercion use and patient- and ward-level characteristics (fixed
parameters), and the estimation of variance in coercion probability between wards

that was not accounted for by individual- and ward-level factors. The variance
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attributable to the ward level was estimated with the ICC (Snijders and Bosker,
1999).

Because the patients have been at risk of coercion for different lengths of time,
the multivariable analysis is adjusted for patients’ length of stay on the ward (LOS)
and LOS? to take nonlinearity into account.

Principal Component Analysis. In designing the SACS questionnaire, SPSS
version 15 was used to perform explorative principal component analysis with
Varimax rotation. This procedure is presented in paper 1.

Descriptive Statistics. SPSS version 15 was also used to perform additional

analysis of descriptive statistics in paper I, IT and III.
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3 Results

3.1 Summary of paper 1

The Staff Attitude towards Coercion Scale: reliability, validity and feasibility.
A 15-item questionnaire was developed through a process that included item
construction and sampling, a pilot study and tests of reliability and validity. The
questionnaire was tested on a sample consisting of 215 staff members from 15
multidisciplinary staff groups in acute and subacute psychiatric wards in Norway.
Descriptive statistics and Cronbach’s alpha were used to examine the psychometric
properties of the items, and principal component analysis was used to analyse the
dimensional structure. The process of developing the SACS questionnaire is shown in

Figure 7.

2005
Item Selection Pilot study on Concept 2006 Sample
-theory \ | 17 wards and \ Principal \ | validity test \.| SACS made \ Paper |
-experience 137 staff component by 18 experts with 15 wards
-expert group “/ members “/ analysis “/ and service “/ 15 items and “/ 215 staff
-service user 22 items users 3 dimentions members

involvement

Figure 7. The process of developing the SACS questionnaire.

Structure of subscales

Explorative principal component analyses with Varimax rotation showed that
the three-dimension model from the pilot study sample was replicated in the sample
in paper I, had an eigenvalue above 1.6 and explained 49% of the variation. Results

from the principal component analysis are presented in Table 4.
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Results

Reliability. The internal consistency (Cronbach’s alpha) of the subscales was 0.70,
0.73 and 0.69. The correlations between the three subscales are shown in Table 5. All
correlations are statistically significant at the 0.01 level (two-tailed). The correlations
are considered to be moderate. This supports the use of three subscales. However,
moderate correlation coefficients and high internal reliability for the whole scale
(Cronbach’s alpha = 0.78) also indicates that the scale also may give meaningful
results when used as one dimension. Items in the Coercion as offending attitude are

reversed when used as one dimension.

Table 5: Pearson Correlations* between the Three Subscales

Offending Attitude  Security Attitude  Treatment Attitude

Offending attitude 1 -0.203 —0.134
Security attitude -0.203 1 -0.231
Treatment attitude —-0.134 0.231 1

* All correlations are statistically significant at the 0.01 level (two-tailed)

Additional psychometric properties (mean, SD and skewness) of items and

dimensions are presented in Table 6.
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