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A BSTRACT
Psychiatric commitment has been a central subject in mental health care. It has been surrounded with ethical and legal issues
basically focusing on individual’s autonomy and legal rights. This review aimed to explore the outcomes of psychiatric
commitment on the lives of the individuals subject to this intervention despite these legal and ethical issues. Outcomes of
involuntary commitment were leaning more towards its risks on individuals but poses benefits on health system and society.
Therefore, more qualitative and quantitative studies focusing on benefits of psychiatric commitment are needed.
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1. I NTRODUCTION

to self in terms of suicide or self-care deficit.[2] Stulz et
al.[4] further listed several patient variables which include
severity of symptoms, psychotic symptoms like hallucinations and delusions, potential harm to self and/or others,
suicidal tendencies, alcohol and substance abuse, previous
hospitalizations, self-care deficit, among others. Though
these criteria may be valid, the “dangerousness” criteria have
been under series of discussions due to the lack of definite
and clear standards on its measure and the people involved
in evaluating such criteria.[5]

Psychiatric commitment has been a central subject in mental health care as numerous studies and reviews continue
to discuss and debate on the potential benefits and risks of
psychiatric commitment. Definitions and inclusion criteria
of psychiatric commitment vary across countries depending
on the legal standards established.[1] In China, the Mental
Health Law of 2007 stated that an individual may be handled
by hospitalization for medical protection by a guardian or
family if he/she is evaluated to be in need of hospitalization but refused to comply and if he/she poses danger on Methods in implementing psychiatric commitment include
himself/herself or the public.[2]
consideration of individual’s autonomy, and decision-making
There were three approved criteria for involuntary detention powers or referrals which may follow mandates that place the
or admission namely, harm to self, harm to others and inabil- power to decide to non-medical authorities such as judges,
ity to care for self.[3] What has been the long-time common courts, government officials, or social workers as well as famcriteria is mentioned in the study by Lin-Ying H, which are: ily or significant others and decisions of the mental health
(1) threat to others due to psychiatric illness, and (2) threat professionals according to legal provisions.[6] Bola and col∗ Correspondence: Rizal Angelo Natoza Grande, EdD; Email: dr.ragrande@gmail.com; Address: Department of Mental Health Nursing, College of
Nursing, University of Hail, Hail City, Kingdom of Saudi Arabia.
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leagues’ study[7] in South Korea revealed that more than
half (66%-77%) of involuntary admissions were referred primarily by the family while Rotvold and Wynn[8] accounted
25% in their study. Family involvement in the involuntary
admission of the patient may pose long-term consequences
in terms of relationship with the patient.[9]
In terms of the power of authorities, Ran[10] reported a case
of a man who was involuntarily admitted to a psychiatric
hospital for six and a half years due to the township government’s plea to have him sent to a mental hospital as the
man constantly tried to sue the local government about a
mistreatment of a disabled woman. The man was diagnosed
as “litigious paranoia” and went under electronic shock treatment, tried to escape and made suicide attempts. The case
reached the public knowledge and was reinvestigated leading
to the dismissal of the town officials involved due to misuse
of their power to produce a fake certificate stating that the
man had a certain mental illness. While individuals subject to
this treatment should be central in the plan of care, this case
displays a deviation from upholding an individual’s rights.[11]
Given these points, it has remained a challenge for authorities
and mental health professionals to continue its implementation because of its limitations due to the variety of issues
such as legal, mental, social issues accompanying as it has
been seen to lean more towards reducing risks on the patient and individuals around him/her more than alleviating
symptoms and producing therapeutic effects.[12] A patientcentered, recovery-oriented practice should be applied in
implementing this intervention to upholding rights of individuals subject to involuntary commitment.[13] Thus, this review
aimed to explore the outcomes of psychiatric commitment
on the lives of the individuals involved in such intervention
despite legal and ethical issues.

2. M ETHODOLOGY
Studies on psychiatric commitment were searched through
the electronic databases Proquest, CINAHL, PubMed and
Medline Plus. The descriptors that were used to locate the
articles include “psychiatric commitment”, “involuntary commitment”, civil commitment”, “outcomes of involuntary commitment” and were limited to English text only. The inclusion criteria were that the studies should have been published
from 2007 until present, those that allowed full text access
and full research articles relevant to the outcomes of psychiatric commitment and matches with the purpose of this
integrative review. In the initial search there were 100 studies
meeting the keywords, and from the initial reading of the articles and checking it against the focus of this study, they were
trimmed down to 40. Another round of reading and checking
Published by Sciedu Press

2017, Vol. 5, No. 3

were employed to determine if the study matches accurately
with the main objectives that lead to a final number of 12
studies (see Figure 1).
Upon identification of all studies, analysis of the articles was
done to classify which are focused on the outcomes of psychiatric commitment and those that are not and were based
on the inclusion criteria and the objectives of this review.
Evaluation of these articles was based on the article title and
their abstracts. Should the title and abstract provided limited overview of the whole study for selection, a review of
the full article was done. Analysis and synthesis of data extracted from the classified articles were done in a descriptive
manner. The process used in this methodology was based
on the framework used in an integrative research review by
Whittemore and Knafl[14] (see Table 1).
Validity and reliability of data procured
The studies presented in this integrative review were carefully chosen based from a set of guidelines and inclusion
criteria such as the date of the studies that should be the latest
possible study available from all sources and databases, that
the studies should provide complete and accurate information
on the focus of this integrative review which is on patient
outcomes of involuntary psychiatric commitment and does
not repeat and present the same context and finding found
in other studies or literatures. During the initial search, the
studies underwent analysis and critical review by the authors
and suggestions were sought from experts in the field of psychiatric nursing, medical psychiatry and experts in law. Their
expert advice and intelligent appraisal of the results of the
search resulted to a bias free derived studies, expert evaluated
findings and seamless compilation of studies required by this
integrative review.

3. R ESULTS AND DISCUSSION
The search for studies harvested 100 articles of which were
searched through the mentioned databases. Out of these
articles, 40 studies met the inclusion criteria. The data provided by these studies were compiled, organized by themes
noting similarities and differences. After a more and thorough review, 12 studies exactly and completely fit all the
protocols and findings needed to include in this study. These
studies, reports and cases were derived from ten countries:
UK, USA, Canada, Norway, Switzerland, Germany, France,
China, South Korea and Brazil (see Table 2).
3.1 Outcomes of psychiatric commitment
3.1.1 Patient outcomes
The key towards recovery is facilitating treatment compliance
and participation. Outcomes of involuntary hospitalizations
11
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greatly affect the individual’s perception on the treatment. although, there were studies that found the positive aspect of
Patient outcomes lean more toward the negative implications this practice.
of implementing involuntary treatment among individuals

Figure 1. Flowchart of studies selection and derivation of final studies included in the integrative review
In the United Kingdom, a qualitative study by Katasakou et
al.,[15] the perceptions of those patients who were involuntary
hospitalized after the experience were explored. Their perceptions were classified to positive feedback, negative and
ambivalent views. Patients who reported positive views on
their involuntary hospitalization stated that the said intervention was necessary for them to ensure treatment adherence,
prevent further harm and provide opportunity for them to
12

recover in a safe place. Also, they perceive that they were
generally unwell to recognize their need for the treatment
so they might have refused the treatment therefore, coercive
measures were needed. In contrast, patients who perceived
that their involuntary hospitalization was not an effective
choice for them stated that there could have been more effective and less coercive interventions that should have provided
to them as they felt an unjust breach of their autonomy. Those
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patients with ambivalent views on their involuntary hospitalization share the same sentiments as those with positive and
negative perspective and stated that they should have stayed
less time in the hospital or given other ways to improve
his/her mental health status such as exercises, etc. Some
studies showed that patients reported satisfaction with their

2017, Vol. 5, No. 3

care, had improved attitudes toward treatment and that they
felt less coerced in their daily interactions with staff, reduced
aggression, cooperation with treatment and improved Global
Assessment of Functioning scores. There are also factors that
affect patient’s experience during involuntary confinement.

Table 1. Framework of Integrative Review as proposed by Whittemore and Knafl[14]
Stage of Review

Problem identification

Literature Search

Data Evaluation

Data Analysis

Presentation

Illustration of Decisions and Issues
Psychiatric commitment has been a practice in the field psychiatry and mental health nursing for so many years
now, however, it still remained on issue of whose jurisdiction it is. Is it the law, that has the power to uphold or
remove ones civil rights or science that has the knowledge to determine when the mind does not function anymore
as required by society. Though mental disorders are universal phenomena that impact the life and wellbeing of the
affected person, family and even the community at large, geographically and politically, some factors draw the
line between whose authority to control one’s freedom and whose intelligence can decide whether someone is
unable to exist to enjoy that freedom. Therefore, literatures, theories, proven and well tested studies, laws,
policies, jurisprudence, statutes, records, databases and all sources available to explain the outcomes of
psychiatric commitment to a person should be sought together with the underlying laws being mandated to some
states, countries and territories on this issue.
With a focus in mind on the issue of involuntary psychiatric commitment especially on its outcomes to a person,
the keywords “psychiatric commitment,” “involuntary commitment,’ “civil commitment,” “outcomes of
involuntary commitment” were searched from known nursing studies databases such as PubMed, CINAHL,
Proquest and Medline Plus covering the years 2007-2017 procuring as much as latest studies as possible. Initially,
100 studies were searched and downloaded using the keywords mentioned and with available complete study.
After a more thorough review of the studies and articles while bearing in mind the specific focus of the search, it
was cut down to 40 studies and eventually to 12 studies upon a more critical review of them.
The 12 studies downloaded that completely suit the needs of this integrative review were carefully read, checked
for further fitness, determined its comparison and contrast to each other without going further away from the main
problem of this integrative review.
All the 12 studies on involuntary psychiatric commitment are unique in their methods, sampling, data treatment,
results and more importantly findings but their focus is shared. They all discussed the different outcomes as well
as laws and policies that exist within each state and country where these studies were adopted from. These
countries are the USA, UK, Brazil, Canada, China, South Korea, Germany, Switzerland, France and Norway.
Each study was read and re-read, synthesize and checked for accuracy to determine if it discussed the topic at
hand. Other quality checks for validity and reliability were implemented as well by comparing it to other existing
studies and articles that discusses the same context but do not provide needed findings as required by this present
integrative review.
A synopsis of each study was explained in narrative form in this integrative review so to present diverse practices
and implemented laws of different countries on involuntary psychiatric commitment. More so, its outcomes to
persons affected and who have had the treatment.

While in Germany, Jendreyschak et al.[16] conducted a retrospective analysis of 10,547 admitted patients from years
2004-2009 in three Child and Adolescent Psychiatric (CAP)
hospitals and found out that commitment laws and other legal
instruments for regulating involuntary placements are inconsistent and a standardized description or systematic analysis
is needed. Their study suggests that the influence of demographic, institutional variables and care and health services
aspects should also be investigated as part of a comprehensive psychiatric evaluation of patients admitted in various
psychiatric facilities.
In Brazil, as reflected in the study of Casella and Loch[17]
religious affiliation was determined as a predictor of involuntary psychiatric admission. The study involved eighty eight
patients who were voluntarily admitted and eighty one involuntarily admitted. It was found out that cultural factors
related to religious affiliation of the admitted patients might
Published by Sciedu Press

play an important role in deciding their psychiatric hospitalization legal status. It further revealed the importance of
dealing with the subject of religion with patients who are
involuntarily admitted in a psychiatric facility.
Another study in the USA, McNiel and colleagues[18] found
an association between satisfaction with treatment and less
perceived coercion, better working alliance, and decrease
levels of psychological reactance, which is consistent with
Sheehan and Burns’ study findings[19] that patients who were
admitted involuntarily had higher proportion of reported high
coercion (89%) as compared with those who were voluntarily admitted (48%). To better these factors, the key is active collaboration between the patient and significant others
and the health care provider which requires treating patients
with respect, honesty, dignity therapeutic relationship, also,
maybe enhance through training and supervision of the mental health professionals.
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Table 2. Profile of studies (2007-2017) (n = 12)

1

Author, Year, Site
Burns, Rugkasa,
Molodynski, Dawson,
Yeeles, Vasquez, Voysey,
Sinclair, Priebe, 2013,
United Kingdom

Method, Sampling, Instrument

Design, Treatment of Data

Significant Findings

Random sample of 442 patients involuntarily admitted
aged 18-65 years old for a period of one month

Quantitative: randomized
controlled trial using random
assignments

Imposition of compulsory supervision does not reduce the
rate of readmission of psychiatric patients. It does not
support reduction in overall hospital admission to justify
the significant curtailment of patients personal liberty

Admission from November 2010 to October 2011 using
configural frequency analysis of main diagnosis to
treatment settings decisions. There were 2020 referrals to
inpatients treatment with 837 outside the opening hours of
the unit for clinical decision making (UCDM). 600
patients were seen in UCDM, 589 were hospitalized with
no UCDM exam

Quantitative: using medical
databases of PDAG or
Psychiatric Services Aargu

A specialized UCDM managed by clinical experts will
help identify cost effectiveness alternatives of psychiatric
hospitalization

2

Stulz, Nevely, Hilpert,
Bielinski, Spisla, Maeck,
Hepp, 2014, Switzerland

3

Katsakou, Rose, Amo,
Bowers, McCabe, Oliver,
Wykes, Priebe, 2011,
United Kingdom

22 involuntarily admitted patients underwent in-depth
face-to-face interview

Qualitative: grounded theory,
thematic analysis

4

McGarvey, Leon-Verdin,
Wancheck, Bonnie, 2013,
USA

Face to face evaluation of individuals expressing mental
health crisis over a month in 2007 to a total of 2,624 adults.
It was performed by emergency services clinicians in
Virginia, USA using a questionnaire

Quantitative: using
questionnaires

5

Segal, 2011, USA

State level data from online databases and key informant
surveys. Poisson regression and ordinary-least-squares
were used to evaluate the association between state
characteristics, mental health system characteristics and
2004 homicide rates after firearm control law was
implemented

Quantitative: using
questionnaires: Poisson
regression and ordinary least
-squares

Importance of broader involuntary civil commitment (ICC)
criteria, increased psychiatric inpatient bed access and
better performing mental health system as factors
contributing to homicide rate variation

6

Jendreyschack, Illess,
Hoffman, Holtman, Haas,
Burchard, Emons, Schaub,
Armgart, Schnider, Juckel,
Haussleiter, 2013,
Germany

Regional cross sectional study through retrospective
analysis of hospital admission from three major German
Child and Adolescent Psychiatry (CAP) hospitals over a
period of six years from 2004-2009 involving 10, 547
patients

Quantitative: group
comparison between
involuntarily and voluntarily
admitted minors and logistic
regression to determine
predictors of legal status

Commitment laws and other legal instruments for
regulating involuntary placements are inconsistent and a
standardized description or systematic analysis is needed.
The influence of demographic, institutional variables and
care and health services aspects should also be investigated.

7

Myklebust, Sorgaard,
Wynn, 2014, Norway

5,538 admissions in two specialist psychiatric service
areas in North Norway covering the periods 2003-2006
focused on involuntary admissions using a logistic
regression model

Quantitative: using data files
subjected to logistic
regression model

8

Bola, Park, Kim, 2011,
South Korea

International comparison of using a population based
metrics estimating the rates of involuntary admission in
South Korea per 100,000 people through an access to the
Korean Ministry of Health database on mental health
admissions

Quantitative: using database
files and registry of patient
admissions

9

Wancheck, Bonnie, 2012,
USA

Data from Virginia court system were matched to the
commonwealth of Virginia Medicaid claims database
from July 1, 2008 to March 30, 2009 with a final data set of
500 medicaid patients who had mental health diagnosis
and at least one temporary detention order (TDO)

Quantitative: using database
files correlated to covariates
like sex, age, race, primary
diagnosis and community
service board serving the
individual

Longer TDO periods were correlated with shorter hospital
stays and fewer involuntary commitments

Quantitative: using scales and
questionnaires
Qualitative: using interview

Adjunctive acceptance and commitment therapy group
programme could be effective for suicidality, to decrease
suicidal ideation in patients with SBD

Quantitative: Prospective
observational study
Qualitative: telephone
interview

Cultural factors related to religious affiliations might play
an important role in determining psychiatric hospitalization
legal status. Religion might possibly influence someone’s
judgment and insight about his/her psychiatric disorder.
The study restates the importance of dealing with the
subject of religion with patients.

Quantitative: naturalistic,
observational, retrospective,
before and after study

CTOs are effective in assessing psychiatric patients with
histories of repeated hospitalizations to live and be treated
in the community diminishing the occurrence of frequent
hospitalizations

10

Ducassee, Rene, Beziat,
Giullame, Courtet, Olie,
2014, France

11

Casella, Loch, 2014,
Brazil

12

Nakhoust, Perry, Frank,
2012, Canada

35 outpatients suffering from Suicidal Behavior Disorder
(SBD) were assessed one week before the program and
one week and three months after the program completion.
Psychiatrist assessed suicidal ideation using Columbia
Suicide Severity Scale and the Scale for Suicidal Ideation
and also assessed the patients’ psychiatric disorders using
the French version of the Mini International
Neurospsychiatric interview. Other disorders and test done
and assessed were Borderline Personality Disorder,
Depression, Global Assessment of Functioning and the
Pharmacological treatment and the number of visits in
psychiatric emergencies
Sociodemographic data, data on the psychiatric disorder,
information about the hospital stay, and data at time of
discharge were collected from 169 individuals with
bipolar or psychotic disorder in need of hospitalization.
Their families were also contacted by telephone and
interviews were conducted at 1, 2, 6, and 12 months
post-discharge as a follow-up.
All patients who were given Community Treatment
Orders or CTO during a nine year period admitted at
McGill University Hospital. The variables assessed were
number, duration, time to psychiatric admission,
comparing four time periods which are early, pre-index
(when the first CTOs was in force) and post-index

Still in USA, Valenti et al.[20] enumerated perceptions of
individuals on involuntary hospital treatment namely, lack of
control in decision-making or loss of freedom, reduced risks
as a benefit of involuntary treatment, and supportive working
14

Most of the patients felt mentally unwell before admission
and out of control during their treatment which is why some
patients view their involuntary hospitalisation positively,
whereas others believe it was wrong. This knowledge could
inform the development of interventions to improve
patients’ views and treatment experiences.
A lack of intensive community based treatment and support
in lieu of hospitalization accounted for a significant portion
of variance in actions to initiate involuntary commitment.
Comprehensive community services and support for
individuals experiencing mental health crisis may reduce
the rate of involuntary hospitalization.

Several factors predicted involuntary status including male
sex, the diagnosis and type of service system. The results
suggest that having psychiatric beds available locally may
be more favorable than a traditional deinstitutionalized
service system with local outpatient clinics and central
mental hospitals with respect to the use of involuntary
admission
Korea’s involuntary admission is within the range of
European Union countries admission and three times higher
than the admission of the highest EU country which is
Sweden. The high proportion of admission in South Korea
is regarded to the underdevelopment of voluntary
psychiatric services and culturally mandated family
referrals

relationship between individual and staff. These perceptions
display specific patient values namely, freedom, safety and
respect, respectively. Alternately, staff values include upholding life and health. A similar study done in England, by
ISSN 2324-7940
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Giacco and Priebe[21] explored the association of suicidality
and hostility among patients upon involuntary admission.
They found out that one month after admission, 107 patients
(5% of assessed patients) had moderate or higher levels of
suicidality while 97 patients (5.2%) displayed consistent
symptoms after three months. In terms of hostility, 307
(14.5%) of the assessed patients had moderate or higher levels while there were 172 patients (9.2%) after three months.
With this trend, it can be seen that suicidality and hostility
reduced over time. There were also other associated factors
that may have affected the level of suicidality and hostility
of the patients such as unemployment, etc.
Roggenbaum et al.[22] found that after inpatient treatment
and commitment, there is a great need for community mental
health services for follow-ups and monitoring as evidenced
by 169 deaths by suicide within one month after emergency
commitment. There is an increase in the incidence of rehospitalization or subsequent hospital admissions and the length of
stay among patients who were admitted involuntarily as observed in the trends of individuals with schizophrenia. As a
predictor, they found that presence of job upon discharge help
prevent relapse therefore help prevent rehospitalization.[23]
Bonnie[24] found out that the length of temporary detention
order (TDO) periods is correlated with shorter duration of
stay in the hospital and increased incidence of voluntary
hospitalization as compared involuntary commitment. The
longer the period of TDO, the shorter their hospital stay and
lower incidences of involuntary commitment. TDO is done
during the 48-hours period after individual experiences mental health crises for evaluation and emergency treatment. It
was suggested that involuntary interventions be implemented
considering the context of a recovery-oriented and patientcentered process to achieve goals rather than eliminating
coercive measures and involuntary treatment which to an
extent are effective. Also, informing the patient on the possible use of coercive measure should he/she display certain
behaviors that require it actually decreases the perception of
coercion.[13]
3.1.2 Health system outcomes
In the Scandinavian country of Norway, a decreased involuntary admission was associated with male sex, psychotic
disorders and local health care system as evidenced by the
decreased number of involuntary admissions with more available local beds. Myklebust, Sorgaard and Wynn[25] explained
that the proximity and local control of psychiatric beds and
availability of psychiatric care in the local area help the individuals seek care and management before any worsening
of condition occur. This also helps clinicians to more easily follow-up patients. The availability of community-based
mental health services may reduce the number of involunPublished by Sciedu Press
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tary inpatient treatment by engaging the individual in case
management and treatment adherence program.
Wanchek and Bonnie[24] found in their study on this that the
increase in the availability of outpatient services is correlated
with the increase in the use of such services which eventually
lead to decrease in time of hospitalization. Since previous
hospitalizations are great indicator of rehospitalization thus
previous psychiatric hospitalization history is important information to help predict future need for treatment. Seemingly, it is the same scenario in the UK and England that
the community or compulsory treatment orders (CTOs) are
legal measures to help patients with severe mental illness to
adhere or comply with treatment. These patients mainly have
history of non-adherence to services and frequent hospitalizations due to certain behavior. This also ensures treatment
adherence upon discharge of patients who were involuntary
hospitalized.[26] CTOs, under the setting of assertive community treatment, have posed positive outcomes as perceived
by the patients. With CTO, patients receive assistance with
housing and finances, there’s a reduced social isolation and
they are able to seek help voluntarily.[27]
In addition, they perceived that supportive relationship with
the heath care team and the attitude of the members of the
team could make significant difference in their perception of
their treatment. CTOs are also revealed to be beneficial in
catering to the increased number of patients being admitted
amongst psychiatric patients.[19] In Canada, the results of
the study by Nakhost, Perry and Frank[28] showed that when
compulsory treatment was initiated, patients tend to stay
out of hospital four times longer as compared to their early
admission period as CTO facilitated treatment offer less restrictive conditions in contrast to psychiatric hospitals. It also
suggested that CTO may improve outcomes when initiated
for duration of six months or less and that it helps in reducing hospitalizations in psychiatric patients with histories of
repeated admissions to hospitals.
Going back to Norway, however, Stuen et al.[27] found out
in their qualitative study that some patients who received
involuntary treatment perceive that they don’t have complete control of their lives, feeling that they are controlled
by others. Also, the patients felt lack of influence towards
their medication, that the care providers are the ones who
decide for them and that there’s coercion in this kind of
treatment. On the contrary, some patients stated that CTO
actually protects their legal rights and help them towards
recovery. Therapeutic alliance with the health care providers
actually affects their perception and feelings of resistance
on their treatment. Building trust with the health care team
helps them with their interaction and treatment adherence
15
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and alongside with it, as they build trust, negotiations and
collaboration about the treatment plan becomes more significant and effective.[29] However, upon systematic literature
search by Segal et al.,[30] it was found out that there were no
significant improvement in readmission, social functioning
with the use of CTOs as compared with the standard care.
3.1.3 Societal outcomes
In a case in Switzerland, civil commitment does not only
affect the individuals involved or the health care system,
it also impacts the general society. Niklaus et al.[31] explored in their study the effectiveness of UCDM in providing
psychiatric treatment. Although 28 (8%) of 338 cases that
underwent UCDM examination but were not admitted to
inpatient wards required hospitalization within four weeks
upon referral and examination, the UCDM decisions for nonadmission of the other 310 patients proved to have provided
cost savings for the facility as estimated. These 338 patients
were either referred to day hospitals (n = 65) or outpatient
care (n = 273) which had lower costs as compared to average
treatment cost for inpatient treatment. In consideration of
estimated personnel, overhead, operation and direct costs of
the facilities involved in the study, an estimated overall cost
savings of C3.3 million per year yielded upon the implementation of UCDM.[32]
In relation to this, assisted outpatient treatment (AOT) reduces total care costs in the areas covered as it shift the
service provision from the repeated inpatient treatment to regular and improved outpatient care. The availability of AOT
and its immediate management of mental health crisis, help
prevent inpatient treatment which requires more expensive
care. Comparing the relevant costs for patients on outpatient
commitment and those who are not, Swartz and Swanson[33]
came to a conclusion that outpatient commitment specifically
in North Carolina emerged to be cost-neutral and had savings
of about 40%.
In both countries of Canada and the USA in North America,
AOT as a treatment promotes sense of autonomy in the midst
of less restrictive environment.[34] AOT helps in preventing
arrests resulting from violence or other illegal actions among
individuals who are enrolled in this service and among those
who are not but are receiving care from the same clinic as
those who are receiving AOT.[28, 33, 34]
In the city of New York, USA, particularly AOT was established under the Mental Health Law 9.6, known also as
“Kendra’s Law”. Individuals undergoing AOT are assigned
with a case manager and receive enhanced services such
as housing and vocational services. Reviews on outpatient
commitment reveal decreased frequency and duration of psychiatric hospitalizations as well as disruptive behaviors, and
16
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adherence to medication which is also consistent with the
comprehensive reviews on AOT which states that it reduces
suicidal tendencies, better social function and decreased violence. Upon analysis, the study showed that the risk of arrest
is significantly higher among those who are not assigned in
AOT. Considering this, outpatient commitment directly reduces crime and violence among these individuals making it
an effective practice. However, more than the rate of arrests,
there are other domains that are benefited by AOT such as
personal welfare of the individual, etc.[33, 34] A related study
by Segal[35] explored on the association of involuntary civil
commitment (ICC) and mental health system with dangerous
behavior as evidenced by homicide rates.
In an American society, the results revealed that the three
significant factors which are the mental health system indicators are associated with homicide rate variation. These are
broader ICC criteria, increased psychiatric in-patient bed access, and better performing mental health systems. These accounted for 17% of the homicide rate variance.[36] However,
still, social-economic-demographic-geographic-and-political
factors greatly influence homicide rates. Therefore, these
three mental health system indicators should be reinforced
and enhanced to protect the vulnerable population and this is
contrary to the principal goals of civil commitment which is
to achieve therapeutic and safety outcomes.[37] One case in
Florida, USA as revealed by the study of Robst, Constantine
and Petrila,[3] found that involuntary psychiatric examinations were associated with increases risk of arrest which
showed individuals who were involuntarily examined were
arrested in 34% of the quarters after examination while only
27% for those who did not undergo involuntary examination.
This suggests that once an individual has been set or required
for an involuntary examination, then this may indicate a
higher risk of arrest in the near future.

4. C ONCLUSIONS
Psychiatric commitment has posed challenges in the mental
health system. Although its aim is to alleviate symptoms and
prevent risks on the individual involved and others, there are
potential risks in its practice. Involuntary commitment has
displayed outcomes which may be beneficial at the same time
detrimental to the patient.[37] Many studies have been published that reported negative outcomes to patients receiving
involuntary psychiatric commitment. Some of these negative outcomes include lower patient satisfaction, increased
perception of coercion, increased re-hospitalization, dehumanization, and many others. Although this may be true, the
aim of involuntary commitment was seen to be achieved by
some studies in France where patients reported that indeed,
they had needed such treatment otherwise, their condition
ISSN 2324-7940
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will not improve.[38]

risks accompanying this practice.[42]

Not only does involuntary commitment affect patients, it also
affects the health system such that there are several facilities wherein involuntary treatment may be done. In terms
of societal outcomes, involuntary treatment is associated
with homicide rate variation and the presence of outpatient
treatment may decrease hospital costs as patients are already
treated in the outpatient basis.[39] It can be understood from
the studies presented that outcomes of involuntary commitment were leaning more towards its risks on individuals
but poses benefits on health system and society.[40] However, in rendering health care, benefits should outweigh the
risks and goals of treatment should be patient-centered and
recovery-oriented.[41] Therefore, more qualitative and quantitative studies focusing on benefits of psychiatric commitment
should be conducted to weigh outcomes objectively. Also,
analyzing the process of this intervention and the laws supporting it should be fully evaluated and should ensure rights
of the individuals involved and be focused on reducing the
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