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Coercion; Background and objectives: Coercion is frequent in psychiatry, with an overall downward trend.
Restraint; Knowledge on the application of seclusion and restraint in open wards remains limited. We aimed
Seclusion; to describe the prevalence of coercion in an open inpatient setting and identify risk factors for
Adult psychiatry; it.

Risk factors Methods: We conducted a retrospective analysis of the use of seclusion and restraint in 2017 in

the adult psychiatry division of Geneva University Hospital. To identify risk factors for coercion,
we estimated incidence rate ratios using multivariable Poisson regressions.

Results: Of 865 patients, 142 (16.4%) experienced at least one coercive measure (mostly seclu-
sion). The incidence of coercion was higher in men, single patients, patients with psychotic or
bipolar disorders, patients receiving disability benefits, patients with a higher number of pre-
vious psychiatric hospitalizations, and patients with higher global scores and higher scores on
item 1 (overactive, aggressive or agitated behaviour) on Health of the Nation Outcome Scales
(HoNOS) at admission. Age and referrals from the emergency department were not associated
with a higher risk of coercion.

Conclusion: Risk factors for coercion were being male, being single, having psychotic or bipolar
disorders, having previous psychiatric hospitalizations, having high HONOS scores at admission,
and being referred from outpatient centres or private physicians. Ratings on the first HONOS
item at admission might be sufficient for a pertinent aggression risk evaluation and thus for the
prevention of coercion due to violence. This study is the first to analyse the risks of seclusion
in open wards and calls for further research.
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Introduction

The use of coercion in psychiatric settings is a worldwide
phenomenon and refers to an action overriding a patient’s
will," usually to prevent aggression and violence.?? As coer-
cive measures limit patients’ liberty of movement and
choice—thus violating their basic human rights—and given
the vulnerability of patients suffering from mental illness,
the use of coercive measures in psychiatry is especially con-
troversial and raises ethical and legal questions.*>

Coercion is a complex concept with heterogeneous
definitions varying among countries and according to
legislation.*> Formal coercion pertains to involuntary admis-
sion, forced medication, seclusion and restraint.” The
present study focuses mainly on seclusion and restraint.
Seclusion refers to the containment of a patient in a
closed room that he/she cannot exit freely." Restraint
designates either physical or mechanical immobilization.'
The spectrum of coercion also includes informal coercion,
which describes interventions aiming to influence a patient’s
choice,>® and subjective coercion, which designates the
perception of the level of coercion.’

International efforts are carried out to reduce the use of
coercive measures in psychiatric settings.®-'" With respect
to seclusion and restraint, the limitation of the frequency
and duration of these interventions is an important goal. In
Switzerland, the National Commission for the Prevention of
Torture strongly recommends limiting seclusion of more than
24 h to highly exceptional cases."?

The reduction of coercive measures requires the identi-
fication of risk factors. The EUNOMIA multicentre project
showed different types of risk factors, namely, patient-,
staff- and institution-related risk factors."” Psychotic and
bipolar disorders (manic episodes), symptom severity and
highly aggressive behaviours were shown to be the main
patient-related risk factors for coercive measures.'>'* Young
men from a foreign country also seem to be at higher
risk for restraint during psychiatric hospitalization.’ How-
ever, the studies report inconsistent results that are mostly
very difficult to compare because of broad methodical
heterogeneity."> ' There is currently no recent systematic
review available on risk factors for coercion. Furthermore,
most studies focus on general or adult psychiatric popula-
tions and do not address the particular situation of other
psychiatric settings, such as geriatric psychiatry.

Among the structural risk factors identified in the litera-
ture, the specific contribution of open-door policies on the
use of coercive measures has been the subject of a recent
systematic literature review.' In this work, the authors
aimed to analyse the efficiency, adverse effects, and con-
sequences of the use of coercive measures in psychiatric
hospitals with open-door policies. A decrease in the use
of coercion in hospitals implementing an open-door policy
seemed to be a general trend. However, a conclusion could
not be stated due to methodological aspects with high risks
of bias, and the authors underlined the need to conduct high-
quality prospective studies to assess the significant relation
between open-door policies and decreases in coercion. To
our knowledge, no study to date has specifically analysed
patient-related risk factors influencing the use of coercive
measures in the context of psychiatric wards with an open-
door policy.

The aim of the present study is first to identify risk factors
for coercion following the determination of the sociodemo-
graphic and clinical characteristics of coerced patients. This
should aid in the development of tailored interventions for
patients at risk of coercion. Second, we aim to describe the
prevalence of the use of coercion in an open-door setting.
Such an objective should be of interest to enhance compa-
rability among different hospitals with open-door policies
aiming to reduce the use of seclusion.

Material and methods

Participant selection

The study follows a retrospective design. Data regarding
sociodemographic and clinical patient characteristics, hos-
pital stays, and the use of coercion were extracted from the
electronic patient files and anonymized.

Every patient hospitalized in the adult psychiatry divi-
sion of Geneva University Hospitals between 1 January and
31 December 2017 was included. Patients admitted before
1 January or discharged after 31 December 2017 were
included as well.

In this division, six wards provide inpatient treatment for
patients aged between 18 and 65 years. These wards fol-
low an open-ward policy, with the main ward door being
open without interruption between 7 am and 11 pm, with-
out surveillance of the ward exits. From 11 pm to 7 am,
doors can be opened upon request. Three of the wards
receive patients for acute care, and the other three for
post-acute care. When coercion is needed, the division’s
policy recommends the use of seclusion and forced med-
ication rather than restraint, which is reserved for highly
exceptional situations.

Data collection

Since 1 January 2017, the prescriptions of coercive
measures—defined as seclusion, restraint (five-point belts,
immobilization, waist-belts, ankles and wrists fasteners,
bed-rails) or other (forced medication, holding)—have been
directly entered into the patients’ general health records.
The number of experienced coercive measures was thus
automatically extracted from these electronic records.
Emergency forced medication was not differentiated from
forced medication under Article 434 of the Swiss Civil Code
(given when failure to treat seriously jeopardizes the health
of the patient or the life or bodily integrity of others)." The
experience of at least one coercive measure was set as the
principal (dependent) outcome variable. We chose to assign
situations in which both seclusion and restraint were used
for the restraint category, as the latter is often regarded as
more coercive and more traumatic than seclusion alone.'®-2
We regarded the use of mutually exclusive categories as
more significant for statistical analysis. Studying the com-
bination of coercive measures was another possibility, also
recommended by some authors,?' but restraint did not recur
sufficiently to permit combined analyses.

Data were not independent, as the same patient could
be hospitalized more than once during the year and expe-
rience more than one coercive measure during the same
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stay. Therefore, we differentiated the variables regarding
the level they characterized: either the patient or hospital
stay.

Patient-related variables included gender, age, civil sta-
tus (single, married living as a couple, married and living
separately, divorced, widowed), disability benefits (yes/no),
nationality (Swiss/foreign), number of previous stays during
the year (1, 2, 3 and more), and existence (yes/no) and
number of previous psychiatric hospitalizations. Variables
regarding the index hospital stay include the origin of the
hospitalization decision (outpatient centre or private physi-
cian practising outside of the hospital, hospital physician,
emergency department, forensic institution, other), main
diagnosis (depressive (F32—33%2, psychotic (F2), bipolar
(F30—31), personality (F6), anxious and behavioural disor-
ders (F4-F5), substance use (F1), other diagnoses (organic
(FO), developmental (F7-F8-F9) and other), number of days
spent in the hospital in 2017, admission status (voluntary,
involuntary, without distinction between a physician- or
court-ordered commitment). We analysed the Health of
the Nation Outcome Scales (HoNOS) scores at admission
and discharge. This 12-item scale is rated by physicians
in Swiss institutions to evaluate the severity of the symp-
toms and the impact of disease on the mental and social
functioning of patients.?>?* Each item is rated with a 5-
grade intensity scale (no problem, minor, mild, moderately
severe, severe to very severe problems). The first item of
the scale specifically assesses the symptoms of aggression
by rating any overactive, aggressive, disruptive or agitated
behaviour. We specifically analysed this item to evaluate
the risk for coercion in cases of aggression at admission and
discharge.

Data analysis

For descriptive analyses, we assumed a non-normal distri-
bution for quantitative variables and used a Kruskal-Wallis
rank-sum test. For qualitative variables, in the case of
expected frequencies higher than five, Pearson’s chi-square
test was used, and Fisher’s exact test was used other-
wise.

To analyse risk factors for coercion, we performed multi-
variable Poisson regression using generalized linear models
that did not account for repeated measures. Missing data
were taken into account by means of multiple imputations
with chained equations. The global incidence rate (IR) indi-
cated the number of days of hospitalization comprising at
least one coercive measure out of 365 days of hospital-
ization. Incidence rate ratios (IRRs) (or rate of coercive
measures per time period) were calculated with the rele-
vant variables of the descriptive analyses. IRRs significantly
higher than one suggested an increased risk of coercion in
the exposed group, and IRRs lower than one suggested a
reduced risk. For the multivariable analyses, we chose not
to keep non-pertinent or potentially confounding variables
(HoNOS scores at discharge, number of previous stays during
the year, existence of previous psychiatric hospitalizations,
nationality).

Statistical analyses were performed with RStudio version
1.2.1335. Statistical significance was considered at p values
<0.05.

Human participant protection

The study protocol was accepted by the Swiss Ethics
Committee on research involving humans of Geneva
(N°2018-00988).

Results
Descriptive analyses (Table 1)

In 2017, of 865 patients hospitalized in the adult psychiatric
unit, 142 (16.4%) experienced at least one coercive mea-
sure during their stay. These coercive measures occurred
during 251 hospital stays (17.9%) of the 1405 hospital stays.
Among the latter, 228 (90.8%) had at least one prescription of
seclusion, 7 (2.8%) had at least one prescription of restraint,
and 16 (6.4%) had at least one forced medication or other
prescription.

Patients who did or did not experience coercive measures
did not differ significantly regarding the chosen variables,
except for the total time spent in the hospital in 2017,
which was longer for patients experiencing coercion (median
34.56 days, interquartile range (IQR) [17.51, 109.28] vs
16.89 [7.86, 36.96], p<0.001). The origin of the hospitaliza-
tion decision was significantly different between stays with
or without coercion. Hospital stays during which coercive
measures occurred were more frequently initiated by the
emergency room (143 (57.0%) vs 447 (41.4%), p<0.001). For
stays during which no coercive measures occurred, hospital-
ization was mostly decided by an outpatient physician (552
(48.0%) vs 91 (36.3%), p<0.001).

The main diagnosis was significantly different between
stays with or without coercion: psychotic disorders were
more frequent for stays during which coercion took place
(112 (53.3%) vs 383 (35.1%), p<0.001). It was the most
represented disorder in both categories. There were more
involuntary admissions for stays with coercion (179 (71.3%)
vs 332 (28.8%), p<0.001), and the duration of stay was
longer (median 27.57 days, IQR[16.93, 61.36] vs 10.25 [4.85,
20.79], p<0.001). Global HoNOS scores at admission and
item 1 HoNOS scores at admission and discharge were higher
for stays with coercion (admission global scores: median 24,
IQR [18, 29] vs 19 [14, 24], p<0.001; admission item 1: 3 [2,
4] vs 1 [0, 2], p<0.001; and discharge item 1: 0 [0, 1] vs O
[0, 0], p<0.001).

Multivariable analyses

The global IR is 26.8 per hospital stay-year, indicating that
out of 365 days of hospitalization, 26.8 have a prescription
of coercion (95% Cl [25.9, 27.8]).

Demographic risk factors

Adjusted for the other variables, the incidence of coer-
cion was significantly higher in men (IRR 1.09 [1.03, 1.21],
p=0.039) (Table 2). Age was not significantly associated
with the risk of coercion (p=0.15). A reduced risk of coer-
cion was observed in patients who were married (living
as a couple or separately) or divorced than in those who
were single (IRR 0.67 [0.62, 0.82], p<0.001; 0.44 [0.38,
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Table 1  Descriptive analyses.
No coercion Coercion Test p-Value

Patient-related variables
N =865 (%) 723 (83.6) 142 (16.4)
Gender =male (%) 389 (53.8) 71 (50.0) 0.55% 0.46
Age (year) (median [IQR]) 44.00 [34.00, 51.00] 43.00 [33.00, 50.75] 0.42° 0.52
Civil status (%) Fisher® 0.36

Single 355 (49.4) 75 (52.8)

Married living as a couple 177 (24.6) 27 (19.0)

Married living separately 35 (4.9) 5 (3.5)

Divorced 148 (20.6) 33 (23.2)

Widowed 4 (0.6) 2 (1.4)
Nationality = Swiss (%) 380 (52.6) 84 (59.2) 1.82° 0.18
Disability benefits =yes (%) 62 (8.6) 14 (9.9) 0.112 0.74
No. of hospital stays in 2017 (%) 4,728 0.094

1 500 (69.2) 111 (78.2)

2 123 (17.0) 18 (12.7)

3+ 100 (13.8) 13 (9.2)
Total no. of psychiatric hospitalizations 1.00 [0.00, 5.00] 2.00 [0.00, 5.00] 0.37° 0.54
(median [IQR])
Previous psychiatric hospitalization = yes (%) 475 (65.7) 93 (65.5) 2.12 e-292 1.00
Total hospitalization duration in 2017 (days) 16.89 [7.86, 36.96] 34.56 [17.51, 109.28] 45.5° <0.001
(median [IQR])
Hospital stay-related variables
N =1405 (%) 1154 (82.1) 251 (17.9)
Hospitalization decision (%) Fisher® <0.001

Outpatient centre or private physician 552 (48.0) 91 (36.3)

Hospital physician 39 (3.4) 4 (1.6)

Emergencies 447 (41.4) 143 (57.0)

Forensic institution 9 (0.8) 4 (1.6)

Else 74 (6.4) 9 (3.6)
Main diagnosis (%) Fisher® <0.001

Depressive disorder 260 (23.8) 7 (3.3)

Substance use 53 (4.9) 5 (2.4)

Psychotic disorder 383 (35.1) 112 (53.3)

Bipolar disorder 104 (9.5) 61 (29.0)

Anxious and behavioural disorders 122 (11.2) 3 (1.4)

Personality disorder 153 (14.0) 17 (8.1)

Else 17 (1.6) 5 (2.4)
Involuntary admission = yes (%) 332 (28.8) 179 (71.3) 159.42° <0.001
Admission HoNOS (median [IQR]) 19.00 [14.00, 24.00] 24.00 [18.00, 29.00] 62.49° <0.001
Discharge HoNOS (median [IQR]) 9.00 [6.00, 14.00] 9.00 [6.00, 14.00] 0.42° 0.52
Admission HoNOS item 1 (median [IQR]) 1.00 [0.00, 2.00] 3.00 [2.00, 4.00] 192.88° <0.001
(overactive, aggressive, disruptive or
agitated behaviour)
Discharge HoNOS item 1(median [IQR]) 0.00 [0.00, 0.00] 0.00 [0.00, 1.00] 27.61° <0.001
Stay duration (days) (median [IQR]) 10.25 [4.85, 20.79] 27.57 [16.93, 61.36] 164.25° <0.001

Abbreviations: IQR: interquartile range; No.: number; HoNOS: Health of the Nation Outcome Scales.
Significant results (with p values < 0.05) are indicated in bold print.

@ Pearson’s chi-square test.
b Kruskal-Wallis rank-sum test.
¢ Fisher’s exact test.

0.68], p<0.001 and 0.76 [0.75, 0.95], p<0.001, respec-
tively). The incidence of coercion was significantly higher in
patients receiving disability benefits (IRR 1.13 [0.98, 1.22],
p=0.033). An increased risk of coercion was observed when
the total number of previous psychiatric hospitalizations was

higher (IRR 1.02 [1.01, 1.02], p<0.001).

Clinical risk factors
Hospitalization decisions made by an outpatient physician
were not significantly different from referrals from the
emergency department regarding the subsequent risk of
coercion (p=0.092). The incidence of coercion was signifi-

cantly lower in referrals from a hospital physician (transfer
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Table 2 IRR per adult psychiatric hospital stay-year with multiple imputations.
IRR 95% Cl p-Value

Gender =male 1.09 [1.03, 1.21] 0.039
Age (year) 1.00 [0.99, 1.00] 0.15
Civil status

Single 1

Married living as a couple 0.67 [0.62, 0.82] <0.001

Married living separately 0.44 [0.38, 0.68] <0.001

Divorced 0.76 [0.75, 0.95] <0.001

Widowed 0.67 [0.35, 1.04] 0.14
Disability benefits = yes 1.13 [0.98, 1.22] 0.033
Total no. of psychiatric hospitalizations 1.02 [1.01, 1.02] <0.001
Hospitalization decision

Outpatient centre or private physician 1

Hospital physician 0.43 [0.31, 0.69] <0.001

Emergencies 1.08 [0.97, 1.15] 0.092

Forensic institution 6.30 [4.89, 6.87] <0.001

Else 1.00 [0.76, 1.13] 0.98
Main diagnosis

Depressive disorder 1

Substance use 1.70 [0.92, 1.82] 0.0010

Psychotic disorder 2.97 [1.93, 3.09] <0.001

Bipolar disorder 4.10 [3.94, 6.54] <0.001

Anxious and behavioural disorders 0.98 [0.81, 1.54] 0.89

Personality disorder 6.64 [6.38, 6.86] <0.001
Involuntary admission = yes 2.87 [2.44, 2.94] <0.001
Admission HoNOS 1.03 [1.03, 1.04] <0.001
Admission HoNOS item 1 (overactive, aggressive, disruptive or agitated behaviour) 1.43 [1.36, 1.46] <0.001

Abbreviations: IRR: incidence rate ratio; Cl: confidence intervals; No.: number; HoNOS: Health of the Nation Outcome Scales.

Significant results (with p values < 0.05) are indicated in bold print.

from another division) (IRR 0.43 [0.31, 0.69], p<0.001)
and was higher in referrals from a forensic institution (IRR
6.30 [4.89, 6.87], p<0.001). Compared to a diagnosis of
a depressive disorder, an increased risk of coercion was
observed in diagnoses of substance use and psychotic, bipo-
lar and personality disorders (respectively, IRR 1.70 [0.92,
1.82], p=0.001; IRR 2.97 [1.93, 3.09], p<0.001; IRR 4.10
[3.94, 6.54], p<0.001; IRR 6.64 [6.38, 6.86], p<0.001).
An anxious and behavioural disorder was not significan-
tly associated with a higher risk of coercion (p=0.89). An
increased risk of coercion was observed in cases of invol-
untary admission than in cases of voluntary hospitalization
(IRR 2.87 [2.44, 2.94], p<0.001). The incidence of coer-
cion was higher for those with higher global HoNOS scores
and higher scores on item 1 of the HoNOS at admission
(respectively, IRR 1.03 [1.03, 1.04], p<0.001; IRR 1.43
[1.36, 1.46], p<0.001).

Discussion

Our study shows that 16.4% of the patients experienced
at least one coercive measure during their stay that were
longer. Regarding demographic risk factors, the incidence
of coercion was higher in men who had a previous history of
psychiatric hospitalizations and who received disability ben-
efits. Compared to patients who were single, a reduced risk
of coercion was observed in patients who were married or

divorced. Age was not a significant risk factor for coercion.
Clinical risk factors associated with a higher risk of coercion
were diagnoses of psychotic and bipolar disorders and higher
global and item 1 HoNOS scores at admission (overactive,
aggressive, disruptive or agitated behaviour). Referrals from
the emergency department did not differ significantly from
hospitalization decisions made by an outpatient service. Key
findings are summarized in Table 3.

The prevalence of 16.4% observed in the present study
lies in the range of most previous studies reporting that
7-36% of the patients experienced coercion during their
stay, with a high variability among countries.?"»?>-3" Husum
et al. found a prevalence of seclusion of 35%, varying from
0 to 88% across wards.*? These results indicate a probable
variation in the use of coercion depending on the ward’s
policy.?%32 Cultural divergence could also explain the dif-
ference, as an Indian study found a coercion prevalence
of 66.5%.2° The prevalence of 16.4% identified in our study
seems to be at the average level of other Western institu-
tions.

Many results of this study are consistent with the
literature on risk factors for coercion in high-income
countries.?’"2>33 Few published articles were available on
the use of coercion in low- and middle-income countries,*
except for two Indian studies.”?°

Consistent with some studies, male gender was associ-
ated with an increased risk for coercion.'®'%252% Men could
indeed be more violent or subject to intoxications and thus
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Table 3 Key messages.

Descriptive analyses

[-116.4% of the adult psychiatric population with at least one coercive measure.

- Significantly longer duration of stay.

- 17.9% of the hospital stays with at least one coercive measure, seclusion in most of the cases (90.8%).

- Psychotic disorder as most frequent diagnosis (53.3%).

- Hospitalization decision for the coerced population originated more frequently from emergency services (57.0%).

- Higher global and item 1 admission HoNOS scores.

Multivariable analyses

Increased risk of coercion in the following:
[-IMen
- Patients receiving disability benefits

- Patients with a higher number of previous psychiatric hospitalizations
- Patients with higher global and item 1 admission HONOS scores (overactive, aggressive, disruptive or agitated behaviour)
- Patients diagnosed with substance use and psychotic, bipolar and personality disorders, compared to those diagnosed with a

depressive disorder

an outpatient centre or private physician

Reduced risk of coercion in the following:

Patients with hospitalization decisions originating from a forensic institution, compared to a hospitalization decision from

[-]Patients with a decision from a hospital physician, compared to from an outpatient centre
- Patients who were married (living as a couple or separately) or divorced, compared to those who were single

Decisions from emergency services did not differ significantly from those from outpatient centres.

require more coercion to contain aggressive behaviours.
Interestingly, in our results, age was not shown to be a
risk factor for coercion, in line with the findings of some
studies.'*?2>2® However, other studies showed a correlation
between age and coercion.'>" These results could be linked
to a focus on the symptom (aggressivity/violence) when
deciding to use coercion, rather than on the state of the
disorder (early/chronic).

The incidence of coercion was lower in patients who were
married or divorced than in those who were single. The
results of the literature concerning this variable are highly
divergent. Our hypothesis is that having a family could pro-
tect patients against coercion or that patients with a greater
ability to engage in relationships (and thus being or having
been married) could have a lower risk. Married or divorced
patients may also be older than single patients and thus less
at risk of violence and coercion.’® However, this would imply
that age is a risk factor, a result that was not retrieved in
our study. In an Indian study, being married was a risk factor
for coercion.” %0

The risk of coercion increased with the number of previ-
ous psychiatric hospitalizations, a result that may indicate
an association between the risk of coercion and the severity
of the course of the disease.””'#2%2¢ Similarly, the inci-
dence of coercion was higher in patients receiving disability
benefits. This could be an index of the severity of dis-
ease or social disaffiliation, but the causal relationship
with coercion cannot be stated: the severity of disease
could lead to the greater use of coercive measures,'*?* but
repeated and longer hospital stays could also lead to social
disintegration.”?°

The most represented diagnoses in the population expe-
riencing coercion were psychotic and bipolar disorders, and
both diagnoses were associated with a higher risk of coercion
than were depressive disorders. These results are consistent
with the current literature.'®?>33 The risk of coercion was
also higher among those with substance use and personal-
ity disorders, a result that was described as a comorbidity
that increased the use of coercion in studies on risk factors
for involuntary hospitalization.?%2>33 Substance abuse can
indeed lead to aggressive and violent behaviour. Personality
disorders could induce difficulties in the establishment of
collaborative care between patients and staff.

Regarding the origin of the hospitalization decision, the
incidence of coercion did not differ significantly for referrals
from the emergency department vs those from an outpa-
tient centre or private physician. Other studies mainly show
a higher risk of coercion in cases of referrals from the emer-
gency department or acute admission.?>3> Our result could
be explained by the policy of the division, which emphasizes
outpatient care and thus habilitates outpatient clinics to
manage patients with severe psychiatric disease (especially
psychotic and bipolar disorders) and those at high risk of
recurrent exacerbations. Outpatient centres directly refer
patients to the hospital without requiring them to go to the
emergency department.

An increased risk of coercion was associated with higher
global scores and higher scores on item 1 in particular (over-
active, aggressive, disruptive or agitated behaviour) on the
HoNOS at admission. Silva et al. reported the same results
for involuntary hospitalizations.>* These results could sup-
port the use of this scale for a pertinent aggression risk
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evaluation at admission; thus, it may be a useful instrument
to predict the risk of coercion, which is mostly initi-
ated because of aggressive behaviour.?® Further research is
needed to specifically compare the HoNOS with other risk
assessment instruments.

Implications for clinical practice

Decreasing the risk factors for coercion to reduce the global
use of coercion requires identifying the local risk factors and
taking them into account with stakeholders in clinical prac-
tice. The present study is thus a first step in this coercion
reduction process.

One specificity of our division is the open-door policy.
The risk factors for coercion found in this study are thus
interesting to consider when running an open ward. Despite
the difference in policy, our results are globally comparable
to other institutions, and consistent with some studies.?® A
clinical challenge with open wards is the risk of using seclu-
sion to prevent absconding. However, the studies of Lang
et al. and Huber et al. reported that locked-door policies
did not prevent patients from absconding.?”-*® These results
raise questions about how to adapt care in open-door policy
settings without replacing one form of coercion with another
while preserving the best interest of the patient.

Implications for research

Regarding future research, no recent systematic review on
risk factors for coercion was available to compare the find-
ings of this study to international trends. To our knowledge,
no review on risk factors for seclusion has been published.
Such work would be of interest to synthesize current knowl-
edge of factors leading to or preventing coercion.

We conducted the study in the adult psychiatric popula-
tion. Another important psychiatric population is geriatric
patients, for whom the reasons for the use of coercion
could be substantially different. In this population, an aim
to protect patients from harming themselves could indeed
be more easily assumed, rather than a containment method
of aggression or violence, which seems more frequent in
the adult psychiatric population. Further research on such
differences in use could also be of interest.

Strengths and limitations

A strength of this study is that it is the first to analyse the
factors influencing the use of coercion in units following
an open-door policy. It already provides useful informa-
tion on clinical elements linked to the risk of coercion,
using a relatively large sample. However, the direct rela-
tion between the open-door policy and the use of coercion
itself is currently not clear and needs further investigation.
In particular, this study does not allow us to establish any
causal relationship. A longer follow-up, including all hospi-
talizations for each patient, is needed to truly examine such
relationships.

The main limitations concern the availability of data
on some confounders and covariates, such as educational
level, professional status, the day and time of the pres-

cription of the coercive measure, the duration and specific
reason for coercion, and the psychometric evaluation of
hetero-aggressive risks or self-efficacy. Information on the
prescribers of the coercion measure may also be useful.

Conclusions

During 2017, 16.4% of the adult population in our psychiatric
division experienced at least one coercive measure during
their stay that were longer. Risk factors for coercion were
being male, being single, having psychotic or bipolar dis-
orders, having previous psychiatric hospitalizations, having
high HONOS scores at admission, and being referred from
outpatient physicians. Patients’ ratings on the first HONOS
item at admission could be sufficient for a pertinent coercion
risk evaluation. Although causality cannot be established,
knowledge of which patients are at greater risk of coercion
may help in the organization of prevention measures and
thus reduce the actual use of coercion.
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