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ABBREVIATIONS

FIH patients — formally involuntarily hospitalis@atients
[IH patients — informally involuntarily hospitalideatients
VHNFC patients — voluntarily hospitalised not feglicoerced patients
VMHC — Vilnius Mental Health Centre

MPSC — MacArthur Perceived Coercion Scale

VAS - Visual Analogue Scale

CAT - Clients’ Scale for Assessment of Treatment
BPRS — Brief Psychiatric Rating Scale

GAF - Global Assessment of Functioning

MANSA — Manchester Short Assessment of Quality ibé L
MOAS - Modified Overt Aggression Scale

INTRODUCTION

Providers of health care services in psychiatrgrofemploy coercive treatment
interventions, such as involuntary hospitalisateetlusion, physical restraint and forced
medication, which are atypical of other fields ofditine. The aforementioned measures
restrict the freedom of a patient to different exte Modern psychiatry adheres to the
principle that determination whether public proi@ctcomplies with the rights of an
individual is of utmost importance when assessimgraon in psychiatry. Regulation of
the application of coercive measures in psychisty complicated and ongoing process.
This regulation needs to combine potentially irdendlicting principles: the autonomy
of a patient, the necessity of (right to) adequegatment even when a patient’s capacity
to adopt a competent decision is decreased, armknoof the public about its safety. As
coercion experienced during admission to psycloiatnpatient faciliies may be
followed by a lot of negative consequences, wayissaleduction and prevention have to
be developed. Currently, many European states tige\aeloping new or improving the
existing guidelines on coercive measures, includmgpluntary hospitalisation, and
drawing up international guidelines on the bestictl practices. The use and likely

misuse of coercion in psychiatry were extensivagcuissed in different countries and



even though initially this discussion was basedbstract principles, a gradual shift to
research-based arguments has taken place. As du®mmant form of coercion in
psychiatry is involuntary hospitalisation, no wondbkat this aspect of coercion has
received major attention and comments from thoseeamed.

Contemporary investigations of coercion in psyadlyiare chiefly based on the
concept of formal and informal coercion in psycthjdahat was formulated in the nineties
of the last century. It is important that investigas should cover assessment of the
prevalence of formal coercion in psychiatry, i.eexion regulated by legislation and
applicable on the basis thereof, clinical charasties of the patients who experience it
and coercion-impacting factors; however, yet manpartant is the determination of the
prevalence of informal coercion in psychiatry, iperceived coercion, as well as the
factors having an impact on its degree. Assessofastdercion in psychiatry is needed in
order to measure the quality of mental health sargices by impacting amendment of
legislation, identifying the coercion-influencingctors and determining the outcomes of
the application of coercion.

Assessment of the outcomes of coercion in psyghigirovides relevant
information on the significance of coercion as waslreasons for developing methods
for preventing coercion and mitigating its consewes, and encourages their
introduction into clinical practice. Among a wideanety of indicators used for the
assessment of the outcomes of coercion in psyghtiagr objective indicators reflecting
the use of inpatient services, such as the indisatb a length of hospitalisation and

subsequent re-hospitalisations, are regarded andbeprecise ones.

THE AIM OF THE STUDY

The study is aimed at determining the prevalencefasmal and informal
involuntary hospitalisation, the clinical profilé mvoluntarily hospitalised patients, the
factors that have an impact on the degree of cmerand the objective outcomes of

involuntary hospitalisation.



OBJECTIVES

. To determine the prevalence of formal involuntargspitalisation in the

catchment area of Vilnius Mental Health Centre.

. To determine the frequency of manifestation of cer perceived in the process
of hospitalisation between formally involuntarilynda voluntarily hospitalised

patients.

. To determine and compare the socio-demographigicali and treatment
characteristics of formally involuntarily hospisdid patients and informally
involuntarily hospitalised patients.

. To determine and compare the degree of coerciomeped by formally

involuntarily hospitalised and informally involumig hospitalised patients as
well as the factors impacting it.

. To determine and compare the three-year indicatdrshospitalisation and

rehospitalisation of formally involuntarily hospited patients and informally

involuntarily hospitalised patients.

DEFENSIVE STATEMENTS

. Part of the patients voluntarily admitted to acpsgchiatric facilities experience
informal coercion and by their socio-demographi@relsteristics and clinical
symptoms as well as the degree of perceived coeraie similar to formally

involuntarily hospitalised patients.

. The degree of coercion perceived during hospitiadisais related with socio-

demographic factors, psychopathology, the qualitylife, patient aggression,
formal involuntary hospitalisation and prescribeghtment.

. The indicators showing the length of hospitalisatiand rehospitalisation of
formally involuntarily hospitalised and informallynvoluntarily hospitalised

patients are poorer than those of voluntarily hadéiped patients who do not feel

coerced.



SCIENTIFIC NOVELTY OF THE STUDY

This work for the first-ever time in Lithuania assed the prevalence of formal
involuntary hospitalisation in the catchment aréarm inpatient psychiatric facility and
established the frequency of perceived coerciorwdt formal involuntary and
voluntary psychiatric admissions.

The work presents a comparison of voluntarily hiadigied patients but who feel
coerced, i.e. informally involuntarily hospitalisgétients, with formally involuntarily
hospitalised patients, and the analysis of theiogiship of aggression with a degree of
perceived coercion which was not addressed in aayiqus investigations, as well as
the possible links of the psychopathological anteotffactors with coercion that were
scarcely researched before this study.

It also evaluated the objective outcomes of coercexperienced during
hospitalisation. The work for the first-ever timeatiated and compared the three-year
indicators of rehospitalisation of formally invokamily hospitalised, informally
involuntarily hospitalised, and voluntarily hospigad patients who do not feel coerced.

The findings of this work show the prevalence c# thain forms of formal and
informal coercion, supplement the available knogkedof the factors impacting
perceived coercion and provide information on timeilarities and differences between
the patients who experience formal and informalrdoa and on the indicators of

rehospitalisation of these patients.

LITERATURE REVIEW

A review of literature presents the historical atpeand a modern concept of
involuntary hospitalisation, and surveys the pphes of legal regulation. It also presents
the epidemiological data on involuntary hospitdima in different countries of the
world. It contains the analysis of the concept bjeotive and subjective coercion, the
methodology of research carried out in this fieddagell as the published findings. Apart
from that, it discussed the factors related with tlegree of coercion and the objective

outcomes of experienced coercion.



MATERIALS AND METHODS

This study employed the epidemiological descripta@mparative and prospective
comparative research models. The study coveredpttents hospitalised in the
departments of acute psychiatry'{omen and *f men departments) of Vilnius Mental
Health Centre. The study was started on 1 Janud®g 2and completed on 19 April
2009. The Lithuanian Bioethics Committee issued hadsation No 45 (2003) to

conduct this study.

Study stages, studied patients and study instrumesit

The study consisted of 3 stages (Fig. 1).



Study stagd.

Study stage 2

Study stage 3

01 01 2003 — 12 31 2005
registration of formal
involuntary hospitalisation
cases*.

01 09 2003 — 31 12 2005
MPCS-assessment of the
degree of perceived
coercion by formally
involuntarily hospitalised
(FIH) patients who gave a
consent to participate in th
study.

=

01 09 2003 — 31 12 2005 MPSC-assessment of the@eq
of perceived coercion by voluntarily hospitalised
patients**, who gave a consent to participate amstudy.
01 09 2003 — 31 12 2005 MPCS-screening of inforynall
involuntarily hospitalised (IIH) patients (i.e. t®who

feel coerced) from all voluntarily hospitalisedipats who
gave a consent to participate in the study.

1%

A 4 \ 4

Evaluation of the socio- Evaluation of the socio-
demographic, demographic,
psychopathology, psychopathology,
aggression, satisfaction aggression, satisfaction
with treatment, and life with treatment, and life
quality indicators of quality indicators of
formally involuntarily informally involuntarily

hospitalised (FIH) patients
*** during an interview
using VAS of coercion,
BPRS, GAF, MOAS, CAT
MANSA scales and data
from medical
documentation (n=85).

hospitalised (IIH) patients
*** during an interview
using VAS of coercion,
BPRS, GAF, MOAS, CAT,
MANSA scales and data
from medical
documentation (n=95).

A 4

A 4

A 4

Evaluation of the
hospitalisation and
rehospitalisation indicators|
of formally involuntarily
hospitalised (FIH) patients

Evaluation of the
hospitalisation and
rehospitalisation indicators
of informally involuntarily
hospitalised (IIH) patients

Evaluation of the
hospitalisation and
rehospitalisation indicators
of voluntarily hospitalised
not feeling coerced

**** from medical
documentation (n=95).

(VHNFC) patients****
from medical
documentation (n=378).

**** from medical
documentation (n=85).

*assessment covered hospitalisation cases (ingutim cases of rehospitalisation of the same
patient during the period concerned)

** assessment covered hospitalisation cases (ingiuidhe cases of rehospitalisation of the same
patient during the period concerned); if a patieas already included into FIH or IIH patient
group under study stage 2, his repeat evaluatitineircases of subsequent rehospitalisation was
not carried out in study stage 1.

***the patients included into study stage 2 weré¢ mpeatedly included into the study in the
event of rehospitalisation during the studied pgbrio

**xstudy stage 3 evaluated the length of the stutlhospitalisation in stage 2 and re-
hospitalisations in the period of three years ftomday of discharge from an inpatient facility of
FIH and IIF group patients

rxx\VHNFC patient group was composed of voluntarihospitalised patients who were
MPCS-assessed as those not feeling coerced in stagy 1

Fig. 1. Study scheme
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Assessment covered patients who met the followieigecal criteria of the study:
patient residence was in the catchment area ofiléiliMental Health Centre (VMHC),
i.e. in the wards of Antakalnis, Justinggk Old Town, Snipidés, Verkiai, Virdulisks,
Zirmuinai, and Z¢rynas, age-18—<64, was not suffering from dementia, not transfirre
from another department, and hospitalised in theeapsychiatry department®(inen
and 29 women departments) of Vilnius Mental Health Centre

The first stage of the study assessed the prevalence ofaformvoluntary
hospitalisations as well as the frequency and d@egre perceived coercion among
formally involuntarily hospitalised patients andwatarily hospitalised patients. Patient-
perceived coercion was evaluated using the MacArtRarceived Coercion Scale
(MPCS). This study used a modified version of tbales with statements rephrased into
questions.

Assessment of the prevalence of formal involuntaogpitalisation was carried out
from 01 01 2003 through to 31 12 2005 at VMHC RéoepRoom by recording in a
special register all the patients who arrived at iaception room and whose condition
was assessed by a psychiatrist on duty at the tteneppom, who refused to be
hospitalised and did not sign a consent for holgettion and were hospitalised against
their will. This stage of the study assessed thabar of hospitalisation cases and, upon
occurrence of several cases of involuntary hosgittbn of the same patient during the
assessment period, all such cases were added toutimber.

All the patients who were formally involuntarily $pitalised in the period 01 09
2003 to 31 12 2005 were invited to participate he study’s second stage. Prior to
carrying out the assessment planned under the 'stsdgond stage, those who gave
consent for participation were assessed with th&€&Iand the assessment results were
used for a comparison of the degree of perceivertcamn in formally involuntarily
hospitalised patients and voluntarily hospitalipatients.

The frequency and degree of perceived coercion gmituntarily hospitalised
patients were evaluated on the basis of the cabesolaontary hospitalisation that
occurred in the period 01 09 2003 — 31 12 2005r&8keere 1 341 cases of voluntary
hospitalisation which met the general criteriald study in the aforementioned period,;
however, considering the fact that the patientshiad already been included into FIH or

[IH patient group of the study’s second stage wererepeatedly interviewed, 895 cases
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of involuntary hospitalisation were suitable foswavey in the study’s first stage. 734 out
of 895 cases of voluntary hospitalisation were ss=&¢ with the MPCS. 161 cases of
hospitalisation were not evaluated due to a clingituation preventing a patient
interview, a quick discharge or refusal to parat®in the study. The MPCS results
were used to make a comparison between the defpsgaeived coercion in voluntarily
hospitalised patients and the degree of coercidh ¢ involuntarily hospitalised
patients.

The frequency of perceived coercion among formailyoluntarily hospitalised
patients and voluntarily hospitalised patients wasasured on the basis of the MPCS
results. In this study, like in the previous onegere the MPCS was employed to
measure coercion in terms of quality, MPCS’s scomas O to 2 points inclusive were
treated as the absence of perceived coercionhanscbre of 3 to 5 points was evaluated
as the presence of perceived coercion, i.e. argatiBo negatively replied to 3 or more
of 5 questions on the MPCS was evaluated as pa&ngetoercion during hospitalisation.
On the basis of these findings, a percentage ahdtly involuntarily hospitalised
patients who perceive coercion in the total nundddormally involuntarily hospitalised
patients, and that of voluntarily hospitalised @ats who feel coerced in the total
number of voluntarily hospitalised patients was suead.

In the study’s first stage the author of this weskaluated voluntarily hospitalised
patients using the MPCS in cooperation with otlesearchers within the framework of
the research proje&uropean Evaluation of Coercion in Psychiatry and Harmonisation
of Best Clinical Practise (EUNOMIA).

The secondstage of the study focused on two groups of stugagients: formally
involuntarily hospitalised (FIH) patients and infmally involuntarily hospitalised (I11H)
patients. The study focused on the patients hdsathin the period 01 09 2003 — 31 12
2005.

The first group of studied patients (FIH) was cosgmb by inviting all the patients
involuntarily hospitalised pursuant to Article 2f7tbe Law on Mental Health Care of the
Republic of Lithuania, and Article 2.26 of the Qi@ode of the Republic of Lithuania to
participate in the study (including those who didt rsign a consent on inpatient
admission during hospitalisation, but did so withilme nearest 48 hours and the

administration of a mental hospital did not apply the court concerning their
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involuntary hospitalisation). There were 152 casésinvoluntary hospitalisation in
VMHC Departments of Acute Psychiatry*(vomen and % men departments) during
the period concerned of the second stage (01 09 2081 12 2005). In 152 cases of
involuntary hospitalisation 120 patients were athditto hospital as part of the patients
were involuntarily hospitalised more than once wlgirihe period of the study. 85 (70.8
per cent) formally involuntarily hospitalised paiie out of 120 involuntarily
hospitalised patients were included into the stuflye remaining 35 patients either
refused to participate in the study or were nog¢rwviewed due to a quick discharge or
severe psychopathology. Patients included intos#eond stage of the study were not
repeatedly interviewed in the case of their rehtaipation during the period concerned.

The second group of informally involuntarily hogpised (IIH) studied patients
was composed by inviting all the patients volumyanospitalised in the first stage of the
study with their MPCS screening scores 3 and abiozethose perceiving coercion, to
participate in the study. In this study voluntarhpspitalised patients but who feel
coerced were defined as informally involuntarilyshitalised patients. 95 (76.6 per cent)
out of 124 patients with their MPCS scores 3 anovabwere included into the study.
The remaining 29 patients either refused to padie in the study or were not
interviewed due to a quick discharge or severelpgyathology.

Socio-demographic and clinical data were collechedn medical records and
patient interviews.

This stage of the study involved additional quaiitte measurement of perceived
coercion. The Visual Analogue Scale (VAS) of coancivas used for a more precise
comparison of the degree of coercion (i.e. quantégameasurement), i.e. for a better
differentiation of severely felt coercion, amongrnfally involuntarily hospitalised
patients and informally involuntarily hospitalispdtients. The VAS of coercion (as a
dependent variable) was also used to analyse thersathat are related to the degree of
perceived coercion.

In the second stage of the study the studied gatigom FIH and IIH patient
groups were assessed through an interview witlarfitht 7 days after hospitalisation on
the below-mentioned scales. The Clients’ ScaleAggessment of Treatment (CAT) was
used to determine how a patient assesses treatiePd-item version of the Brief

Psychiatric Rating Scale (BPRS) was employed tduew@a general psychopathology.
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Overall functioning was assessed by using the Glabsessment of Functioning (GAF)
scale. The quality of life was measured by using Manchester Short Assessment of
Quality of Life (MANSA) scale. Patient aggressiorasvevaluated with the Modified
Overt Aggression Scale (MOAS). To measure the maleconsistency of MPCS, BPRS,
CAT, and MANSA scales, the Cronbach’s alfa was i@dplEvaluations of the MPCS,
BPRS, GAF, CAT, MOAS, and VAS of coercion and paft socio-demographic
indicators were carried out under the researchept&uropean Evaluation of Coercion

in Psychiatry and Harmonisation of Best Clinical Practise (EUNOMIA). While working

on this research project, the work’s author reakiv@ntinuous training on the
application of the BPRS and GAF scale.

The third stage of the study. Among the most often select@@ria for the
measurement of the outcomes of involuntary hosgitbn are the indicators of long-
term re-hospitalisation classified as the objectviéeria, which were selected for this
study. Medical documentation was used to measuee diwration of the studied
hospitalisation and the following indicators of lrespitalisations within 3 years after
discharge from the studied hospitalisation: thesgnee of at least one rehospitalisation,
the number of re-hospitalisations and time to rphabsation. Three groups of studied
patients were compared in the third stage. Apaoimfrthe groups of formally
involuntarily hospitalised (FIH) and informally inluntarily hospitalised (IIH) patients
assessed through interviews of the second stagieeotudy, a third group of studied
patients was formed from the patients who gaZ negative responses to MPCS
guestions during the screening done in the fiegjesof the study, who were evaluated as
voluntarily hospitalised but not feeling coercedH\FC). The patients of these three
groups were compared in terms of their age, gentiggnostic category, type of referral
for hospitalisation, time to rehospitalisation with3 years after discharge, and the

number of re-hospitalisations within 3 years aftischarge.

Methods for statistical processing and submissionfaata
Data were processed using the statistical packaB&s 15.0 for Windows, JMP 7,
StatGraphic Plus 5.1, and Minitab 15. The Kolmoge®onirnov test was employed to
evaluate whether or not the distribution of dataairsample conform to a normal

distribution. By comparing proportions according frequency tables, the non-
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parametric chi-squared) test or the Fisher’'s exact two-way test was iadplor the
establishment of proportions, and the graphic vieas presented using a mosaic
diagram.

In the event of a normal data distribution, thelgsia of variance (ANOVA) was
used for a comparison of continuous variables antbeggroups. In the event of the
absence of a normal data distribution or categbvi@aables, the non-parametric tests of
Kruskal-Wallis (with Bonferroni method for pairwissomparison) and Mann-Whitney
were applied, and their results were presentedgusiedians and their confidence
intervals. For the graphical depicting of continsicand categorical variables notched
box plots were used.

To estimate the survival function (time to rehosisation), the Kaplan-Meier
estimator was used, and the Breslow test (genedalgilcoxon test) was employed to
measure differences among groups. To establisktteregth of relationship among signs
in the absence of a normal data distribution athen event of categorical variables, the
non-parametric Spearman’s rank correlation coefficior non-parametric gamma
correlation coefficient was employed. To evaluake tfactors predetermining the
dependent variable, a multiple regression, a s@pwiethod, was used.

The statistical significance of a difference ameagables was determined on the
basis of the exact p value. A difference was carsid as a statistically significant
difference with a probability of 95 per cent wherO®5, and with a probability of 99
per cent, when<0.01.

STUDY RESULTS
First stage of the study

Prevalence of formal involuntary hospitalisation

Assessment of the prevalence of involuntary hokgdtiion was done using data
about all the cases of involuntary hospitalisation2003, 2004 and 2005 in Vilnius
Mental Health Centre’s Acute Psychiatry Departme(® men and T women
departments) of the patients living in the catchihara of this inpatient facility, which
were recorded by the medical staff on duty at VMREception Room in a separate

register, developed for the purpose of this stébgessment in this study stage focused
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on the number of cases. Upon occurrence of seeasals of involuntary hospitalisation
of the same patient within the assessment peribdueh cases were included into this
number. The surveyed area includes the Vilniusdbaseds of Antakalnis, Justini&k,
Old Town, Snipidks, Verkiai, Virdulidks, Zirminai, and Z¢rynas. According to the
data of the Total Population and Dwelling Censu®12they had a population of
217 702. Upon evaluating the obtained data, thebeurof involuntary hospitalisations

per 10 residents per year was calculated. Data are prssénTable 1.

Table 1. The number of involuntary hospitalisaticarsd the number of involuntary

hospitalisations per 2@esidents in the catchment area of VMHC

Involuntary hospitalisations Year

2003 2004 2005
Number 86 83 50
Indicator per 10residents 39.5 38.1 23.0

The established indicator of involuntary hospitiisns per 10 residents in the
period concerned was from 23.0 to 39.5.

A percentage of involuntary admissions in the totaber of hospitalisations in
acute psychiatry departments in the period of paimclusion into the second stage of
the study, i.e. from 01 09 2003 to 31 12 2005, wias calculated. There were 1 341
cases of patient hospitalisation that met the géneiteria of the study with 1 189
voluntary hospitalisations (88.7 per cent) and th@luntary hospitalisations (11.3 per

cent) among them within this period (Fig. 2).
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- VH

11,3% B _rH

88,7%

Fig. 2. A percentage of involuntary hospitalisasiom the total number of hospitalisation

cases (VH — voluntarily hospitalised, FIH — fornyahvoluntarily hospitalised)

Frequency of informal involuntary hospitalisation (perceived coercion among

voluntarily hospitalised patients)

The study employed the MPCS for the screening tépis who perceive coerced
in the process of hospitalisation (i.e. those imfalty involuntarily hospitalised). On the
basis of the total score of VH and FIH studied guats, the MPCS’ Cronbach alfa
coefficient was 0.914. 734 out of 895 cases of malty hospitalisation were assessed on
the MPCS. Out of 734 MPCS-interviewed patients miyirihe screening, 124 studied
patients (16.9 per cent) received 3 points or neord were regarded as informally
involuntarily hospitalised (IIH), and 610 (83.1 pmnt) were rated by less than 3 points
and were regarded as voluntarily hospitalised eelifig coerced (VHNFC) (Fig. 3).
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— VHNFC

|

Fig. 3. Percentage of informal involuntary hospsi@ions (perceived coercion among
voluntarily hospitalised patients) (VHNFC — voluniy hospitalised not feeling coerced,

[IH — informally involuntarily hospitalised)

Frequency of coercion perceived by formally involutarily hospitalised patients

In the group of FIH patients, 2 out of 85 studiedignts or 2.3 per cent negatively
responded to less than 3 questions of the MPCStlamkfore, should be regarded as not
perceiving coercion. The remaining 83 patients gasgative responses to 3 or more
guestions of the MPCS and were assessed as thossvpe coerced. These results

show that the majority of involuntarily hospitalispatients felt coerced.

Degree of coercion perceived by formally involuntaty hospitalised patients and

voluntarily hospitalised patients

The degree of perceived coercion by 85 formallylowtarily hospitalised patients
who agreed to participate in the study was measuiidd the MPCS. The degree of
coercion felt by formally involuntarily hospitalide(FIH) and voluntarily hospitalised
(VH) patients was compared by using these datatb@ddata of the measurement of
voluntarily hospitalised patients on the MPCS dgrsereening. The Mann-Whitney test

was used for studied patient comparison. Data @septed in Table 2 and Fig. 4.
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Table 2. The degree of perceived coercion by fdgmaloluntarily hospitalised (FIH)

and voluntarily hospitalised (VH) patients

FIH VH
(n=85) (n=734) 0
Me " Mecl Min M Me " Mecl Min M P
e in ax e in ax
(M) (M)
MPCS S 0
score (45 2050 0 5 4, 00-10 0 5 46030 0,0001

n — number of cases, Me — median, M — mean, MeCbnfidence interval for the
median, Min — minimum, Max — maximum, U — Mann-Wiay U, p — p-value

100 FIH VH
80+
o
65% 50%
60
%
sl 29%
0 16%
8% 8%
s oo 1% 4% 4% 5%
0 0
Ol == [ 1 1 . . . —L 1 m .
0 1 2 3 4 5 0 1 2 3 4 5
MPCS score

Fig. 4. MPCS score of FIH and VH patients

The obtained data show higher degrees of percewertion in formal involuntary

admissions than in voluntary admissions.

Second stage of the study

The second stage of the study included 85 formaWgluntarily hospitalised (FIH)
and 95 informally involuntarily hospitalised (lIH)atients who met the criteria for

inclusion and agreed to participate in the study.
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Socio-demographic characteristics

FIH and IIH patient groups were compared by agadge diagnostic category and
type of referral for the studied hospitalisation.

In FIH group patient age ranged from 20 to 64 ye@le age average was 40.9
years. In IIH group the youngest patient was ageéad the oldest 63, and their age
average was 39.7 years. The performed analysisamdbles (ANOVA) did not show
any statistically significant differences in agdvieen the groups. Data of the analysis
are presented in Table 3.

Table 3. Comparison by age of the studied patien&$H and IIH patient groups

Patient group n Min Max M Cl (95 %) SD SE
FIH 85 20 64 409 37,9-43,0 11,678 1,267
IIH 95 18 63 39,7 37,2-42,1 12,114 1,243
Total 180 18 64 40,1 38,3-41,8 11,815 0,500

n — number of patients, Min — minimum, Max — maximuM — mean age, Cl —
confidence interval SD — standard deviation, SEandard error
F(1,178)=0,207, p=0,65

According to the performed comparison of the stddpatients in FIH and IIH
groups by gender, FIH patient group included 461 5ser cent) females and 39 (45.9
per cent) males, and IIH group — 41 (43.2 per ceembales and 54 (56.8 per cent) males.
No statistically significant difference was presbatween these groupgE2,158, 11=1,
n=180, p=0,142).

FIH and IIH patient groups were also compared bgonality of the studied
patients. FIH patient group included 58 (68.2 penty Lithuanians, 8 (9.4 per cent)
Poles, 15 (17.6 per cent) Russians, 4 (4.7 pe) ceptesentatives of other nationalities,
and IIH patient group had 62 (65.3 per cent) Lithiaas, 8 (8.4 per cent) Poles, 20 (21.1
per cent) Russians, and 5 (5.3 per cent) reprasasgaf other nationalities. There was
no statistically significant difference by natiomgl between the studied groups
(x2=0.404, 11=3, n=180, p=0.939).

FIH and IIH patient groups were also compared atingrto the main source of
income. The respondents of FIH patient group sgetthe main sources of income as
follows: 16 (18.8 per cent) — wages, 48 (56.5 @artc— disability, old-age pensions or

social benefits, 21 (24.76 per cent) — family supmavings and other income sources;
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in IIH patient group 17 (17.9 per cent) respondsepecified wages as the main source of
income, 63 (66.3 per cent) — disability, old-agassens or social benefits, 15 (15.8 per
cent) — family support, savings and other sour¢@éscome. There was no statistically
significant difference according to the main sowwtecome between the interviewed
groups §2=2.51, lI=2, n=180, p=0.285).

FIH and IIH patient groups were compared by empleymiIn the group of FIH
patients, 17 (20.0 per cent) studied patients wargloyed, 20 (23.5 per cent) —
unemployed, 42 (49.4 per cent) — persons with disabr pensioners, 6 (7.1 per cent) —
students or those pursuing other activities. In paetient group, 20 (21.1 per cent)
studied patients were employed, 12 (12.6 per ceniemployed, 56 (62.1 per cent) —
persons with disability or pensioners, 4 (4.2 pamntg—students or those pursuing other
activities. There was no statistically significatitference by employment between the
studied groupsy@=4.964, 11=3, n=180, p=0.174).

The groups of FIH and IIH patients were comparednayital status. In IIH patient
group, 47 (56.0 per cent) studied patients werglejril9 (22.6 per cent) — married, 16
(19.0 per cent) — divorced, 2 (2.4 per cent) — wiels. In IIH patient group, 47 (50.0)
per cent studied patients were single, 27 (28.7cpat) — married, 18 (19.1 per cent) —
divorced, 2 (2.1 per cent) — widowers. There wasigaificant statistical difference by
marital status among the studied groygs=0.95, 11I=3, n=178, p=0.813).

Diagnoses

The main diagnoses established for the patientiseoftudied groups are presented
in Tables 4 and 5.
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Table 4. Main diagnosis of FIH patient group

ICD-10 diagnosis

Organic delusional disorder (F06.2)

Organic mood (affective) disorder (F06.3)

Organic personality disorder (F07.0)

Paranoid schizophrenia (F20.0)

Simple schizophrenia (F20.6)

Schizotypal disorder (F21)

Delusional disorder (F22.0)

Acute polymorphic psychotic disorder without sympwof schizophrenia (F23.0
Acute polymorphic psychotic disorder with symptoofischizophrenia (F23.1)
Schizoaffective disorder, manic type (F25.0)

Schizoaffective disorder, depressive type (F25.1)

Schizoaffective disorder, mixed type (F25.2)

Severe depressive episode without psychotic symp(6i32.2)

Recurrent depressive disorder, current episodessvithout psychotic symptoms
(F33.2)

Adjustment disorder (F43.2)

(0] = iy
RN P rPHOoOOMRRPRPERLRESRNRS

Total

n — number of patients

Table 5. Main diagnosis of IIH patient group

ICD-10 diagnosis

Organic delusional disorder (F06.2)

Organic mood (affective) disorder (F06.3)

Paranoid schizophrenia (F20.0)

Acute polymorphic psychotic disorder with symptoofischizophrenia (F23.1)
Acute and transient psychotic disorder, unspecfii€zB.9)

Schizoaffective disorder, manic type (F25.0)

Schizoaffective disorder, depressive type (F25.1)

Schizoaffective disorder, mixed type (F25.2)

Bipolar affective disorder, current episode manithywsychotic symptoms (F31.2)
Bipolar affective disorder, current episode se&pression with psychotic
symptoms (F31.5)

Bipolar affective disorder, current episode mixE8X.6)

Severe depressive episode without psychotic symp{i3R.2)

Recurrent depressive disorder, current episodaasevighout psychotic symptoms
(F33.2)

Recurrent depressive disorder, current episodesevith psychotic symptoms
(F33.3)

= IN
U Wk P PO RLPEINS

Total 95

n — number of patients
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The groups of FIH and IIH patients were comparedphgient attribution to the
group of the diagnostic categories of schizophresughizotypal and delusional disorders
(F20-F29) of ICD-10 or other F diagnostic categomd ICD-10. In FIH patient group
the diagnoses of the diagnostic categories F20v#&@@ made for 78 (91.8 per cent),
other F diagnostic categories — 7 (8.2 per centjistl patients; in IIH patient group 78
(76.8 per cent) patients were diagnosed with tilseaties of the diagnostic categories
F20-F29 and 22 (23.2 per cent) — other F diagnasiiegories. There was established a
statistically significant difference between thevayed groupsyR=7.391, lI=1, n=180,
p=0.007). These findings show that the diagnosatefdiagnostic categories F20-F29
were more often established for patients from Fétlgmt group compared to those from

[IH group.

Factors related with arrival at an inpatient facility

FIH and IIH patient groups were compared by typerederral for the studied
hospitalisation (referral from an emergency med®atvice (EMS) or an outpatient
personal health care institution (PHCI) or withauy referral). In FIH patient group:
EMS referral — 52 (61.2 per cent), outpatient Piérral — 24 (28.2 per cent) without
referral — 9 (10.6 per cent); in IIH patient grolMS referral — 52 (54.7 per cent),
outpatient PHCI referral — 29 (30.5 per cent), withreferral — 14 (14.7 per cent). There
was no statistically significant difference by thgpe of referral for the studied

hospitalisation between the surveyed groy@s1{.114, lI=2, n=180, p=0.573).

Attempted suicides

FIH and IIH patient groups were compared by attemhpsuicides before the
studied hospitalisation. In FIH patient group, P(per cent) studied patients attempted
to commit suicide, 80 (94.1 per cent) — did nottha group of informally involuntarily
hospitalised patients 13 (13.7 per cent) studidekpiz attempted to commit suicide, 82
(86.3 per cent) — did not attempt to commit suiciBg attempted suicide before the
studied hospitalisation there was no significaatistical difference between the groups
of the studied patient§Z=3.034, ll=1, n=180, p=0,082).

Indicators of the previous use of inpatient service

The study also evaluated the indicators of theiptesvuse of inpatient services.
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FIH and IIH patient groups were compared accordimghe fact whether it was a
patient’s first psychiatric hospitalisation. In Flpatient group there were 9 (10.8 per
cent) cases of the first (primary) hospitalisatiand 74 (80.2 per cent) cases of
rehospitalisation; in IIH patient group 12 (13.2r peent) studied patients were
hospitalised for the first time (i.e. primary hasfisation) and 79 (86.8 per cent) ones re-
hospitalised. According to the fact whether a pdatisas hospitalised for the first time
there was no significant statistical differencewmstn the groups of the studied patients
(x2=0.225, lI=1, n=174, p=0.651).

No statistically significant differences were esidied between the studied groups
according to the number of hospitalisations betbeestudied hospitalisation, the period
from the first hospitalisation in the anamnesighe studied hospitalisation (in years),
the period from the last discharge from an inpatiaaility to the studied hospitalisation

(in days). Data are presented in Table 6.

Table 6. Indicators of the use of inpatient serwibg the studied patients of FIH and IIH

patient groups

FIH (n=85) IIH (n=95)
U p
MeCl . MeCl ..
Me (95 %) Min Max Me (95 %) Min Max
Number of
hospitalisations before g 3 76 o 52 5 40-700 61 3720,50,866
the studied

hospitalisation
Period from the first
hospitalisation in the

anamnesistothe 9 07 o 47 8 28 0 48 3370,00,320
. SN 12,0 11,0
studied hospitalisation
(in years)
Period from the last
discharge from an
. . . 188,1- 133,0—
inpatient facility to the 259 325 6 0 7631199 2781 2 48201725,50,989

studied hospitalisation
(in days)

n — number of patients, Me — median, MeCl — comfadeinterval for the median, Min —
minimum, Max — maximum, U — Mann-Whitney U, p — ahve
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Percentage of the patients who were formally involtarily hospitalised by a court

order

17 (20 per cent) out of 85 formally involuntarilpgpitalised studied patients were

hospitalised by a court order.

Medication within 3 days after hospitalisation

Medication within the first 3 days after hospitatisn was compared between FIH
and IIH patient groups. Comparison of whether tgpianti-psychotic drugs, atypical
anti-psychotic drugs, mood stabilisers, tranquifiseintramuscular injection and
intravenous drugs were prescribed did not show satfystically significant difference

between the groups of the studied patients. Datprsented in Table 7.

Table 7. Drugs prescribed for the studied patientslH and IIH groups within the first

3 days after hospitalisation

Drugs prescribed for the studied patients in FIH aml 1IH groups FIH IIH

within the first 3 days after hospitalisation

n % n %

Typical anti-psychotit 63 80,8 66 76,7
Atypical anti-psychotit 7 9,0 19221
Mood stabilisers 15 19,2 15 17,4
Tranquiliser$ 61 78,263 73,3
Intramuscular injectioh 63 80,8 71 82,6
Intravenous drugs 16 20,514 16,1

n — number of patients

1,2=0,395, ll=1, N=164, p=0,530 between FIH and IIH
v2=0,18, ll=1, N=164, p=0,892 between FIH and IIH
%2=0,088, ll=1, N=164, p=0,767 between FIH and IIH
4)(220,543, lI=1, N=164, p=0,461 between FIH and IIH
>y2=0,088, ll=1, N=164, p=0,767 between FIH and IIH
6)(220,540, lI=1, N=164, p=0,462 between FIH and IIH

Psychopathology

Psychopathology of FIH and IIH patient groups wasmpared and
measured with the BPRS. The total BPRS Cronbacha&prating for both studied
groups was 0.716. BPRS data are presented in Badtel notched box plots in Fig. 5.
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Table 8. BPRS scores of the studied patients indfiéHIIH groups

FIH (n=85) IIH (n=95)

BPRS item or subscale U p
MeCl MeCl
Me 95 06) ME (95 05

1. Somatic Concern 2 1020 2 2,0-2,0 380ar5
2. Anxiety 3 3,030 3 3,04,0 401108940
3. Depression 2 2030 2 2030 3788061
4. Suicidality 1 1,0-1,0 1 1,0-1,0 3722381
5. Guilt 1 1,0-1,0 1 1,0-1,0 38060439
6. Hostility 2 2030 2 1,0-2,0 3204013
7. Elevated Mood 1 1020 1 1,0-1,0 3480,068
8. Grandiosity 1 1010 1 1,0-1,0 3529067
9. Suspiciousness 3 2030 2 20-3,0 3290028
10. Hallucinations 1 1010 1 1,0-1,0 3966,810
11. Unusual Thought Content 4 4,0-50 4 4,0-4,02320,016
12. Bizarre Behavior 3 2,040 3 2,0-3,0 3582,582
13. Self-Neglect 3 2030 2 20-20 3350044
14. Disorientation 1 1010 1 1,0-1,0 354Pp,072
15. Conceptual Disorganization 3 3,040 3 3,0-4639,00,241

16. Blunted Affect 3 3,030 3 3,040 3819511
17. Emotional Withdrawal 3 2030 3 3,0-3,0 3720849
18. Motor Retardation 1 10-20 2 1,0-2,0 3710805
19. Tension 3 3030 3 3,030 3788,as50
20. Uncooperativeness 2 2020 2 1020 378(B61
21. Excitement 2 2020 2 1,0-2,0 3475,088
22. Distractibility 2 2020 2 20-2,0 39280739
23. Motor Hyperactivity 1 10-1,0 1 1,0-1,0 372B@79
24. Mannerisms and Posturing 2 1020 1 1,0-2,068%0,706
Positive Symptom Subscale (Items 13 12,0~ 13 11,0~ 3325,50,041
9,10,11,12,14) 14,0 13,0

Negative Symptom Subscale (Items 10 9,0 10 9,0~ 4021,50,963
13,16,17,18) 11,0 11,0
Depression/Anxiety Symptom Subscale 8 7,0- 8 7,095 3773,m,447
(Items 2,3,4,5) 10,0

Manic/Excitement Symptom Subscale (Itemid 10,0- 9 8,0- 3062,50,005
6,7,8,21,22,23) 13,0 10,5

BPRS total score 58 54,0~ 55 52,0~ 3460,00,098

61,0 58,5

n — number of patients, Me — median, MeCl — comfadeinterval for the median, U —
Mann-Whitney U, p — p-value
Subscales were composed according to J. Ventura.
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Fig. 5. The BPRS total score of the studied patienIH and IIH patient groups

It was determined that the group of FIH patientseneed statistically more
significant scores of BPRS items 6, 9, 11, 13 andnislExcitement Symptom
Subscales. Even though the Mann-Whitney test shbwspresence of a statistically
significant difference in BPRS Positive Symptom Stdle scores between the groups,
the uniform medians of the studied patient groupsng with their overlapping
confidence intervals having insignificant differescallow a conclusion that the presence

of this difference is doubtful.

Global functioning level

The global functioning level was assessed using @tebal Assessment of
Functioning (GAF) scale. Even though FIH patierduyr received slightly lower scores
than IIH patient group they did not reach a stiatdlty significant difference. Data are

presented in Table 9.

Table 9. The GAF scale score of the studied paiehFIH and IIH patient groups

FIH (n=83) [IH (n=93)
U p
MeCl . MeCl .
Me (95 %) Max Min Me (95 %) Max Min

GAF score 22 20,0-29,110 48 28 24,0-30,510 58 3452,00,093
n — number of patients, Me — median, MeCl — comfageinterval for the median, Min —
minimum, Max — maximum, U — Mann-Whitney U, p — akve
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Aggression

FIH and IIH patient groups were compared by matatesn of aggression. Since
distribution of MOAS data was non-normal, to rate total aggression, patients were
divided into two categories: aggressive patientth wheir MOAS total weighted score
>3 points and non-aggressive patients with their NBtal weighted score <3 points.
FIH and IIH patient groups were compared accordmdghe presence or absence of
aggression using the chi-squag@)(test. As the results show, aggression in Flhepat
group (MOAS3 points) was displayed by 37 (43.5 per cent) p&ieand in [IH group —
26 (27.4 per cent) patientg2€5,150, lI=1, N=180, p=0.023), i.e. aggression wase
typical of formally involuntarily hospitalised patits than of informally involuntarily
hospitalised patients. The comparison also focasethe manifestation of aggression in
both groups of the studied patients according tlividual categories of aggression. In
this case, behaviour of each aggression categosycoeasidered as aggressive if the
category’s score wasl point. Choice of the minimal score of the scaleassessing
individual categories of aggression allows us tcasoee the manifestation of minor
aggression (in particular of verbal aggression).

As the findings show, it was verbal aggression wed most frequently manifested
in both groups of the studied patients, while congoa of differences in aggression
manifestation between the two groups of the studmadents shows statistically
significant more frequent manifestation of verbadl ghysical aggression in FIH patient

group vs IIH patient group. Data are presentedaild 10.

Table 10. Aggression of the studied patients of &fid IIH patient groups

Patient group

Category of aggression FIH and IIH total FIH IIH

n' %" n % n %
Verbal aggressidh 107 59,4 60 70,6 47 49,5
Aggression against property 17 9,4 9 106 8 8,4
Auto-aggression 17 9,4 10 11,8 7 7,4
Physical aggression 34 18,9 22 259 12 126

n — number of patients

L_ 180 patients’~ 85 patients® — 95 patients

*42=8,296, ll=1, N=180, p=0,004 between FIH and IIH
5)(225,141, [I=1, N=180, p=0,023 between FIH and IIH
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How do patients assess treatment they receive?

Patient satisfaction with their treatment and mgswas measured using the
Clients’ Scale for Assessment of Treatment (CAThe Ttotal CAT scale Cronbach
alpha’s rating for both groups of the studied patiewas 0.907. CAT scale data are
presented in Table 11 and Fig. 6.

Table 11. CAT scale scores of the studied patieinEsH and IIH patient groups

FIH (n=85) IIH (n=95)

U p
Me  MeCl(95%) Me MeCl (95 %)

CAT total score 27 21,9-32,0 39 36,0-45,0 2868,0 0,001

n — number of patients, Me — median, MeCl — comfageinterval for the median, U —
Mann-Whitney U, p — p-value
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Fig. 6. CAT score of the studied patients of FIH &l patient groups

The total CAT scale’s score was statistically digantly higher in IIH patient
group, which shows that the group’s patients bedtealuate the majority of treatment

and nursing aspects at the beginning of inpatreatment.

Quality of life
The Manchester Short Assessment of Quality of (MANSA) scale was

employed to assess the quality of life of FIH alitipatient groups. The total assessed
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MANSA scale’s Cronbach alpha score for both groofpthe studied patients was 0.717.

MANSA scale's total score is presented in Table 12.

Table 12. MANSA score of the studied patients d¢f Bhd IIH patient groups

FIH IIH
(n=85) (n=95) U p
Me MeCl(95%) Me MeCl (95 %)
MANSA total score 51 46,0-56,0 50 47,0-53,5 3817®,528

n — number of patients, Me — median, MeCl — comfadeinterval for the median, U —
Mann-Whitney U, p — p-value

The performed analysis did not reveal any statilficsignificant differences of

MANSA scale scores between the groups of the siyohdients.

Use of physical restraints

Comparison of the use of physical restraints (fogt within the first day
after hospitalisation shows that these restram#sliH patient group were used on 8 (9.4
per cent) studied patients and not used on 77 (Pér6cent) patients, and physical
restraints in IIH patient group were applied on32(per cent) studied patients and not
applied on 92 (96.8 per cent). By applying the Eishexact two-way test no statistically
significant difference was recorded among the gsooifpthe studied patients according

to the use of physical restraints (fixation) (n=1p60.118).

Perceived coercion measured with the Visual Analogas Scale (VAS) of coercion

Coercion felt by the studied patients in FIH and patient groups was measured

with the VAS of coercion. Data are presented inl@dl3 and Fig. 7.

Table 13. VAS of coercion score of the studiedgras of FIH and IIH patient groups

FIH (n=83) [IH (n=93)
U p
MeCl . MeCl .
Me (95 %) Min Max Me (95 %) Min  Max
VAS of 80—
coercion 9 160 1 10 5 5,0-6,0 1 10 2467,0,0001
score '

n — number of patients, Me — median, MePI — comfogeinterval for the median, Min —
minimum, Max — maximum, U — Mann-Whitney U, p — ahve
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Fig. 7. VAS of coercion score of the studied pasesf FIH and IIH patient groups
As the obtained findings show, according to theesof the VAS of coercion, the
degree of coercion felt by the studied patientSIk patient group was statistically more

significant compared with that in IIH patient group

Correlation of the degree of perceived coercion whtvarious factors

With the aim determining the factors that have afluence on the degree of
coercion perceived by patients hospitalised in@pstchiatry departments, a correlation
analysis was performed. Due to a discontinuous dig#&ibution VAS data were
grouped into 3 groups: points 1-3 were recoded {ow), 4-7 — 2 (medium) and 8-10 —
3 (high degree of coercion). Assessment coveredctireelation of the degree of
perceived coercion measured on the VAS of coerawth socio-demographical
characteristics and clinical factors. The analydisoercion correlations with various
factors employed a spectrum of scores from O tb MIOAS verbal aggression, MOAS
aggression against property, MOAS auto-aggressionMOAS physical aggression. It
also employed two variables, i.e. MOASand MOASg The variable MOAg was
obtained upon summing up the following componenisitiplying the MOAS verbal
aggression score by coefficient 1, multiplying MOAS aggression against property
scores by coefficient 2, multiplying the MOAS auwtggression scores by coefficient 3
and multiplying the MOAS physical aggression scdrgscoefficient 4. Thus, the total
weighted score of aggression with its maximum valti&0 is obtained. The variable
MOAS,s was obtained upon summing up the scores of MOA®aleaggression

multiplied by coefficient 1, the scores of MOAS aggpsion against property multiplied
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by coefficient 2, the scores of MOAS physical aggren multiplied by coefficient 4. In
this event the total weighted score of aggressih @ maximum potential value of 28
is obtained. This variable does not include autgr@gsion as it is assumed that this form
of aggression is distinguished by specific featuard, therefore, when assessing the
total aggression in some cases it is better taireffrom including it into the total
weighted score of the MOAS in order to achieve arghccuracy.

Correlations of the variables with VAS of coerciesnoores were established by
applying a non-parametric method of gamma coriatadis it is the most suitable method
in case of many tied observations, which was detexthduring this study.

FIH and IIH patient groups were assessed separatelyjointly, i.e. all patients

feeling coerced. These data are presented in Tahias.
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Table 14. Correlations with various factors of @@n perceived by the studied patients

in FIH patient group

Gamma correlation
Factor n with VAS of

: value
coercion

Gender (female) 830,551 0,004
Age 83 0,108 0,420
Employed 83 -0,222 0,409
Married 83 -0,156 0,547
Nationality — Lithuanian 83-0,186 0,419
Involuntary hospitalized by courts order 83,364 0,185
GAF 83 -0,113 0,347
MOAS verbal aggression 83,492 0,0001
MOAS aggression against property 83227 0,517
MOAS auto-aggression 830,03 0,924
MOAS physical aggression 83,294 0,186
MOAS,g scores 830,367 0,01
MOAS,, scores 830,312 0,032
BPRS Manic/Excitement Symptom Subscale 83L09 0,455
BPRS Negative Symptom Subscale &B024 0,858
BPRS Positive Symptom Subscale 88,029 0,822
BPRS Depression/Anxiety Symptom Subscale 88173 0,144
BPRS total score 830,045 0,737
MANSA total score 83 -0,015 0,911
CAT total score 83-0,295 0,013
Number of hospitalisations before the studied o, 0,238 0.054
hospitalisation
Period fro_m the first hc_)spltallsa_tlop m_the _ 0,002 0.988
anamnesis to the studied hospitalisation (in years
Period from the last discharge from an inpatient
facility to the studied hospitalisation (in days) 72 0,158 0,240
Not the first hospitalization 81-0,650 0,044
Emergency medical service referral 82,195 0,370
Suicide attempt before the studied hospitalizatio@3 1,0 0,021
Intrar_nu_scul_ar injection within the first 3 dayseaft 76 -0,308 0.256
hospitalisation
Intravenous drugs within the first 3 days after 76 -0.007 0.981

hospitalisation

Attribution to the group of the diagnostic
categories of schizophrenia, schizotypal and 83 -0,167 0,639
delusional disorders (F20-F29)

The use of physical restraints (fixation) withireth

first day after hospitalisation 83 10 0,0001

n — number of patients
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Table 15. Correlations with various factors of c@n perceived by the studied patients

in [IH patient group

Gamma correlation
Factor n with VAS of

: value
coercion

Gender (female) 930,129 0,432
Age 93 0,119 0,247
Employed 93 0,193 0,344
Married 93 -0,158 0,373
Nationality — Lithuanian 930,097 0,583
GAF 93 -0,105 0,331
MOAS verbal aggression 93,663 0,0001
MOAS aggression against property 93552 0,073
MOAS auto-aggression 930,458 0,160
MOAS physical aggression 93,281 0,267
MOAS,g score 93 0,519 0,0001
MOAS,, score 93 0,346 0,005
BPRS Manic/Excitement Symptom Subscale 29204 0,067
BPRS Negative Symptom Subscale @B101 0,381
BPRS Positive Symptom Subscale gB155 0,145
BPRS Depression/Anxiety Symptom Subscale gB303 0,002
BPRS total score 930,001 0,992
MANSA total score 93 0,001 0,991
CAT total score 93-0,405 0,0001
Num_ber_ of _hospltallsatlons before the studied 91 0,095 0.342
hospitalisation
Period fro_m the first hc_)spltallsa_tlon m_the _ 0.154 0.127
anamnesis to the studied hospitalisation (in years
Period from the last discharge from an inpatient
facility to the studied hospitalisation (in days) 76 0,096 0,349
Not the first hospitalization 91-0,031 0,875
Emergency medical service referral 9P,156 0,354
Suicide attempt before the studied hospitalizatio®3 -0,384 0,122
Intrar_nugcul_ar injection within the first 3 dayseaft 86 -0.068 0.765
hospitalisation
Intravenous drugs within the first 3 days after 87 007 0721

hospitalisation

Attribution to the group of the diagnostic
categories of schizophrenia, schizotypaland 93 0,574 0,002
delusional disorders (F20-F29)

The use of physical restraints (fixation) withireth 93

first day after hospitalisation 0,692 0,264

n — number of patients
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Table 16. Correlations with various factors of @o@n perceived by all involuntarily
hospitalised studied patients (FIH and |IH patigm@ups)

Gamma correlation
Factor n with VAS of

: value
coercion

Gender (female) 1760,311 0,011
Age 176 0,105 0,164
Employed 176 0,054 0,734
Married 176 -0,072 0,612
Nationality — Lithuanian 1760,014 0,918
Formal involuntary hospitalization 17®,572 0,0001
Involuntary hospitalized by courts order 83 -0,364 0,185
GAF 176 -0,137 0,81
MOAS verbal aggression 178,627 0,0001
MOAS aggression against property 11,421 0,054
MOAS auto-aggression 1760,101 0,643
MOAS physical aggression 17®,385 0,11
MOAS,s score 176 0,501 0,0001
MOAS,, score 176 0,385 0,0001
BPRS Manic/Excitement Symptom Subscale 106237 0,004
BPRS Negative Symptom Subscale 11607 0,4
BPRS Positive Symptom Subscale 175130 0,102
BPRS Depression/Anxiety Symptom Subscale 1715248 0,001
BPRS total score 1760,065 0,402
MANSA total score 176 0,017 0,815
CAT total score 176-0,421 0,0001
Number of hospitalisations before the studied -, 0,02 0.794
hospitalisation
Period frqm the first hqspltallsal_tlop |n.the . 170 0,117 0.125
anamnesis to the studied hospitalisation (in years)
Period from the last discharge from an inpatient
facility to the studied hospitalisation (in days) 148 0,146 0,061
Not the first hospitalization 172-0,124 0,481
Emergency medical service referral 170,067 0,603
Suicide attempt before the studied hospitalizatidiv6 -0,215 0,338
Intramuscgla_r |nj_ect|on within the first 3 days 162 -0.148 0.375
after hospitalisation
Intravenous drugs within the first 3 days after 163 0,031 0.846

hospitalisation

Attribution to the group of the diagnostic
categories of schizophrenia, schizotypal and 176 0,486 0,004
delusional disorders (F20-F29)

The use of physical restraints (fixation) Withimath17

first day after hospitalisation 6 0,849 0,002

n — number of patients,

35



Factors impacting the degree of perceived coercion

Upon determining significant correlations, the noettof multiple regression was
employed for the analysis of the factors impactimg degree of coercion. A stepwise
method was used. The most significant factors ltawdarrelated with the VAS of
coercion were included into verification of thedii predictors. As in the case of gamma
correlation, the VAS data were divided into 3 greupoints 1-3 were recoded to 1 (low
degree of coercion), 4-7 recoded to 2 (medium)&A40 — 3 (high). FIH and IIH patient
groups were assessed separately and jointly (FtHIkkh groups together), i.e. all the
studied patients feeling coerced. First, multicahrity, i.e. inter-correlation of
independent variables, was assessed and the ‘eariakithout significant inter-
correlation were left for the final analysis. Up@pplying the stepwise multiple
regression, statistically significant factors westablished in predictive models.

FIH patient group analysis. Upon applying the stspwmultiple regression,
statistically significant factors were left in tlobtained predictive models which are
shown in Tables 17, 18. In model 1, the factor batraggression” explains 10 per cent
of variation of the dependent variable (i.e. a degof coercion). Upon supplementing
model 1 with the factor “gender (female)”, explaoatof variation of the dependent
variable increased up to 15 per cent. Upon addiegfactor “CAT score” to model 3,
explanation of dependent variable variation incedagp to 20 per cent. Upon adding the
fourth factor “attempted suicide” to model 4, ex#don of dependent variable variation

grew up to 23 per cent.

Table 17. The quality parameters of the degreepefaon model of the studied patients

of FIH group
Model R R? AR?
1 0,326(a) 0,106 0,095
2 0,413(b) 0,171 0,150
3 0,483(c) 0,233 0,203
4 0,521(d) 0,271 0,233

a — verbal aggression, b — verbal aggression; geffieimale); ¢ — verbal aggression;
gender (female); CAT score, d — verbal aggressgemder (female), CAT score,
attempted suicide, R — multiple correlation coédfit, R — coefficient of determination,
AR? — adjusted coefficient of determination
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Table 18. The coefficients and statistical valueshe final model of regression of the

studied patients of FIH group

B CI (95 %)
Model B B t P Lower Lower
Bound Bound
1 (Constani) 2.297 20573 00001 2,074 2,519
Verbal 0,189 0,326 3,062 0,003 0,066 0,312
aggression
2 (Constant) 2.852 11412 0,0001 2,355 3,350
Verbal 0,162 0,278 2,655 0,01 0,04 0,283
aggression
Gender (female)  0,3560,259 2,467 0,016 0,643 0,069
3 (Constant) 3,140 11,719 0,0001  2.606 3,673
Verbal 0,156 0,270 2,654 001 0,039 0,274
aggression
Gender (female)  0,3630,264 2,602 0,011 0,641 0,085
CAT score 0,009 0,249 -2,497 0,015 -0,16 -0,002
4. (Constant) 2.473 5821 0001 1,627 3,319
Verbal 0177 0306 3,018 0003 006 0,294
aggression
Gender (female) 0,3460,252 2,521 0,014 0,619 0,073
CAT score 0008 0239 2434 0017 0015 -0,002
Attempted 0,567 0,199 1,998 0,049 0,002 1,132
suicide

B — unstandardized coefficienfs;- standardized coefficients, Cl — confidence wdér

IIH patient group analysis. Upon applying the stesgwmultiple regression,
statistically significant factors were left in tlobtained predictive models which are
shown in Tables 19, 20. In model 1, the factor batraggression” explains 24 per cent
of variation of the dependent variable (i.e. a degsf coercion). Upon adding the factor
“attribution to the group of the diagnostic categerF20-F29” to model 2, explanation
of variation of the dependent variable increasedoupl per cent. Upon adding the third
factor “CAT score” to model 3, explanation of vaiea of the dependent variable

increased up to 37 per cent.
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Table 19. The quality parameters of the degreebefaon model of the studied patients

of IIH group
Model R R? AR?
1 0,500(a) 0,250 0,242
2 0,571(b) 0,327 0,312
3 0,628(c) 0,394 0,374

a — verbal aggression, b — verbal aggressionpation to the group of the diagnostic
categories F20-F29; ¢ — verbal aggression; attdhuto the group of the diagnostic
categories F20-F29; CAT score, R — multiple cotietacoefficient, R — coefficient of
determination, AR— adjusted coefficient of determination

Table 20. The coefficients of the final model ofnession of the studied patients of IIH

group and their statistical values

B CI (95 %)
Model B p t p Lower Lower
Bound Bound
1 (Constant) 1,677 17,928 0,0001 1,491 1,863
Verbal aggression 0,417 0,500 5,514 0,0001 0,267 0,568
2 (Constant) 2,338 10,363 0,0001 1,890 2,787
Verbal aggression 0,399 0,478 5,513 0,0001 0,255 0,543
Attribution to the
group of the
diagnostic 0,523 0,277 3,191 0,002 0,849 0,198
categories F20-
F29
3 (Constant) 2,930 10,254 0,0001 2,362 3,498
Verbal aggression 0,308 0,369 4,106 0,0001 0,159 0,456
Attribution to the
group of the
diagnostic 0,516 0,273 3,296 0,001 0,827 0,205
categories F20-
F29
CAT score -0,014 -0,282 -3,149 0,002 -0,022 -0,005

B — unstandardized coefficienfs;- standardized coefficients, Cl — confidence wdér

An overall analysis of formally and informally inkmtarily hospitalised (FIH and
[IH) patients. Upon applying the stepwise multipégression, statistically significant
factors were left in the obtained predictive modelsch are shown in Tables 21, 22. In

model 1, the factor “verbal aggression” explains @ cent of variation of the
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dependent variable (i.e. the degree of coercioppriJadding the factor “CAT score” to
model 2, explanation of variation of the dependetable increased up to 30 per cent.
Upon adding the third factor “formal involuntary dptalisation” to model 3,

explanation of variation of the dependent variablereased up to 33 per cent. Upon
adding the factor “attribution to the group of tHegnostic categories F20-F29” to

model 4, explanation of variation of the dependemiable increased up to 35 per cent.

Table 21. The quality parameters of the degree oafraon model of formally and

informally hospitalised patients (FIH and IIH greufpgether)

Model R R? AR?
1 0,468(a) 0,219 0,215
2 0,556(b) 0,310 0,302
3 0,584(c) 0,341 0,330
4 0,602(d) 0,363 0,348

a — verbal aggression, b — verbal aggression; C#ofes ¢ — verbal aggression; CAT
score; formal involuntary hospitalization; d — varkaggression; CAT score; formal
involuntary hospitalization; attribution to the gmof the diagnostic categories F20-F29,
R — multiple correlation coefficient,’R— coefficient of determination, AR- adjusted
coefficient of determination
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Table 22. The coefficients of the final model ofnession of formally and informally

hospitalised patients (FIH and IIH groups togetlae) their statistical values

B CI (95 %)
Model B p t p Lower Upper
Bound Bound
1 (Constant) 1,908 25,733 0,0001 1,762 2,055
Verbal aggression 0,338 0,468 6,994 0,0001 0,242 0,433
2 (Constant) 2,429 18,686 0,0001 2,172 2,685
Verbal aggression 0,281 0,389 5,961 0,0001 0,188 0,374
CAT score -0,013 -0,310 -4,751 0,0001 -0,019 -0,008
3 (Constant) 1,961 9,509 0,0001 1,554 2,368
Verbal aggression 0,250 0,347 5,278 0,0001 0,156 0,343
CAT score -0,012 -0,274 -4,193 0,0001 -0,017 -0,006
Formal
involuntary 0,303 0,189 2,884 0,004 0,096 0,511
hospitalization
4 (Constant) 2,436 8,556 0,0001 1,874 2,998
Verbal aggression 0,234 0,325 4,964 0,0001 0,141 0,327
CAT score -0,012 -0,284 -4,406 0,0001 -0,018 -0,007
Formal
involuntary 0,259 0,162 2,459 0,015 0,051 0,467
hospitalization
Attribution to the
group of the
diagnostic 0,324 0,150 2,385 0,018 0,592 0,056
categories F20-
F29

B — unstandardized coefficienfs;- standardized coefficients, Cl — confidence wdér

Restriction on patients' freedom of movement duringnpatient treatment

Further, there was made a comparison of restrigtionposed on the free
movement out of department within the entire tefrthe studied hospitalisation for two
groups of the studied patients. A percentage ofithe spent under prescribed regime |
(when a patient is not permitted to leave the depamt at all), regime Il (when a patient
can leave the department if accompanied by anqgtleeson) and regimes | and Il
together during the term of inpatient treatment waspared. The comparison of FIH
and IIH patient groups showed that the time spewteu prescribed regime | by the
studied patients of FIH group during inpatient tneent had been longer than that of the

studied patients of IIH group. Assessment of thal tength of time spent under regime
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II, and regimes | and Il did not show any statastic significant differences between the

studied groups. Data are presented in Table 23.

Table 23. Restrictions imposed on the studied patief FIH and IIH groups with regard
to free movement out of the department within theire period of the studied

hospitalisation

FIH (n=83) [IH (n=93)
U p
MeCl ,. Mel ,
Me (95 %) Min Max Me (95%) Min Max
A percentage of the 21 o 11.7—
time spent under 31,6 7,7 0O 100 16 ’ 0 100 2971,50,008
) : 41,7 24,1
prescribed regime |
A percentage of the 23 4 330
time spent under 33 ’ 0O 100 39,6 _. 0 100 3459,50,235
) : 441 51,0
prescribed regime Il
A percentage of the
time spentunder —  gg 76.9- 143 100 90 2%~ 0 100 3628,50,481

prescribed regimes | 100,0
and Il together

98,0

n — number of patients, Me — median, MeCl — comfaeinterval for the median, Min —
minimum, Max — maximum, U — Mann-Whitney U, p — akve

Third stage of the study

Assessment done in the third stage of the studyskd on the duration of the
studied hospitalisation, the risk of rehospitalmat(i.e. whether a patient was re-
hospitalised at least once), the number of re-talsgations and time to rehospitalisation
within 3 years from discharge from the surveyedpitalisation in the studied groups of
formally involuntarily hospitalised (FIH), informiglinvoluntarily hospitalised (IIH) and
voluntarily hospitalised not feeling coerced (VHNHR&atients. Data on the durations of
the studied hospitalisation and re-hospitalisationsre obtained from medical
documentation.

Group of diagnostic categories, age, gender and tgf referral for hospitalisation

The groups of the studied FIH, IIH and VHNFC patsenvere compared by
inclusion into a group of diagnostic categoriese,agender and type of referral for

hospitalisation.
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Comparison of the diagnoses established for thermgatof three groups according
to inclusion into the group of the diagnostic catégs F20-F29 or other ICD-10 F
categories showed a statistically significant ddéfece among the three groups. In
VHNFC patient group, diagnoses of the group ofdiagnostic categories F20-F29 were
established for 274 (72.5 per cent) and diagnotesher F diagnostic categories were
made for 104 (27.5 per cent) studied patientsFid patient group 78 (91.8 per cent)
patients were diagnosed with the disorders of tbemof the diagnostic categories F20-
F29 and 7 (8.2 per cent) patients — other disordémhe F diagnostic categories; in
VHNFC group 73 (76.8 per cent) patients were diggdowith the disorders of the group
of the diagnostic categories F20-F29 and 22 (28rZpnt) studied patients — with other
disorders of the F diagnostic categorig®=14.235, lI=2, n=558, p=0.01). Statistically
significant differences were determined between &tid 1IH patient groupg2=14,15,
lI=1, n=463, p=0.0001) and FIH and VHNFC group®<7.391, lI=1, n=180, p=0.007),
in the meantime no statistically significant difaece was recorded between VHNFC and
[IH patient groups 2=0.737, lI=1, n=473, p=0.391). These findings shiat the
diagnoses of the diagnostic categories F20-F29 were often established for patients
from FIH group compared to those from the two otjreups.

The performed analysis of variance (ANOVA) of FIH{ and VHNFC patient
groups did not show statistically significant difaces among the groups according to

age. Data of the analysis are presented in Table 24

Table 24. Comparison by age of the studied pateitise FIH, IIH and VHNFC groups

Patient Mn Max M  CI(95%) SD SE
group
1. VHNFC 378 18 64 408 396420 11,791 0,606
2. FH 85 20 64 409  37,9-430 11,678 1,267
3. lIH 05 18 63 397 372-421 12114 1,243
Total 558 18 64 40,6 39,6415 11,815 0,500

n — number of patients, Min — minimum, Max — maximuM — mean age, Cl —
confidence interval SD — standard deviation, SEardard error
F(2,555)=0,342, p=0,710

Comparison by gender of the three studied groupsndit show a statistically

significant difference. VHNFC patient group inclad&88 (49.7 per cent) females and
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190 (50.3 per cent) males, FIH group — 46 (54.1cpeat) females and 39 (45.9 per cent)
males, and VHNFC group — 41 (43.2 per cent) females$ 54 (56.8 per cent) males
(x2=2.252, lI=2, n=558, p=0.324).

According to the type of referral for the studiedlspitalisation (referral from an
emergency medical service (EMS), referral from arnpatient personal health care
institution (PHCI), without referral) no differencevere present among the three studied
groups. In VHNFC patient group the aforementiongres distributed as follows: EMS
referral — 183 (48.4 per cent), outpatient PHCEmefl — 141 (37.3 per cent), without
referral — 54 (14.3 per cent); in FIH group: EM&ereal — 52 (61.2 per cent), outpatient
PHCI referral — 24 (28.2 per cent), without referad (10.6 per cent); in IIH patient
group: EMS referral — 52 (54.7 per cent), outpatlHACI referral — 29 (30.5 per cent),
without referral — 14 (14.7 per cenjR€5.434, lI=4, n=558, p=0.246).

Duration of hospitalisation, risk of rehospitalisaion, the number of re-

hospitalisations, time to the ' rehospitalisation

Considering the fact that the most frequent diagaastablished for involuntarily
hospitalised patients in this and previous studies those from the group of the
diagnostic categories F20-F29, assessment of tHeators of hospitalisation and
rehospitalisation covered not only the total sampliethe studied patients, but also
separately the patients included into to the grafupe diagnostic categories F20-F29.

The Kruskal-Wallis non-parametric test was useddmpare the three groups. A
statistically significant difference was establidl@anong the three groups of the studied

patients according to the duration of the studiesbitalisation (Table 25).

Table 25. Duration of the studied hospitalisatiom @ays) of the patients of
VHNFC, FIH and IIH patient groups

Patient group n Me MeCl (95 %) Min Max
VHNFC 378 31 29,0-34,0 0 1231
FIH 85 44 37,0-49,0 3 233
IIH 95 39 33,5-47,5 3 323

x2=18,356, =2, N=558, p=0,001, n — number of pase Me — median, MeCl —
confidence interval for the median, Min — minimuax — maximum
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The three groups were also compared with each athieg the Mann-Whitney test.
Statistically significant differences were estatdid between VHNFC and FIH patient
groups (Mann-Whitney U=11965.5, p=0.001) as weN/eNFC and IIH patient groups
(Mann-Whitney U=14562.5, p=0.004), in the meantime statistically significant
difference was recorded between FIH and IIH patigatips (Mann-Whitney U=3736.0,
p=0.387). Patients from the groups of the diagoosttegories F20-F29 were also
compared by the Kruskal-Wallis non-parametric t@$te results of this test showed a
statistically significant difference between theaeth groups of the studied patients
(x2=7.771, lI=2, n=425, p=0.021). Afterward, the #higroups were compared with each
other using the Mann-Whitney test. The test showsthtistically significant difference
between VHNFC and FIH patient groups (Mann-WhitkB8656.0, p=0.01). There was
a difference between VHNFC and IIH groups, butdt mbt reach statistical significance
(Mann-Whitney U=8766.5, p=0.105). No statisticalgnificant difference was recorded
between FIH and IIH patient groups (Mann-Whitney2851.5, p=0.466). According to
these findings, the length of hospitalisation & gatients from VHNFC group is shorter
than that of FIH and IIH group patients (except fioe case when the difference in
hospitalisation duration of VHNFC and IIH patientogps did not reach statistical
significance) and no differences between FIH akldgitoups is present.

The performed comparison of the risk of rehos@tdion among 3 groups of the
studied patients showed a statistically significdifiference between them. In VHNFC
patient group: 189 (50.0 per cent) patients werleospitalised, 189 (50.0 per cent) were
not re-hospitalised; in FIH patient group: 56 (6ped cent) patients were re-hospitalised,
29 (34.1 per cent) were not re-hospitalised; andHnpatient group: 64 (67.4 per cent)
patients were re-hospitalised, and 31 (32.6 pert)cavere not re-hospitalised.
(x2=13.747, lI=2, n=558, p=0.001) (Fig. 8).
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Fig. 8. Distribution of re-hospitalised and nothespitalised patients in VHNFC, FIH
and IIH studied patient groups (1 — not re-hosiska, 2 — re-hospitalised)

Statistically significant differences were estdidid between FIH and VHNFC
patient groupsy@=7.026, ll=1, n=463, p=0.008) and VHNFC and Iltdgps {2=9.206,
lI=1, n=473, p=0.002), in the meantime no stat@hc significant difference was
recorded between FIH and IIH patient group2=0.045, Ill=1, n=180, p=0.833). A
comparison of the indicator of the risk of rehoalstation among the patients of the
group of the diagnostic categories F20-F29 was alade. In VHNFC patient group:
154 (56.2 per cent) patients were re-hospitaligedl 220 (43.8 per cent) were not re-
hospitalised, in FIH patient group 54 (69.2 pertgeatients were re-hospitalised and 24
(30.8 per cent) were not re-hospitalised, in llldugr 53 patients (72.6 per cent) were re-
hospitalised and 20 (27.4 per cent) were not rgitased §2=9.006, lI=2, n=425,
p=0.011). Statistically significant differences wearstablished between FIH and VHNFC
patient groupsyR=4.262, llI=1, n=352, p=0.039), and VHNFC and lltdyps §2=6.44,
lI=1, n=347, p=0.011), meanwhile no statisticallgnsficant difference was recorded
between FIH and IIH patient groupg2€0.208, lI=1, n=151, p=0.649). These findings
show that the number of re-hospitalisations in VHNgroup was lesser versus FIH and
IIH patient groups. There were no differences irhospitalisations between the two
latter groups.

To compare the number of re-hospitalisations amtiey three groups of the
studied patients, the Kruskal-Wallis non-paramettiest was employed. This

comparative analysis focused only on those patietis were re-hospitalised at least
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once within a period of 3 years. A statisticallgrsficant difference among the three

studied groups was established. Data are preseniable 26.

Table 26. The number of re-hospitalisations of shedied patients from VHNFC, FIH

and IIH patient groups

Patient group n Me MeCl (95 %) Min Max
VHNFC 189 1 1,0-2,0 1 10
FIH 55 3 2,0-3,0 1 7

IIH 64 2 1,7-3,0 1 8

¥2=13,925, =2, N=308, p=0,001, n — number of pase Me — median, MeCl —
confidence interval for the median, Min — minimuax — maximum

Afterward, the three groups were compared with eattter using the Mann-
Whitney test. Statistically significant differencessre established between VHNFC and
FIH patient groups (Mann-Whitney U=3791.0, p=0.00dnd VHNFC and IIH groups
(Mann-Whitney U=4799.0, p=0.008), in the meantime statistically significant
difference was recorded between FIH and IIH patigatps (Mann-Whitney U=1675.0,
p=0.641). Patients from the group of the diagnosategories F20-F29 were also
compared using the Kruskal-Wallis non-parametrit. t€he results of this test showed a
statistically significant difference between thaeth groups of the studied patients
(x2=15.644, lI=2, N=259, p=0.0001). Afterward, theeth groups were compared with
each other using the Mann-Whitney test. Statidticaignificant differences were
established between VHNFC and FIH patient groupsaniiWhitney U=2804.5,
p=0.001), and VHNFC and IIH groups (Mann-Whitney3d0%7.0, p=0.004), meanwhile
no statistically significant difference was recatdeetween FIH and IIH patient groups
(Mann-Whitney U=1332.0, p=0.762). These findingswlthat patients from VHNFC
group were less frequently re-hospitalised compaiiéid those from FIH and IIH groups
and there are no differences in the number of spitalisations between FIH and IIH
groups.

The three groups of the studied patients were cosdphy the time to the first
rehospitalisation (in days) using the Kaplan-Mastimator. The findings are presented

in Table 27 and Figure 9. In order to determinetaisically significant difference
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among the groups, the Breslow test (the generaliédatoxon test) was used as it is the
most expedient at the presence of the biggest nuofbevents at the beginning of the
period concerned (Table 28).

Table 27. Comparison of the patients of VHNFC, ERd IIH groups by a length of

time (in days) before the first rehospitalisation

Patient group Me SD CI (95 %)
VHNFC 276,000 21,306 234,240-317,760
FIH 163,000 52,383 60,329-265,671
lIF 184,000 33,500 118,340-249,660
All groups 243,000 18,128 207,470-278,530

Me — median, SD — standard deviation, Cl — confidainterval

Table 28. Estimation of the statistical significaraf a difference in time (in days) before
the first rehospitalisation of the studied patiegndsn VHNFC, FIH and IIH groups using

the Breslow test (the generalised Wilocoxon test)

Patient group VHNFC FIH IH
12 p 12 p 12 p
VHNFC 7,127 0,008 7,367 0,007
FIH 7.127 0,008 0,000 0,985
IH 7.367 0,007 0,000 0,985
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Fig. 9. Comparison of patients from VHNFC, FIH ditdl groups by a length of time (in

days) before the first rehospitalisation

The Kaplan-Meier estimator was repeatedly applieckptionally for the patients
of the group of the diagnostic categories F20-R2@] the three groups were compared
according to the time to the first rehospitalisatiBesults are presented in Tables 29 and
30.

Table 29. Comparison of the studied patients of VWA@NFIH and IIH groups (only
those included into to the group of the diagnostitegories F20-F29) by the length of

time (in days) before the first rehospitalisation

Patient group Me SD Cl1 (95 %)
VHNFC (F20-F29) 267,000 23,359 221,216-312,784
FIH (F20-F29) 163,000 51,439 62,179-263,821
IIH (F20-F29) 176,000 45,233 87,344-264,656
All groups (F20—F29) 237,000 19,039 199,683-274,317

Me — median, SD — standard deviation, Cl — confidganterval
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Table 30. Estimation of the statistical significaraf a difference in time (in days) before
the first rehospitalisation of the studied patidntsn VHNFC, FIH and IIH groups (only
those included into to the group of the diagnossitegories F20-F29) using the Breslow

test (the generalised Wilocoxon test)

: VHNFC (F20-F29) FIH (F20-F29) IIH (F20-F29)
Patient group
%2 p %2 p x2 p
VHNFC (F20-F29) 7,750 0,005 11,479 0,001
FIH (F20-F29) 7,750 0,005 0,156 0,693
IIH (F20—F29) 11,479 0,001 0,156 0,693

As the obtained data show, time to rehospitalisatb the patients of VHNFC
group is longer compared with FIH and IIH groupigatis, meanwhile there is no
difference between FIH and IIH group patients.

CONCLUSIONS

1. The indicator of formally involuntarily hospitalidepatients per foresidents per
year in the catchment area of Vilnius Mental Hedltbntre is similar to the
indicators of the European Union states with redyi low involuntary
hospitalisations, such as Italy, Denmark or thengands.

2. Formal involuntary hospitalisations account fordet cent of the patients treated
in acute psychiatry departments; however, consigete fact that 17 per cent of
voluntarily hospitalised patients experience camrcithe total number of the
patients who feel coerced in the process of hdggataon more than doubles and
makes up more than a quarter of the total hosgatiadins.

3. Nearly all formally involuntarily hospitalised patits feel coerced in the process
of hospitalisation.

4. The majority of the socio-demographic, psychopatpl quality of life and
treatment characteristics of formally involuntarilyospitalised patients and
informally involuntarily hospitalised patients agienilar.

5. Formally involuntarily hospitalised patients fedtosiger coercion, more often
display aggression and are less satisfied withtrireat than informally

involuntarily hospitalised patients.
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. The degree of coercion felt during hospitalisatisrchiefly related with verbal
aggression, dissatisfaction with treatment, formabluntary hospitalisation and
the diagnoses of the group of the diagnostic caiegoof schizophrenia,
schizotypal and delusional disorders (F20-29).

. The indicators of hospitalisation and rehospitaliga within three years after
discharge from hospital do not differ between fdiyneavoluntarily hospitalised
patients and informally involuntarily hospitalispdtients.

. Compared with voluntarily hospitalised patientsynially involuntarily and
informally involuntarily hospitalised patients areated longer during the studied
hospitalisation, more of them are re-hospitalisgdy shorter not re-hospitalised
and are more often re-hospitalised within three rgyeffom the studied

hospitalisation.

RECOMMENDATIONS

. To develop and integrate into the system of meditatistical documentation a
system of registration of involuntary hospitalisat in a psychiatric inpatient
facility and use it in the provision of inpatientental healthcare services. This
system would comprise: the registration of all saseinvoluntary hospitalisation

in the process of hospitalisation, registration in¥oluntary hospitalisation

indications, registration of the duration of involary hospitalisation, and

registration of involuntary hospitalisations byaua order.

. When assessing the quality of services providedcate psychiatry inpatient
facilities, to assess all patients under hospatbs with regard to perceived
coercion.

. Due to the risk of experiencing strong coercion,afaply the assessment of
perceived coercion and the measures of coercioveptien and mitigation for

aggressive patients.

. Considering the poorer objective outcomes of imgpdtitreatment of coerced
patients compared with those were not coercedntteduce measures for the
prevention of coercion in clinical practice, andvelep and apply methods for

mitigating coercion consequences for the patietis suffered coercion.
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. To carry out research on coercion in psychiatryLigttuania’s other inpatient
facilities by assessing the prevalence of formal enfiormal hospitalisation and

other measures of coercion.
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SANTRAUKA

Darbo tikslas

Nustatyti formalaus ir neformalaus priverstinio pibglizavimo paplitina,
priverstinai hospitalizuojampacieni klinikinj profilj, prievartos stiprumo veiksnius ir

priverstinio hospitalizavimo objektyvias baigtis.

Darbo uzdaviniai

1. Nustatyti formalaus priverstinio hospitalizavimo piama Vilniaus miesto
psichikos sveikatos centro aptarnaujamoje terajaij

2. Nustatyti formaliai priverstinai ir savo noru hospizuoty pacienty jawtiamos
prievartos pasireisSkimo dagn

3. Nustatyti ir palyginti formaliai priverstinai hogplizuoty ir neformaliai
priverstinai hospitalizugt pacieng socialines demografines, Kklinikines bei
gydymo charakteristikas.

4. Nustatyti ir palyginti formaliai priverstinai Bpitalizuot; ir neformaliai
priverstinai hospitalizuatpacient; jauwciamos prievartos stiprugrir jo veiksnius.

5. Nustatyti ir palyginti formaliai priverstinai Bpitalizuot; ir neformaliai
priverstinai hospitalizugt pacienty hospitalizavimo ir rehospitalizavimo trgj

mety laikotarpiu rodiklius.

Ginamieji teiginiai

1. Dalis savo norygamios psichiatrijos skyrius guldagrpacient patiria neformalj
prievarg ir pagal socialinius demografinius, klinikiniusgymnius bei prievartos
jutimo stiprumy yra panassj formaliai priverstinai hospitalizuojamus pacientus

2. Hospitalizuojant jatiamos prievartos stiprumas sgsisu socialiniais
demografiniais veiksniais, psichopatologija, gyweaikokybe, paciento agresija,
formaliu priverstiniu hospitalizavimu ir taikomu dgymu.

3. Formaliai priverstinai hospitalizugir neformaliai priverstinai hospitalizupt
pacienty hospitalizavimo trukrs ir rehospitalizavimo rodikliai yra blogesni nei

savo noru hospitalizugf prievartos nejatianciy pacienty.
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Darbo mokslinis naujumas

Siame darbe pirmkart Lietuvojejvertintas psichiatrijos stacionaro aptarnaujamos
teritorijos formalaus priverstinio hospitalizavimpaplitimas ir nustatytas formaliai
priverstinai ir savo nory psichiatrijos stacionarhospitalizuog pacient subjektyviai
jautiamos prievartos daznis.

Darbe atliktas savo noru hospitalizgobet subjektyviai jatianciy prievarg, t.y.
neformaliai priverstinai hospitalizugt pacient palyginimas su formaliai priverstinai
hospitalizuotais pacientais bei analizuotas &aks netirtas agresijos rysys su
subjektyvaus prievartos jutimo stiprumu, taip pataug iki Sio tyrimo tirtos galimos
psichopatologinj ir kity veiksnij s3sajos su prievarta.

Taip pat buvojvertintos hospitalizavimo metu patirtos prievartoljektyvios
baigtys. Pirm karty buvo jvertinti ir palyginti formaliai priverstinai hospilizuoty,
neformaliai priverstinai hospitalizuptir savo noru hospitalizuot bet subjektyviai
nejawianciy prievartos paciengtrehospitalizavimo trgj mei; laikotarpiu rodikliai.

Sio darbo rezultatai rodo pagrindinformalios ir neformalios prievartos form
paplitimg, papildo turimas Zinias apie subjektyvaus prieaajtitimo veiksnius, suteikia
informacijos apie formadi ir neformalg prievary patiriartiy pacieny panasumus ir

skirtumus bei §j pacieniy rehospitalizavimo rodiklius.

Tyrimo metodika

Tyrimui naudoti epidemiologinis aprasomasis, lygnaesis ir perspektyvusis
lyginamasis tyrimo modeliai. Buvo tirianiVilniaus miesto psichikos sveikatos centro
amios psichiatrijos skyrius (I vyrir | moten) hospitalizuoti pacientai. Pirmajame
tyrimo etape buvo vertinamas formalpriverstiny hospitalizaving paplitimas, taip pat
formaliai priverstinai hospitalizugtir savo noru hospitalizugtpacieniy subjektyviai
jauciamos prievartos pasireiSkimo daznis ir jos stipggmAntrajame tyrimo etape buvo
palyginti formaliai priverstinai hospitalizugt pacieny ir neformaliai priverstinai
hospitalizuog (t. y. subjektyviai jasianciy prievart) pacient socialiress demografias,
psichopatologias ir kitos klinikines charakteristikos. Tégjame tyrimo etape buvo
jvertinti ir palyginti formaliai priverstinai hosgitizuot;, neformaliai priverstinai
hospitalizuo ir savo noru hospitalizugt bet subjektyviai nejauanciy prievartos

pacient rehospitalizavimo trgjmet; laikotarpiu rodikliai.
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Duomenys apdoroti naudojant ,SPSS 15.0 for WindowdVIP 7, ,StatGraphic
Plus 5.1% ,Minitab 15" statistinius paketus. Lygimt proporcijas pagal daznienteles
taikytas neparametrinis chi kvadrag@) kriterijus arba dvipusis tikslusis Fisherio st
proporcijoms nustatyti. Esant normaliam duom@asiskirstymui, tolydiesiems grupi
kintamiesiems palyginti naudota dispegsimnaliZ (ANOVA). Nesant normalaus
duomem pasiskirstymo arba esant kategoriniams kintamiesidaikyti neparametriniai
Kruskalo—Walliso (su Bonferonnio kriterijjumi porams palyginimams) ir Manno—
Whitney’o testai, o rezultatai pateikti naudojargdianas iry pasikliautinius intervalus.
ISgyvenamumo funkcijai (laikui iki rehospitalizavan jvertinti naudotas Kaplano—
Meierio metodas, skirtumai tarp grupjvertinti Breslow (generalizuotu Wilcoxono)
testu. Ry§j tarp pozymiy stiprumui nustatyti nesant normalaus duompasiskirstymo
arba esant kategoriniams kintamiesiems naudotazaeetrinis Spearmano koreliacijos
koeficientas. Ry$i tarp pozymy stiprumui nustatyti, kai kategoriniai duomenysi tur
daug sutapim (vienod; rang;), naudota neparametérgama koreliacija. Priklausagm
pozym lemiantiems veiksniamgvertinti pasitelkta daugybin regresija, ,laiptinis*
metodas. Skirtumo tarp pozwnstatistiniam reikSmingumui nustatyti remtasi ti&asp
reikSme. Skirtumas laikytas statistiSkai reikSmirggant 95 proc. tikimybei tada, kai
p<0,05, o esant 99 proc. tikimybei, kai@O01.

Tyrimo rezultatai

Nustatyta, kad tiiamuoju laikotarpiu priverstinhospitalizavimy rodiklis 10
gyventoj; buvo nuo 39,5 — 2003 m., 38,1 — 2004 m., 23,0 652@. Taip pat buvo
apskatiuota priversting hospitalizaving procenti dalis iS vig hospitalizaving |
amios psichiatrijos skyrius, kuri sudatl proc.

IS tyrimo metu 734 MacArhtur subjektyviai jamos prievartos skale apklawyst
savo noru hospitalizugtpacienty, 17 proc. subjektyviai jaétprievart ir Siame tyrime
buvo jvardinti, kaip neformaliai priverstinai hospitalatit IS vigy formaliai priverstinai
hospitalizuog pacieny 98 proc. subjektyviai jaét prievary. Lyginant savo noru
hospitalizuoty pacient ir formaliai priverstinai hospitalizugt pacient prievartos
stiprumg, formaliai priverstinai hospitalizuoti pacientaug zymiai stipresa prievart.

Lyginant formaliai ir neformaliai priverstinai hasglizuotus pacientus tarpusavyje

pagal daugeglsocialiny demografing ir klinikiniy charakteristiy Sios dvi grups buvo
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vienodos, taiau formaliai priverstinai hospitalizuoti pacientaivo agresyvesni, maziau
patenkinti gydymu ir jaét stipresg prievary. Vertinant jvairiy veiksniy ry§ su
subjektyviai jadiamos prievartos stiprumu, buvo nustatytas stakiati reikSmingas
rysys su zodine agresija, nepasitenkinimu gydymormaéliu priverstiniu hospitalizavimu
ir Sizofrenijos, Sizotipinio ir kliedesigi sutrikimy (TLK-10 F20-F29) diagnostini
kategorijj grupes diagnozmis.

Formaliai priverstinai ir neformaliai priverstin&iospitalizuog pacienty buvimo
stacionare truk (atitinkamai 44 ir 39 paros) buvo ilgesnei savo noru hospitalizugt
prievartos nejatiarciy pacient buvimo stacionare trukén(31 para). Sio tyrimo metu
formaliai priverstinai hospitalizugtir neformaliai priverstinai hospitalizuptpacient
buvimo stacionare trukémesiskyé, ir tai rodo, kad Siuo aspektu neformaliai privers
hospitalizuot pacient grupe nesiskiria nuo formaliai priverstinai hospitalizuptatiau
abi Sios grups skiriasi nuo savo noru hospitalizyoprievartos nejatianciy pacient
grupes.

Tyrimo metu neiSry&§o formaliai priverstinai ir neformaliai priversn
hospitalizuog tiriamyjy grupiy rehospitalizavimo rodiklj (rehospitalizavimo buvimo,
rehospitalizavimo skalaus, laiko iki pirmojo rehospitalizavimo) skirtugnir tai leidzia
teigti, jog Siuo aspektu formaliai priverstinai neformaliai priverstinai hospitalizupt
tiriamyjy grupes yra vienodos. T@au Si dviejy grupiy rezultatai yra blogesni nei savo
noru hospitalizuaf ir prievartos nejatianc¢iy pacient. Analogiski hospitalizavimo
trukmes ir rehospitalizavimo rezultatai gauti ir analid atrinktus tik Sizofrenijos,
Sizotipinio ir kliedesing sutrikimy (F20-F29) diagnostini kategoriy grupei

priklausagius pacientus.

ISvados

1. Formaliai priverstinai hospitalizugtpacient rodiklis 10 gyventoj per metus
Vilniaus miesto psichikos sveikatos centro aptajnaoje teritorijoje yra panasus
} santykinai nedidelio priverstiqihospitalizaving skatiaus Europos §ungos
valstybyy, pavyzdziui, Italijos, Danijos, Nyderlagdrodiklius.

2. Formaliai priverstinai hospitalizuojama 11 praonios psichiatrijos skyriuose
gydomy pacieni, tatiau atsizvelgiani tai, kad 17 proc. savo noru hospitaliauot

pacieng patiria prievag, bendras prievagt hospitalizavimo metu patirigny
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pacieny skatius padidja daugiau nei du kartus ir sudaro daugiau kaip
ketvirtada] visy hospitalizavin.

. Beveik visi formaliai priverstinai hospitalizuoti apientai jadia prievarg
hospitalizavimo metu.

. Dauguma formaliai priverstinai hospitalizyotir neformaliai priverstinai
hospitalizuo pacienty socialinij demografini, psichopatologijos, gyvenimo
kokybés bei gydymo charakteristjkyra panasios.

. Formaliai priverstinai hospitalizuoti pacientai §gu stipresg prievart, pasizymi
daznesne agresija, maziau patenkinti gydymu neiormefliai priverstinai
hospitalizuoti pacientai.

. Hospitalizavimo metu jailamos prievartos stiprumas labiausiai sggssgu zodine
agresija, nepasitenkinimu gydymu, formaliu privieist hospitalizavimu ir
Sizofrenijos, Sizotipinio ir kliedesigisutrikimy (TLK-10 F20-F29) diagnostini
kategorij; grupes diagnozmis.

. Formaliai priverstinai ir neformaliai priverstinahospitalizuoy pacient
hospitalizavimo ir rehospitalizavimo per trejus o®tpo iSraSymo rodikliai
nesiskiria.

. Formaliai priverstinai ir neformaliai priverstinhospitalizuoti pacientai, palyginti
su savo noru hospitalizuotais pacientais, yra ulgigydomi tiriamojo
hospitalizavimo metu, daugiau pina rehospitalizuojama, jie trumpiau ista
nerehospitalizuoti ir daugiau kartrehospitalizuojami per trejus metus nuo

tiriamojo hospitalizavimo.

Rekomendacijos

. Sukurti, integruotij medicinires statisties dokumentacijos sistemir teikiant
stacionarines psichikos sveikatos prieds paslaugas visuotinai taikyti
priverstiniy hospitalizaviny j psichiatrijos stacionarregistravimo sistem Si
sistema apimt visy priverstinio hospitalizavimo atwe] registravim
hospitalizavimo metu, priverstinio hospitalizavimmdikacijy registravim,
priverstinio hospitalizavimo trukés registravim, teismo nutartimi vykdom

priverstiny hospitalizaving registravim.
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. Umios psichiatrijos stacionaruose vertinant teikiapaslaug kokybe taikyti
subjektyviai patiriamos prievartosjvertinimg visiems hospitalizuotiems
pacientams.

. Agresyviems pacientamseldrizikos patirti stipry prievarg taikyti subjektyviai
jauciamos prievartogvertinimg ir prievartos prevencijos bei padatnnazinimo
priemones.

. Atsizvelgiant | prievart patiriartiy pacienty blogesnes nei prievartos
nepatiriatiy pacienty objektyvias stacionarinio gydymo baigtidiegtij klinikine
praktika prievartos prevencijos priemones, 0 prieygsatyrusiems pacientams
sukurti ir taikyti prievartos padarigimazinimo metodus.

. Atlikti mokslinius prievartos psichiatrijoje tyrinsukituose Lietuvos stacionaruose
siekiantjvertinti formalaus ir neformalaus priverstinio hiapzavimo bei kit

prievartos priemomni paplitimg.
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