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j Abstract This article systematically reviews the
literature on the outcome of acute hospitalization for
adult general psychiatric patients admitted involun-
tarily as compared to patients admitted voluntarily.
Inclusion and exclusion criteria qualified 41 out of
3,227 references found in Medline and PSYNDEXplus
literature searches for this review. The authors inde-
pendently rated these articles on six pre-defined
indicators of research quality, carried out statistical
comparisons ex-post facto where not reported, and
computed for each adequate result the effect size in-
dex d for the comparison of means, and the Phi- or
contingency coefficient for cross-tabulated data.
Methodological quality of the studies, coming mostly
from North American and European countries,
showed significant variation and was higher con-
cerning service-related than clinical or subjective
outcomes. Main deficits appeared in sample size
estimation, lack of clear follow-up time-points, and
the absence of standardized instruments used to as-
sess clinical outcomes. Length of stay, readmission
risk, and risk of involuntary readmission were at least
equal or greater for involuntary patients. Involuntary
patients showed no increased mortality, but did have
higher suicide rates than voluntary patients. Further,
involuntary patients demonstrated lower levels of
social functioning, and equal levels of general psy-
chopathology and treatment compliance; they were

more dissatisfied with treatment and more frequently
felt that hospitalization was not justified. Future
methodologically-sound studies exploring this topic
should focus on patient populations not represented
here. Further research should also clarify if the legal
admission status is sufficiently valid for differentiat-
ing the outcome of acute hospitalization.

j Key words involuntary hospital admission Æ acute
hospitalization Æ adult general psychiatry Æ outcome Æ
literature review

Introduction

Involuntary hospital admission of general psychiatric
patients is one of the most contested topics in mental
health care. It faces increasing criticism, particularly
from the human rights perspective voiced by users of
mental health services and prominent political bodies
such as the Council of Europe [14, 58].

A broad and robust base of empirical knowledge
on this element of service provision does not exist,
however. Cross-culturally confirmed findings focus
on epidemiological aspects [41, 48] and on the char-
acteristics of patients [2, 32, 45] subjected to this
practice. In contrast, data on potential (long-term)
effects of involuntary (hospital) treatment are rather
scarce. The first of recent systematic reviews on out-
comes of involuntary hospital admission [21] re-
ported findings from no more than 18 studies, 15 of
which were assessed as being of low or medium
quality. Results demonstrated that most involuntarily-
admitted patients showed substantial clinical
improvement, and that a significant number of pa-
tients did not feel retrospectively that the admission
was justified and/or beneficial.

To our knowledge, the literature on differences in
outcomes of involuntarily-admitted patients as com-
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pared to voluntarily-admitted patients has not been
systematically assessed thus far, however. Therefore,
this review aims to bridge this gap by answering the
following question: What is the outcome of general
psychiatric inpatient care for patients admitted invol-
untarily compared to patients admitted voluntarily?

Method

j Inclusion and exclusion criteria of the studies

In this review, we included studies that (a) assessed outcomes of
involuntary admission and subsequent treatment and outcomes of
voluntary admission and subsequent treatment; (b) made a statis-
tical comparison between both groups or reported each group’s
results separately so that a statistical comparison could be com-
puted ex-post facto; (c) were conducted on general psychiatric
wards; (d) used either admissions or patients (not wards or hos-
pitals) as unit of assessment; (e) were published in 1980 or later; (f)
were published in either English or German; and (g) reported data
on one or several of the following outcomes [13]: Service-related
outcome domains assessing length of stay, readmission rate, or
legal status of readmission; clinical and observer-based outcome
domains assessing mortality, suicide, social functioning, or psy-
chopathology (incl. post-traumatic stress symptoms and insight
into illness), treatment compliance, or medication compliance;
subjective outcome domains assessing treatment satisfaction, per-
ceived need/justification for admission, or perceived coercion.

Qualitative methodology [22] was not a criterion for study
exclusion, but we identified no qualitative study fulfilling inclusion
criterion (b).

We excluded studies that (h) assessed patients from addiction,
eating disorder, forensic, geriatric or child and youth psychiatric
wards; (i) measured potential outcomes only at the time of
admission, i.e. implemented a cross-sectional instead of a longi-
tudinal design; or (j) recorded the patients’ legal status later than at
admission or compared groups according to legal status as per-
ceived by patients.

j Selection of studies

Two Internet literature searches were conducted on 9 March 2006.
The first search was performed in Medline via the Reference
Manager 10 software and resulted in 2,363 references. The search
terms were:

The second search was done in the German PSYNDEXplus -
Lit.& AV 1977-2005/12 database, resulting in 864 references, with
the following search terms:

One author (MG) examined the resulting list of 3,227 references
and abstracts and eliminated 3,023 publications that clearly did not
match the above-mentioned criteria. Using the remaining list of 182

English and 22 German articles, each author independently evalu-
ated the full texts against the study’s inclusion and exclusion cri-
teria. This process resulted in the exclusion of another 159 articles;
37 English and eight German articles were consonantly rated as
relevant.

Using the citations given within these 45 articles, another nine
articles were identified as potentially relevant, obtained and eval-
uated. Finally, in conducting a detailed assessment of the studies’
methodological aspects, eight English and five German publications
were excluded either by not fulfilling all of the inclusion criteria or
by fulfilling at least one of the exclusion criteria.

j Study quality assessment

All three authors independently rated the 41 articles included [1,
3–9, 12, 15–17, 20, 23–31, 33, 34, 36–40, 43, 44, 46, 47, 50–57] on
six pre-defined dimensions indicating the quality of the reported
research: (a) the clarity of inclusion and exclusion criteria
(0 = no information for both groups; .5 = information only for
one of the two groups; 1 = information for both groups); (b) the
attrition rate related to all eligible subjects (0 = ‡50%; .5 = 25–
50%; 1 = <25%); (c) sample size at follow-up (0 = <50 in both
groups; .5 = <50 in one group and >50 in the other group;
1 = >50 in both groups); (d) the definition of follow-up periods
(0 = wide variations in follow-up; 1 = all subjects assessed at an
equivalent time-point); (e) the assessment instruments (0 = not
published; 1 = published or assessment of objective data such as
length of stay or readmission); (f) the study’s design (0 = study
did not focus on the association between legal status at admis-
sion and outcome, but provided data; 1 = study mainly intended
to assess the association between legal status at admission and
outcome).

Disagreements about the quality ratings were resolved by group
discussion. For several outcome domains, some ratings were de-
fined by the authors: always one point on dimensions (a), (b), (d)
and (e) for suicide, on dimensions (d) and (e) for length of stay as
well as on dimension (e) for readmission and legal status of read-
mission.

j Statistical analyses

If studies reported data in a manner that allowed for statistical
comparisons, but did not report corresponding results of statistical
analyses, we computed such tests ex-post facto. This applies to
several studies that presented cross-tabulated data which we used
for conducting v2-tests.

Furthermore, in order to allow for a better interpretation of the
studies’ findings, we computed, wherever applicable, the effect size
index d for the comparison of means, and the Phi-coefficient or the
Contingency Coefficient (C) for cross-tabulated data. Given the
heterogeneity of the studies, e.g. in terms of assessment instru-
ments, sample characteristics, and time-points of assessment, we
did not conduct meta-analyses.

Results

j Methodological aspects of the studies reviewed

Nearly all studies were carried out in Western and
Northern European countries [3, 4, 12, 17, 20, 23–25,
29, 31, 33, 39, 40, 50–54, 56, 57], the United States [1,
6, 8, 9, 15, 26–28, 34, 36–38, 43, 47], Canada [5, 30,
46] and Australia [16, 44]. The most common sites
were general psychiatric hospitals [6, 8, 17, 20, 23,
31, 33, 34, 36, 39, 44, 46, 50, 51, 53, 54, 56] and
psychiatric units of general [1, 4, 5, 16, 24, 25, 27, 29,

All fields {involuntar\*} OR {coerc\*} OR {compulsor\*} 
OR {forced}

AND All fields {admission} OR {detention} OR {commit\*} 
OR {treatment}

AND All fields {psychiatr\*} OR {mental\*}

AND Publication date 1980:2005

NOT Keywords {child\*} OR {geriatric\*} OR {dement\*} OR 
{anorexia} OR {bulimia} OR {eating} OR 
{prison\*} OR {criminal\*} OR {parole\*} OR 
{animal\*}

zwang* or willen or unfreiwillig* or 
freiwillig* or polizei* or richter* or gericht*

in Terms Anywhere

AND aufnahme or zurueckhaltung or 
einweisung or behandlung

in Terms Anywhere

AND psychiatr* in Terms Anywhere
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33, 37, 38, 43, 44, 52, 55] or university [3, 9, 12, 24,
26, 40] hospitals; a few studies were implemented in
more specialized inpatient care settings such as acute
observation [30], or schizophrenia units [28]. Most
studies included unselected patient groups [3–9, 12,
15–17, 30, 34, 36, 38, 40, 43, 44, 46, 47, 52, 53, 56].
Eleven studies defined inclusion criteria resulting in
a limitation of the diagnostic spectrum to psychotic
[20, 29, 51, 55] or schizophrenic disorders [1, 7, 28,
33, 37, 39, 54]; another three studies excluded pa-
tients with the main diagnosis of substance-abuse
disorders [23–25]. Explicit definitions of the patients’
age range were provided by eight studies [17, 23–25,
29, 36, 37, 51], excluding patients younger than 17
[23] or 18 [15, 17, 24, 25, 29, 37, 51] years of age,
and patients older than 60 [15, 17, 23–25, 29, 37, 51],
64, [29, 37], 65, [15, 51], 69, [24, 25] or 70 years [23]
of age. Two studies focused on racial aspects,
including only Indochinese patients [26] or ‘‘black
and white acute admissions’’ [27]. The (initial) size
of the study samples varied by a factor of 90 in the
involuntary groups [7, 51], and by a factor of 395 in
the voluntary groups [1, 7, 26]. Studies that assessed
service-related outcome domains tended to recruit
larger samples. If reported, attrition rates for the
vastly different time-points of clinical assess-
ment—covering a period between admission [23, 24,
34, 47, 51] up to 17 years after admission [7]—var-
ied significantly, ranging between 70% [31] and 0%
[51] for the initial assessment, and between 89% [31]
and 0% [51] for follow-up assessments. While the
collection of data on service-related outcome do-
mains could make use of hospital documentation
systems or patients’ files, and thus appeared to be
standardized, this was not the case for clinical out-
come domains. Assessment of psychopathological
symptoms and social functioning was mostly per-
formed with a narrow range of broadly-used stan-
dardized survey instruments; on the contrary, none
of the five studies that assessed aspects of compli-
ance [24, 28, 39, 52, 55], and only three [31, 39, 50]
of the nine studies that assessed subjective outcome
domains [3, 9, 12, 24, 25, 31, 39, 50, 57] used stan-
dardized instruments. Further, the studies used dif-
ferent measures of improvement such as percentage
change in scores [47] or scale-score differences [20,
24, 28, 51] between varying time-points of mea-
surement.

Because all of the outlined methodological aspects
are included in the indicators of research quality of
the studies, these ratings (QR)—as shown in the re-
sults section1—not only vary significantly across the
studies, but also for individual studies if different

outcome domains were assessed with different
methodological approaches.

j Service-related outcome domains

Length of stay (LOS)

LOS varied widely across the 17 studies informing
about this issue (Table 1). In general, studies showed
that LOS for patients admitted involuntarily was at
least as long as or longer than for patients admitted
voluntarily.

This conclusion comes from nine studies that
found a longer LOS for involuntary patients with ef-
fect sizes ranging from small to medium; only six of
the nine studies, however, reported statistically sig-
nificant differences.

On the other hand, four studies found an unan-
ticipated longer LOS for voluntarily admitted patients
than for involuntary patients that proved to be sta-
tistically significant in two studies only. However,
both studies showed specific characteristics: Lindsey
et al. [27] excluded patients with a LOS longer than
90 days, and Okin [36] categorized the LOS and did
not study the mean LOS but the median.

Finally, three studies stated that they found no
differences in LOS but did not present data on the
LOS from either group [38, 51, 52].

Readmission rates (RR)

Studies on RR (Table 2) covered very different
observation periods ranging from 30 days to 17 years;
further, they included very different groups of pa-
tients, i.e. patients admitted for the first time as well
as patients with a varying number of previous hos-
pitalizations. All together, findings showed that the
likelihood of patients admitted involuntarily being
readmitted was at least as high as or higher than for
patients admitted voluntarily. No study found a
higher RR for voluntarily-admitted patients, five
studies found a significantly higher RR for involun-
tary patients and the remaining five studies found no
differences between the two groups.

Legal status of readmissions (LSR)

Fennig et al. [7] (QR: 5.0 pts.), McEvoy et al. [28] (QR:
3.0 pts.), Munk-Jørgensen et al. [33] (QR: 4.0 pts.),
and Szmukler et al. [52] (QR: 4.5 pts.) evaluated the
LSR, three of these studies including only patients
with schizophrenia. Using different follow-up periods
ranging from 1 to 17 years, they unanimously found a
higher risk of being involuntarily readmitted in pa-
tients with involuntary index-admission. Effect size
indices either could not be calculated [33, 52] or

1Detailed results of the studies on outcome domains are presented
in tables if more than five studies had assessed the respective do-
main. Results on outcome domains addressed by a smaller number
of studies are reported in the text.
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ranged between Phi = .21 (p = .000) [7] and Phi = .42
(p = .003) [28].

j Clinical and observer-based outcome domains

Mortality

In an unselected U.S.-sample, Crisanti and Love [5]
(QR: 4.0 pts.) found that, within a maximum 9-year
follow-up, involuntary patients did not appear to be at
greater risk for mortality compared to voluntary pa-
tients—58 of 1,064 patients died in the involuntary
group, and 49 of 1,007 patients died in the voluntary
group (Phi = .013, ns).

Suicide

Gale et al. [8] (QR: 3.0 pts.), Read et al. [44] (QR: 5.0
pts.), and Roy and Draper [46] (QR: 4.0 pts.) provided
data on suicides among involuntary and voluntary
inpatients. All three studies found that involuntarily-
admitted patients were significantly overrepresented
in the suicide group compared to the control group,
with effect size indices not computed [8] or ranging
from Phi = .27 (p = .02) [46] to Phi = .33 (p = .009)
[44]. Within the suicide groups, the rates of invol-
untary patients varied from 52% [8] to 78% [44].

Social functioning

The four studies that compared admission assess-
ments or assessments two weeks after admission
showed inconsistent findings: Two studies found
significant differences [23, 28] in that voluntary pa-
tients showed less impairment, whereas the two other
studies [20, 51] found no differences between the two
groups.

Concerning social functioning three weeks after
admission or at discharge, the review suggests a lower
level of impairment for voluntary patients, given that
two studies found significant differences in this
direction [23, 28]. In fact, another study [34] reported
no correlation between legal status at admission and
social functioning at discharge. Because the correla-
tion coefficient was controlled for the admission
assessment, this indicates that groups did not differ in
terms of improvement from admission to discharge
status, a finding that was also reported in the two
other studies on that topic [24, 51].

Finally, concerning follow-up assessments, two
studies found no differences 6–9 months after
admission [20, 23], whereas another study found a
better level of social functioning for voluntary pa-
tients one year after admission [52].

In summary (Table 3), involuntarily-admitted pa-
tients showed either a comparable or a lower level of
social functioning both at admission and at discharge,

but their improvement was in the same range as for
voluntarily-admitted patients.

Psychopathology

Seven studies—most including patients with psy-
chotic (schizophrenic) disorders—assessed psycho-
pathological symptoms, focusing either on general
psychopathological symptoms [20, 28, 47, 51, 52] or
on specific features like insight into illness [47, 54] or
post-traumatic stress symptoms [29] (Table 3).

Concerning general psychopathological symptoms
at admission or up to two weeks after admission,
three studies [20, 28, 51] found only small and non-
significant differences between the patient groups. For
assessment at discharge, two studies [28, 51] showed
no differences between the patient groups. Further,
two studies [28, 51] analyzing improvement from
admission until discharge did not report group dif-
ferences in reduction of total score on the Brief Psy-
chiatric Rating Scale (BPRS) or the Positive and
Negative Syndrome Scale (PANSS). Finally, a study
that assessed general psychopathology six months
after discharge [20] did not find significant group
differences.

Two studies assessed insight into illness at or
shortly after admission. The one that used a published
questionnaire [28] did not find a statistically signifi-
cant difference between groups, whereas the other
study that used a single-item instrument [54] found
that involuntary patients showed less insight than
voluntary patients. At discharge the former study [28]
found much higher insight in voluntary patients,
whereas the latter [54] found no differences. In con-
trast, a third study [47] found higher insight in
involuntary patients. Finally, concerning change in
insight from admission to discharge, one study re-
ported improvement of insight ratings in involuntary
patients [54], whereas another study established this
finding for the group of voluntary patients [28].

One small study on treatment-related traumatic
symptoms [29] showed the anticipated difference with
more severe symptoms of involuntary patients eight
weeks after admission, but not one week after
admission.

In general, results suggest no group differences in
terms of general psychopathology, significant differ-
ences in terms of traumatic stress related to treatment
experiences, and inconsistent findings in terms of
insight into illness.

Treatment compliance

McEvoy et al. [28] (QR: 4.0 pts.), Rain et al. [43] (QR:
3.0 pts.), and Pieters [39] (QR: 3.5 pts.) studied
treatment compliance in terms of outpatient
appointments of involuntary and voluntary patients
with schizophrenic, schizoaffective and affective dis-
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orders. The three studies used self-developed items
[39, 43] or reviewed outpatient charts [28]. The period
assessed varied from one month after discharge [39]
to 3½ years after discharge [28]. No study found
significant differences between involuntary and vol-
untary patients at either follow-up assessment, how-
ever. Effect size indices either could not be calculated
([28, 43] for initial or final assessment) or were small
(C = .04; ns [39], and Phi = .21; ns [28] for assess-
ment one month after discharge).

Medication compliance

Information on medication compliance in involuntary
and voluntary patients was provided by five studies
assessing different follow-up-periods [28, 39, 43, 52,
55]. Four of these found no group differences in
medication compliance scores, neither with respect to
the duration of the index-hospitalization [28] (QR: 3.0
pts.) nor with respect to any other follow-up period
such as ten weeks [43] (QR: 3.0 pts.), six months [39]
(C = .01, ns; QR: 3.5 pts.), or two years after discharge
[55] (QR: 2.5 pts.). Solely within an older study were
involuntary patients statistically significantly less
likely to take their psychotropic medication at the
one-year follow-up [52] (QR: 3.5 pts.).

j Subjective outcome domains

Treatment satisfaction

In the five studies that assessed treatment satisfaction
(Table 4), both standardized [31, 39] and non-stan-
dardized instruments [12, 24, 25] have been used;
individual item formulation differs a lot and does not
always address comparable areas of treatment satis-
faction. In addition, a broad range of follow-up
periods has been covered.

Nonetheless, three out of four studies [24, 25, 31,
39] assessing satisfaction 3–4 weeks after admission
or at discharge showed a statistically significantly
lower level of satisfaction in involuntary groups; only
one study using a dichotomized 1-item rating [24] did
not report group differences. One study demonstrated
equal levels of satisfaction shortly after discharge [24].
Within longer follow-up periods, two studies showed
significantly lower levels of satisfaction in involuntary
groups [12, 39], specifically focusing on the aspect of
staff– or therapist–patient relationship.

Thus, we might conclude that involuntarily-
admitted patients are significantly less satisfied with
(important aspects of) their treatment than volun-
tarily-admitted patients.

Perceived need/justification for admission

All four studies on this topic [3, 9, 39, 57] found
statistically-significant differences, i.e. a greater

number of voluntary patients than involuntary pa-
tients felt that they needed hospital treatment. This
finding applies either to an undefined time-point
during index-hospitalization [3] (QR: 3.5), to dis-
charge [9] (QR: 2.5 pts.), to assessments both about
3 weeks after admission and 6 months after discharge
[39] (QR: 3.5 pts.), or to an unspecified time point
[57] (QR: 2.0 pts.). Effect size indices for the four
studies ranged from Phi = .24 (p < .01) [39] to
Phi = .45 (p < .001) [3].

Perceived coercion

According to our search results, only one study
compared perceived coercion in involuntary and
voluntary patients. Surprisingly, this study [50] (QR:
4.5) found that legal status of admission was not
correlated with the level of perceived coercion as-
sessed briefly before discharge.

Discussion

j Methodological limitations of this review

The criteria defined for excluding papers from this
review significantly restricted the spectrum of mental
disorders potentially subjected to involuntary
admission in acute units for general psychiatric pa-
tients. Recent structural developments within psy-
chiatric facilities showed, however, that services for
addictive disorders, children/youths and geriatric
patients are not only frequently separated from the
wards for other disorders but function more and
more as organizationally-independent units [2]. Fur-
ther, in many countries the legal basis for involun-
tarily admitting these three patient groups is different
from that for other general psychiatric patients
groups [18], and thus does not allow for a direct
comparison. To mix our results with those from pa-
tient groups treated in units which might conceptually
include the use of coercive measures accepted by
other patients, for example those with eating disor-
ders, would have disregarded the main inclusion cri-
terion of legally involuntary admission.

To restrict the literature search to English and
German papers resulted in biasing our results to
services mostly established in English- or German-
speaking countries. In detail, results qualify for gen-
eralizability only in the context of service provision
and legal tradition of the U.S, Canada, Australia, Is-
rael, and a selection of Western and Northern Euro-
pean countries.

To compare populations by defining the legal sta-
tus at the admission time-point rather than by iden-
tifying the legal status relevant for a longer period of
involuntary hospitalization seemed justified in order
not to exclude subpopulations admitted for short
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periods. Although short-term admissions are legiti-
mized by emergency legal procedures [18], they do
not always appear as involuntary admissions in offi-
cial statistics when the confirmation by a court’s
decision is not required. In general, using the legal
definition of involuntary admission to select relevant
papers could be criticized because the level of coer-
cion perceived by the patients might be as or even
more important for the clinical reality of inpatient
service provision, and for predicting its outcome.
However, to our knowledge studies subdividing
populations admitted to acute units with regard to
their level of perceived coercion do not exist.

Finally, the chosen methodology could be criticized
because of the criteria for the quality rating of the
papers included. Obviously, they do not address
important research methodology issues such as a
hierarchy of the general research design (e.g. ran-
domized trial, matched-pair design, etc.), sample size
calculation, performance of missing data analysis or if
researchers were independent from the professionals
responsible for the clinical treatment. From previous
review activities in the field of coercive treatment [21,
49], we assumed that the overall methodological
quality of the included studies would be rather low.
This resulted in defining criteria that could be real-
istically assessed, and that are particularly important
for the external validity of the reported findings.

j Methodological quality of the included studies

A rich variety of performance aspects and a lack of
standardization of major design elements appeared as
main characteristics. Most important in this respect
are the vastly different sizes of the samples assessed,
follow-up periods and attrition rates that varied sig-
nificantly, and the limited use of comparable stan-
dardized instruments for assessing observer-based
clinical, and, in particular, subjective outcome do-
mains. Further, most outcome results have been
established in middle-aged samples of general psy-
chiatric patients with a diagnostic focus on psychotic
or, even more specifically, on schizophrenic disor-
ders.

Confirming the results demonstrated in a recent
review on outcomes of involuntary hospital admission
[21], our results show that the overall methodological
quality of the studies reviewed was rather low. Only
results on service-related outcomes have been estab-
lished with sufficient methodological quality.

Finally, almost without exception and independent
of the outcome domains assessed, effect sizes ranged
from small to medium.

j Outcome results

With regard to service-related outcome indicators, a
homogeneous pattern of results appeared across the

studies reviewed. For involuntarily-admitted patients,
LOS was at least as long as or longer than for vol-
untarily-admitted patients. The likelihood of invol-
untarily-admitted patients being readmitted was at
least as high as or higher than for voluntarily-
admitted patients. In addition, there was a higher risk
of involuntary readmission among patients for whom
index admission was involuntary. We want to
emphasize, however, that important clinical questions
and significant research deficits remain despite these
clear-cut statements. Firstly, the studies do not pro-
vide any evidence if and to what extent legal or clin-
ical variables, such as periods of stay set by a court’s
decision or the severity of the disorder, could have
predictive power and might thus influence LOS. Sec-
ondly, no study reported cost data or discussed health
economic consequences of the longer hospitalization
periods of patients admitted involuntarily. Thirdly,
the factors which might contribute to increasing the
risk for involuntarily-admitted patients of fur-
ther—and in particular of further involuntary—hos-
pitalizations are unclear. Explanations could be that
involuntary admission influences the threshold for
the use of further legal instruments or that the course
of the disorders includes a specific risk for violent
behavior legitimizing such procedures.

The review demonstrated that mortality and su-
icidality of involuntarily-admitted patients as com-
pared to voluntarily-admitted has, so far, been of
limited scientific interest. These issues seem to be of
special importance, however, because of the well-
known typical social disintegration of involuntary
patients [e.g. 1, 4, 27, 41, 45, 48, 52], and the well-
established findings of higher mortality rates [42] and
shortened life expectancy [11] of hospitalized men-
tally ill patients. Because only one study was available,
the assumption of a greater risk for mortality of
involuntary compared to voluntary patients should
not be definitely rejected at this stage. Because con-
crete and immediate suicidal risk is one of the com-
mon legal pre-conditions for involuntary admission
cross-nationally, the result that involuntary patients
were more frequent in assessed suicide groups is
congruent with the expectations, but could also
challenge the effectiveness of involuntary admissions.

Results on clinical and observer-based outcome
domains have been established in studies with a
broader range of methodological quality that is gen-
erally lower than for service-related outcomes.
Nonetheless, we might conclude that the review’s re-
sults do not provide evidence for the assumption that
involuntary patients showed a homogeneous pattern
of worse outcome in these domains as compared to
voluntary patients [21]. As could be expected in cli-
enteles at high-risk for social disintegration, invol-
untarily-admitted patients had either a comparable or
lower level of social functioning both at admission
and at discharge, but did improve in the same range
as voluntarily-admitted patients. In terms of general
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psychopathology, no differences between the two
groups appeared. In the specific area of insight into
illness, inconsistent findings emerged. Only in terms
of traumatic stress related to treatment experiences,
one study of lower quality found more severe stress
symptoms of involuntary patients.

Further, involuntary admission does not seem to
disadvantage treatment compliance. The few studies
of medium or lower quality that have assessed this
subject did not demonstrate a significant correlation
between legal status at index admission and treatment
compliance. Concerning psychopharmacological
treatment, they did not show group differences in
medication compliance scores nor significant corre-
lations between legal status at index admission and
medication compliance. These findings were not
established, however, by the use of standardized
assessment instruments.

Because of the cross-nationally replicated findings
that patients are more dissatisfied with and critical of
restrictive measures in different mental health care
settings [e.g. 10], a consistent pattern of negative re-
sults of involuntarily-admitted patients on the sub-
jective outcome domains assessed could be expected.
Because the majority of studies on this subject, mostly
of lower methodological quality, did show that invol-
untarily-admitted patients were significantly less sat-
isfied with their treatment than voluntarily-admitted
patients, this review’s results met this expectation for
treatment satisfaction. Particularly within longer fol-
low-up periods, levels of satisfaction in involuntary
groups tended to be lower, specifically focusing on the
important aspect of staff– or therapist–patient rela-
tionship. Further, the review’s findings showed the
expected consistent pattern in the perceived need for
hospitalization, in that all studies on this subject
provided evidence that more voluntary than involun-
tary patients felt they needed hospital treatment [21].

Because we could only find one study indicating
that the legal status of admission was not correlated
with the level of perceived coercion assessed briefly
before discharge, we would consider the association
of the legal and subjective definition of coercion in
this specific clinical situation to be still an open re-
search question.

Conclusions

Because of the generally low methodological level of
research demonstrated in this important and sensitive
field of mental health service provision, and because of
the huge variety of methodological aspects appearing in
the studies assessed, a significant need to perform fu-
ture methodologically-sound studies in routine care
settings remains. The most urgent methodological
improvement would be the use of standardized
instruments for any of the relevant outcome domains.
Further, samples of sufficient size adequate for the

precise research question must be assessed and study
groups increased following respective power calcula-
tions. This should be complemented by clear defini-
tions of follow-up periods and tracking strategies.

Cross-national replications in countries not in-
cluded in this review are needed. Because epidemio-
logical data indicate rates of involuntary
hospitalizations of patients with dementia and sub-
stance abuse disorders, and of mentally ill children/
youths are increasing, systematic reviews on the
involuntary hospital treatment of patient groups ex-
cluded here (and future studies on these groups using
the required advanced methodological level) should
be carried out as well [e.g. 19, 41, 48].

With regard to outcome domains, it is important to
clarify whether the legal status of admission is of
importance for the level of coercion perceived by the
patients. New concepts of coercion [35] in which the
patient’s subjective perspective plays a more domi-
nant role than the formal legal status, and empirical
results showing that the level of perceived coercion
has significant predictive power for the longer-term
treatment outcome [20] are strong arguments for
stimulating research in this area.

In general, the adequacy of a dichotomized criterion
of legally voluntary and involuntary admission is
questionable for differentiating the outcome of acute
hospitalization. The number of days spent on acute (or
closed) wards independent of the legal basis or the level
of perceived coercion associated with hospitalization
could be alternatives for differentially assessing the
impact of coercion on different outcome domains.

Should the differentiated picture of results on a
range of outcome domains appearing in this review be
confirmed in more methodologically robust trials, this
would be highly significant for the acute hospital
treatment of general psychiatric patients. That such
treatment, if performed on a legally involuntary basis,
is not automatically associated with a higher risk for
overall negative outcome, but bears specific risks on
selected outcome domains such as treatment satis-
faction that might be therapeutically influenced, could
be an important message for patients, therapists, and
the public helping to de-stigmatize this still fre-
quently-used treatment approach.
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45. Riecher-Rössler A, Rössler W (1992) Compulsory admission of
psychiatric patients in national and international comparison:
frequencies and influencing factors (in German). Fortschr
Neurol Psychiatr 60:375–382

46. Roy A, Draper R (1995) Suicide among psychiatric hospital in-
patients. Psychol Med 25:199–202

208



47. Russo J, Roy-Byrne P, Jaffe C, Ries R, Dagadakis C, Avery D
(1997) Psychiatric status, quality of life, and level of care as
predictors of outcomes of acute inpatient treatment. Psychiatr
Serv 48:1427–1434

48. Salize HJ, Dressing H (2004) Epidemiology of involuntary
placement of mentally ill people across the European Union. Br
J Psychiatry 184:163–168

49. Salize HJ, Dressing H (2005) Coercion, involuntary treatment
and quality of mental health care: is there any link? Curr Opin
Psychiatry 18:576–584

50. Sørgaard KW (2004) Patients’ perception of coercion in acute
psychiatric wards. An intervention study. Nord J Psychiatry
58:299–304

51. Steinert T, Schmid P (2004) Effect of voluntariness of partici-
pation in treatment on short-term outcome of inpatients with
schizophrenia. Psychiatr Serv 55:786–791

52. Szmukler GI, Bird AS, Button EJ (1981) Compulsory admis-
sions in a London borough: I. Social and clinical features and a
follow-up. Psychol Med 11:617–636
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