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Abstract This study was conducted to compare at-
titudes of psychiatrists, other professionals, and lay-
people towards compulsory admission and treatment
of patients with schizophrenia in different European
countries. Three case reports of patients with schizo-
phrenia were presented to N=1,737 persons: 235 in En-
gland, 622 in Germany, 319 in Hungary, and 561 in
Switzerland; 298 were psychiatrists, 687 other psychiat-
ric or medical professionals, and 752 laypeople. The
case reports presented typical clinical situations with
refusal of consent to treatment (first episode and social
withdrawal, recurrent episode and moderate danger to
others and patient with multiple episodes and severe
self-neglect). The participants were asked whether they
would agree with compulsory admission and compulsory
neuroleptic treatment. The rates of agreement varied
between 50.8 and 92.1% across countries and between
41.1 and 93.6% across the different professional groups.
In all countries, psychologists and social workers sup-
ported compulsory procedures significantly less than
the psychiatrists who were in tune with laypeople and
nurses. Country differences were highly significant show-
ing more agreement with compulsion in Hungary and
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England and less in Germany and Switzerland (odds ra-
tios up to 4.33). Own history of mental illness and having
mentally ill relatives had no major impact on the deci-
sions. Evidence suggests that compulsory procedures
are based on traditions and personal attitudes to a con-
siderable degree. Further research should provide em-
pirical data and more definite criteria for indications of
compulsive measures to achieve a common ethical frame-
work for those critical decisions across Europe.
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Introduction

The compulsory admission of patients in psychiatric
hospitals and treatment against the patient’s will is
seen as a legal and ethical problem requiring explicit
criteria all over the world [6, 11, 14]. The World Health
Organization emphasizes in its guidelines, actualized
in the Declaration of Madrid [3]: “No treatment should
be provided against the patient’s will, unless withhold-
ing treatment would endanger the life of the patient
and/or of those who surround him or her. Treatment
must always be in the best interest of the patient.” In
clinical psychiatry, this concerns in the first instance
patients with schizophrenia, in whom lack of insight
and danger to self and others are frequent consequences
of positive symptoms [18]. Among compulsorily admit-
ted psychiatric inpatients, the most frequent diagnosis
is schizophrenia [13]. Making decisions on compulsory
admission and treatment, the psychiatrist on the one
hand has to protect the patient’s autonomy, which re-
quires the patient to give informed consent [9] and
follows the principles of maleficence [first, do no harm
(primum nihil nocere)] and beneficence (do good) [1].
On the other hand, there is the necessity to act in the
“patient’s best interest” if there is a lack of capacity to
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give informed consent [9]. In cases of schizophrenia,
this commonly means administering neuroleptic treat-
ment. There is some evidence indicating that the way in
which coercion is perceived by the patient has a major
impact on the further course of the illness, even if con-
trolled studies do not exist for ethical reasons [10].
Taking into account the desire to apply evidence-based
decisions in all aspects of medicine, clear guidelines
based on empirical evidence would be highly desirable
for compulsory admission and treatment. However,
until now, little is known about how psychiatrists de-
cide in defined cases, whether they differ from public
opinion about such cases and what influences their de-
cisions. Within the last 5 years, two studies have been
published, which examined public attitudes on com-
pulsory psychiatric admission in representative popu-
lation samples [8, 12]. Lauber et al. [7, 8] found in their
Swiss study that about three quarters of people ques-
tioned supported the possibility of compulsory admis-
sion of mentally ill people. People with mentally ill
family members or with own treatment experience did
not differ in the rate of agreement.

Aims of the study

The aims of the present study were (1) to explore the
attitudes of psychiatrists, other professionals and lay-
people towards involuntary admission and treatment
of people with symptoms of schizophrenia in charac-
teristic scenarios and (2) to identify predictors of de-
cisions. Different from the above-mentioned studies,
we did not ask for general attitudes, but participants
were asked for their decisions in clearly described clin-
ical cases.

Materials and methods

Case reports (scenarios)

The three scenarios [19] were designed with the intention to rep-
resent characteristic stages and ethical conflicts in the course of the
illness: first episode (scenario 1), first relapse (scenario 2) and multi-
episode patient (scenario 3). The first and third scenario include
details of moderate danger to the patient (without suicidal ideation),
the second a moderate threat to others. The first scenario describes a
19-year-old man with a first episode of paranoid delusions, ideas
of being poisoned and marked social withdrawal. The second case
describes a 33-year-old woman with a first relapse of schizophrenia
presenting disorganised thoughts, disordered, delusional and oc-
casionally beating and threatening her elderly mother whom she lives
with. The third scenario describes a 38-year-old man with multiple
relapses of schizophrenia, now presenting with self-neglect, delu-
sions, poor physical condition and social withdrawal. In all cases, it
was pointed out that several attempts to provide treatment by out-
patient services and by means of persuasion had failed. Aimed at
laypeople, a “medical comment” was included in each case, ex-
plaining that from a doctor’s point of view, it was an evident case of
schizophrenia and neuroleptic treatment could be assumed to be
helpful. Finally, the respondents were asked in each case whether they
would agree with (1) compulsory admission to a psychiatric hospital

for a psychiatric examination and (2) compulsory neuroleptic treat-
ment if the diagnosis of schizophrenia was confirmed. In scenario 3,
respondents who had answered “no” to the question for treatment
were asked whether they would change their mind if they received the
following additional information: (a) without intervention, the pa-
tient would ruin himself financially, (b) the patient suffers from
severe heart disease requiring treatment, (c) successful treatment
would help to re-establish contacts with the patient’s relatives, and
(d) previous treatment was successful and subsequently approved by
the patient.

The scenarios were first written in German and then translated
into English and Hungarian by the authors. Other persons expe-
rienced in both languages checked the quality of the translation.
Inasmuch as the Swiss study was conducted only in the German-
speaking part of Switzerland, the German version was applied. The
English version is attached as Appendix A.

Samples

The German sample was recruited from all over Germany by placing
an advertisement in the most widespread German medical journal
(Deutsches Arzteblatt). Interested colleagues received the scenarios
by post, fax or e-mail and were asked to distribute the questionnaire
with the scenarios among doctors, other professionals and laypeople.
Most of the included persons work in psychiatric hospitals.

The English sample was recruited in the northwest of England.
The health professionals were recruited by direct distribution of the
questionnaires at medical meetings and onwards; laypeople were
recruited via GP practices.

The Swiss sample was recruited among six psychiatric hospitals
in the German-speaking part of Switzerland. The hospitals’ directors
supported the project actively and asked employees of different
professions to fill in the questionnaire and to recruit interested
laypeople.

The Hungarian version was presented first at the Hungarian
National Psychiatric Congress. Interested psychiatrists, psycholo-
gists, social workers and nurses distributed the scenarios and ques-
tionnaires both among professionals of psychiatric hospitals in
Budapest and other cities and among medical students and patients’
relatives.

Statistical methods

We calculated logistic regression models for each of the six questions
asked, respectively (three scenarios, decisions for involuntary admis-
sion and involuntary treatment). Dichotomous outcome (yes/no)
was used as a dependent variable. Country, profession, gender, age,
mental illness in the family (yes/no) and own history of mental
illness (yes/no) were used as independent variables. Odds ratios
(ORs) and confidence intervals were calculated for each predictor.
Results are supposed to be significant if the confidence intervals do
not include “1.” An OR significantly >1 means that the respective
variable increases the probability of a “yes” decision in the respective
question by the factor of the OR and vice versa for ORs<1. Delib-
erately, as reference (OR=1), “Switzerland” was determined among
countries and “psychiatrists” among professions. The logistic re-
gression analyses were performed using the program SAS.

Results

The numbers of included persons in the different coun-
tries, their professions and further sample character-
istics are shown in Table 1. The group of laypeople
included relatives, medical students and other people.
The proportion of participants with mental illness in
the family was higher than expected not only among



Table 1 Sample characteristics
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N Male Age Psychiatrists Other Psychologists Social Nurses Laypeople  Mental illness in  Own history of

doctors workers own family® mental illness®

N Percent Mean N Percent N Percent N Percent N  Percent N Percent N Percent N Percent N Percent

England 235 105 447 422 27 115 23 97 14 6.0 13 55 30 12.8 128 545 66 28.1 14 6.00
Germany 622 264 43.1 387 143 230 32 5.1 22 35 62 10.0 90 145 273 439 203 326 66 10.6
Hungary 319 115 359  36.0 42 13.1 21 6.6 16 5.0 14 45 47 147 179 56.1 53 16.8 26 8.3
Switzerland 561 221 396  39.7 86 153 4 0.7 21 37 18 3.2 260 464 172 307 147 26.2 17 3.0
1,737 705 409 389 298 17.2 80 4.6 73 42 107 6.1 427 246 752 433 469 27.1 123 7.1

2Percentage refers to total sample of respective country

Table 2 Agreement with compulsory
admission and neuroleptic treatment in

scenario 1 Admission (%)

Total (all professions) Psychiatrists Other doctors Psychologists Social workers Nurses Laypeople

Treatment (%)

England, n=235  79.2
732
Germany, n=622  71.9
64.0
Hungary, n=319 739
75.0
Switzerland, n=561 74.2
60.3
Total, N=1,737 74.0
66.0

88.9 783 14.3 61.5 80.0 859
96.3 87.0 14.3 61.5 833 711
755 78.1 773 54.8 700 733
62.9 84.4 59.1 48.4 61.1 67.0
76.2 85.7 75.0 61.5 848 704
81.0 85.0 81.3 69.2 84.8 702
67.4 100.0 524 61.1 762 779
45.4 100.0 333 61.1 642 64.0
74.5 81.3 57.5 57.6 76.1 758
63.4 86.1 48.0 54.7 67.1 678

Treatment data are in italics

laypeople but also among professionals. This might
indicate some skewing in the selection process in that
affected people might have been more likely to partic-
ipate in such a study than people without contact with
mental illness. No significant differences in decisions
were found between subgroups of laypeople.

The rates of agreement with compulsory admission
and treatment in the three scenarios are shown in
Tables 2, 3, 4, as distributed in the four countries, the
different professional groups, and among people with
mentally ill members in own family and with own
history of mental illness (which occurred in all pro-
fessional groups). The percentages of “yes” decisions
(agreement) are shown for admission and treatment
(in bold) in the three scenarios. In scenario 3, we had

asked people who did not agree with compulsory neu-
roleptic treatment whether they would change their
mind if they received additional information (1) that
the patient was going to ruin himself financially with-
out intervention, (2) that the patient suffered from a
severe heart disease, (3) that treatment would offer the
possibility of revitalising contacts with his family, and
(4) that the patient had accepted treatment previously
and had subsequently improved. The increase in ag-
reement to compulsory treatment under the respective
circumstances is shown in Table 4.

Table 5 shows significant predictors of agreement to
compulsory admission and compulsory neuroleptic
treatment in the three scenarios and the respective OR
and confidence intervals as calculated by a multiple

Table 3 Agreement with compulsory
admission and neuroleptic treatment in

scenario 2 Admission (%)

Total (all professions) Psychiatrists Other doctors Psychologists Social workers Nurses Laypeople

Treatment (%)

England, n=235  90.2
80.4
Germany, n=622  85.1
80.4
Hungary, n=319  88.1
91.5
Switzerland, n=561 88.8
74.7
Total, N=1,737 87.5
80.6

96.3 95.7 92.9 76.9 933 883
92.6 95.7 57.1 76.9 9.0 758
92.3 90.6 68.2 69.4 90.0 839
84.6 84.4 77.3 62.9 833 81.0
88.1 81.0 813 714 936 894
90.5 95.2 81.3 78.6 957 921
97.7 100.0 714 833 9.8 837
733 100.0 57.1 66.7 765 750
93.6 90.0 76.7 72.9 91.1 859
82.9 91.3 68.5 67.3 81.1 814

Treatment data are in italics
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Table 4 Agreement with compulsory
admission and neuroleptic treatment in

scenario 3

Total (all professions)  Psychiatrists ~ Other doctors  Psychologists ~ Social workers ~ Nurses  Laypeople

Admission (%)

Treatments a—e (%)
England, N=235

70.6 88.9 47.8 143 53.9 56.7 82.0
a 630 92.6 522 7.1 53.9 533 68.0
b 775 92.6 73.9 57.1 61.5 76.7 78.9
c 796 96.3 73.9 64.3 69.2 73.3 81.3
d 702 92.6 60.9 7.1 61.5 70.0 75.0
e 809 100.0 78.3 42.9 76.9 90.0 79.7
Germany, N=622

56.9 61.5 59.4 54.6 38.7 54.4 59.3
a 543 58.7 65.6 50.0 30.7 50.0 57.9
b 688 78.3 68.8 54.6 452 67.8 70.7
¢ 793 90.2 75.0 86.4 69.4 75.6 76.9
d 572 60.1 65.6 50.0 339 522 62.3
e 741 713 75.0 68.2 532 66.7 83.2
Hungary, N=319

73.8 78.1 714 62.5 50.0 87.2 725
a 798 88.1 85.7 62.5 64.3 87.2 78.0
b 902 92.9 90.5 78.6 100.0 91.3 89.5
¢ 895 92.9 90.5 85.7 90.9 95.7 87.1
d 879 90.5 90.5 78.6 90.9 91.3 86.6
e 921 92.9 95.2 78.6 90.9 93.5 92.4
Switzerland, N=561

60.4 64.0 75.0 47.6 55.6 61.9 58.1
a 508 47.7 100.0 38.1 50.0 51.5 517
b 654 64.0 100.0 524 66.7 66.5 65.1
¢ 734 83.7 100.0 71.4 72.2 72.7 69.2
d 542 47.7 100.0 38.1 55.6 54.2 581
e 736 66.3 100.0 66.7 72.2 74.6 76.2
Total, N=1,737

63.0 67.0 60.0 46.6 449 62.8 66.0
a 590 62.8 68.8 41.1 41.1 55.3 62.9
b 727 77.5 77.5 59.2 56.7 70.2 75.1
c 792 89.3 80.0 77.5 72.1 75.8 78.2
d 634 63.8 72.5 43.7 47.1 58.9 69.0
e 781 75.5 82.5 64.8 63.5 76.1 83.1

Compulsary treatment a—e data are in italics
a No additional information, b danger to finances, ¢ heart disease, d contacts with family, e treatment previously accepted

Table 5 Significant predictors of decisions odds ratios (confidence intervals)

Scenario 1 Scenario 2 Scenario 3

Admission Treatment Admission Treatment Admission Treatment®
Switzerland 1.0 1.0 1.0 1.0 1.0 1.0
Hungary 1.13 (0.804-1.590)  2.248 (1.615-3.130) 1.206 (0.756-1.925) 4.256 (2.661-6.809) 2.098 (1.515-2.907) 4.294 (3.044-6.059)
Germany 1.02 (0.771-1.356)  1.319 (1.019-1.708) 0.852 (0.585-1.242) 1.598 (1.181-2.161) 0.926 (0.719-1.193) 1.196 (0.931-1.537)
England 1.33 (0.899-1.963) 1.851 (1.293-2.650) 1.549 (0.908-2.641) 1.564 (1.049-2.232) 1.627 (1.148-2.307) 1.615 (1.155-2.257)
Gender: male 0.74 (0.598-0.924) 0.766 (0.619-0.948) 0.616 (0.456-0.831) 0.732 (0.568-0.943) 0.908 (0.736-1.329) 0.884 (0.717-1.090)
Age (odds ratio per 10 years) 1.21 (1.09-1.27) 1.17 (1.09-1.26) 0.87 (0.75-0.96) 0.96 (0.86—1.06) 1.15 (1.16-1.23) 1.20 (1.11-1.28)
Psychiatrists 1.0 1.0 1.0 1.0 1.0 1.0
Social workers 0.437 (0.272-0.703) 0.633 (0.400-1.003) 0.158 (0.083-0.302) 0.363 (0.216-0.610) 0.387 (0.244-0.615) 0.381 (0.238-0.609)
Psychologists 0.415 (0.241-0.715) 0.477 (0.262—0.762) 0.214 (0.102-0.448) 0.425 (0.232-0.778) 0.357 (0.209-0.610) 0.326 (0.188-0.566)
Nurses 1.112 (0.773-1.599) 1.295 (0.929-1.806) 0.578 (0.319-1.049) 0.952 (0.632-1.435) 0.850 (0.610-1.184) 0.812 (0.586-1.125)
Laypeople 1.102 (0.796-1.526) 1.127(0.838-1.517) 0.348 (0.206-0.589) 0.776 (0.535-1.125) 0.881 (0.653-1.189) 0.880 (0.655—1.184)

Other doctors
Mentally ill in family

Own history mental illness

1.417 (0.741-2.711)
1.130 (0.870-1.466)
0.522 (0.344-0.794)

3.096 (1.512-6.341)
0.973(0.767-1.235)
0.747 (0.495-1.127)

0.489 (0.202-1.184)
1.671 (1.154-2.420)
0.409 (0.252-0.664)

1.610 (0.689-3.763)
1.610 (0.689-3.763)
0.662 (0.413-1.060)

1.083 (0.857-1.369)

(
(
0.619 (0.362-1.060)
(
0.702 (0.471-1.046)

1.020 (0.809-1.286)

(
(
1.023 (0.584-1.794)
(
0.914 (0.607-1.378)

Significant results are in bold

2Without additional information (see Table 2)



logistic regression model. Significance was reported if
the confidence intervals did not contain “1.”

Discussion

We received the opinions of 1,737 persons, among them
were 298 psychiatrists, in four European countries about
compulsory admission and treatment referring to the
three case reports of patients with schizophrenia. These
case reports were designed as “borderline” cases pro-
voking discussion on patients’ autonomy on the one
hand and paternalistic treatment to avoid harm to the
patient (scenarios 1 and 3) or others (scenario 2) on the
other hand. The principal results were as follows:

(1) Even in these “borderline” cases, a broad majority
(between 59 and 87%) of participants agreed with
compulsory admission and treatment. Lauber et al.
[8] reported a similar result with a positive attitude
towards compulsory admission in over 70% of their
respondents. An important difference is that these
authors did a survey regarding compulsory admis-
sion, in general, although we had presented concrete
case reports, which were designed to be ambiguous
with respect to danger to self and others. In the case
of only moderate danger to others (scenario 2), the
agreement was clearly higher than in the other two
scenarios (87.5%). The agreement was moderately
lower in scenario 3, where an urgent need for treat-
ment without immediate danger to self or others
was suggested, but increased to 78% if the additional
information was available that medication had pre-
viously been accepted.

(2) There was a lower acceptance of compulsory mea-
sures among social workers and psychologists over
all cases and countries. Psychiatrists were remark-
ably in tune with other physicians as well as nurses
and the heterogeneous group of laypeople. Only the
case of moderate danger to others (scenario 2) di-
vided the groups more significantly depending on
their position: Psychiatrists supported compulsory
admission with about fivefold probability compared
to psychologists and social workers and about three-
fold probability compared to laypeople. However,
people with mental illness in their own family sup-
ported compulsory admission even more than psy-
chiatrists, independent from professional status. In
contrast, people with a history of mental illness less
frequently supported compulsory admission in this
scenario. The scepticism of social workers could be
observed in all countries, although there are differ-
ences in their function within the admission proce-
dure in the different countries. England is the only
one of the four countries where social workers are
involved in the legal procedure of compulsory ad-
mission [15]. In a survey in Switzerland, laypeople
agreed significantly less with the possibility of in-
voluntary admission than psychiatrists (72 vs 99%)
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[23]. However, this difference could not be observed
in our investigation where concrete case reports
were presented. People's attitudes towards aspects
of compulsory treatment might depend on whether
they can imagine a real-life scenario.

(3) Personal experiences such as having a family mem-
ber with mental illness and own history of mental
illness generally played a minor role in the deci-
sions. Only in the case of danger to others (scenar-
io 2) compulsory admission was significantly more
supported by relatives of mentally ill patients and
less by persons with a history of own mental
illness.

(4) Gender and age were moderate predictors. Females
supported compulsion more frequently. This find-
ing could be interpreted as a higher desire for se-
curity or as a more paternalistic attitude. Similar,
but weaker findings were reported by Lauber et al.
[7]. In contrast to their findings, agreement with
compulsion increased with age in our study.

(5) The strongest predictor in three of the six decisions
asked for, however, was the country where the per-
son lived. Despite not reaching significance in all
cases, the tendency was the same for all decisions:
highest support of compulsory measures in Hun-
gary, followed by England, clearly less support in
Germany and least in Switzerland. The national dif-
ferences in attitudes are certainly determined by a
variety of factors, and we can only speculate on
some of them. The concerns about a misuse of psy-
chiatry could be higher in Germany for historical
reasons [15]. Having been the nucleus of free Swit-
zerland, the German-speaking part of Switzerland
has had a very strong tradition and identity of free-
dom and autonomy for historical reasons even more
than the French and Italian part. Actually, support of
compulsory admission was significantly lower in the
German part than in the Italian and French part in
the survey by Lauber et al. [7]. In Hungary, pater-
nalistic and custodial attitudes are possibly more
prevalent, although there is a widespread distance
and suspicion towards psychiatric hospitals. The lat-
ter might be the reason why, in Hungary, more
people supported involuntary medication than in-
voluntary admission. Without the experience of to-
talitarian dictatorship and abuse, England chooses a
very pragmatic approach towards involuntary hos-
pitalisation and treatment assuming that experts
and relatives act benevolently in the patient’s in-
terest, as outlined by Rottgers and Lepping [16].

In England, there is high public concern about
danger to the public by the mentally ill patients, a con-
cern largely fostered by the mass media [4]. This could
be exaggerated by automatic inquiries of all suicides
and homicides committed by mentally ill patients. Fur-
thermore, treating psychiatrists have a very high level of
personal responsibility for the care of their patients
compared to other countries, which may influence de-
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cision making and the tendency to detain [15]. De-
tention rates have risen within the last years and seem
to be higher than in other European countries [22]
despite a relatively low number of psychiatric beds per
inhabitant.

The major limitation of this study is sample selec-
tion bias. The samples of the respective countries are
not completely comparable with respect to age, per-
centage of professional groups and personal experi-
ence. Moreover, the sampling process was not identical
in the four countries and depended on personal con-
tacts of the authors. There is a tendency that people
with personal interest and experiences in the issue are
overrepresented in our sample, which is indicated by
the high proportion of people with “mentally ill mem-
bers in their own family” in all groups. In all four
countries, people from multiple locations and pro-
fessions could be included. However, the samples can-
not claim to be representative for the respective group,
and thus, this study is of exploratory character. Its
strength is that it does not refer to an abstract process
such as “compulsory admission,” in general, but com-
pares attitudes among different countries and pro-
fessions with regard to well-described clinical cases.
Further research should promote ethically sound deci-
sion making supported by empirical data on how deci-
sions for or against compulsory treatment influences
the course of illness. Although the effects of involuntary
outpatient commitment have been evaluated by well-
designed randomized trials within the last years [2, 20,
21], until now, there are almost no scientifically sound
studies addressing the outcome of coercive inpatient
treatment [5, 17].

Appendix

Questions to the interviewed person are listed here
only for scenario 3

Scenario 1

The parents of a 19-year-old man are concerned about
the way in which their son has changed over the past
6 months. Half a year ago, he successfully passed his
‘A’ levels with good marks, he had several hobbies
that he pursued, and he had friends and, at times, also
a girlfriend.

Since then, he has started to isolate himself, and he
spends a lot of time in his room, having locked himself
into it. Initially, he had tried to find a job but he has
given this up now. He has also given up his hobbies and
hardly sees his friends any more. During the daytime,
he mostly keeps his windows closed and the blinds
down. At night, his parents noticed that he keeps the
light on and paces up and down in his room. He has
become hostile towards his parents. He appears sus-

picious towards them and talks as little as possible.
Furthermore, he suspiciously checks the food that his
mother prepares for him, only eats it in his room and
has even mentioned fears that the food may be poi-
soned. He has lost a significant amount of weight,
however, not to an extent where his health would ob-
viously be at risk. There is no evidence of suicidal
thoughts or aggressive behaviour towards others. There
is no evidence of alcohol or drug misuse, either. Over
the last few months, his parents and the community
psychiatric nurse, whom his GP involved, have made
several attempts to persuade him to be treated by a
psychiatrist, but these attempts have all failed.

Scenario 2

A 33-year-old single translator suffered from an acute
phase of schizophrenia 3 years ago and needed to be
treated in hospital. With the help of medication and
psychosocial intervention, she became free of symp-
toms, was discharged from hospital and returned to
work. Her psychiatrist prescribed her medication to
prevent a relapse, but 9 months after her discharge
from hospital, she stopped all her medication because
she felt so well. Three months later, she resigned from
her job because of conflict with colleagues at work. She
now lives with her 74-year-old mother again. Their
relationship has always been close but difficult. Last
year, this led to increasing tensions, which led to the
patient ordering her mother around in an inappropri-
ate manner and even hitting her on several occasions.
When talking to the GP, she stated that she had to hit
her mother because she would not obey her. At the
time, she appeared agitated, her speech was incoher-
ent, it was not always possible to follow what she was
saying and she had religious delusions. There was no
other evidence of suicidal ideas or aggression towards
others. At the time, the patient appeared well kempt,
and the apartment was very clean and orderly. When
the GP put to the patient that she might have become ill
again, she called this a “ridiculous suggestion.” She
refused to be admitted to a hospital or to take the
medication that she used to take after her first hospital
admission. Other relatives and her community psychi-
atric nurse tried in vain to persuade her to seek help.
Her mother appeared scared and helpless when the GP
visited them.

Scenario 3

A 38-year-old trained mechanic, divorced 10 years ago,
has been living on Disability Living Allowance for the
last 5 years. He no longer has any contact with his ex-
wife or family, his parents are dead and he has no
siblings. Seven years ago, he became ill with schizo-
phrenia for the first time. Since then, he had to be



admitted to a psychiatric hospital three times, the last
time being 4 years ago. Whenever he was ill, he heard
voices, and he believed that he was being persecuted by
organised criminals and alien powers. Furthermore, he
consumed huge quantities of alcohol to cope with his
anxieties. After treatment with anti-psychotic medica-
tion and psychosocial intervention, his delusions and
hallucinations disappeared, but he was left with a cer-
tain apathy and loss of interest. Three years ago, the
patient stopped all treatment and contact with psychi-
atric services. He would not see his GP or psychiatrist
any more, and he also stopped taking medication. He
still lived in his own flat but stopped all contact with
friends and acquaintances, and he ceased to pursue his
hobbies. He only rarely left his flat to buy food, but he
solely ate bread and tinned food. He began to become
very suspicious towards other people; he increasingly
appeared unkempt and neglected, with his hair and
beard growing unattended and his clothes unwashed
and shabby. When other people in the house alarmed
Social Services, they found his flat in a very bad and
neglected condition, with heaps of papers, empty tins
and other rubbish piled high. It was, however, difficult
to prove that there was any direct risk to his health by
eating unhygienic food. There were no reports of sui-
cide attempts, deliberate self-harm or aggression to-
wards others. Judging by the beer bottles lying around,
he appeared to be drinking on a regular basis but not in
extreme quantities. The patient declared that he was
not willing to be assessed or treated or take any pre-
scribed medication. His speech was slightly incoherent
and he appeared quite hostile. He hinted towards evil
powers that were responsible for the dismal state that
the world was in and who were after him. There were
several visits from community psychiatric nurses, psy-
chiatrists and social workers, but he always refused any
help.

Would you want this man to be admitted to a
psychiatric hospital and his flat be cleaned and made
hygienic even against his will? If you have said “no,”
would you change your mind if:

(a) There were serious threats to the patient’s indepen-
dence and finances, with his illness deteriorating
further, e.g. loss of his flat because of unpaid rent.

(b) There were significant medical dangers should he be
left to himself, e.g. an existing heart disease for
which he would refuse treatment.

(c) You discovered that the patient’s children would be
interested in contacting him again should he be able
to give up his suspicion against them, which is
probably due to his illness.

(d) You discovered that, when the patient was last
treated in hospital, he was only treated against his
will for a few days but then accepted treatment
voluntarily and continued to take his medication
independently.
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