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ABSTRACT: The objective of this study was to identify factors predictive of duration of involuntary hospitalization, i.e., factors that would pre-
dict early versus late conversion to voluntary status. Charts of 209 patients admitted involuntarily to an acute psychiatric inpatient unit were stud-
ied using a naturalistic, prospective design. Multivariate regression analysis was used to determine the effect of a number of variablesin predicting
duration of involuntary hospitalization. Of all variables studied, only smoking preference was found to be a statistically significant predictor of du-
ration of involuntary hospitalization. Smokers were converted to voluntary status earlier than non-smokers. The authors concluded that clinicians
may not be using commitment statutes as per recommended legal guidelines. Patients who smoke may be applying overt and covert pressure on clin-
icians with regard to conversion to voluntary status to gain smoking privileges.
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changes

Most research involving civil commitment has centered around
a comparison of voluntarily and involuntarily hospitalized psychi-
atric patients. Some studies have identified distinguishing charac-
teristics between voluntarily and involuntarily hospitalized patients
(2) while other studies have found no significant differences (2).

In recent years, research has begun to focus on the process of le-
gal status change among hospitalized psychiatric patients; particu-
larly the conversion of involuntarily admitted patients to voluntary
status. Nicholson (3) found that conversion to voluntary status was
associated with longer hospital stays, poorer short-term outcomes
and worse prognoses. Cuffel (4) examined the role of several fac-
torsin the transition from involuntary to voluntary status at differ-
ent stages of hospitalization. He found that when voluntary con-
version occurred early in the course of hospitalization, the
associated factors were clinical improvement, less severe diag-
noses and non-minority ethnicity. When voluntary conversion oc-
curred late in the course of hospitalization, availability of living ar-
rangements was the only significant associated factor. Our
literature search failed to revea a study that specificaly studied
predictors of duration of involuntary hospitalization.
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An examination of the process of conversion of involuntarily
hospitalized patients to voluntary status is important for a number
of reasons. Results of such research would help clinicians under-
stand the dynamics of the civil commitment process, demonstrate
how clinicians use commitment statutes, and identify patients at
risk for prolonged commitment. This may help clinicians develop
measures to shorten involuntary hospitalization and promote
treatment in the least restrictive setting. Furthermore, duration of
commitment is especially important in this era of managed care
because it may directly influence the overall duration of hospital-
ization. In addition, results of this research may help inform poli-
cies and procedures regarding inpatient psychiatric care in gen-
eral.

The purpose of this prospective, naturalistic study was to iden-
tify factors predictive of the duration of involuntary hospitaliza-
tion, i.e., those factors that would predict early versus late conver-
sion to voluntary status.

M ethod

Sample Sze, Inclusion, and Exclusion Criteria

Two hundred and nine consecutive patients admitted involuntar-
ily to the acute psychiatric units of a University hospital were en-
tered into the study. Patients admitted on a voluntary status or un-
der the age of 18 years were excluded from the study. The sample
included women and minorities.

Sudy Design

The investigators compiled a data collection form which in-
cluded entriesfor anumber of variablesinitially hypothesized to be
predictive of duration of commitment. Prior to theinitiation of data
collection, interrater reliability was tested among the three investi-
gators responsible for data collection, and was found to exceed
95%.
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All data required for the study were obtained from a review of
the subject’s emergency room admission evaluation and current
psychiatric inpatient record. No clinical interviews were con-
ducted. Furthermore, it was anticipated that participation in the
study would not influence the clinical course of the subject’s hos-
pitalization or illness in any way. The Institutional Research Re-
view Board agreed that it was not necessary to obtain informed
consent from study subjects. All study documents were maintained
by the investigators in a secure environment to ensure patient con-
fidentiality.

Data collection was carried out in a prospective, naturalistic
fashion, from March 1, 1999 through May 27, 1999. For each pa-
tient enrolled in the study, data collection consisted of areview of
the patient’ s chart on the day following admission and recording of
responses on the previously mentioned data collection form. No
patient interviews were performed. No discussions were conducted
with members of the patient’ s treatment team. None of the investi-
gators were part of the treatment team for any of the study subjects.

Charts of all study subjects were then periodically reviewed to
obtain the date of voluntary conversion for each subject in order to
calculate the duration of involuntary hospitalization. For those pa-
tients discharged without a formal conversion to voluntary status,
the date of discharge was recorded as the date of conversion to vol-
untary status.

The data collection form used included entries for seventeen
variablesinitially hypothesized to be predictors of duration of com-
mitment. Following an examination of preliminary data, and in or-
der to obtain maximal statistical sensitivity, eight factors were in-
cluded in the final data analysis. These included:

1. Gender—Male/Female

2. Race—Caucasian/African-American/Hispanic/Other

3. Admitting Diagnosis—Options in this category included
Mood Disorders, Psychotic Disorders, and “ Other Diagnoses.” The
latter category included personality disorders, anxiety disorders,
dementia, mental retardation, eating disorders, primary substance
use disorders and adjustment disorders. In case of patients with
multiple diagnoses, we selected the primary diagnosis for the cur-
rent presentation.

4. Indication for commitment—This variable referred to the
most important reason that the subject was admitted on an invol-
untary status rather than voluntarily. Options included Suicide at-
tempt, Stated lethal ideation (suicidal or homicidal), and Inability
to care for self due to severe mental illness. In case of multiplein-
dications, we selected one that appeared most significant.

5. Useof restraints—Thisreferred to the use of any physical re-
straint (four point, show of force) or chemical restraint (emergency
antipsychotic or benzodiazepine medication) during the course of
the evaluation and admission process. We did not rate as positive
those subjects who received routine scheduled medications during
the process of evaluation.

6. Reimbursement system—Options included HMO, Medi-
caid/Medicare and “Other.” Thelatter category included uninsured
patients and patients with traditional indemnity insurance.

7. Substance use—This variable referred to whether or not sub-
stance use was a predominant feature of the current clinical pre-
sentation. Those rated as positive included individuals presenting
in a state of intoxication, withdrawal, or with substance-induced
syndromes. Individuals with psychiatric disorders and comorbid
substance use disorders were not rated as positive unless they fell
into the above categories.

8. Smoking preference—Smoker/Non-smoker

Satistical Analysis

Statistical analysis was carried out by the University of
Rochester Department of Biostatistics. Analysiswas carried out us-
ing amultivariate regression analysis. The dependant variable was
the number of days from admission on an involuntary status until
conversion to voluntary status. A number of independent variables
were considered; the final regression model included the eight fac-
tors listed above. Because the dependant variable was discrete,
with a standard distribution, Poisson (log linear) regression analy-
sis was used. A correction for excess Poisson variation was in-
cluded (5).

Results

The characteristics of the study sample are tabulated in Table
1. In total, 209 subjects were entered into the study and included
in the final data analysis. One hundred and two subjects were fe-
male and 107 were male. One hundred forty five subjects were
White, 55 Black, 7 Hispanic and 2 Asian. This racial distribution
closely paraleled the racial make up of the population of the
catchment area, with a slight overrepresentation of African Amer-
icans. Ninety-nine subjects had an admitting diagnosis of a mood
disorder, 80 subjects had an admitting diagnosis of apsychotic ill-
ness, and 30 had other admitting diagnoses (personality disorders,
anxiety disorders, primary substance use disorders, dementia,
mental retardation, eating disorders and adjustment disorders.)
With regard to primary indication for commitment, 90 subjects

TABLE 1—The characteristics of the study samples.

Description of Study

Sample (n = 209)
Variable N %

Sex

Male 107 52

Female 102 48
Race

White 145 70

Black 55 26

Hispanic 7 3

Asian 2 1
Admitting diagnosis

Psychotic disorders 80 38

Mood disorders 99 47

Others* 30 15
Indication for commitment

Suicide attempt 26 12

Stated |ethal ideation 90 43

Inability to care for self 75 36
Use of restraints

Physical/chemical 60 29

None 149 71
Reimbursement

HMO 78 37

Medicaid/medicare 99 47

Other* 32 16
Substance use

Significant 64 30

Insignificant 145 70
Smoking preference

Smokers 109 52

Nonsmokers 97 46

* Including anxiety disorders, personality disorders, dementias, mental
retardation, eating disorders, primary substance use disorders and adjust-
ment disorders.
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had reported lethal ideation (suicidal or homicidal), 26 subjects
had attempted suicide, and 75 subjects were committed due to an
inability to attend to their daily needs. Twelve subjects had been
committed due to assaultive behavior and six due to unclear di-
agnosis, warranting observation. The latter two subcategories
were excluded from the analysis due to the small numbers in-
volved. Of the total sample, 60 subjects had required physical
and/or chemical restraints during the evaluation and admission
process while 149 had required no such restraint. Substance use
was a clinically significant factor in the current presentation of 64
subjects, insignificant in 145 subjects. With regard to reimburse-
ment systems, 78 subjects were covered by HMO plans, 99 by
Medicaid or Medicare, and 32 were uninsured. One hundred and
nine subjects were smokers; 97 nonsmokers. Smoking preference
data were not available for three subjects.

The mean duration of commitment (DOC), calculated from the
day of admission to the day of voluntary conversion for the entire
sample, was 9.89 days with a standard deviation of 10.28 days
(Table 2).

Male subjects had a slightly longer duration of commitment
(9.95) than female subjects (9.81) (p=0.29) F(1,166) = 1.14.
Asian subjects had the longest DOC (15.00), followed by Black
subjects (10.67), White subjects (9.64) and Hispanic subjects
(7.29) (p=0.96) F(3,116) = 0.10. Patients admitted with psy-
chotic disorders had the longest DOC (12.33) followed by those
admitted with Other disorders (8.23) and those admitted with
mood disorders (8.06) (p=0.20) F(2,166) = 1.62. Patients com-
mitted due to an inability to care for themselves had the longest
DOC (11.64) followed by those committed for stated lethal
ideation (8.98), while subjects committed for suicide attempts had
the lowest DOC (6.92) (p=0.88) F (2,166) = 0.13. Subjects who

TABLE 2—Mean duration of commitment.

Variable Mean DOC (days)

Sex

Male 9.95

Female 9.81
Race

White 9.64

Black 10.67

Hispanic 7.29

Asian 15.00
Admitting diagnosis

Psychotic disorders 12.33

Mood disorders 8.06

Others 8.23
Indication for commitment

Suicide attempt 6.92

Stated |ethal ideation 8.98

Inability to care for self 11.64
Use of restraints

Physical/chemical 11.38

None 9.28
Substance use

Significant 10.09

Insignificant 9.79
Reimbursement

HMO 9.35

Medicaid/Medicare 11.36

Other 6.94
Smoking preference

Smokers 8.41

Nonsmokers 11.69

TABLE 3—Satistical significance of factors studied.

Variable p
Gender .29
Race .96
Admitting diagnosis .20
Indication for commitment .88
Use of restraint A7
Substance use 42
Reimbursement system 43
Smoking preference .01

required physical or chemical restraint during the evaluation and
admission process had a longer DOC (11.38) than those who did
not (9.28) (p=0.47) F(1,166) = 0.52. Subjects presenting with
substance-related illnesses had a longer DOC (10.09) than those
without current substance related difficulties (9.79) (p=0.42)
F(1,166) = 0.66. Subjects enrolled in the Medicaid/Medicare pro-
grams had the longest DOC (11.36), followed by those covered
by HMO plans (9.35), while uninsured patients had the lowest
DOC (6.94) (p=0.43) F(2,166) = 0.84. Nonsmokers had a longer
DOC (11.69) than non-smokers (8.41) (p=0.01) F(1,166) = 6.59
(Table 3).

Of all factors studied, only smoking preference reached statisti-
cal significance (p=0.01) as a predictor of duration of commit-
ment. Smokers were converted to voluntary status faster than non-
smokers.

Discussion

Since the PennsylvaniaHospital opened in Philadelphiain 1752,
psychiatric patients have been hospitalized involuntarily. How-
ever, the concept of involuntary hospitalization and civil commit-
ment has undergone transition over the past two and a half cen-
turies. This evolution has involved the philosophical reasoning
forming the basis of commitment, the motivation behind involun-
tary hospitalization, as well asthe legal and clinical proceduresin-
volved in the commitment process. This study attempted to exam-
ine the reasoning behind legal status change in committed patients.
Thisgoa was achieved by first hypothesizing that a number of de-
mographic and clinical variables would be significant predictors of
duration of commitment, i.e., thetimeinterval between involuntary
admission and conversion to voluntary status, and subsequently
measuring the effect of each of the hypothesized variables using
appropriate statistical techniques.

With afew notable exceptions, our results tended to mirror our
initial hypotheses with regard to each factor studied. Male patients
tended to stay committed longer than female patients. Patients ad-
mitted for psychotic illnesses stayed committed longer than those
admitted for mood disorders or other disorders. Patients requiring
restraint while being evaluated and admitted had longer durations
of commitment than those who did not. Patients covered by the
least restrictive reimbursement system, i.e., Medicaid/Medicare,
had the longest duration of commitment, followed by those cov-
ered by HMO's. Uninsured patients had the shortest duration of
commitment. Smokers had shorter durations of commitment than
nonsmokers. On the other hand, our results indicated that with re-
gard to race, White patients stayed involuntarily hospitalized
longer than Black or Hispanic patients. This contradicts Cuffel’s
results (4). He found that non-minority ethnicity was afactor asso-
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ciated with early voluntary conversion. The larger sample size and
differencein study design may explain this difference.

Results with regard to indication for commitment showed that
patients admitted following suicide attempts stayed committed for
the shortest period as compared with those admitted for stated
lethal ideation or inability to care for self. The portion of the sam-
ple captured by the “stated lethal ideation” category may include a
substantial percentage of patientswith prominent Axis|I disorders,
who may have unconscious or conscious needs to prolong hospi-
talization by reporting ongoing lethal ideation. Individuals com-
mitted due to inability to care for self were more likely to be seri-
ously, persistently mentally ill and hence less responsive to
treatment. With regard to substance induced syndromes, one might
expect that these would resolve faster, leading to a shorter duration
of hospitalization. However, it is also possible that these individu-
als may suffer from more severe comorbid Axis | and Axis Il
pathology which may account for their longer duration of commit-
ment.

Of all factors studied, only smoking preference emerged asasta-
tistically significant predictor of duration of involuntary hospital-
ization. Smokers remained on an involuntary status for a shorter
period than did non-smokers. In order to placethisresult in context,
it is essential to understand the smoking policy of the hospital
where the study was conducted. The hospital has a non-smoking
policy. Involuntary patients are not permitted off the units under
any circumstances. Patients on a voluntary status are permitted
privileges to periodically leave the locked units, typically for
smoke breaks in a designated smoking area outside the hospital
building. In such ascenario, one could imagine that there would be
intense pressure, both overt and covert, on treating clinicians, to
convert involuntary patients who smoke, to voluntary status. This
could possibly dilute the effect of other clinical considerations on
the decision making process, thus explaining our results.

Theseresultsraise two important questions. First, how do we ex-
plain the fact that major intuitive considerations like admitting di-
agnosis, indication for commitment, and other factors studied, with
the exception of smoking preference, had no bearing on the volun-
tary conversion process? Second, what is the significance of the
finding that smoking preference did, in fact, predict duration of
commitment; and in what other ways might smoking preference
impact inpatient psychiatric treatment?

With regard to thefirst question, it is possiblethat clinicians may
not be using commitment statutesin the manner in which they were
intended to be used. In the state of New Y ork, Mental Health Law
allows for clinicians to make initial commitment decisions, exten-
sion of commitments for up to two months, and decisions with re-
gard to conversion to voluntary status, without the involvement of
the courts, unless the patient or patient’s representative requests a
hearing process. Each commitment statute includes detailed guide-
lines on its use, which mostly center on the presence of mental ill-
ness resulting in dangerousness to self or others and/or an inability
to provide for on€e's daily needs. Were these guidelines being fol-
lowed rigorously, many other factors would have been found to be
statistically significant predictors of duration of involuntary hospi-
talization on account of their relationship to dangerousness and
ability to care for one’s self. It is possible that in this era of man-
aged care marked by intense pressure on cliniciansto discharge pa
tients, legal status changes may simply have been reduced to mat-
ters of convenience.

Smoking preference stands out as the lone predictor of duration
of commitment. This echoes the conclusion drawn at the end of the
preceding paragraph, i.e., the issue of convenience. Several other

possible reasons for the earlier voluntary conversion of smokers
also exist, however. It is possible that smokers have a greater in-
centive to be converted to voluntary status and hence follow av-
enuesto facilitate this process, (i.e., medication compliance, better
behavioral control) which may a so influence the clinical decision
making process resulting in earlier voluntary conversion. Further,
smoking is known to affect blood levels of psychotropic medica-
tions and also possibly to reduce adverse effects such as antipsy-
chotic-induced parkinsonism (6) which may further influence com-
pliance with treatment and/or therapeutic effects. We were unable
to examine these hypotheses from our data set. One may also spec-
ulate that among psychiatric patients, smokers may be slightly
more functional on account of the stimulant-like properties of nico-
tine, which may also explain their earlier conversion to voluntary
status. We are unaware of any prior research that has directly ad-
dressed this potentia relationship between smoking and legal sta-
tuschange. However, some data suggest a potential short term ther-
apeutic effect of nicotine in individuals with schizophrenia,
possibly from a corrective effect on P50 auditory sensory gating
deficits (7). In this scenario, the motivation of smokersto gain vol-
untary status and hence smoking privileges, may in fact be athera-
peutic move.

From a broader viewpoint, the issue to consider would be how a
non-smoking policy impacts inpatient psychiatric units in general.
When psychiatric unitsfirst started to place smoking restrictions or
bans, there was much concern that this would lead to increased ad-
verse behavioral incidents on units. For the most part, empirical re-
search has not confirmed this hypothesis. A number of studieshave
confirmed that despite the anticipation of negative consequences,
there has been no increase in assaults or other behavioral manage-
ment problems following the implementation of a smoking ban
(8,9). Another study did find disruption in treatment of highly dis-
turbed nicotine-dependant patients when admitted to a unit where
smoking was prohibited (10). This study was limited to areport of
four cases. On a different note, we found one study that evaluated
the effect of a smoking ban on motivation to quit smoking among
psychiatric inpatients (11). This study found no beneficial motiva-
tional effects. Y et another study evaluated the hypothesisthat signs
and symptoms of nicotine withdrawal would aggravate and con-
found psychiatric symptoms among smokers admitted to non-
smoking psychiatric units (12). This study found no immediate
benefits or adverse effects from the smoking ban. These data
notwithstanding, it appears unlikely that there will be any reversal
of the progressive banning of smoking in psychiatric inpatient units
or even in designated smoking areas. Current data do not suggest
that such a ban will have a significant impact on patient or staff
safety, or on the inpatient treatment of psychiatric disorders.

This study has a number of limitations and our results must be
interpreted with caution. First, we studied a relatively small num-
ber of subjects and our analysis examined alimited number of spe-
cific factors as predictors of duration of commitment. It is possible
that other factors that we did not include in our analysis may be
bona fide predictors. One such factor would be illness severity at
time of admission, as measured by scores on appropriate rating
scales. Other factors with potential impact include psychotropic
medication blood levels and blood alcohol/urine drug screen re-
sults at time of admission. Further, amuch larger study population
may have yielded additional positive findings.

Second, our data were obtained from chart reviews and without
structured clinical interviews and hence scoring of many variables
such as admitting diagnosis, indication for commitment and sub-
stance abuse was based upon limited data.
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Third, our study only examined variables notable at the time of
admission. We did not take into account many phenomena occur-
ring during the course of hospitalization that would possibly have
asignificant impact on the process of legal status change. Thesein-
clude compliance with treatment, clinical improvement, adverse
behavioral incidents, the use of seclusion and/or restraints, and
availability of safe dispositions.

Because we could not locate any previous studies addressing the
same question we did, a broad comparison with past findingsis not
possible. Furthermore, results from studies dealing with legal sta-
tus changes performed in the 1980’s or earlier are of limited use-
fulness given the significant changes that have occurred in the
practice of inpatient psychiatry over the past two decades. For ex-
ample, Nicholson (3) found that patients converted to voluntary
status had poorer long term outcomes, longer total duration of hos-
pitalization and were more often released without a follow up re-
ferral. In hiscommentary he recommends periodic review to “ safe-
guard (voluntary) patients from unnecessary confinement,”
possibly implying that this group consisted of patients who simply
tolerated longer hospitalizations, as interpreted by Cuffel (4). Re-
gardless of the accuracy of thisconclusion at thetime, itisunlikely
that a similar argument would apply in 2002.

Given the limitations of our study, we suggest that future re-
search attempt to replicate and refine our results. Using a larger
study population as well as including illness severity as measured
by an appropriate rating scale would significantly enhance the ro-
bustness of the findings. We recommend using structured clinical
interviews to increase the reliability of admitting diagnoses. We
also recommend modifying the study protocol to include an ex-
amination of events occurring in the course of hospitalization as
potential predictors of duration of involuntary hospitalization.
Most important among these would be compliance with treat-
ment, measurable clinical improvement and use of seclusion or
physical restraint. Finaly, given that smoking preference stood
out as the lone predictor of duration of commitment, it may be
particularly informative for the modified study protocol to be con-
ducted on units with different smoking policies. Factoring in the

use (or not) of nicotine replacement modalities such as gum or
patches may further enhance the findings. Results of such re-
search are likely to shed further light on the reasons why smokers
are likely to be converted to voluntary status earlier than non-
smokers.
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