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Civil Commitment Standards and Patient Mix
in England/Wales, Italy, and the United States

Steven P. Segal, Ph.D.

Although England/Wales, Italy, and the United
States share a common policy of deinstitutionalization,
their mental health systems differ considerably. Each
country’s civil commitment standards define patient
eligibility criteria along one of two primary dimen-
sions—need for treatment or degree of dangerousness.
These differential selection criteria result in mental
health systems serving different subgroups of the total
population. The criteria in England/Wales target older
women; in the United States, younger men; and in
Italy, a group balanced in age and sex. Implications for
the current debate on civil commitment policies are
considered.

(Am J Psychiatry 1989; 146:187-193)

Ithough England/Wales, Italy, and the United

States share a common policy of deinstitutional-
ization their mental health systems differ considerably
with regard to patient selection and resulting patient
mix. Differences appear to derive from prevailing civil
commitment standards—the rules governing involun-
tary detention.

Civil commitment standards in each country are de-
fined by one of two types of eligibility criteria—either
need for treatment or degree of dangerousness. Imple-
menting civil commitment standards involves varying
degrees of practitioner judgment in admission decision
making. Constraints on professional discretion in civil
commitment decision making derive from three
sources: 1) the breadth of the standard, i.e., the num-
ber of different types of people covered by the stan-
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dard; 2) the precision of the standard—the degree of
specificity associated with the standard; and 3) admin-
istrative or judicial review of the admission procedure.
In this paper, consideration of professional discretion
relates primarily to the breadth and the precision of the
standard rather than procedural review. This study
will show how broader discretionary powers associ-
ated with the greater breadth and the lack of precision
in the need-for-treatment standard, as opposed to the
restricted population focus (breadth) and increased
precision of the dangerousness standard, have led to
very different patient groups in each country. Further,
the study will demonstrate that the choice of civil com-
mitment standards reflects the basic social philosophy
in each country.

CIVIL COMMITMENT CRITERIA AND
PROFESSIONAL DISCRETION IN PATIENT
SELECTION

The 1930 Mental Health Act in England/Wales cre-
ated a system of civil commitment based on the dele-
gation of discretion to the psychiatric profession to
determine who was in need of treatment, The Mental
Health Act was a move away from the precise “legal-
istic” criteria of the 1890 law, to an orientation that
has prevailed in Britain through revisions in 1954 (1)
and 1983. The standard for involuntary detention be-
came “suffering from a mental disorder that would
require containment for reasons of health and safery™
(2), where the mental health professional defines these
circumstances and can choose to serve those individu-
als the professional believes fall within his or her
*direct practice competence.” The Mental Health Act
is purposefully vague; it lacks precision.

During the past 25 years, a majority of states in the
United States have changed involuntary admission cri-
teria from “in need of treatment due to mental disor-
der” to “being a danger to oneself or others due to
mental disorder.” This change has shifted the emphasis
of admission criteria from broad professional discre-
tion (based upon a purposefully vague and broad stan-
dard) to a legally specifiable dangerousness standard
(3—-5)—one that restricts professional discretion by
narrowing the breadth of the standard to focus on a
particular subpopulation of the mentally ill.
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This change of standards in the United States reflects
the intent of the courts that found traditional need-for-
treatment standards unconstitutional by virtue of their
breadth and lack of precision. The courts sought in the
dangerousness criterion a more stringent standard com-
mensurate with due process rights (6). Limited empir-
ical research in the United States seems to support the
observation that psychiatric decision making under the
dangerousness criterion is significantly less discretion-
ary than under the need-for-treatment criterion. While
one report indicates that 94% of patients involuntarily
admitted to two hospitals under the dangerousness cri-
terion displayed behavior conforming to the standard
(7), two comparable studies found that enly 31% and
36%, respectively, of the patients involuntarily admit-
ted to the hospital under a need-for-treatment criterion
actually met the statutory description (8). Thus, in the
United States, mental health professionals operating
under the dangerousness standard seem more con-
strained to accept those who meet the standard. British
professionals, in contrast, can exercise more selectivity
as to whom they serve.

PATIENT MIX

A comparison of age and gender distribution rates
of first admissions in England™Wales, Italy, and the
United States illustrates how the civil commitment
standard changes have reshaped the service popula-
tions of their respective systems.

Age Distribution Rates and Patient Selection Criteria

Figure 1 shows the age distribution rates of first ad-
missions per 100,000 for the United States and En-
gland/Wales in 1955, when both countries employed
the need-for-treatment standard (comparable figures
are unavailable for Italy) (9; 10, see also same reports
for 1949-1951). The systems appear quite similar,
with the exception of a greater emphasis in the United
States on patients in their middle years. Figure 2 pres-
ents the comparable age distribution for 1980—a pe-
riod following the United States’ conversion to a dan-
gerousness standard (11, 12). The British system,
compared with that of the United States, places an
emphasis on serving an older population. The United
States, on the other hand, has completely reoriented its
inpatient system over the past 25 years, a period par-
alleling its shift to the dangerousness standard. It has
moved from an emphasis on an age group similar to
that served in England™Wales to an emphasis on youth.

In a comparison of the inpatient first admission
graphs in figure 2, it is apparent that the function of
inpatient care in the United States and in England/
Wales is very different. The decrease in the mentally ill
aged in the U.S5. mental health system can be attributed
to their reclassification and relocation among the frail
elderly in nursing home care. However, the replace-
ment of the elderly in mental hospitals by those in the
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FIGURE 1. Age Distribution of First Admissions to State and
County Mental Health Facilities in the United States and England/
Wales, 19557
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15- to 24-year-old age group indicates that the current
interpersonal environment of inpatient settings, as well
as the types of disorders dealt with in the United States
and England/Wales, are approaching opposite poles.

The increase in young patients in the United States
appears to reflect the dangerousness criterion in that 1)
the prevalence of behavior considered dangerous to
others is highest in the 15- to 24-year-old group and is
lowest in the 45 and older age groups (13), and 2) the
prevalence of adolescent suicide and suicide attempts
has been increasing at an alarming rate (14).

As in the United States, the prevalence of violent
crime in England/Wales is at its height in the 14- to
21-year age group; since 1975 there has also been an
increase in the prevalence of violence (15), adolescent
suicide, and suicide attempts (16) in England/Wales.
However, the prevalence of actual suicides and violent
crime in England/Wales is much lower than in the
United States. A conservative estimate of the U.S. sui-
cide rate in 1980 for the 15- to 24-year age group was
12.3 per 100,000 (17); in England/Wales, the compar-
atively conservative 1982 rate was approximately
6.68—i.e., nearly half the U.S. rate (computed from
Home Office statistics [18)] and adjusted according to
Office of Health Economics procedures [16]).

While British rates of suicide and violent crime are
lower than U.S. rates for the 15- to 24-year age group,

Am | Psychiatry 146:2, February 1989



FIGURE 2. Age Distribution of First Admissions to All Inpatient
Facilities in the United States and England/Wales, 1980
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*1L.5. data from NIMH (11}, data on England and Wales from Brit-
ish Department of Health and Sodial Security (12).

suicide attempts occur with more equal frequency in
the two countries (19, 20). There are large numbers of
individuals who have attempted suicide and many
troubled adolescents receiving services in general hos-
pitals in England/Wales who are not receiving psychi-
atric help and who therefore are not represented in
psychiatric inpatient first admission rates (16, 21-23).
Until recently suicide attempts, especially deliberate
self-poisoning, have been considered by British psychi-
atry to be a social problem outside of direct practice
competence. In the United States, however, it is pre-
cisely this group of patients that commands a major
segment of services offered by the mental health care
system (14),

Differences in the patient composition of the U.S.
and British systems also derive from the proviso in the
British Mental Health Act that individuals with psy-
chopathic diagnoses need not be taken unless they are
“amenable to treatment.” To the extent that antisocial
behavior is used as an indicator of psychopathic dis-
order, many patients with troublesome profiles may
be excluded from the British mental health service at
professional discretion. Because antisocial behavior oc-
curs most frequently in the 15- to 34-year age groups,
this proviso may partially explain the smaller repre-
sentation of 15- to 24-year-old patients in the British
system.

Am | Psychiatry 146:2, February 1989
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It would appear thar the differences in patient mix
between the two countries are a function of the fact
that Britain’s civil commitment standard—the need-
for-treatment standard—allows for selection of pa-
tients on the basis of professional preferences, while
the U.S. standard provides more specific guidelines for
patient selection. In the former case, the standard con-
trols the patient mix by default to professional discre-
tion; in the latter, by specification.

Gender and Patient Selection Criteria

The importance of professional discretion in the tra-
ditional need-for-treatment standard and its restriction
in a system structured by the dangerousness criterion
are further evidenced by changes in the [talian system.
In 1968, as part of law 431, the “Marotd reform,”
lealy allowed its first voluntary admissions to mental
hospitals; in 1978 the country eliminated the danger-
ousness criterion, making compulsory admissions con-
tingent on a finding that care and rehabilitation were
necessary and urgently needed (24). The consequence
we should expect—given that only a small proportion
of women engage in dangerous behavior at any age—
is that new admissions to mental hospitals in Italy
would change from a group consisting primarily of
men to a more evenly balanced group or, as in the
English system, a group with more women. Further,
the direction of this change should be exactly the op-
posite of that in the U.S. system, which moved from a
need-for-treatment criterion to the dangerousness cri-
terion. Indeed, Pastore et al., in attempting to under-
stand the new Italian service system, observed that a
major difference between old and new cases is a greater
predominance of women among new cases as opposed
to the predominance of men in the past (D.V. Pastore,
M. Marsili, A. Debernardi, unpublished paper, 1984).
Torre and Marinoni (25) also noted that admission
rates in Italy decreased after passage of law 180 but to
a greater extent among men than women.

Table 1 compares the limited number of empirical
studies available (26—29) on first admissions in north-
ern Italy with gender distribution rates of first admis-
sions in the United States and England/Wales in the
vears covered by these studies. (Mo Italian national
statistics on gender or age distribution rates of first
admissions are available.) The stability of the English
rates, compared to changes indicating a more pro-
nounced emphasis on males in the United States and a
change in the opposite direction in the Italian statistics,
forms a natural experiment offering some confirmation
of the import of civil commitment standards and the
degree of professional discretion they embody in de-
termining patient mix. Clearly, systems molded by the
dangerousness criterion have a higher proportion of
male patients, while the need-for-treatment criterion
brings more women into the system.
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TABLE 1. Gender Distribution of First Admissions to Psychiatric
Inpatient Facilities in the United States, England and Wales, and
Morthern Italy, 1946—-1985

Percent of First Admissions

United England and Narthern
States® Wales” Iraly®
Period Men Women Men Women Men Women
1946—-1947 52 48
1948-1949
1950-1951 42 38
1952-1953
1954-1955 5§ 44 42 38
1956-1957
1958=1959
1960-1961 58 EE!
1962=1963
19641965
1966=1967
1968-1969 &0 40
1970=1971
1972-1973 68 32 41 39 62 3B
1974=1975 &7 33 41 59
1976=1977 51 49
1978=1979
1980-1981 68 32 43 57 52 48
1982-1983 54 46
19841985 43 58

*First admissions to state and county mental hospitals, 1946-1947,
1954-1935, 1960-1961, and 1972 (9); first admissions to all psy-
chiarric hospitals, 1974=1975 and 19801981 (11).

EFirst admissions to all psvchiatric hospitals in England and Wales,
19501951 and 1954-1955 (10) and 1972-1973, 1974—1975, and
19801981 (12).

“First admissions to all eypes of psychiatric facilities as estimated by
five studies conducted in Mantova in 1968-1976 (N=86) [table
reports average for 1968-1976) (26), Trieste in 1977 (N=212¢) and
1984 (N=161) (27), Cagliari in 1981 (N=372) (28), and 36 facil-
ities in northern Italy in 1983 (N=209) (29).

INTERPRETING CROSS-NATIONAL DATA:
ADDITIONAL EVIDENCE

While the standard influences patient mix, it only
sets broad boundaries that are modified by adminis-
trative and organizational preferences. Its full impact is
experienced over many years. Given the difficulty of
interpreting cross-national trends and the slow process
by which the law effects change, two additional
sources of evidence adding credence to my interpreta-
tion of the international age and sex variations should
be considered.

Secular Trends in the Reporting of Dangerousness
Among the Mentally III

In the United States before the early 1960s, in the
need-for-treatment era, studies of criminal activity by
former psychiatric patients, with the general popula-
tion used as a control, showed that patients had an
equivalent amount or somewhat less criminal involve-
ment than the general population. In the late 1960s
and early 1970s, when changes in civil commitment
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standards were occurring, studies showed that crimi-
nal involvement by former patients began to exceed
that of the general population. Finally, in the late
1970s, with the broad implementation of the danger-
ousness standard in civil commitment, studies showed
that former patients’ rates of criminal involvement
were higher than those of the general population. Rab-
kin (30) concluded thar these observed rate differen-
tials were due to the admission of a greater proportion
of mental hospital patients in the late 1970s who had
criminal records before their hospitalization and con-
tinued their criminal involvements after their release. It
would thus appear that the dangerousness criterion is
effectively being used to select “dangerous” people
into the system.

Further support for the observation that patient se-
lection by civil commitment standards tends to ac-
count for crime rate differentials between the general
and patient populations may be obtained from Gunn’s
observation (31) of this phenomenon in Britain. On
the basis of evaluation of general population crime
rates and the number of patients admitted to a psychi-
atric hospital for a criminal offense, he argued that the
crime rates probably do not differ in these two groups.
This observation would be consistent with expecta-
tions for a system that uses a need-for-treatment stan-
dard and corresponds to the results of the U.S. studies
conducted in the need-for-treatment era.

Broadening of Civil Commitment Standards in
Washington State

In 1979 Washington State became one of the first
states to reverse the national trend toward more re-
strictive admissions criteria by broadening its civil
commitment law, moving from a clearly defined dan-
gerousness standard to one allowing for a need-for-
treatment criterion, In 1980—the year in which the
broadened standard came into effect—as compared
with 1976 and 1977 (years preceding the change),
there was a large increase in the number of total ad-
ditions to Washington state and county hospitals.
This, however, was accompanied by a drop of almost
5% in the proportion of adult additions in the 18- to
24-year-old age group—the population at high risk for
dangerousness (Z=5.04, p<0.01, in a comparison of
both 1976 to 1980 and 1977 to 1980) (32). (Additions
include admissions, readmissions, and returns from ex-
tended leave during the reporting year; age distribu-
tion of first admission and admission statistics are not
available.) Thus, the implementation of a need-for-
treatment criterion appears, even in the first year of
activity, to have resulted in a reduction in the relative
size of the young adult age group. These changes and
the observed secular trends in the reporting of danger-
ousness seem to validate the interpretation of the in-
ternational age and sex variations in first admissions
presented earlier.

Am | Psychiatry 146:2, February 1989



THE CONTEXT OF COMMITMENT LAW CHANGES™

During the past 5 years a new and increasingly po-
larized debate has developed in the United States be-
tween the advocates of “holding the line” on the dan-
gerousness standard and the advocates of a return to a
need-for-treatment standard. The former group views
a return to the need-for-treatment standard as aban-
donment of the civil rights orientation embodied in the
restricted range of decision making imposed by the
dangerousness standard. The latter group views the
dangerousness standard as inappropriately forcing
professionals to treat untreatable panents and forcing
them to abandon their commitment to a paternalistic
approach to patients {33). The data presented here
show that the adoption of either standard represents a
preselection of the type of patients who will receive
treatment and an altering of the patient mix in the
system. With only rudimentary knowledge of how this
process occurs, there are at least four factors to con-
sider in understanding such system changes.

Resource Availability

The Washington State results, in contrast to the in-
ternational data, illustrate how resource availability
interacts with civil commitment standards to reshape
patient mix. The international data are reported in the
context of an effort to reduce unlization of inpatient
beds. With declining resources, the civil commitment
standard will screen people in a way that results in a
system numerically dominated by the selected popula-
tion. By contrast, the denial of hospitalization to a
patient who subsequently murdered two prominent
citizens led to a willingness in Washingron State to
expand inpatient resources. With increasing availabil-
ity of beds, the civil commitment standard screen will
decrease the proportion of ineligible or less desirable
groups, although the numbers of individuals in both
groups may increase. The standard operates as a
means of selective recruitment or outreach.

Restricting Discretion in the Need-for-Treatment
Standard

Because the traditional need-for-treatment standard
involves the granting of broad discretionary powers to
clinical decision makers (), patient mix could become
a reflection of practitioners’ service preferences. Rec-
ognizing this and being skeptical with regard to the use
of unrestricted discretion by clinicians, advocates of a
return to a paternalistic need-for-treatment standard
have attempted to operationalize the model’s selection
criteria. Their approach, the Stone-Roth model, sets
forth five commitment criteria believed to appropri-
ately limit the discretionary powers of the evaluator
(33). Since this model has received only simulated test-
ing with patients currently entering the system, and
since these simulations have produced different con-
clusions about the effect of these limits on discretion-
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ary admissions, it is difficult to say how this model
would influence patient mix (33; S.K. Hoge, G. Sachs,
P.5. Appelbaum et al., unpublished data, 1987). Hoge
et al.’s simulation (unpublished) indicates, however,
that those patients most likely to be excluded from the
system in a shift to the Stone-Roth criteria would be
those presenting as a danger to themselves and those
who have personality disorders—both are groups
likely to come from the 18- to 24-year-old men and
suicide attempters discussed earlier, It would seem,
therefore, that the Stone-Roth criteria reflect the pref-
erences in case mix embodied in the more traditional
need-for-treatment standard.

Shaping the Gatekeepers

The civil commitment standard is important in se-
lecting patients at the ume of evaluation, i.e., in im-
mediately bringing a change to the patient mix within
the facility. The implementation of the standard, how-
ever, also sends a message to gatekeepers as to the
characteristics of patients who are to be selectively re-
moved from the system. This is especially true in public
emergency rooms where police officers are a major
source of referrals and are very much attuned to the
types of people admitted and released. Decisions of
emergency room evaluators have a direct impact upon
the work schedule of the beat officers. A beat officer
wishing to take a patient to the hospital for evaluation
must get someone to cover the beat. The officer must
transport the patient—often a round trip of an hour or
two—to a psychiatric emergency facility. After having
transported a patient who is subsequently turned
away, the beat officer becomes very reluctant to con-
tinue to transport such patients for evaluation. This
process accelerates the change in patient mix attribut-
able to the standard’s selection biases. In effect, the
gatekeepers are shaped, in the behavioral sense of the
term, to bring in the “appropriate” patients, those pa-
tients who will meet the criteria.

Needs-Oriented Versus Rights-Oriented Systems

Culturally, Britain's need-for-treatment standard is
consistent with paternalistic social philosophies prev-
alent in the welfare state. Similarly, Italy’s move to a
paternalistic standard reflects the increasing power of
Western European Communism in Italian thinking.
Both of these systems lead very easily to a needs-ori-
entation as compared to the “rugged individualism™
embodied in U.S. thought—an individualism reflected
in rights-oriented programs.

In a consideration of the rights versus needs theme in
patient selection, the analogy may be drawn to the
value systems of law and medicine, respectively. The
legal rights orientation emphasizes the uniqueness of
each individual, regardless of worthiness, and advo-
cates equal protection under the law as well as equal
access to care. Following this theme, the “patient,” or
sometimes “‘client,” is more active in determining the
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nature of the help he or she will receive and accept—
with the exception of those situations in which the
patient’s behavior poses a direct threat to self or the
community. In the latter situation the law requires the
mental health professional to take action. Thus, in a
rights-oriented system, the civil commitment standard
constrains professional discretion. In fact, with limited
resources and a cultural emphasis on individual re-
sponsibility, the U.5. system has become a residual ser-
vice dealing only with the most difficult people.

The British system, viewed in terms of the medical
concept of triage, selects those who not only are in
need (as determined by professional evaluation), but
who can also benefit most from the limited help avail-
able and adapt to existing long-term care facilities
without the type of disruption experienced by the U.S.
services. This kind of system prevailed in the United
States during the 1950s but has bowed to the rights
orientation because of the direct challenge to the con-
cept of treatment effectiveness. As former U.S. Su-
preme Court Chief Justice Warren Burger said:

Given the present state of medical knowledge regarding
abnormal behavior and its treatment, few things could be
more fraught with peril than to irrevocably condition a
State’s power to protect the mentally ill upon the provid-
ing of “such treatment as will give [them] a realistic op-
portunity to be cured.” Nor can I accept the theory thar a
State may lawfully confine an individual thought ro need
treatment and justify that deprivation of liberty solely by
providing some treatment. Qur concepts of due process do
not tolerate such a “tradeotf.” (34)

Under these circumstances the triage notion breaks
down, and the primary arguments for a need-for-
treatment criterion allowing for the focus an serving
middle-aged and older female patients who are less
socially disruptive are: 1) their greater worthiness, 2)
their willingness to acquiesce in system norms and co-
operate with system procedures, and 3) the fact that
other eligible groups are more adequately attended to
by other social institutions or are not apparent in the
society because of different cultural perspectives.

CONCLUSIONS

Given the limited availability of mental health serv-
ices and the large pool of people who might qualify for
such services, no current national mental health system
appears to accommodate all potential users of inpa-
tient care. Analysis of the data available regarding the
operation of the civil commitment criteria in England/
Wales, Italy, and the United States indicates that it is
necessary to understand the health and social services
systems of a country as well as its cultural context in
order to comprehend the full impact of civil commit-
ment criteria on patient mix. Regardless of this con-
text, however, the substance of the criteria has a clear
and specifiable impact on the demographic character-
istics of the patient population.
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Patient mix or group composition affects treatment
strategies, service outcomes, and the social context of
inpatient facilities. The mental health system’s lack of
responsiveness to the young adult chronic patient was
partially a lack of recognition of a change in patient
mix. Thus, advocating the choice. of a civil commit-
ment standard in the current debate is potentally
choosing who will be served, how to serve them, and
the types of outcomes and work environments evi-
denced in inpatient facilities.
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