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Registries

e important tool to improve the population’s health (e.g. cancer)

e detect regional differences

e important for quality management/improving treatment

e institutions/physicians obliged by law to report cases

e cross-sectional and longitudinal data

 results mostly reported to political stakeholders

e research: needs good study questions

e good study questions need reasonable and comparable outcomes



Registries on coercive incidents available

(probably incomplete...)

e UK

e US

* France

e Switzerland

e Ireland

* Norway

e Sweden

e Finland

e Denmark
 Netherlands

e Spain (Andalucia)
 Germany (Baden-Wuerttemberg)

violent incidents in psychiatric hospitals: no legal obligation (problem of threshold); data collection by
hospitals



Data quality

* Major problem in many countries

e Cumulated vs raw data reported by hospitals

e Eventually, raw data needed for research questions

e routine plausibility checks included?

e validation by cross-checking with patient charts?

e conflict between data privacy and validity to be solved



Outcomes Coercion

e Ward level (only for internal purposes)
* Hospital level
e Regional/country level

* Number of measures (easy to count, no patient data needed, but highly
dependent on outliers)

* % admissions exposed to any kind of coercive measure (assignment of
measures to admissions/patients using pseudonymisation procedures
necessary)

e cumulative duration of seclusion or restraint per affected patient (in hrs)
e Time in coercive measures per duration of stay (%)



Outcomes Violence/Aggression

 Ward level (only for internal purposes)
e Hospital level

e Regional/country level

* Number of incidents (easy to count, no patient data needed, but
highly dependent on outliers)

* % admissions exhibiting any kind of aggressive behaviour (e.g. SOAS-R
form recorded) (assignment of incidents to admissions/patients using
pseudonymisation procedures necessary)

e Severity (e.g. median SOAS-R score)



(1) Reduction of coercive measures

* 5 psychiatric hospitals in Baden-Wuerttemberg with available
longitudinal data
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(2) Reduction of coercive measures revised: separation into diagnoses
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Figure 1. Proportion of cases with coercive interventions 2004-2019. N=1.038.239



Cumulative duration (hrs) of coercive interventions per affected case
2004-2019, N =1.038.239
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Observations

e impressing decrease in geriatic psychiatry from about 3/10 to 1/10

cases J
e Change of attitudes and evidence towards risk of falls
* Use of low-low beds, divided bedrails, hip protectors, electronic devices...

e Reasons for coercive measures in geriatric psychiatry nowadays predominantly violent
behaviour (like in general psychiatry)

e only small effects in general psychiatry over 16 years L
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(3) Reduction of coercive measures: Intervention

e 23.07.2018 Decision of the Constitutional Court on mechanical

restraint:

 mechanical restraint > 30 minutes (most invasive measure) requires a judge’s decision

* necessity of 1.1 supervision
:> Subsequent changes of Mental Health Laws and Guardianship Law

 same day: publication of DGPPN Guideline on prevention of coercion

:> probably strongest intervention to decrease coercion in psychiatry on a national level
ever



Research questions

Based on assumption, that all national laws were changed according to
the Constitutional Court’s verdict during 2018,

* Was a reduction observed in the use of coercive measures of any kind
in the following year, 2019, compared to previous year (2017)?

* Was there a change in the kind of coervive measures used?

Data base: all 32 hospitals in Baden-Wuerttemberg licensed to treat involuntary patients



Evaluation 2017 vs. 2019, based on 32 hospitals and 439,871 admissions

Percentage of cases with coercive measures 2017 2019 -12 %
-23 %
+14 %
+33%

restraint seclusion medication any kind

Flammer et al. Lancet Reg Health Eur 2021



Evaluation 2017 vs. 2019, based on 32 hospitals and 439,871 admissions

Median cumulated duration of coercive measures per affected case (hours)
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Change from restraint to seclusion
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Conclusions

e Relevant, but not overwhelming decrease of coercion
e As expected, restraint partly replaced by seclusion and medication

 About 1 hour of a judge or psychiatrist needed to save one hour in
coercion

* Encouraging, disappointing?



(4) Effects of the corona pandemic

Research question:

e After the achievements in 2019, was the reduction of coercion
sustained?

e Or did the circumstances of the pandemic lead to a detoriation in
20207



Consequences of the pandemia

* Focus shifted from prevention of coercion to prevention of infection
e formerly open wards locked (visitors!)

* restrictions of unaccompanied leave and weekend leave

* no more group therapies (or very restriced)

e poorer communication (masks)

e patients urged to keep to hygiene rulings

 involuntary isolation in case of infection in small number of cases

e unforeseen shortages of staff
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Deleterious impact of the pandemic in terms of use of
coercion

e Slight increase of coercive measures in absolute numbers

e Considerable relative increase taking into account decrease of
admissions

e Considerable increase in time spent in coercive measures per
duration of stay

* Increase in coercion outweighs benefits of introduction of jude’s
decision on mechanical restraint



(5) Differences between Hospitals

Research question:

What can explain the differences between psychiatric hospitals in the
use of coercive measures?

(cross-sectional)



Percentage of cases with coercive measures
in 32 psychiatric hospitals
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e 27 % of variance explained by percentage of involuntary admissions

* no significant predictors (40 variables):
* Hospital size
e Public/other
e Beds per inhabitants
* Percentage of patients treated with ICD-10 F3, F4
e Staffing levels
e Open door policy
e Existence of different community psychiatric services
e Criminality rates of the region

e Limitations:

* N=32 hospitals
 Maybe too similar (one Federal State, same legislation)



(6) Violent incidents

Research question:

Is in-patient violence more frequent on heat days?



Methods

* 6 psychiatric hospitals
 SOAS-R records and coercive measures available over 13 years
e Data on temperature per day received from German Weather Service

* Heat days defined as >30 ° C
 Comparison of frequency on heat days vs. all other days

e Data base:
e 207/4748 heat days (4.36 %)
e 164.435 admissions
e 40.206 SOAS-R records
e 74.229 coercive measures

Eisele et al. BJ Psych open 2021



Results
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e Sign. increase of violent incidents on heat days
e Dose-response relationship (!)
* No such association for use of coercive measures

Eisele et al. BJ Psych open 2021



Conclusions

Registries are valuable for

V Epidemiology/longitudinal research questions
V Evaluation of interventions at all levels (national/hospital/ward)

Caution needed:

X |dentifying “good” and “bad” units



thank you for your
attention!



