RS R 2 2011 AR5 23 #2552 )

- 115 -

- Correspondence -

Involuntary admission or involuntary treatment?

José M. BERTOLOTE

The interesting forum on involuntary treatment
that appeared in the previous issue of the Shanghai
Archives of Psychiatry!"* touches upon two closely
related issues that have important and distinct im-
plications both for forensic and clinical psychiatry:
involuntary (or forced?) admission and involuntary
(or forced?) treatment.

Involuntary psychiatric treatment is one of sev-
eral methods society uses to deprive individuals of
their freedom; the more commonly used methods
are incarceration in jails, prisons and penitentiaries.
The first “psychiatric hospitals” in 15" century Eu-
rope (in Spain, Italy and England) were built under
the aegis of the Catholic Church to provide housing
for people with strange behavior who were unable
to care for themselves. But these asylums subse-
quently became another type of government-run in-
stitution where society could confine people with
deviant or unwanted behavior. Involuntary treat-
ment in its statutory form has been with us for more
than two centuries, since the Napoleonic Code in-
cluded it as a legal practice in 1803". Over this
long period involuntary treatment has become an
integral, albeit not always esteemed, part of clinical
psychiatry. The declared good intentions; the pseu-
do justifications of ‘ protection of self’, * protection
of others’ , and ‘ protection of society’; and the un-
proven assumption that involuntary treatment is
“therapeutic’ have all been used to justify seclu-
sion of the mentally and deprivation of their liber-
ty.

More recently some locations have moved
away from this repressive approach by introducing
laws that make a distinction between involuntary
admission and involuntary treatment. An interna-
tional systematic review of mental health laws con-
ducted between 1992 and 1995 by Poitras and Ber-
tolote!* found that about 30% of reviewed mental
health laws made this important distinction. The ju-
risdictions with laws that clearly separate involun-
tary admission from involuntary treatment include
Victoria State in Australia, Quebec and Ontario
(provinces in Canada) , Bavaria State in Germany,
Italy, Japan, New Zealand, Norway, Romania, Eng-
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land, Wales, and Massachusetts and Indiana ( states
in the USA) . In most of these location the legisla-
tion makes a distinction between persons who have
the authority to involuntary lock someone in a psy-
chiatric institution ( hospital, clinic or ward) and
persons with the authority to treat someone from a
mental disorder, even against that person’s will. In
several of these jurisdictions the legal requirements
for involuntary admission have remained the same
but there is a further specification that treatment ( u-
sually involving the administration of medications)
cannot be imposed on someone who refuses it.

The law in ltaly is considered one of the most
advanced and “libertarian”. Involuntary hospitaliza-
tion in ltaly is limited to cases where: 1) urgent in-
tervention is required, 2) the patient refuses neces-
sary treatment on an outpatient basis, and 3) alter-
native community-based treatment is not available
or is not feasible'. In other words, hospitalization
is authorized against a person’s will only after a
psychiatrist (not a judge nor a policeman) has cer-
tified that that person needs urgent treatment and
that treatment cannot be provided outside the hos-
pital. This is very different from the criteria used in
most other jurisdictions that sanction involuntary
hospitalization on the grounds of “dangerousness to
the patient or others”, a decision that is often made
by judicial officials, not mental health profession-
als.

For many clinical psychiatrists treatment re-
quires a collaborative relationship between doctor
and patient, so the very idea of involuntary ( or
forced) treatment is hard to accept. But the mental
health laws that psychiatrists must implement are
developed and promulgated by government agen-
cies, not by psychiatrists (though psychiatrists may
be consulted during the drafting of these laws) . In
their daily practice clinicians should not uncritically
accept the role of guardian of society; their appli-
cation of the laws needs to take into consideration
the best interests of the individual they are treating.
Psychiatric treatment is already a complex and
sometimes arduous task that should not be contam-
inated with functions alien to its core mission.
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