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Chapter 1

General Introduction of The Amsterdam 
Study of Acute Psychiatry

“We live in a culture that focuses primarily on what is easy to understand. Everything has to 
be simple and, preferably, immediately consumable. That is why we have little patience with 
matters requiring a bit more intellectual effort. There is no room in a culture of this kind for 
subtleties or paradoxes.’’’1 

1Richard Sennett, interviewed in the Groene Amsterdammer, 16-12-10
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GENERAL INTRODUCTION

1.1 Changing times: a personal note

On 1 October 1975, my name was added to the specialist register for psychiatrists. I was now 
a doctor and psychiatrist in a period of therapeutic optimism and an aversion to the use of 
compulsion and coercion. This aversion to coercion and confinement was also strongly felt in 
society as a whole. As a rule, it was thought that problems could be solved by a good talk and 
demonstrations of mutual understanding. The prevailing opinion was that compulsion was 
counter-productive. This period was described by Wierdsma as the anti-psychiatry age(1). At 
that time, thinking in terms of illness was not very popular in large areas of psychiatry. This 
was a clear feature of my training at the psychiatric clinic of the University of Amsterdam led 
by Professor P.C. Kuiper. In 1973, virtually the entire staff had hung up their white coats in the 
cupboard. As trainee psychiatrists with Kuiper we studied Freud’s Das ökonomische problem 
des Masochismus, and we had never heard of five-axis diagnostic categories or of treatment 
guidelines(2). There was a great deal of trust in psychotherapy, the psychotherapeutic 
relationship and the patient verstehen. This was seen in a strong emphasis on training and 
supervision in psychotherapy, and a limited emphasis on the background factors of the use of 
psychotropic medication and other biological aspects of psychiatric treatment. Compulsion 
was not discussed, but it was used. There were isolation cells available in the university clinic 
and, on occasion, people were sent to them. And IBS admissions (in Dutch: Inbewaringstelling 
or IBS) were also common. When treatment had to be continued with a court order (the 
equivalent these days is a provisional court order (in Dutch: Voorlopige Machtiging or VM), 
patients were transferred to the Psychiatric Hospital near Santpoort.
How different the climate is now in society as a whole and in the field of psychiatry. An 
anxiety-driven preoccupation with personal safety and the preservation of identity has now 
developed, accompanied by a decline in tolerance of strange people and strange behaviour. 
This anxiety-driven, less tolerant attitude has become manifest in a reappraisal of the use 
of coercion. As a result of these developments the number of citizens locked up in a prison 
cell has increased from 40 per 100,000 inhabitants in 1985 to 128 per 100,000 in 2005(3). In 
a parallel development, there has been a devaluation of the empathic approach to deviant 
behaviour and, in particular, to our fellow human beings when they are perceived as different. 
Furthermore, efficiency and efficacy have become the new leading values. 
These tendencies have had a far-reaching impact on psychiatry, embedded as it is in the 
social context. Everything that psychiatrists do has to be effective and fast. In this climate, 
psychotherapy in the classic sense is having a hard time keeping its head above water. Time 
is lacking, because the costs of health care are rocketing. The diagnosis of the disease and 
the correct diagnostic categories have become central and look as though they have replaced 
patient verstehen. Furthermore, working in accordance with guidelines has become the usual 
practice, with the underlying principle being that only scientifically proven practices work and 
that only those practices should be used. Within the field of psychiatry, the attitude towards 
the use of compulsion has become much more positive. Compulsory admissions have also 
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become easier. This shift was instigated when, in 1995, the Ministry of Home Affairs argued in 
favour of a broader interpretation of the criterion of danger used in the Psychiatric Hospitals 
Compulsory Admission Act (Dutch acronym: BOPZ). These days, the failure to provide 
compulsory admission and compulsory treatment for evasive psychiatric patients in a worrying 
condition is seen as neglect and under-treatment. 

1.2 An epidemic of compulsory admissions in urban areas

In the Netherlands, the number of compulsory psychiatric admissions has increased sharply 
in the last twenty-five years, in part as a result of the developments described above. Mulder, 
in his inaugural lecture in 2007, went so far as to use the term an epidemic of compulsory 
admissions(4). There has also been an increase in the number of other European countries: 
Germany, France, the United Kingdom, Belgium, Austria, Sweden and Finland (5-8). The 
increase in the Netherlands is found in emergency compulsory admissions ordered by mayors 
(“IBS admissions”) and admissions pursuant to court orders. IBS admissions rose from 22.2 
per 100,000 inhabitants in 1979 to 53.2 per 100,000 in 2004 (6;9). In the Amsterdam area 
(740.000 inhabitants), the number of IBS admissions rose by 261% to 86 per 100,000 in the 
period between 1979 and 2004 (10). The rise in Rotterdam and The Hague over this period was 
comparable (see figure)2. 
In addition to the changing social climate, changes in psychiatric epidemiology and changes 
in psychiatric methods probably also accounted for the increase described here. Wierdsma 
argues that increasing demand for psychiatric treatment, an increase in the number of patients 
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chronically dependent on care and reticence with regard to voluntary admissions were factors 
that accounted for the increase as described(1). Salize, and Mulder, place more emphasis on the 
reduction in the average admission duration in combination with an increase in the number of 
re-admissions, a phenomenon that has been seen over the past twenty years in all countries in 
the European Community (11;12). Finally, Mulder et al. have shown that the implementation 
of the Psychiatric Hospitals Compulsory Admission Act (Dutch acronym: BOPZ) in 1994 also 
played a role in the increase(6).
In addition to these general factors, there are also local factors in play (1). This is shown by the 
large differences in the frequency of compulsory admissions between the three major cities 
and the rest of the Netherlands (13).
Van Hemert et al. found a link between the number of compulsory admissions on the one hand 
and municipal population size, population density and the availability of psychiatric beds on 
the other (14). We have also known for some time that the probability of schizophrenia in urban 
settings is higher than in rural areas (15). In addition, there are indications that the increasing 
number of Dutch people with non-Dutch roots, who are grouped together mainly in the major 
cities, is also a factor. It has been found that Dutch people from Surinam, the Dutch Antilles 
and Morocco are more likely to become psychotic and to be admitted compulsorily more often 
than ethnic Dutch people(16-20). 
The search for the causes of the increase in the number of compulsory admissions has produced 
a number of plausible hypotheses. However, they are not very relevant in clinical terms and 
they fail to answer the question of whether the more frequent use of compulsion is a desirable 
development. For this purpose, we need to know – and not just believe – that a compulsory 
admission is an intervention in both the long and short terms resulting in positive effects that 
outweigh undesirable side-effects such as the restriction of patient autonomy. The hypotheses 
referred to above are inadequate as a basis for improving clinical practice in ways that will enhance 
the probability of effective voluntary treatment. That basis is needed to reduce the probability of 
IBS admissions. To achieve this, we have to know the variables determining the probability of a 
compulsory admission for each patient individually. That knowledge will allow us to produce risk 
profiles that can be used as a basis for the development of targeted treatment programmes. 

1.3  IBS admissions as a medical intervention: what do we know 
about the positive effects and undesirable side-effects? 

The increase described above in the number of admissions involving compulsion contrasts 
with the scarcity of reliable scientific data about the short-term, but above all long-term, 

1 According to the Psychiatric Hospitals Compulsory Admission Act (Dutch acronym: BOPZ) an IBS admission must be 
preceded by an examination of the patient by an independent psychiatrist to assess the severity of the psychiatric illness and 
the danger the patient poses to himself/herself or others. On the basis of this physician’s medical report, the mayor issues an 
emergency admission order within 24 hours. Within five working days, the court must decide whether or not to authorise the 
continuation of the admission for a period that can extend to a total of three weeks from the date of the initial admission.
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effects and side-effects (19;21;22). We still know very little, in particular about the effects from 
the point of view of the patients (23). This applies to IBS admissions and provisional orders (or 
“court orders”; Dutch: Voorlopige Machtiging or VM) in the Netherlands in particular. Van der 
Post et al. conducted a retrospective case-file study of the short-term course of treatment for 
101 Amsterdam patients admitted under the IBS regulations through the emergency services 
in 1997 (24). Indications were found that, in 50 to 60% of the patients, the IBS admission did 
result in psychiatric treatment getting started or resuming. At least, according to their doctors, 
these patients did use medication during their treatment. Half of this group of patients received 
this follow-up treatment in the context of an admission pursuant to a court order. Findings on 
the basis of this study could not be made about more than 40% of the patients admitted under 
the IBS regulations. This group left the hospital quickly without anything being known about 
their subsequent fates. A number of years later, Wierdsma studied the cause of the admission 
and the care received by 623 Rotterdam IBS patients after they had been admitted (1). In terms 
of the course of admission, his results were comparable to the Amsterdam study. Follow-up 
care in Rotterdam was organised quickly but 23% of the patients no longer had any treatment 
contacts after two months, whereas 50% were still being treated after a year. However, 
both studies were confined to data of a procedural nature. On the basis of the two studies, 
nothing can be said about the efficacy of the treatment that resulted, the concrete results of 
the treatment or the effects on the well-being of the patients. The situation is different in the 
case of the study conducted by van Houten et al. between 1995 and 1998 into the course of 
treatment for 38 Utrecht patients admitted for compulsory care pursuant to a court order (25). 
An important finding was that it was possible to get 34 of them onto antipsychotic medication 
during the admission (89%). In addition, between half and two thirds of the patients for whom 
a follow-up interview proved possible – on average 2.7 years after discharge – (N=27, 79%) said 
that their quality of life and social situation had improved compared to their situation before 
admission. This assessment corresponded broadly to that of the doctors treating them on an 
outpatient basis at that point in time. A small minority of the patients reported a deterioration 
in their situation in a number of varying respects. However, it is possible that selective dropout 
influenced the results of this study because no final assessment was available for 11 patients 
(29%) (25).
Katsakou and Priebe produced a review in 2006 in which they set out the results of studies 
of the outcomes of compulsory admissions. They found 18 studies from the United States, 
United Kingdom, Canada and Sweden, of which only three complied with the strictest quality 
standards for scientific research (22). Although most patients from these generally cross-
sectional studies improved clinically, 28-48% of the patients were dissatisfied with their 
compulsory admissions in hindsight. The short follow-up times for the studies described mean 
that we do not know how their opinions about the compulsory admission developed after 
discharge. Nor do we know whether the clinical improvement, with or without support from 
subsequent treatment, persisted. 
The same research group from Great Britain that was responsible for this review conducted 
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a major national study between 2003 and 2005 with the aim of filling in the gap in knowledge 
relating to the long-term effects of compulsory admissions(26). They assessed the opinions 
of 767 patients about the compulsory admissions they had undergone a year previously 
under sections 2, 3 and 4 of the 1983 Mental Health Act3. These researchers also looked 
at the course of treatment during the follow-up year. Over the course of the year after the 
compulsory admission, 15% of the patients were readmitted on a compulsory basis. Lower 
levels of satisfaction with the treatment during the first week of the admission (i.e. the index 
admission), living on benefits, cohabitation with others, and African or Caribbean origin were 
associated with a higher risk of compulsory readmission. Only 40% of the patients thought, with 
hindsight, that their compulsory admission a year previously was justified. Higher satisfaction 
with treatment during the first week of admission, a lower GAF score upon admission, and 
living alone proved to be linked to a more positive assessment of the compulsory admission 
in hindsight.
In short, it can be said that knowledge about the long-term impact of compulsory admission 
is limited, and certainly with respect to the Netherlands. How patients admitted under the IBS 
arrangements get on after that admission is still quite unclear. We know that approximately 
25% probably receive ongoing treatment in conjunction with a court order, but we do not 
know what long-term effect this has in a scientific sense. Nor do we know anything about 
the subsequent fate of people who receive out-patient care after their IBS admission. And we 
only have a partial picture of the effect of compulsory treatment on treatability in the future, 
when that treatment is apparently perceived negatively or as unjustifiable by a large group of 
patients. The recent British study indicates that patients with a negative opinion about the 
treatment at the outset of their compulsory admission are at risk of compulsory readmission. 
We do not know whether that is also the case for Dutch IBS patients. Are they readmitted later 
on a compulsory basis or do they continue to cooperate well with the required treatment? And 
when there are repeat compulsory admissions, which patients are involved?

1.4 Which patients are compulsorily admitted?

Some things are known about the socio-demographic and clinical characteristics, and about 
the prior psychiatric histories, of compulsory-admission patients, and about the circumstances 
surrounding decisions about compulsory admissions. This knowledge comes largely from 
foreign research.
Ethnic background seems to be the only socio-demographic characteristic that plays a role. 
Previous studies reporting a higher incidence of compulsory admissions in males and younger 
people were often limited to bi-variate analyses. Recent Dutch research using multivariate 

3 Section 4 of the 1983 Mental Health Act allows for compulsory admissions of 72 hours; section 2 sanctions 28-day 
admissions and section 3 provides for admissions lasting 6 months. The first two together therefore cover the period of Dutch 
IBS admissions, with the third corresponding more to Dutch court order admissions. 
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analyses in which the analysis included diagnosis and the severity of the disorder found no 
independent effect of sex or age on the probability of IBS (27). As far as ethnic background 
is concerned, it has been known for some time now that the risk of compulsory admission 
is higher for certain groups of migrants. In Great Britain, these are people with African and 
Caribbean roots (28;29). In the Netherlands, they are the Dutch people with a Surinam, 
Antillean or Moroccan background (18-20). In Rotterdam, it emerged that the increased 
risk for these groups could be explained by the fact that, when they come into contact with 
emergency psychiatric services, they are more often in a severe psychotic state that is perceived 
as dangerous than non-ethnic Dutch people in the same situation (19). Here then, ethnicity 
proved not to have any independent effect on the probability of IBS.
Much less is known about the role played by the social circumstances in terms of the 
probability of compulsory admission. Our knowledge about the effect of social support in the 
day-to-day living circumstances is still very broad-brush, even though the data do point in the 
same direction. The strongest link is the one between the lack of material resources and an 
increased probability of compulsory admission (30-32). However, nothing can be said about 
a possible causal relationship here. We do know of one publication from Great Britain about 
the role of direct support/social support from the family or partner in terms of the probability 
of emergency compulsory admissions (33). This is a retrospective file study of 300 admitted 
patients, showing that living alone with few or no contacts with others increases the probability 
of an emergency admission under section 4 of the UK Mental Health Act of 1983. Given the 
methodological limitations of this study, this finding cannot yet be considered definitive.
In terms of clinical characteristics, it is clear that most compulsory admissions involve people 
suffering from a psychotic disorder, in particular schizophrenia (DSM IV or ICD 8 or 9). These 
are patients with severe symptoms who are unwilling to undergo treatment (24;27;31;34-38). 
And of course, any assessment of possible danger remains a determinant factor (35;39-42). 
Patients who have undergone a compulsory admission in the past are also more likely to be 
readmitted on a compulsory basis than people without a similar history (34;36;43;44). It is 
still unclear in what way previous compulsory admissions exert this effect. Patients who have 
been in contact with the police prior to emergency consultations are also more likely to be 
compulsorily admitted than patients referred by GPs (31;43-46). It is reasonable to assume that 
these referral routes do not have any independent effect but that there is a link with danger, 
psychiatric diagnosis and willingness to be treated.
It emerges from the current literature that diagnosis, severity of the disorder, danger and 
willingness to be treated, in accordance with the provisions of the Psychiatric Hospitals 
Compulsory Admission Act (BOPZ), determine the probability of patients being compulsorily 
admitted. However, in addition to these clinical criteria, other variables have also been found 
that play a role and we have not yet established how those variables work. They are ethnicity, 
previous compulsory admission and the extent of social support.
This takes us to the people who form an opinion on the basis of the characteristics described 
above about patients in a psychiatric crisis: the staff of mental health services engaged in 
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public mental health care and emergency psychiatry. They assess the severity of the psychiatric 
disorder, the danger, the link between these two and the willingness of the patient to undergo 
treatment. They also make an assessment of whether compulsory admission is the only 
remaining resort, or whether other options are still open. Who is involved in these assessments 
in the psychiatric services in Amsterdam? In the context of the ASAP study, we will confine 
our comments to IBS admissions and look at the professionals who generally decide about 
those admissions in day-to-day practice in Amsterdam.

1.5  Emergency psychiatry and public mental health care in 
Amsterdam in 2005

Public mental health care and emergency psychiatry in Amsterdam are delivered by the City 
Health Service’s psychiatry department (Vangnet & Advies) and the Psychiatric Emergency 
Service Amsterdam (PESA) (47). Patients who come into contact with the police or other 
public services are first screened by a community mental health nurse from Vangnet & Advies 
(V&A). The patients who need a consultation with the PESA are selected. V&A conducts this 
psychiatric triage for approximately 4500 patients annually, referring approximately 30% of 
them to the PESA (48). 
The PESA provides emergency psychiatric services and crisis intervention services on a 24/7 
basis. It works together closely with the four Acute Treatment Units (ATUs) that provide 
emergency assistance during office hours for their respective areas in the city. These services 
are responsible for about 25% of the (less severe) emergency cases in the city and mainly work 
in response to referrals from GPs or mental health services, leaving public mental health care 
and response to referrals from the police both during and outside office hours to the V&A 
and the PESA. Requests for consultations are handled by telephone at the PESA 24 hours a 
day and assessed by a community mental health nurse. Consultations take place on working 
days between 9 a.m. and 10 p.m., generally with a doctor (usually a doctor receiving training in 
psychiatry) working together with a community mental health nurse. A psychiatrist is available 
in the background for advice or participation in the consultation. At other times, the registrars 
work with a community mental health nurse during the consultations, with psychiatrists 
available by telephone as back-up. 
The close collaboration between the PESA and the four Acute Treatment Units emerges in, 
among other things, the joint morning report meeting with video-conferencing. During that 
meeting, the staff of the PESA transfer the patients to the Acute Treatment Units responsible 
for the specific city areas where the patients live. The treatment is then continued there. 
The Amsterdam Study of Acute Psychiatry (ASAP) reported on by this thesis established its 
study cohorts from the patients who turned to the PESA and the Centre-Old-West Acute 
Treatment Unit for emergency consultations between September 2004 and September 2006. 
The socio-psychiatric nursing staff, doctors, psychiatrists and psychologists in these units 
played a crucial role in launching the study and in collecting the data upon which our analyses 
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were ultimately based. The major effort they put into this also indicated their awareness of the 
importance of a scientific appraisal of the outcome of their day-to-day work with the patients. 
In doing so, they courageously agreed to put themselves, and the results of their work, on 
show, demonstrating their professionalism and compelling respect.

1.6  The Amsterdam Study of Acute Psychiatry: research questions, 
hypotheses and a guide to this thesis

This thesis provides answers to the main questions underlying the first phase of the Amsterdam 
Study of Acute Psychiatry (ASAP). The aim of the ASAP study is to establish a picture of the 
variables that determine the probability of IBS admissions for crisis patients with psychiatric 
illnesses. More particularly, we aim to establish a better picture of the relationship between 
the incidence of IBS admissions on the one hand and prior psychiatric history, the cause of the 
psychiatric disorder, the patient’s social circumstances and patient opinions and experiences 
on the other. The ultimate objective of the ASAP study is to identify specific patient-related and 
care-related factors that can be tackled through changes in treatment programmes, reducing 
the number of compulsory admissions.
Chapter 2 contains a description of the ASAP study as a whole, as it was established in 2004. 
Chapters 3 through 7, which all correspond to a number of publications in international journals, 
address the following research areas. An indication is given of which issues are addressed in 
which chapter or chapters. The six research areas are followed by eleven hypotheses that focus 
on specific subsidiary areas. 
Chapter 8, General Discussion, formulates the answers to the questions and discusses the 
results of the assessment of the hypotheses. That chapter also takes an extensive look at the 
clinical relevance of the findings and makes suggestions for subsequent research.

1.7 The general aim of our study and six research questions

At first it has to be emphasized that it is not the aim of our study to develop a complete 
prediction model of the incidence of IBS admissions. The aim of the ASAP study is to establish 
a picture of the variables that determine the probability of IBS admissions for crisis patients 
with psychiatric illnesses. More particularly, we aimed to establish a better picture of the 
relationship between the incidence of IBS admissions on the one hand and prior psychiatric 
history, the course of the psychiatric disorder, the patient’s social circumstances and patient 
opinions and experiences on the other. The ultimate objective is to identify patient-related and 
care-related factors that can be tackled through changes in treatment programmes, reducing 
the number of compulsory admissions. 
Six research questions:
1.  What changes have there been in the last 25 years in Public Mental Health Care and 

emergency psychiatry in Amsterdam? Did those changes affect the probability of patients 
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being compulsorily admitted in an IBS procedure after an emergency consultation? (Chapter 
3)

2.  What are the socio-demographic characteristics of the patients admitted in an IBS 
procedure after an emergency psychiatry consultation compared to patients undergoing 
another intervention? (Chapter 4 and 5)

3.  Which psychiatric disorders constitute risk factors for an IBS procedure after an emergency 
psychiatry consultation and what role is played in this respect by the severity of the disorder, 
the danger posed by the patient, the patient’s understanding of their condition and readiness 
to undergo treatment? (Chapter 4)

4.  What is the role of different routes of referral and prior psychiatric treatment and care as 
risk factors for an IBS procedure after an emergency psychiatric consultation? (Chapter 4)

5.  Patients who have undergone a compulsory admission in the past are more likely to be re-
admitted on a compulsory basis. What is the mechanism underlying this link? (Chapter 6).

6.  What is the role played by the amount and quality of social support as risk factors for an IBS 
procedure after an emergency psychiatric consultation? (Chapter 7) 

1.8 Eleven hypotheses

The eleven hypotheses below link up with the six questions. A number is listed alongside 
each hypothesis, referring to the question to which the hypothesis relates. The hypotheses are 
formulated on the basis of the results of previous research.
Hypothesis I: The PESA saw more patients with severe disorders in 2004-2005 and prescribed 
more IBS admissions than its predecessor in 1983. (Question 1, Chapter 3)
Hypothesis II: The fact that some groups of Dutch people with an ethnic background are more 
likely to undergo an IBS admission pursuant to an emergency consultation is not the result of 
their ethnic background in itself. The explanation can be found in the fact that they present 
more often with severe psychotic symptoms, are perceived as being dangerous more often, and 
in the fact that their motivation for treatment is poor and that they are referred by the police 
more often as a result. (Question 2, Chapter 5)
Hypothesis III: Danger, lack of awareness of illness and treatment motivation, in addition to 
suffering from severe psychiatric illness, are the only determinants of the probability of IBS 
admission pursuant to an emergency consultation. (Question 3, Chapter 4)
Hypothesis IV: Contact with the police prior to an emergency consultation is not an independent 
factor determining the probability of IBS admission pursuant to an emergency consultation. 
The higher probability of an IBS admission after referral by the police can be explained by the 
fact that police referrals include more patients with severe psychotic symptoms, who are a 
danger to themselves or others, and who do not wish to cooperate with treatment. (Question 
4, Chapter 4)
Hypothesis V: A request for an emergency consultation with an appraisal by a mental health 
services employee is not an independent determinant of the probability of IBS admission 
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pursuant to that consultation. Any higher probability of IBS admission after referral by the 
mental health care services can be explained by the fact that referrals by the mental health care 
services include more patients with severe psychotic symptoms, patients who are a danger to 
themselves or others, and patients who do not wish to cooperate with treatment. (Question 4, 
Chapter 4)
Hypothesis VI: Patients who receive intensive out-patient treatment in the year prior to an 
emergency consultation are less likely to undergo an IBS admission pursuant to an emergency 
consultation than patients who receive little or no out-patient treatment. (Question 5, Chapter 
4)
Hypothesis VII: Prior involuntary admission is a predictive factor for a negative view of 
psychiatric treatment and mental health care. (Question 5, Chapter 6) 
Hypothesis VIII: A negative view of psychiatric treatment and mental health care is correlated 
with low insight and low service engagement. (Question 5, Chapter 6)
Hypothesis IX: Low insight and low service engagement are independently associated with a 
higher risk of IBS admission during follow-up. (Question 5, Chapter 6)
Hypothesis X: Patients who live alone and have a small social network are more likely to be 
admitted on a compulsory basis than patients who live together with other people. (Question 
6, Chapter 7)
Hypothesis XI: Patients who say they feel they receive a lot of social support and patients who 
report few negative social interactions are less likely to be admitted on a compulsory basis than 
patients who feel they receive little social support and patients who report a lot of negative 
social interaction. (Question 6, Chapter 7)

1.9  Who is this thesis about? Five patients admitted involuntarily 
during the study period.

In order to help the reader to imagine the situation of people who come into contact with 
emergency psychiatric services and who are admitted to psychiatric hospitals without their 
permission, five portraits were drawn up. Chapters 3 through 7 are preceded by a portrait. 
The inspiration for these portraits came from the histories of five real patients. They were 
members of the group who, over a period of two years, agreed to cooperate with our study at 
the Psychiatric Emergency Service Amsterdam and the Centre-Old-West Acute Treatment 
Unit. For the purposes of anonymity, names have been changed, details have been omitted, 
and fictitious details have been added. The reader will see that these five patients are familiar 
with the Amsterdam psychiatric services. This concurs with the fact that 92% of the patients 
involved in the study who were admitted involuntarily had already been engaged with the 
psychiatric services for at least a year and that half of them had had contacts with the psychiatric 
services for at least eight years. 
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Chapter 2
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2.1 Abstract

The overall number of involuntary admissions is increasing in many European countries. 
Patients with severe mental illnesses more often progress to stages in which acute, coercive 
treatment is warranted. The number of studies that have examined this development and the 
possible consequences in terms of optimizing health care delivery in emergency psychiatry is 
small and they have a number of methodological shortcomings. 
The current study seeks to examine factors associated with IBS admissions in the Amsterdam 
region, taking into account a comprehensive model with four groups of predictors: patient 
vulnerability, social support, responsiveness of the health care system and treatment 
adherence.
This paper describes the design of the Amsterdam Study of Acute Psychiatry (ASAP). The study 
is a prospective cohort study, with a two-year follow-up, comparing patients with and without 
compulsory admission by means of a selected nested case-control design. The study included 
an estimated total number of 4,600 patients, aged 18 years and over, consecutively coming into 
contact with the Psychiatric Emergency Service Amsterdam (PESA) and the Centre-Old-West 
Acute Treatment Unit (ATU). From this cohort, a randomly selected group of 125 voluntary 
patients and 125 compulsory admitted subjects was selected for further evaluation and 
comparison. First, socio-demographic, psychopathological and network characteristics, and 
prior use of health services were described for all patients who come into contact with the two 
emergency psychiatric services. Second, the in-depth study of compulsory versus voluntary 
patients looked at which patient characteristics were associated with IBS admission, also 
taking into account social network and health care variables in a comprehensive model. The 
third focus of the study was on the associations between patient vulnerability, social support, 
health care characteristics, patient satisfaction and treatment adherence in a two-year follow-
up for patients with or without involuntary admission pursuant to the index consultation.
This study sought to establish a picture of the determinants of IBS admissions in the Netherlands 
and to gain a better understanding of the association with the course of illness and patient’s 
perception of services and treatment adherence. The final aim was to find specific patient 
and health care factors that can be influenced by adjusting treatment programmes in order to 
reduce the number of involuntary admissions.
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2.2 Introduction and aims

The overall number of involuntary admissions has increased in a number of European 
countries, in particular in Germany, France, England, Austria, Sweden and Finland. (7;11;49). 
In the Netherlands, the number of compulsory admissions doubled between 1979 and 2004, 
rising from 23 to over 53 per 100,000 inhabitants (12). This increase includes both IBS 
admissions and compulsory admissions after recourse to the courts (“VM admissions”) (12). 
The rules and standards for IBS admission (and VM admission i.e., court order) are set out in 
the Dutch Mental Health Act (Dutch acronym: BOPZ). An IBS admission must be preceded 
by an examination of the patient by an independent psychiatrist to assess the severity of the 
psychiatric illness and the danger the patient poses to himself/herself or others. On the basis 
of this physician’s medical report, the mayor issues an emergency admission order within 
24 hours. Within five working days, the court must decide whether or not to authorise the 
continuation of the admission for a period that can extend to a total of three weeks from the 
date of the initial admission. 
In the Amsterdam area (740,000 inhabitants), the number of IBS admissions rose by 261% to 86 
per 100,000 in the period between 1979 and 2004 (10). The rise in Rotterdam and The Hague 
over this period was comparable (13). As a result, the proportion of involuntary admitted 
patients to Psychiatric Intensive Care Units is now around 80% in Amsterdam (50). These 
developments imply that patients with severe mental illnesses more often progress to stages in 
which acute, coercive treatment is warranted. It is clear that this is an undesirable trend, which 
not only leads to a negative experience for the patient and a reduction of his autonomy but also 
has a negative effect on the prognosis of these disorders. When intervening at a later stage of 
decompensation, psychotic episodes take longer to remit, and the restoration of premorbid 
functioning is less optimal in comparison with early intervention (51;52).

According to Klinkenberg a number of interacting factors are believed to be associated with the 
risk for psychiatric admission (figure 1) (30). Patient vulnerability can be defined by individual 
patient characteristics such as type and severity of psychopathology, and socio-demographic 
factors. Complex mental disorders, defined as combinations of psychotic, affective or 
personality disorders, and/or behavioural problems are more often found in urbanised areas 
and constitute a challenge for both psychiatric, general medical, social and community 
facilities of larger cities (53;54). Furthermore, specific cultural and socio-economic groups 
such as migrants show morbidity rates that may be substantially elevated in comparison with 
others (55). These patients appear to be underserved by the mental health care system, and 
more often have their first contact with mental health workers through the emergency services 
(19;56). 
A second factor determining the risk of compulsory admission is social support. Higher levels of 
social support may reduce the risk of compulsory admission. The availability of social support 
can be determined by variables such as ‘living alone/ together’ and the presence and number 
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of family contacts. However, it may also be defined by a proxy measure such as income level or 
the availability of resources. Differences in compulsory admission rates between regions in the 
UK could in part be explained by differences in socio-economic deprivation in the population 
measured with the Mental Illness Needs Index (32). However, very few studies have examined 
the extent to which direct social support for the patient from family, partner or other important 
others may play a specific role in determining the risk of emergency admission. 
As a third factor, health care characteristics, or the ‘responsiveness’ of the health care system 
(30), may be related to the increase in coercive measures. Over the last 20 years, mental 
health care in western countries has changed from a hospital-based to a community-based 
system, with significant reductions of clinical facilities and the development of various types 
of community mental health teams (57). It has been argued that this ‘de-institutionalisation’, 
with a reduced length of in-patient treatment, has taken place at the expense of more 

Predictors of the risk of compulsory admission
From: Klinkenberg (1996)
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frequent readmissions (11;58). In addition, declining public tolerance of deviant behavior 
and the spread of the idea that respecting patient’s rights and autonomy is not an excuse 
for neglecting those in need may play a role in the development of more coercive treatment 
strategies (59;60). 
A fourth factor determining the risk for acute admission is patient’s treatment adherence. In 
psychiatry, as in the whole of medicine, treatment non-adherence is a major problem with 
very significant implications for the delivery of adequate care, patient prognosis and health-
care costs (61-63). Studies examining treatment adherence among patients using antipsychotic 
medication show non-adherence rates of 40% to 50% (64). It is estimated that, in patients with 
schizophrenia, maintenance therapy reduces the risk of relapse by about two-thirds (65;66). A 
meta-analysis of data from several large collaborative studies showed that the number of people 
who survive without relapse after discontinuing drug treatment declines exponentially by 
around 10% a month (67;68).It therefore appears that, for various reasons, a substantial number 
of patients may not be treated in an adequate and timely fashion, and this may have significant 
implications for both the quality of care and the personal and societal costs associated with 
mental health problems. As a result, the burden on psychiatric emergency services, that in 
many areas function as the emergency gate keeper of the mental health system, is increasing. 
Nevertheless, the number of studies that have examined these developments, and the possible 
consequences in terms of optimizing health care delivery in emergency psychiatry, is strikingly 
small. Furthermore, existing studies have important methodological limitations (69). Drawing 
on the model designed by Klinkenberg (Figure 1), the current study seeks to examine the factors 
associated with IBS admissions in the Amsterdam region, and the relationship between IBS 
admission, patient prognosis and future treatment adherence over a two-year period (30). The 
study includes both a large cohort consisting of all consecutive patients coming into contact 
with the Psychiatric Emergency Service Amsterdam (PESA) and the Centre-Old-West Acute 
Treatment Unit (ATU) with a two-year follow-up, and an in-depth assessment of a smaller but 
representative sample consisting of patients who were compulsorily admitted and voluntary-
admission patients.

Aims
The study has three main goals:
1)   To determine socio-demographic, psychopathological and network characteristics as well 

as prior use of mental health care of a large cohort of patients who come into contact with 
emergency psychiatric services. 

2)  To determine which of these characteristics are associated with IBS admission and to 
examine whether social network and health care variables modify this association.

3)  To examine the associations between patient vulnerability, social support, health care 
characteristics and treatment adherence in a two-year follow-up, with a special emphasis 
on the comparison of patients who were – and those who were not – involuntarily admitted 
pursuant to the index consultation. 
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2.3 Study design

The study was a prospective cohort study consisting of all patients who consecutively came 
into contact with PESA and the ATU (base cohort) in the period from 15 September 2004 to 15 
September 2006. Every patient who came into contact with PESA was automatically included 
in Wave 1. The Wave 1 cohort therefore consists of approximately 5000 consultations in total, 
of which roughly 600 were expected to result in compulsory admission. 
Subsequently, for Wave 2, two groups of 125 subjects were randomly selected from all patients 
who consecutively came into contact with PESA and the ATU in the period from 15 September 
2004 to 15 September 2006. We randomly selected one group of compulsorily admitted patients 

Baseline Base Cohort: Consecutive emergency consultations by the
Amsterdam Emergency Psychiaters Service (PESA) and Acute

Treatment Team (ATU) over two years (n=±6000)

Selection of patients with Amsterdam
 as their place of residence or place of
sojourn for at least the last two years

(n=±4000)
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emergency

consultations
by the PESA

only

Wave 2:
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follow-up

Informed
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and First
interview
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follow-up

Wave 3: 1 year follow-up subjects Wave 2

Wave 4: 2 year follow-up subjects Wave 2

Wave 5: 2 year follow-up subjects Wave 1

IBS patients
(n=125)

Non-compulsorily
admitted patients

(n=125)
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(IBS admissions) and one group in whom consultation did not result in compulsory admission. 
In the group of voluntary patients, consultation resulted in either voluntary admission, 
outpatient treatment, admission to a crisis centre, or no further intervention. For Wave 2, 
patients who were not resident in the Amsterdam catchment area (in total approximately 15%) 
were excluded for pragmatic reasons.
Waves 3 and 4 were the one and two-year follow-up measurements for these 250 subjects, and 
Wave 5 was a two-year follow-up of the full cohort (see Figure 2: flow chart).

2.4 Setting and samples

Emergency Public Mental Health Care in Amsterdam is delivered by both the City Health 
Service Amsterdam (Dutch acronum GGD) and by PESA. At first, a socio-psychiatric nurse 
from the GGD performs a psychiatric screening of people coming into contact with the 
police or other general (community) services (48). Patients in need of immediate psychiatric 
consultation are then referred to PESA. PESA provides 24/7 city-wide acute psychiatric services 
and combines a well staffed and secure facility for acute psychiatric assessment with outreach 
activities such as home visits (47). PESA has the sole mandate for emergency admission to 
all of the Amsterdam Psychiatric Intensive Care Units outside office hours. In addition, four 
local Acute Treatment Units (ATUs) manage emergency services during office hours in their 
district. These teams mostly work in response to requests from GPs and mental health staff in 
their catchment area. From these four teams we also included patients from the Centre-Old-
West Acute Treatment Unit, which has the city centre and old western districts of Amsterdam 
as its catchment area (about 200,000 inhabitants). These patients were included in the wave 2 
cohort together with the PESA patients.
All patients are examined by a psychiatrist or a resident in psychiatry and a community mental 
health nurse to determine the need and urgency for psychiatric treatment. IBS admission is one 
of the possible outcomes of this index consultation. If the patient already engages in treatment, 
his or her own mental health worker or GP will be contacted for referral or consultation.
All patients aged 18 years and above coming into contact with PESA were included in the Wave 
1 assessment of this study. For wave 2, a total of 250 patients were randomly selected from all 
patients who consecutively came into contact with PESA and the ATU in the period from 15 
September 2004 to 15 September 2006 (the basis cohort). To obtain a representative sample, 
every patient with IBS admittance was approached, and every fourth patient was approached 
in the group who did not proceed to a compulsory admission after the index consultation. 

2.5 Informed consent and data security

As the data for Wave 1 were routinely gathered in clinical practice, informed consent was 
not needed. Additional data about previous history and service use were gathered through 
anonymous pairing using existing medical registration systems. Subjects randomly selected 
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for Wave 2 received a letter with the request to participate in further assessments. In follow-
up to this request, patients were contacted by a research employee either by telephone, in 
writing or by actually visiting the patient at his or her place of residence. Patients then received 
both verbal and written information before being asked to sign an informed consent form. 
The whole procedure was endorsed by the Medical Ethics Committee for Mental Health Care 
Institutions.
Confidential information and participant names were secured by the medical confidentiality 
rules and processed in accordance with the code of conduct for medical research developed by 
the Federation of Biomedical Scientific Societies.
The results of the participant questionnaires are not accessible to Mental Health workers. All 
study-related documents and data were stored on a protected central server of the research 
department of ARKIN Mental Health Care Amsterdam. Only members of the research group 
have access to the respective files.

2.6 Measurements

Wave 1:
Patient characteristics: demographic variables (age, gender, domestic situation, ethnicity), 
clinical psychiatric diagnosis categorised according to DSM-IV, and severity of the actual 
psychopathology according to the Severity of Psychiatric Illness rating scale (SPI)(70). 
Social support: is assessed by noting the number of friends and family present at the crisis 
consultation or involved through telephone contact during the consultation.
Previous health care use; information about number, frequency and type of treatment during 
five years preceding crisis consultation. This information was subdivided into five categories: 
overall mental health care during the preceding five years, and more detailed information 
about mental health care use in the periods between 2 and 3 months preceding consultation; 
between 1 and 2 months preceding consultation; between 1 and 4 weeks, and in the last week 
before the index consultation. Information was also collected about activities involving the 
police, the City Health Service (GGD) and the general practitioner prior to the consultation.
Intervention: the intervention resulting from the consultation was obtained from the Electronic 
Patient File (EPD) and the hospital registration database. 

Wave 2:
Wave 2 involved a more detailed examination of both patient and health care characteristics 
determined in interviews conducted by a trained researcher with the patient, with members of 
their social network and with the treating mental health professional. 
Patient characteristics: occupational status, time at current residence, information about 
previous admissions/compulsory admissions. Relevant major life events preceding the crisis 
consultation were assessed with the List of Threatening Experiences (LTE-Q) (71). Personality 
was assessed with the Five Factor Personality Inventory (FFPI) (72), the NEO Personality 
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Inventory (NEO-PI-R) (73) and the Dutch Personality Questionnaire (NPV) (74). Coping style 
was assessed with the Utrecht Coping List (UCL) (75). 
Social support: The social support system was assessed using the Social Network Structure 
Questionnaire (SNSQ) (76). The frequency of contacts and social support as perceived by the 
patient were measured with the Multidimensional Health Profile - Psychosocial Functioning 
(MHP-P); Friends and Family Relationships (Dutch translation) (77) and the Adult Self Report 
(ASR) ‘social support’ scale (Dutch translation) (78;79). The opinions of the patients’ partner 
or relatives were assessed with 15 questions from the Involved Evaluation Scale (BES) (80) 
and the family version of the Verona Service Satisfaction Scale (VSSS; European version and 
Family version) (81); (Dutch translation of Family Version according to authorized translation 
patient version: L. van der Post, 2004).

Table 1. Measures of the ASAP study

   Wave

 1 2 3 4 5

Questionnaire
ASR; section social support  X X X
BES  X X X
FFPI ; impulsiveness, vulnerability and anger/hostility scales  X  x
LTE-Q  X X X
Morisky  X X X
MHP-P; section friends and family relations  X X X
NEO-PI-R  X  X
NPV  X  
SAI  X X X
SES  X X X
SPI X    X
UCL  X
VSSN  X X X
VSSS; European version  X X X
VSSS-family   X X X
Other Variable    
Contact between patient and mental health care system  X X X
Contact between support system and mental   X X X
  health care system
Date of first mental health care subscription   X
Demographic information (Date of birth, gender, ethnicity) X X X X
Domestic situation X X X X X
DSM IV criteria including GAF score X    X
Extent of mastering the Dutch language X   
Information about preceding compulsory admissions X X X X
Intervention at completion of the consultation X   
Mental health care services used in the preceding year  X X X
Number of friends / family present at crisis consultation X   
Number, frequency and place of treatment sessions  X X X X
  during the year preceding the consultation/interview
Size of current social support system X X X X
Socio-Economic Status   X X X
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Previous health care use: The Verona Service Satisfaction Scale (VSSS) was used to explore the 
opinions of patients, families or partners with respect to the quality of treatment preceding 
the index consultation.
Intervention: In addition, the VSSS was used: a) to define which healthcare professionals the 
patient came into contact with, and whether there have been changes in the personnel involved 
with the patient; b) to determine the amount and frequency of contacts between health care 
professionals and the current social support system; c) to record the extent of agreement and 
cooperation between patient and healthcare professionals in relation to the type and objective 
of treatment; and d) to assess the relationship between treatment, the quality of social support 
and the willingness to accept treatment and cooperate with healthcare professionals. The 
extent to which there was agreement between patient and healthcare professionals about the 
aim and type of treatment was assessed with the Schedule for Assessment of Insight (SAI-NL) 
(82). Opinions about and subjective experiences with medication were determined with the 
Morisky (83) and the Drug Attitude Inventory (DAI-10) (84). 

2.7 Instruments

SPI (70)
The Severity of Psychiatric Illness rating scale provides a structured description of the severity 
of psychopathology and possible complications regarding the disorder and regarding treatment. 
It has to be completed by the clinician. The SPI contains a total of 14 items which are rated on a 
4-point scale from 0 tot 3, with 0 indicating no problems and 3 indicating an extreme problem. 
Completing the instrument takes five to ten minutes. Validity proved to be good.

FFPI (85)
The Five Factor Personality Inventory is a self-report instrument assessing the Big Five factors 
of personality (86) It consists of 100 brief and concrete statements that subjects can agree 
or disagree with, with scores on a five-point Likert-scale. It can be administered in 10-15 
minutes. In addition to the five factor scores, the FFPI may be used to assess 40 bipolar facet 
scores that arise as blends of the Big Five, for the purpose of communicating more specific 
information about an individual’s position in the five-space (applied setting). The five FFPI 
scales are extraversion, agreeableness, conscientiousness, emotional stability and autonomy. 
The FFPI received judgments of ‘good’ and ‘sufficient’ from the Dutch Documentation of 
Test and Test research (COTAN) for validity and reliability respectively. NEO-PI-R (87) 
The NEO-PI-R is a self-report instrument assessing narrow, specific personality traits 
combining to define broad, global personality factors (86). It consists of 240 brief and concrete 
statements that subjects can agree or disagree with, with scores on a five-point Likert-scale. 
It can be administered in 40-50 minutes. The Revised NEO Personality Inventory assesses 
personality at both levels, with six specific facet scales in each of five broad domains designed 
to operationalise the five-factor model of personality (FFM) (88;89): neuroticism, extraversion, 
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openness, agreeableness and conscientiousness. The NEO-PI-R received judgements of ‘good’ 
and ‘sufficient’ from the COTAN for validity and reliability respectively. 

UCL (75)
The Utrecht Coping List is a Dutch self-inventory questionnaire with 47 items on a four-point 
Likert scale. The UCL measures the way people react to situations in which adaptation is 
required in cognitive, behavioural and emotional terms, defining coping as a personality trait. 
There are 7 subscales: 1) active problem solving 2) palliative reacting 3) evading 4) searching 
for social support 5) passive reacting 6) expression of emotions and 7) comforting thoughts. 
Administration takes about 10 minutes. Both validity and reliability have been judged sufficient 
by the COTAN.

LTE-Q (71)
The List of Threatening Experiences is a 12-event self-inventory initially modified by Bebbington 
and colleagues from a 67-life-event inventory introduced by Tennant and Andrews (90). Each 
event is covered by one item with scores on a two-point Likert scale (yes or no). Subsequently, 
a record can be made the number of months previously that the event took place. It takes 
approximately 10 minutes to complete the list. The categories cover recent adverse experiences 
in personal relationships, employment, illness, and financial and legal issues in the last six 
months. Reliability and validity proved to be good (91). 

NPV (74)
The Dutch Personality Questionnaire (NPV) is a self-inventory assessing personality aspects. 
The NPV consists of 132 items, plus one instruction item, with scores on a three-point Likert 
scale: yes, no or unknown. The items are divided into seven main categories based on personality 
features: inadequacy, social inadequacy, rigidity, discontentedness, complacency, dominance 
and self-esteem. Factor analysis established three underlying dimensions: neuroticism, 
extraversion and dogmatism. Administration takes approximately 20-30 minutes. According 
to the COTAN, reliability and validity were sufficient. 

SNSQ (76)
The Social Network Structure Questionnaire is a Dutch inventory list with ten questions about 
the persons forming a patient’s natural network: which persons (family, neighbours, work) play 
a role in the patient’s life and how often. It also has a picture with inner and outer circles in 
which the patient has to depict the position of these persons in relationship to him/herself. The 
list can be administered in 15-20 minutes. Information about the psychometric characteristics 
of this questionnaire is not available.

MHP-P (77)
The Multidimensional Health Profile - Psychosocial Functioning is a self-report screening 
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instrument for use in mental health and primary care settings. The MHP was designed to alert 
health care personnel to potential problem areas that should be addressed in more detail. The 
MHP-P (58 items) covers four basic areas: Life Stress, Coping Skills, Social Resources, and 
Mental Health. The MHP uses different test formats, although five-point rating scales are used 
wherever possible. Administering the MHP-P takes about 15 minutes. Research has revealed 
preliminary evidence of convergent and discriminant validity. 

ASR (78;79)
The Adult Self Report form is a self report questionnaire for adults from 18 to 59 years old 
exploring several aspects of mental health. The ASR starts with questions regarding background 
and continues with 126 items, of which 123 are scored on a three-point Likert scale from 
0 to 2 (not true, somewhat true, very true) and three open questions. Administration takes 
roughly 5-20 minutes. The profiles for scoring the ASR include normed scales for Adaptive 
Functioning, Empirically Based Syndromes, Substance Use, Internalizing, Externalizing, and 
Total Problems. In addition, the profiles feature new DSM-oriented scales consisting of items 
that experts from 10 cultures identified as being very consistent with DSM-IV categories. 
The ASR consists of the following empirically based scales: Substance Use, Critical Items, 
Internalizing, Externalizing, and Total Problems. The DSM-oriented scales are: Depressive 
Problems; Anxiety Problems; Somatic Problems; Avoidant Personality Problems; Attention 
Deficit/Hyperactivity Problems; and Antisocial Personality Problems. 

BES (80) 
The Dutch Involved Evaluation Scale is a self-report scale derived from the Burden on the Family 
questionnaire and was developed to assess the effects of severe psychiatric disorders on the 
family in overall daily living. We only use the first fifteen questions from the first section of this 
scale: patient and respondent characteristics and nature and intensity of their relationship. The 
list consists of multiple-choice questions and some questions regarding patient characteristics. 
The mean administration time of this shortened version is 5 to 10 minutes. Research showed 
the BES to be highly sensitive with satisfactory validity and satisfactory to good reliability.

VSSS-EU (81)
VSSS-EU (European version and Family version; Dutch translation Family Version according 
to authorized translation patient version: L. van der Post, 2004) 
The Verona Service Satisfaction Scale European Version is a method used to measure 
satisfaction with psychiatric services and was developed from the Italian VSSS-54 version, 
which was translated into Dutch. Specific items were changed to adapt them to the context of the 
Dutch mental health system. Conceptually, the items in the VSSS-EU cover seven dimensions: 
a) Overall; b) Professionals’ skills and behaviour; c) Information on services, disorders and 
therapies; d) Access to location, physical layout and costs; e) Overall-, symptom-, social skills- 
and family efficacy; f ) Care; and g) Patient’s satisfaction with help given to his or her closest 
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relative. The questions cover the past year. Items 1-40 are on a five-point Likert scale; items 
41-54 consist of three standard questions. The instrument is designed for self-administration 
and can be completed in 20-30 minutes. Research from Ruggeri et al. (2000) proved that the 
VSSS-EU was reliable and valid. 

SAI-NL (82)6

The Schedule for Assessment of Insight-NL is a Dutch translation of the SAI, which is a 
semi-structured interview that measures three dimensions of insight (treatment compliance, 
recognition of illness, and re-labelling of psychotic phenomena), as well as awareness of changes 
in mental functioning, of the need for treatment and of the psychosocial consequences of illness. 
It also includes a question on response to hypothetical contradiction. The SAI is administered 
to psychotic patients and the administration is roughly 10 minutes. The list consists of 9 items, 
of which the first 6 are scored on a three-point Likert scale and the last 3 on a five-point Likert 
scale. Higher scores indicate a higher level of insight. Research has demonstrated a significant 
correlation between the SAI and other insight scales. 

Morisky (83)
This medication adherence scale is a self-report tool for medication compliance behaviour. It 
is quick and simple since it contains four questions only that require a yes or No answer. Study 
results suggest that the Morisky is both reliable and valid.
SES (Dutch translation: Van Baars & Mulder 2004) (92)
This Service Engagement Scale has 14 items divided into four fields: availability, collaboration, 
help seeking and treatment adherence. The items are rated 0 (not at all or rarely), 1 (sometimes), 
2 (often) or 3 (most of the time). The list is administered by a nurse or other closely involved 
health care professional and completing the list takes approximately 5-10 minutes. It has 
been shown that this scale identifies individuals who are experiencing difficulties in engaging 
with mental health care services. Reliability and validity were successfully tested by Tait et al. 
(2002). 

2.8 Data analysis and statistical power 

The study used bi-variate analysis with Pearson chi-square and t-testing or Mann-Whitney 
U-testing to examine the socio-demographic, psychopathological and network characteristics 
of, and the prior use of health services by, the large cohort of patients coming into contact 
with emergency psychiatric services. Multiple stepwise logistic regression procedures were 
used to determine the variables most closely linked to the outcome measure for the study, viz. 
voluntary treatment or IBS admissions.  
The differences between the group of voluntary patients and IBS patients (from the in-

6The questionnaire is also called: Birchwood’s Insight Scale
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depth study) in terms of patient vulnerability, social support, health care characteristics and 
treatment adherence in the two-year follow-up were investigated using Pearson chi-square 
and Independent Samples T-testing or Mann-Whitney U-testing. Multiple stepwise logistic 
regression was performed to identify the variables most strongly associated with the outcome 
measures of the study.
Regarding wave 2 (N=250), we expected a clinically relevant difference between the voluntary 
and compulsory groups, and an effect size of approximately 0.5. To detect a difference of this 
kind in effectiveness between the groups with α = .05 and β = .80, 64 respondents were needed 
in each group. Since we expected a considerable level of drop-out (50%) between the inclusion 
stage and the final follow-up measurement, we estimated that 125 patients per group would 
be required initially.

2.8 Discussion

The current study sought to deepen our understanding of the factors associated with IBS 
admissions in the Amsterdam area. By comparing patients with and without IBS admissions 
in terms of patient, social and health-care characteristics, and through a detailed follow-up 
of service use and treatment outcome, we hoped to increase our understanding of factors 
associated with IBS admissions and associations with the course of illness, with patient’s 
perception of services and treatment adherence.

Limitations of our design
A limitation of this design was that it was difficult to weigh the specific contributions of the 
various elements determining IBS admission and acute service use. In this sense, the study 
provided descriptive data. Still, to date, very few studies have been able to systematically collect 
a comprehensive data set with factors associated with the risk for compulsory admission 
(69;93). Another limitation may be that the patient group using emergency services is by 
nature difficult to engage in studies such as these. Although wave 1 uses data gathered in day-
to-day mental health care and is therefore not affected by any form of selection bias, there is a 
risk of bias in Wave 2, in which informed consent was needed. This could be offset in part by 
comparing those patients that participate in Waves 2, 3 and 4 with the full cohort in Waves 1 
and 5, and determining possible differences in patient, social and health-care characteristics 
and course of illness. This enables a better interpretation of the generalisability of the results 
from the case-control study to the full sample of emergency service users. 

Strengths of the design
The current study is one of very few studies to systematically collect data about both patient 
and service characteristics in two urban psychiatric emergency service. Getting to know 
different patterns and presentations of specific patient groups with a high risk of becoming 
emergency service users may result in developing early and more specific interventions to 
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reduce the number of crisis situations and to improve adequate and timely care. A further 
strength of our study is that it specifically examines factors leading to coercive admissions. 
Although the need for systematic longitudinal studies has frequently been advocated, only a 
few studies have been able to follow up this group of severely ill patients for longer periods of 
time. The fact that the PESA covers all emergency public mental health care in Amsterdam, 
and allows for the monitoring of service use across the different mental health services, makes 
possible such a design in Amsterdam. 
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7This chapter is an adapted version of Louk van der Post, Jack Dekker, Frits Jonkers, Aartjan 
Beekman, Niels Mulder, Lieuwe de Haan, Wijnand Mulder and Robert Schrovers. Int J. Soc. 
Psychiatry, 55, 4, 2009, pp 348-358
8Bob Dylan, The times they are a-changin, 1984

Chapter 3

Crisis intervention and acute psychiatry 
in Amsterdam: 20 years of change

A historical comparison of consultations in 1983 and 
2004-20057

“The line it is drawn
The curse it is cast
The slow one now
Will later be fast
As the present now
Will later be past
The order is
Rapidly fadin’
And the first one now
Will later be last
For the times they are a-changin” 8
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Successful treatment for a one-off manic episode

Els Hoogstraten

At 11 o’clock on a Sunday evening, Els (aged 53) is brought to the Psychiatric Emergency Service 
Amsterdam (PESA) by the police. The nurse and the doctor on duty can already hear her talking 
and shouting excitedly outside the building as she is being taken from the police van to the 
entrance. The policemen jovially tell her “calm down and go inside”. Once inside, Els is led, 
under protest, to an examination room. Her excited chattering and laughing is occasionally 
interrupted by racking fits of coughing. The male nurse gets her attention immediately. She 
has made generous use of her lipstick and she smiles at him in an attempt to be seductive 
before asking for a cigarette. When she finds out that smoking isn’t allowed in the building, she 
immediately starts shouting and swearing without inhibition. There is a strong smell of alcohol 
about her. The female doctor tries to calm her with a glass of water and leaves her alone in the 
locked examination room “to simmer down”. In the meantime, the police explain that they have 
been called in by Els’ neighbours, with whom she usually gets on fine. Els lives alone and the 
neighbours called in the police when an argument about noise turned into a fight. 
The nurse and doctor on duty find an electronic patient file that describes how Els first received 
psychiatric treatment 25 years previously for a bipolar disorder. For the past five years, she 
has been monitored by the GP, who injects her every three weeks with depot antipsychotic 
medication. They conclude that her condition has apparently been stable for some time and 
there have not been any emergency consultations or admissions in the last ten years. Her file does 
mention an alcohol problem and respiratory problems. After their tempestuous first meeting, 
this is no surprise for the emergency services. Attempts to conduct a sensible conversation in 
the examination room about her condition and to encourage her to cooperate with a crisis plan 
collapse under the weight of her associative verbal flow, which fluctuates between cheerfulness 
and disgruntlement. Discouragingly, Els pays little attention to the questions from the doctor and 
the nurse or to what they have to say. She does not appear to realise how serious her condition is. 
It is not possible to get in touch with family or friends, because Els does not want to divulge the 
phone numbers of her sister or a girlfriend. She says these are the only people who are bothered 
about her.
After the conclusion that this is an acute manic episode and that intervention is required in 
order to prevent a dangerous escalation in the home situation, it is decided to ask the mayor to 
order an IBS admission. That admission follows. 
Apparently, Els did well: six weeks after the crisis, when we interviewed her for the first time as 
part of our study, she had gone back home and was receiving outpatient treatment. After a year, 
her condition was the same and there was no serious crisis and no subsequent admission during 
the two years in which we monitored her in the interviews. So she was happy with the help she 
had obtained during those two years. She was very positive, in particular about the help she 
received from the crisis service, and about the compulsory admission. 
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3.1 Abstract

There has been a striking increase in the number of compulsory admission proceedings in the 
Netherlands since 1992, especially in major cities like Amsterdam. Our aim was to answer two 
questions. What changes have there been in the last 25 years in Public Mental Health Care 
and emergency psychiatry in Amsterdam? Did those changes affect the probability of patients 
being compulsorily admitted in an IBS procedure after an emergency consultation? 
A cohort (N=460) of psychiatric emergency consultations with the city crisis service in 1983 
was compared with a similar cohort (N=436) in 2004-2005. The study focused on the following 
variables: patient characteristics, crisis-service procedures and consultation outcomes. 
Compared with 1983 the total annual number of emergency consultations with the Amsterdam 
24/7 psychiatric emergency service doubled. As a proportion of interventions, the number 
of patients referred by the police rose from 29 to 63%. In 1983, all consultations took place 
where the patients were located; in 2004-2005, 60% took place at the crisis service premises. 
The number of psychotic patients in the cohort increased from 52 to 63%. There was a slight 
increase in the proportion of compulsory admissions and a sharp decrease in voluntary 
admissions (from 26% to 8%). Overall, the percentage of consultations leading to a psychiatric 
admission fell from 42% to 27%.
The small front-line outreach service of 1983 developed into a specialist psychiatric emergency 
department that handled twice as many consultations, mostly with patients in a more severe 
condition. The number of psychiatric patients coming into contact with the police increased 
dramatically between 1983 and 2005. This has to be considered an unwelcome change. A 
striking finding is that, while police referrals more than doubled as a percentage of referrals, 
the proportion of compulsory admissions rose only from 17 to 20%. Therefore we may assume 
that the PESA was successful in preventing unnecessary compulsory admissions. The number 
of compulsory admissions in Amsterdam between 1983 and 2005 increased mainly because 
the number of emergency consultations and the proportion of police referrals (in severe cases) 
both increased twofold.
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3.2 Introduction and aims

Since the 1990s, the number of compulsory psychiatric admissions in Europe has been on 
the increase.(2;15;16) The Netherlands is no exception.(9;11;12) This increase included 
both compulsory admissions in emergency situations without reference to the courts (“IBS 
admissions”) and compulsory admissions after recourse to the courts (“court orders”).(8) The 
figures for IBS admissions in the Netherlands went up from 22.2 per 100,000 inhabitants in 
1979 to 53.2 per 100,000 inhabitants in 2005.(8) In Amsterdam, the number IBS admissions 
increased by 261% to 86 per 100,000.(3) The rise in Rotterdam and The Hague over this period 
was comparable (see table in chapter 1). This is placing an increasing burden on facilities 
for emergency psychiatry, facilities that are both scarce and relatively expensive. Mental 
health care agencies, especially in larger urban areas, are struggling with limited resources 
to meet ever-increasing demand. From a patient perspective, these developments imply that 
severe mental illnesses in particular progress more often to stages in which acute, and often 
compulsory, treatment is warranted. It is clear that this is an unsolicited trend which leads to a 
reduction in patient autonomy and negative experiences with psychiatric treatment. According 
to a recent review article covering eighteen studies, 40% (± 18%) of the patients undergoing 
these involuntary admissions (i.e. compulsory admissions and court orders) continue to have 
negative views about the outcome of their admission.(17) This development also has a negative 
effect on the prognosis for these disorders. When intervention takes place at a later stage of 
decompensation, psychotic episodes take longer to remit, and the restoration of premorbid 
functioning is less optimal in comparison with early intervention.(7;10)
Different hypotheses have been put forward to explain this increase in compulsory admissions. 
Salize (2004) and Mulder (2006) both mention the shortening of the mean length of inpatient 
stay at the expense of more frequent readmissions, a feature in all the countries of the European 
Community.(15; 8) Both Van Vree (2002) and Jansen (1998) assume that a less tolerant attitude 
towards deviant behaviour and increasing public demand for safety and order play a role in this 
trend.(20; 4) Mulder et al. (2006) have also demonstrated that the implementation of a new 
law covering involuntary admissions in the Netherlands in 1994 accelerated the increase in the 
number of involuntary admissions.(8)
In addition to these changes in health care delivery and in the legal and societal context, there 
were also changes in the regional organisation of psychiatric services between 1983 and 2004. 

The setting in 1983 
Since the 1930s, the Adult Psychiatry Department of the City Health Service (GGD) had covered 
the whole of Amsterdam with their 24-hour psychiatric emergency service. Trained office 
staff at the City Health Service processed requests for consultations. Only requests coming 
from GPs, mental health professionals, emergency doctors in hospitals, police employees, the 
city ambulance service, the health service at Amsterdam airport and managerial staff from 
homeless services were allowed.(5) Consultations were performed by psychiatrists during 
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office hours. At other times, the psychiatrists were replaced by registrars, with psychiatrists as 
back-up. Consultations took place wherever the patient was located when the request came 
in, hence the common term for the service: The Travelling Psychiatrist (Dutch: De Rijdende 
Psychiater).

The setting in 2004-2005
Emergency Public Mental Health Care is now provided by both the City Health Service 
(GGD) and by the Psychiatric Emergency Service Amsterdam (PESA). Persons who come into  
contact with the police or other general (community) services are first screened by a community 
mental health nurse from the City Health Service. This nurse conducts the psychiatric triage  
for about 4500 patients each year, referring patients in need of immediate psychiatric 
consultation to the PESA (2). Unless there are serious threats to safety or serious offences 
involving legal proceedings, these patients are taken to the PESA premises by the police. The 
PESA provides a city-wide 24-hour psychiatric emergency service seven days a week, and has 
connections with four outreaching Acute Treatment Units (ATU) that provide acute services 
in their catchment area during office hours. These teams mostly work in response to requests 
from GPs and mental health staff. The PESA of today resembles the crisis service of 1983 in 
terms of accredited referrers. Similarly, patients have no direct access to consultations without 
referral. 
There are also differences. Requests for consultations are assessed by telephone 24 hours a day 
by psychiatric nurses. In general, consultations are on working days between 9 a.m. and 10 p.m. 
with a registrar working together with a community mental health nurse, and a psychiatrist on 
the spot. The psychiatrist plays an active role during consultations, either as a supervisor or by 
seeing patients. At other times (10 p.m. - 9 a.m.), the registrars work with a community mental 
health nurse during the consultations, with psychiatrists providing telephone back-up. 
In view of the implications of the increase in compulsory admissions for both individual 
patients and the delivery of mental health care, a study was initiated to study the patient and 
health-care characteristics that may be associated with this trend. Specific research questions 
were whether there are differences in the number and characteristics of the emergency 
consultations and patients, or in the outcomes of consultations, particularly with respect to 
the numbers and percentages of compulsory admissions. The current paper compares two 
representative cohorts who had dealings with the Amsterdam crisis service, one in 1983 and 
the other in 2004-5.

3.3 Methods

Settings and samples
The first cohort consisted of 460 patients aged between 14 and 66 years with a fixed abode 
in Amsterdam. The Amsterdam crisis consultation team of the City Health Service (GGD) 
saw these patients in 1983, assessing their psychiatric condition and evaluating the need 
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for acute hospital admission(94). In 1248 successive consultations that took place between 
mid-December 1982 and mid-May 1983 (a period of five months: there were about 2700 
consultations during the whole year), 63% of the patients were excluded; because of age < 
15 or >65 (N=143; 11%), the lack of a fixed abode in Amsterdam (N=99; 8%), or because of 
the reason for the consultation (N=276; 22%): primary alcohol or drugs abuse, no request 
for psychiatric assessment/admission. Repeat consultations initiated by the service itself 
(N=129; 11%) and consultations at the request of a accident and emergency departments 
(A&E departments) in general hospitals (N=141; 12%) were also excluded from the analyses. 
Jonkers (1988) has described the data in his thesis, but the original case files from that study 
are no longer available for statistical analysis(94). This meant that we also had to reconstruct 
the annual number of consultations conducted by this service by extrapolating the number 
registered for five months. In order to calculate this number and to allow comparison with the 
number of consultations in 2005, we first subtracted 129 (repeat) consultations (initiated by 
the service itself ) from the 1248 consultations. On the basis of the resulting 1119 consultations 
in 5 months, we calculated the annual number for 1983: 2700 consultations.
The second cohort was derived from 779 consecutive consultations that took place between 
1 November 2004 and 1 April 2005. The PESA had a total of 5700 consultations in the year 
2005(95).The data for this sample were collected as part of a prospective cohort study consisting 
of all consecutive patients who had emergency consultations with the PESA in the period 
from 15 September 2004 to 15 September 2006.(12) The application of the same exclusion 
criteria used by Jonkers resulted in 436 (66%) consultations assessing psychiatric conditions 
and evaluating the need for acute hospital admission. 

Patients and variables
Data were available for both cohorts about gender, age profile, type of cohabitation, organisation 
requesting the consultation (referrer), location of the consultation, time of the consultation 
and intervention carried out. 
As some of the tables describing the 1983 cohort were drawn up on the basis of the number 
of consultations (460), and others on the basis of the number of patients (388) who had one or 
more consultations during that period, the figures from the 2004-2005 cohort are presented 
in the same way(94). 
The figures from the 2004-2005 cohort were taken from the Electronic Patient File, which 
contains all consultation data for the PESA from 15 September 2004 onwards. 
In 1983, the acute services used the CHAM system as a guideline for psychiatric status 
examinations. CHAM, an acronym for the Dutch words Consequent , Hiërachisch, Arbitrair 
and Monothetisch (i.e. consistent, hierarchical, arbitrary and monothetic) was a hierarchical 
series of mutually exclusive descriptions of twenty psychiatric conditions developed by 
Silbermann (1971). This classification system was based on an entirely phenomenological 
description of the condition at the time of the psychiatric examination(18). In 2004, DSM-
IV was used, covering symptoms as well as course of the illness. In order to develop a 
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transposition table, five psychiatrists who had experience with the CHAM system in the past 
were asked individually and independently to propose an optimal transposition of the CHAM 
categories to the following 5 clusters of DSM-IV categories (on axis I): 1.Schizophrenia and 
other psychotic disorders, 2.Manic episode, 3.Depression and other bipolar disorders, 4. Other 
disorders, 5. No diagnosis or condition and 6. Diagnosis or condition deferred. This approach 
to grouping the DSM-IV categories was adopted in order to make the transposition between 
CHAM and DSM as easy as possible. The psychiatrists were asked to state a percentage for 
each CHAM condition to indicate the extent to which the condition could be allocated to 
one of the five DSM-IV clusters. Where the percentages varied, averages were calculated. It 
should be pointed out that the estimates were quite close to each other. Table 1 shows the 
transposition table. 

Table 1: transposition CHAM>DSM-IV

CHAM condition  E DSM-IV, 1 % DSM-IV, 2 % DSM-IV, 3 %

1. Soporous state  Other disorders 100 
2. Twilight state Other disorders 100 
3. Delirious state Other disorders 100 
4. Stuporous state Schizophrenia & other psychotic 100 
 disorders
5. Paranoid   Schizophrenia & other psychotic 100 
hallucinatory state disorders
6. Hallucinatory state Schizophrenia & other psychotic 100 
 disorders
7. Paranoid state Schizophrenia & other psychotic 100 
 disorders
8. Manic state Manic episode and bipolar  100 
 last episode manic
9. Melancholy state Depression with psychotic 100 
 characteristics
10. Amnaesic state Other disorders 100 
11. Confused state schizophrenia & other psychotic 80 Other 15 Deferred 5
 disorders  disorders
12. Excited state schizophrenia & other psychotic 45 Other 55 
 disorders  disorders
13. Depressed state depression and other bipolar 100 
 disorders
14. Agitated  depression and other bipolar 100
depressed state disorders
15. Anxiety state Other disorders 100 
16. Behavioural  Schizophrenia & other psychotic 30 Other 70
anomaly disorders  disorders
17. Hyperaesthetic Other disorders 100
emotional state
18. Observation/ Axis I Diagnosis or condition 100
classification  deferred
impossible
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3.4 Results 

Comparison of the annual number of consultations between 1983 and 2005
The total number of consultations increased from about 2700 in 1983 to 5700 in 2005. These 
are all, so to speak, “new” consultations, excluding repeat consultations initiated by the service 
itself(47;95).

Socio-demographic, contextual and clinical characteristics compared 
In 2004-2005, 59% of consultations took place at the premises of the PESA. Home visits 
accounted for 18% of consultations, as compared with 72% in 1983, a significant difference 
(p<.001). The number of consultations at police stations also fell: from 23 to 16%. There was 
a significant fall in the number of consultations during office hours from 47 to 25% (p<.001), 
while the number of consultations on weekday evenings rose from 30 to 54%. Referrals from 
the police doubled (from 29 to 63%). Referrals from GPs and other care providers declined 
from 39 to 14% and from 9 to 2% respectively. This is also a significant difference (p<.001).
Compared with 1983, there was a significant increase in the number of men receiving crisis 
consultations from 45% to 56% (p<.01) (table 3). There was also a significant decrease in 
the percentage of patients who were married or cohabiting with a partner (p<.001). The age 
distribution of the two cohorts has also changed ( p<.001). The 35-44 age category is larger, 
and the 55-64 group is smaller in the recent cohort than in 1983. Average age fell slightly from 
40.3 to 38.7 years. 

Table 2.

 1983 Cohort  2004-2005 Cohort X2-Test
 n % n % p

Location of the consultation
Home 281 61 78 18 <.001
At home of family/friends 52 11 29 7
Police station 104 23 71 16

Elsewhere1 23 5 0 0
At premises of service1 0 0 258 59
Total 460 100 436 100
Time
Daytime: working days (8:00-18:00) 214 47 107 25 <.001
Evening/night: working days (18:00-8:00) 139 30 237 54
Weekend: (8:00-20:00) 107 23 92 21
Organisation referring
GP 177 39 60 14 <.001
Police 135 29 273 63
Mental health services 81 18 52 12
Other care providers 39 9 8 2
Other 28 6 43 10 
1 These two categories were left out the analysis because of empty cells 
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There were statistically significant differences in the proportions of clients with different 
diagnoses in the two cohorts (p<.001) Table 4). There are fewer depressed patients, and there 
are more patients with a diagnosis in the psychotic spectrum. Furthermore, diagnoses by the 
emergency staff were deferred more often in 2004-2005.
In 1983, 42% of the patients were admitted after consultation, as opposed to 27% in 2004-2005, a 
significant change in the types of intervention resulting from consultations (p<.001) table 5).
The opposite tendency can be seen in the other/out-patient treatment category, where there 
was an increase from 50 to 64%. There was also a shift from voluntary to IBS admissions. In 
1983, 39% of admissions ordered by doctors were compulsory; this was the case for 72% of 
admissions in 2004-2005 (p<.001). When compulsory admissions are analysed as a proportion 
of all interventions, we see that the differences are smaller (not shown in table). In 1983, 17% 
(77 out of 460) of crisis consultations ended in a compulsory admission, as opposed to 20% (87 
out of 436) in 2004-2005.

Table 3: Demographic characteristics of the two cohorts

 1983 Cohort  2004-2005 Cohort X2-Test
 n % n % p

Male 174 45 216 56 <.01
Female 214 55 170 44 
Total 388 100 386 100 
age categories     
15-24 62 16 46 12 <.001
25-34 101 26 101 26 
35-44 93 24 130 34 
45-54 74 19 79 21 
55-64 66 17 30 8 
Living situation      
living alone 258 55 241 55 <.001
married/cohabitation 136 30 96 22 
with parents 36 8 37 9 
other/unknown 30 7 62 14 

Table 4: Diagnostic categories

 1983 Cohort  2004-2005 Cohort X2-Test
Diagnostic category DSM-IV n % n % p

Psychotic disorder 204 52 216 63 <.01
Manic episode 30 8 31 9
Depression and other bip. Disorders 82 21 44 13
Other disorders 76 19 50 15 
Total disorder known 392 100 341 100

Total disorder known 392 85 341 78 <.01
Deferred/unknown diagnosis 68 15 95 22
Total known plus deferred/not known 460 100 436 100
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3.5 Discussion and conclusions

We found that the approach of the emergency service changed over the 20 years in question, 
and that it now provides a more office-based service than in 1983. Consultations take place 
outside office hours more often now than in 1983. This shift could be explained by the fact that 
the four ATUs provide home treatment and have taken over the outreach role during office 
hours. The department has also been transformed into a secondary care service. All patients 
are first assessed by either a mental health worker or a GP. In 1983, this was true for only about 
60% of referrals. 
The number of patients coming from police stations to the service has doubled as a  
percentage of all referrals. It can be assumed that patients presenting with less severe 
psychiatric disorders are being filtered out by the city mental health nurse and told to see  
their own GP or ATU at the first possible, normal, opportunity. Given the fact that the 
emergency service was the sole service for referrals from the police in both 1983 and in  
the period 2004-2005, this percentage increase in police referrals indicates that the number 
of psychiatric patients coming into contact with the police increased between 1983 and  
2005. And if we also consider the increase of the number of consultations from 2700 to 5700,  
it can be seen that the total absolute number of psychiatric patients coming into contact  
with the police before an emergency consultation increased more than fourfold. This is 
probably linked to the less tolerant attitude towards deviant behaviour and increasing  
public calls for safety and order posited by Janssen (1989) and van Vree & de Klaver (2002).
(4;20)
The considerable changes in the referral patterns are also linked to the fact that the consultations 
with the four ATUs are mainly in response to referrals from GPs and mental health staff. 
Patients referred by GPs during office hours are mainly passed on to these services nowadays. 
There has also been a change in the composition of the patient group, with the most probable 
determinant being the changed referral pattern. There is a higher proportion of men and 
patients with psychotic symptoms in the present cohort than in 1983 and the group of patients 

Table 5: Interventions

 1983 Cohort  2004-2005 Cohort X2-Test
 n % n % p

Intervention
Psychiatric admission 195 42 120 28 <.001
Admission Crisis Centre 34 7 35 8
Other, including outpatient 231 51 281 64
Total intervention 460 100 436 100
Type of admission
Voluntary admission 118 61 33 28 <.001
Compulsory admission 77 39 87 72
Total admission 195 100 120 100
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has also become slightly younger on average. This may be due to the fact that, during office 
hours, less severe cases – for instance depressions, which affect women more – are now 
referred to one of the ATUs instead of to the city crisis service. In addition, younger men 
present more often with violence or other types of immediate threat, and this may be in line 
with the higher number of police referrals. 
The main changes in the outcomes of crisis consultations are found in the nature of the 
interventions that conclude the acute consultations. There are fewer psychiatric admissions 
and there is more treatment in the community. The fall in the number of voluntary psychiatric 
admissions in the cohorts described reflects the general decrease in voluntary admissions in 
the city over the years. This decrease has been accompanied by an increase in out-patient 
treatment. To put it another way: only the most severe, often dangerous, cases are admitted 
today. The other patients are treated on an out-patient basis.
Three-quarters of admissions are compulsory. The slightly increased proportion of compulsory 
admissions fits in with the increase in the proportion of referrals from the police. Referrals 
from the police constitute a variable which is known to make IBS admission pursuant to a 
emergency consultation more likely.(1;6;13;19) This also applies to the increased proportion of 
disorders in the psychotic spectrum.(14;21) The shift from consultations during office hours 
to consultations outside office hours also has an impact on the possibility of IBS admission. 
Outside office hours, most referrals are for severe and acute cases that cannot wait until the 
following working day. 

Limitations
One limitation of this study is the absence of data from the four ATUs operating during office 
hours, limiting our conclusions to consultations with the PESA. The second limitation is the 
possible unreliable transposition from CHAM psychiatric states to DSM-IV categories (table 
1), which could undermine the conclusion that the proportion of patients with psychotic 
symptoms in the present cohort is higher. 

Conclusion
The small front-line outreach service of 1983 has changed into a specialist psychiatric 
emergency department with a less pronounced outreach component that handles more than 
twice as many consultations with patients who are mostly in a more severe condition. The 
police have become the most important referrer for this service and a lot more psychiatric 
patients come into contact with the police. This has to be considered an unwelcome change. 
Voluntary admissions to psychiatric hospitals have virtually disappeared as a feature of the 
crisis service. In general, there are fewer psychiatric admissions and there is more treatment in 
the community (or no treatment) as an outcome of the consultations. We also may conclude 
that the annual number of IBS admissions in Amsterdam increased, mainly because the number 
of consultations and proportion of police referrals both increased twofold. A striking finding 
is that, while police referrals more than doubled as a percentage of referrals, the proportion 
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of IBS admissions (of all interventions) rose only slightly. Therefore, we may assume that the 
PESA was successful in preventing unnecessary IBS admissions.
Further research is needed into the characteristics of these consultations and into the patient 
and health care variables that play a role in the use of urgent compulsory admissions. 
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IBS admission as an outcome
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the event has already taken place.”10

Chapter 4
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Compulsory admission to deal with special healing powers 

Herman Rouveen 

Carla, a community mental health nurse, calls the PESA at half past four on a Friday afternoon 
about the condition of her patient, the 39-year-old Herman. He was once a successful medical 
student but he has been struggling with psychotic symptoms since the age of 22 and he has been 
living on incapacity benefit since. Carla is concerned that Herman will get into serious difficulties 
again during the weekend and she wants to stop that happening. Eight months ago, after his 
condition had been reasonably stable for many years, Herman was compulsorily admitted for 
three days because he had smashed a shop window during a psychotic episode. Carla is worried 
that history is about to repeat itself. 
Accompanied by Carla, Herman is taken to the PESA in a taxi at five o’clock. Carla says that 
she has been seeing Herman more often in the last two weeks because he has not been doing 
well. However, his condition worsened even further when he fell down the stairs a week ago and 
broke his right arm. She suspects that, despite his claims to the contrary, he is no longer taking 
his Olanzapine. Carla is worried about his arm. Herman is trying to tear off the cast. He doesn’t 
think he needs it because he has “special healing powers”. In addition, he lives on his own with 
nobody to watch over him, at least not as far as Carla is aware. Herman makes a confused and 
distant impression and he picks at his cast during the consultation. The cast is already torn and 
crumbling. He mumbles something about the healing rays that can’t get to his arm because of 
the cast. The talk with the doctor on duty fails to make clear whether Herman has been taking 
his Olanzapine every day in recent weeks. 
Because of the considerable concern about his broken arm, in combination with a total lack 
of understanding of his physical and mental condition, the doctor on duty arranges for a 
compulsory admission. 
After the IBS admission, the admission was prolonged to seven months by a court order, and 
then Herman received part-time treatment for another two and a half months. It took some 
months before his case clinicians thought he had recovered enough to be interviewed by us 
in the clinic. In broad terms, he had mixed feelings about the help he had received from the 
mental health services and he was actually quite negative about the compulsory admission. We 
interviewed him at home one and two years later. His condition appeared to have stabilised and 
he was receiving outpatient treatment. It was striking that he admitted on both occasions that 
psychiatric treatment and medication were useful but also said that he was fairly unhappy with 
the overall help he had received from the mental health services. It was also striking that, even 
though he has a family network (parents, a brother and a sister), there were no contacts in the 
year prior to the first interview between the family and the case clinician. 
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4.1 Abstract

This article presents initial data from the Amsterdam Study of Acute Psychiatry (ASAP) about 
factors associated with the decision to admit patients compulsorily in the Amsterdam region. 
This knowledge is important in terms of reducing the probability of IBS admissions in the 
future by making specific changes to the treatment programmes and treatment protocols in 
place. 
Our aim was to study socio-demographic factors, psychiatric history and the pathway to care 
as predictors of IBS admission. 
The study was a prospective cohort study of 1970 consecutive (unique) patients who came 
into contact with the Psychiatric Emergency Service Amsterdam (PESA). The recorded 
characteristics were: age, sex, country of origin, home situation, source of the referral and the 
psychiatric diagnosis. To determine the severity of the current psychopathology, we used the 
Severity of Psychiatric Illness rating scale (SPI).
The strongest predictors were the SPI scores for the items danger to others (OR 2.3) and 
treatment motivation (OR 4.3). However, police (OR 2.2) or mental health care referral 
(OR 2.7) and previous involuntary admissions (OR 3.7) were also found to be predictors of 
IBS admission independent of threat to others, lack of motivation for treatment and socio-
demographic characteristics. 
Given the steadily increasing numbers of compulsory admissions and the resulting damage in 
terms of negative patient experiences, it is reassuring that decisions underlying IBS admissions 
are usually taken on the basis of the correct arguments and in accordance with the BOPZ 
criteria. However, previous compulsory admissions and referrals by the police also proved to 
have an effect on doctors’ decisions. This effect was independent of the nature and severity of 
the disorder and the BOPZ criteria of danger to oneself or others and a lack of motivation for 
treatment.
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4.2 Introduction and aims

In the Netherlands, just like in a number of other European countries, the number of compulsory 
admissions has risen over the last 15 years. The other European countries are Germany, 
France, the United Kingdom, Belgium, Austria, Sweden and Finland (5-8). The increase in the 
Netherlands is found in compulsory admissions ordered by mayors (“IBS admissions”) and 
court orders (“VM admissions”). IBS admissions rose from 22.2 per 100,000 inhabitants in 
1979 to 53.2 per 100,000 in 2005 (6;9). In the Amsterdam region, the number of IBS admissions 
between 1979 and 2005 actually rose by 261% to 86 per 100,000 (13). In Rotterdam and The 
Hague there was a comparable increase in the same period (13). This increase in compulsory 
admission contrasts with the fact that reliable scientific data about the long-term effects and 
side-effects of compulsory admission, particularly when seen from the point of view of the 
patients, are scarce (21-23).

Aims of the study
In this first part of the ASAP study, we looked at the profiles of the patients admitted in an 
IBS procedure after an emergency psychiatry consultation compared to patients undergoing 
another intervention. The main area under investigation was which factors predict the 
probability of patients qualifying for IBS admission. This knowledge is important in terms of 
reducing the probability of those admissions in the future by making specific changes to the 
treatment programmes and treatment protocols in place. 
On the basis of results generated in the past by Dutch and international studies, we expect 
compulsory admissions to be predictable on the basis of a combination of factors: 1) the 
presence of a psychotic disorder with severe symptoms, 2) a history of compulsory admission, 
3) involvement of the police force in the referral and, of course, compliance with the Psychiatric 
Hospitals Compulsory Admission Act (Dutch acronym: BOPZ), 4) little or no motivation for 
treatment and 5) constituting a danger to self or others. Here, our hypothesis was that the 
police referral and a history of compulsory admission would not be independent factors but 
that the effect of these two variables would be dependent upon danger, a lack of motivation 
and the presence of a psychotic disorder.

4.3 Method

Setting
The research was part of a prospective cohort study of all successive consultations conducted 
by the Psychiatric Emergency Service Amsterdam (PESA) between 15 September 2004 and 15 
September 2006 (see chapter 2). 
The PESA supplies psychiatric services 24 hours a day for the city of Amsterdam and its 743,000 
inhabitants. Patients are referred by GPs, the police, accident and emergency departments 
(A&E departments) in general hospitals and the mental health services. People who come into 
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contact with the police are first screened at the police station by a community mental health 
nurse from the city health service. Patients requiring immediate psychiatric consultation are 
referred by this nurse and taken to the PESA premises by the police. These referrals were 
recorded as referrals by the police. 
If patients are referred to the PESA by first-line medical services such as GPs or an A&E service, 
they are examined at home or at an A&E department. Consultations take place on working 
days between 9 a.m. and 10 p.m. with a doctor (usually a doctor being trained in psychiatry) 
working together with a social psychiatric nurse. The psychiatrist is on call for advice and talks 
to the patient if that is necessary. Outside the stated times, the psychiatrist is available only as 
a telephone back-up; the social psychiatric nurse and the doctor do the consultations without 
the possibility of consulting the psychiatrist on location. The PESA uses electronic patient 
files. 

Criteria for inclusion
We selected the first consultation for each individual patient from all the consultations during 
the study period. We looked only at patients with fixed addresses in Amsterdam because we 
used the Amsterdam Mental Health Services database (Psygis) as a source for data about prior 
psychiatric care consumption. This database is used by the three major institutions providing 
mental health services in the Amsterdam area, but not by General Hospital Psychiatric Unit 
of the Lucas-Andreas Hospital. This small psychiatric unit accounts for 2% of annual IBS 
admissions. PSyGIS does not therefore include any data about this small group of patients. 

Composition of the research cohort
During the research period, we found 3246 first consultations in the basic cohort of 4386. 
We excluded: tourists (6%), people living elsewhere in the Netherlands (10%), people with no 
known place of abode or address (8%), patients already subject to a court order at the time of 
the emergency consultation (1%), consultations for which the result of the consultation was 
not stated clearly (3%) and consultations without a fully completed Severity of Psychiatric 
Illness Scale (19%). This resulted in a research cohort of 1970 consultations. The fact that the 
Severity of Psychiatric Illness (SPI) form was not completed for 399 consultations was the 
result in 95% of the cases of the fact that the staff for the consultation had not yet received any 
SPI training. It was not always possible for new PESA staff to follow SPI training immediately 
after being appointed. Sometimes, they received training only after they had done a number 
of consultations. 

Measures
We split the research cohort up into three groups, depending upon the outcome of the 
consultation: IBS admission, voluntary admission to a psychiatric hospital or crisis centre 
and no admission. The recorded patient characteristics were: age, sex, country of origin and 
home situation. We made a note of the source of the referral and the psychiatric diagnosis 
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according to DSM IV TR (96). The diagnosis was broken down into four main Axis I categories: 
schizophrenia and other psychotic disorders (psychotic disorder), manic episode, depressive 
disorder, and other disorder or no disorder. The final category includes a broad group of 
diagnostic categories, including addiction (as the main diagnosis), and also psychosocial 
problems without a DSM IV TR Axis I disorder. A second or third Axis I category such as 
an addiction problem was, like the categories on Axis II, excluded from consideration. To 
determine the severity of the current psychopathology, we used the Severity of Psychiatric 
Illness rating scale (SPI). The SPI includes 14 items rated using a four-point scale: no risk, low 
risk, moderate risk and high risk. In our analyses, we used five items from the SPI: suicide 
risk, danger to others, severity of the psychiatric symptoms, motivation for treatment and 
awareness of illness. We selected these items because previous Dutch research found them to 
be linked to the probability of compulsory admission and because they refer to the five criteria 
of the BOPZ (97). The questionnaire has been validated in various studies (70). The PESA staff 
were trained to use the SPI in accordance with the manual (98). 
Information about psychiatric care consumption was obtained from the Amsterdam Mental 
Health Services database PSyGIS. We recorded the number, the type and the duration of 
periods of clinical treatment and outpatient contacts during the five years and one year prior 
to the emergency consultation. The cohort was broken down into three groups of patients 
that were as equal in size as possible on the basis of the frequency of contacts during the 
year prior to the emergency consultation (not including the last month). This resulted in the 
following three groups: no contact, 1-14 contacts and > 14 contacts. The consultations during 
the last month prior to the index consultation were left out of consideration because we saw 
this period as a lead-up to the crisis. 

Statistical analyses
We broke down the variables into two groups (Figure 1). Patient characteristics, referral pattern, 
psychiatric treatment history and diagnostic category were considered to be independent 

Figure 1.
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variables. The scores on the SPI reflected the considerations of the clinician during the 
emergency consultation. We therefore considered the SPI scores to be intermediating variables 
between the independent variables, and the outcome of the consultation to be a dependent 
variable. 
Bi-variate analyses with chi square and comparison of average values and independent samples 
T-testing (variables with normally distributed values) or independent samples Mann-Whitney 
U-testing (variables with not normally distributed values) were used to examine differences 
between IBS patients, voluntary admissions and the no-admission group with respect to 
demographic, clinical and contextual variables and SPI scores. In order to map out the main 
predictors for compulsory admission, we then conducted an analysis using multiple stepwise 
logistic regression. We expected the group with no admissions to include a high percentage of 
patients from the 4th diagnostic category, another or no disorder on Axis I, and so we decided 
to conduct the analysis only for patients with compulsory admissions or voluntary admissions. 
Of the variables we wanted to introduce in the multiple logistic regression, we first tested all 
possible couples of variables for inter-co-linearity by determining the coefficient of correlation 
or contingency coefficient for each couple. If a couple had a contingency coefficient or 
coefficient of correlation of > ± 0.6, one of the two variables was excluded from the analysis. 
We also tested the linearity of the association between SPI scores and the outcome measure 
by bivariate analyses. The logistic regression was conducted in two steps. First of all, the 
independent variables (figure 1) were entered, followed in step two by the five SPI scores 
that we considered to be intermediating variables. We entered only the variables that showed 
significant differences with respect to the outcome measures in the bi-variate analyses. The 
analyses were conducted with SPSS statistics 17.0 (2008). 

4.4 Results

Representativeness testing
The research cohort of 1970 consultations were compared – in terms of sex, age, country of 
origin, home situation, referrer, psychiatric diagnosis and prior psychiatric care consumption, 
and the results of the consultations – with the 399 consultations that were excluded because 
there was no completed SPI form. There were no significant differences (p> 0.05) in terms of 
demographic variables, referral pattern, diagnostic category, average number of out-patient 
consultations during the year before the consultation, the average number of compulsory 
admissions in the past 5 years and the result of the consultation (not shown in table).

Description of the study cohort (table 1)
Eighteen percent of the patients were admitted compulsorily and 21% were admitted 
voluntarily to a psychiatric hospital (10%) or crisis centre (11%). Outpatient treatment or no 
treatment was prescribed for 61% (row percentages, not shown in table). The average age of the 
group admitted voluntarily was significantly higher than that of the IBS group (P≤.05). Of the 
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compulsory admitted group, 61% were male. Male were referred more often with a psychotic 
disorder compared to female(46% and 32% respectively, p ≤ .001) and referred more often 
by the police (49% and 38% respectively, p ≤ .001). Two-thirds of the first-line referrals (33%) 
came from GPs, with the rest coming from A&E departments. Non-western immigrants were 
compulsorily admitted more often (21%, p ≤ .001) than non-ethnic Dutch people (16%). There 
was a significant difference between the three groups in the distribution of the diagnostic 
categories. Of the patients in the IBS group, 67% had a psychotic disorder and 16% had another 
disorder and/or psychosocial problems, compared to 33% and 55% respectively in the group 
who were not admitted.
In the group of patients referred by the police or a mental health institution, the number of 
compulsory admissions was significantly higher than in the group referred by a first-line doctor 
(26 and 27% respectively, as opposed to 7%; row percentages, not shown in table).

Table 2: Multiple stepwise logistic regression with socio-demographic & clinical characteristics and SPI 
scores as risk factors for IBS admissions compared to voluntary admission (N=763)

 Step 11 Step 23

 OR CI 95% OR CI 95%

Age categories in 3 percentiles 
(Ref.) 15-34 1  1
36-46 0.6* 0.4-1.0 0.7 0.4-1.3
>46 0.8 0.5-1.2 0.9 0.4-1.7
Gender male (missing 5) 1.2 0.8-1.7 1.2 0.7-2.1
Country of origin non-Western(missing: 32) 1.4 1.0-2.1 1.4 0.8-2.5
Referral (missing: 60)
GP (or A&E)  1  1
Police 5.1*** 3.2-7.9 2.3* 1.2-4.4
Mental health services 2.6** 1.5-4.7 2.7* 1.2-6.0
Other 2.1 1.0-4.3 1.9 0.6-5.4
Diagnostic category DSM IV R, Axis I: Psychotic 2.9*** 2.0-4.1 0.9 0.5-1.6
disorder2

Out-patient contacts last year (missing: 31)
0 1  1
1-14 1.0 0.7-1.6 0.8 0.4-1.4
>14 0.6* 0.4-1.0 0.6 0.3-1.2
At least one compulsory admission past five 3.3*** 1.9-5.7 3.7** 1.8-7.9
years (missing: 31)
SPI scores4

Severity of the symptoms   1.6* 1.1-2.4
Suicide risk (missing: 5)   1.1 0.9-1.4
Danger to others (missing: 4)   2.3*** 1.8-3.0
Lack of awareness of illness (missing: 7)   1.3 0.9-1.7
Lack of motivation for treatment (missing: 5)     4.3*** 3.1-5.8

* p ≤ .05 ** p ≤ .01 *** p ≤ .001
1 Total missing cases in this step: 106 (14%)
2 Including 22 patients with a manic condition; ref.: other disorder
3 Total missing cases in this step: 113 (15%)
4 SPI scores introduced as lineair variables
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Twenty-four percent of the patients had had more than 14 outpatient contacts (not including 
the last month) and the average frequency was 39 (±35) contacts. Twenty-one percent of the 
compulsory admissions group had been compulsorily admitted on one or more occasions in 
the five preceding years, as opposed to 7% in the voluntary admissions group (p≤.001). 
The comparison of number of moderate or high SPI scores showed that the patients in the 
compulsory admissions group scored significantly higher for all items than those in the two 
other groups with the exception of the “suicide risk” item (p≤.001). 

Predictors of compulsory admission after emergency consultation
Before introducing the SPI scores into this analysis linearity of the association with the outcome 
measure was tested in a bivariate analysis. All five SPI-scores showed a linear association with 
the outcome measure: the higher the score the higher the number of patients with an IBS 
admission (not shown in table), with a reverse pattern for suicide risk. 
The logistic regression analysis of the cohort with voluntary and compulsory admissions 
(N=763) shows that gender and country of origin did not have any significant effect on the 
probability of IBS admission if adjusted for age, diagnosis, referral and psychiatric history. 
The group of patients between 36 and 46 years showed to have a significantly lower odds for 
IBS admission compared to the youngest group (OR 0.6; CI 0.4-1.0) but this association was 
no longer apparent after introduction of the SPI scores in the analysis. Being psychotic led to 
a significant increase in the probability of compulsory admission (OR 2.9; CI 2.0-4.1) but this 
association was no longer apparent after adjusting for the SPI scores. 
Being referred also by the police and mental health institutions led to a significant increase in 
the probability of compulsory admission, even after the inclusion of the SPI scores and control 
for socio-demographic characteristics and prior psychiatric history (OR 2.3; CI 1.2-4.4, OR 
2.7; CI 1.2-6.0 respectively). A number of outpatient contacts of more than 14 in the previous 
year proved be significantly associated with IBS admission, controlled for age, sex, country of 
origin, diagnosis and prior involuntary admission (OR 0.6; CI 0.4-1.0), but this association was 
no longer apparent after introduction of the SPI scores in the analysis. 
Compulsory (one or more) admission in the previous five years led to a significant increase 
in the probability of IBS admission, controlled for all other independent variables and the SPI 
scores (OR 3.7; CI 1.8-7.9). 
Strong predictors were the SPI scores for the items danger to others (OR 2.3 CI 1.8-3.0) and 
treatment motivation (OR 4.3; CI 3.1-5.8). This prediction model produced 73% correct predictions 
(Nagelkerke r2 .31) in the first step and 88% correct predictions (Nagelkerke r2 .69) in the second.

4.5 Discussion and conclusion

The effect of demographic variables 
Neither sex nor country of origin proved to have an independent effect on the probability of 
IBS compared with voluntary admission. It would appear to be the case that, where the other 
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variables were equal – such as the other socio-demographic and the clinical characteristics-- 
the middle age group clearly showed the lowest odds for IBS admissions. The lower probability 
for them of compulsory admission proved to be dependent of severity of illness, danger to 
others and treatment motivation, showing that this group apparently consists of less severe 
patients on average. 
The fact that men in the bi-variate analysis were apparently more likely to be compulsorily 
admitted is probably linked to the higher probability of police referral and to presentation in a 
psychotic condition. This is a more complex issue for non-western immigrants. For them, the 
probability of compulsory admission was clearly not higher than for non-ethnic Dutch people 
and Western immigrants, when other demographic variables, referral, diagnosis and prior 
psychiatric history were the same. The higher probability for them of compulsory admission 
(showed in the bi-variate analysis) proved to be dependent upon having a psychotic condition, 
referral pattern and psychiatric history. This result merits further investigation, above all with 
respect to the question of whether this is equally the case for all non Western ethnic groups. 

The effect of prior psychiatric treatment
The fact that previous compulsory admissions are linked to a considerable increase in the 
probability of an IBS admission concurs with the results from previous research (36;44). 
However, the fact that this heightened risk was independent of the SPI scores – severity of 
disorder, danger to others and motivation for treatment – was a striking result. It would appear 
to be the case that, where the other variables were equal – such as the five SPI scores that refer 
to the criteria of the BOPZ – the doctors were more likely to ask the mayor for an IBS order 
when patients had a history of compulsory admission. For the time being, it is unclear how this 
mechanism works. Of course, it is possible that the selected variables do not include all the 
factors that clinicians include in their considerations. On the other hand, it is not possible to 
exclude the possibility that the fact that doctors know of a previous compulsory admission plays 
a role in their decisions. Maybe this knowledge lowers the threshold for an IBS decision. 
In addition, it emerged that, once again where the other socio-demographic and clinical variables 
remained constant, patients who received more or less intensive outpatient treatment in the year 
preceding the consultation were compulsorily admitted less often. Most probably this is a less severe 
and more cooperative group of patients on average, with less of a tendency to avoid outpatient 
treatment in the run-up to the consultation or to terminate it after a number of contacts. 

The referral for the emergency consultation and the probability of an IBS admission 
as a result
The finding that referral by a first-line doctor (in two-thirds of cases, the GP) is linked to 
the lowest probability of a compulsory admission compared to referral by the police or a 
mental health institution matches the results from research in the UK (43;99). Of course, the 
calmest, but also the most cooperative, patients are referred by the first-line agencies. It was 
already known that compulsory admissions were often preceded by dealings with the police 
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(36;43;46). The fact that patients with equally high SPI scores were compulsorily admitted 
more often after referral by the mental health services or the police was a surprising result. 
Apparently, the crisis clinicians see these referral routes as an independent and additional 
reason – alongside fulfilling the criteria of the BOPZ – for compulsory admission. It is possible 
that they find it difficult to turn down a request from the police or a colleague in the mental 
health services for an IBS admission. An additional factor could be that patients arriving from 
GPs have often been examined at home. In that situation, it is possibly more likely that danger 
can be prevented by calling in social support. 
The diagnostic categories psychotic disorder, manic condition and depression did result in 
a higher probability of an IBS admission compared with a deferred, or no, Axis I diagnosis. 
As was to be expected, the effect of these diagnoses was mainly channelled through the SPI 
scores danger to others and little or no treatment motivation. This corresponds to the criteria 
in the BOPZ for compulsory admissions in the Netherlands. There must be a psychiatric 
disorder, and imminent danger to the patient or to others, and a causal relationship between 
the psychiatric disorder and the danger. The patient must also refuse treatment and the 
compulsory admission must be a final resort in terms of preventing the danger to the person. 
In other words, although the referral pattern and the prior treatment history are independent 
factors in the decision-making process, the emergency clinicians appear to take decisions 
about compulsory admissions that comply with the statutory provisions.

Limitations and strengths of the study
This study suffers from a few limitations. We did not use a standardised questionnaire to 
establish a psychiatric diagnosis. The allocation to diagnostic categories using DSM IV R was 
based on a clinical interview, as conducted in the day-to-day practice of emergency psychiatry. 
The emergency setting precluded the use of a standardised questionnaire as a diagnostic 
instrument. Another limitation was the fact that the SPI questionnaire was completed by the 
clinicians themselves. This may have resulted in a certain level of unreliability, particularly if 
one assumes that the emergency physicians only completed the SPI form after the decision to 
admit the patient had been taken.
The strength of this study is to be found, compared with other studies (mainly conducted in 
other countries), in the setting, the size of the research cohort, the length of the observation 
period, the prospective design and the use of the PSyGIS database with data relating to prior 
psychiatric care consumption. 

Conclusion
Given the steadily increasing numbers of compulsory admissions and the resulting damage 
in terms of negative patient experiences, it is somewhat reassuring that decisions underlying 
IBS admissions are usually taken on the basis of the correct arguments and in accordance 
with the BOPZ criteria. However, previous compulsory admissions and referrals by the police 
and mental health care also proved to have an effect on doctors’ decisions. This effect was 
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independent of the nature and severity of the disorder and the BOPZ criteria of danger to 
oneself or others, lack of motivation for treatment and socio-demographic characteristics. 
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Factors associated with higher risks of 
IBS admission for immigrants

Influence of pathways to psychiatric emergency ser-
vices and the amount of past psychiatric treatment as 
predictors of IBS admission for seven groups with a 
different ethnic background11

“…en wie niet te categoriseren valt 
in een aparte doos – woonkamers wemelen 
van geruchten over een pedofiele buur 
 
en asielkampen moeten het liefst 
aan de horizon staan, zo scheidt men 
het goede van het zwarte.”12

Chapter 5
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A dangerous mixture of schizophrenia and coke 

Samir El Moumy

Samir is a 33-year-old man who lives alone. Just like both his parents, he was born in Morocco. 
On Tuesday evening, at half past eight, after a request from a locum GP, the doctor from the 
Emergency Psychiatry service visits him at his sister’s home. According to the GP, he is suffering 
from a psychotic relapse and the family is at the end of their tether. They say that Samir has 
been threatening his sister with a kitchen knife the same evening. Fortunately, his brother-in-law 
managed to calm him down and took the knife off him. 
Before the doctor on duty sees Samir, she checks his electronic patient file. Samir has a long 
history of 10 years of treatment, on and off, for paranoid schizophrenia. The file makes it 
clear that the intensive treatment has not been uncomplicated. He has been admitted on five 
occasions in the past five years: twice on a compulsory basis and three times voluntarily. One 
of the IBS admissions was just last year, and it was extended under a court order for quite a 
long time, resulting in an admission lasting four months. In all, he has spent more than 25 
months in a psychiatric hospital in five years. In addition to these admissions, he has also had 
extensive outpatient contacts over the past year, but the file does not contain any notes indicating 
any contact in the past two months. The problems with the treatment may be related to his 
cocaine and cannabis abuse, and also with what the file describes as an “antisocial personality 
disorder”.
In view of the alarming reports, the doctor asks the police to accompany her. Upon arrival, the 
situation is tense. Achmed, the brother-in-law, opens the door. Samir is stretched out on the couch 
in the living room, watching a Moroccan soap series. Aïcha, his sister, is standing in a corner 
of the room, her eyes red from crying. It turns out that his sister and brother-in-law brought 
Samir here from his own home five days earlier. A coke dealer had moved in with him and was 
using Samir’s home as a place for dealing. The place was an indescribable mess. Samir has been 
using coke a lot again for months, doesn’t want to take his Penfluridol (medication), and is also 
refusing to go to the outpatient clinic. Aïcha and Achmed have not been able to persuade him to 
go there. Samir becomes increasingly agitated during the course of the conversation, walks to the 
window from time to time, and stares out at the traffic on the street, mumbling and tense. It is 
hardly possible at all to understand what he is saying. It’s about somebody called Mehmet, who 
is after him. Achmed thinks that this is the dealer. When Samir suddenly walks to the kitchen, 
his brother-in-law goes after him and brings him back.
The doctor concludes that the situation is clearly untenable and threatening. Although she 
establishes hardly any contact with Samir, she assumes that he has had a psychotic relapse. 
She decides to proceed with another compulsory admission. Pending the procedure, the police 
take him to the PESA, where he waits quite calmly for the ambulance that will take him to the 
psychiatric hospital.
After this IBS admission, he spent quite a long time in the clinic. It was during that stay that 
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we interviewed him for the first time as part of our study. He said he was satisfied with the 
emergency help he had received and he was also positive about the compulsory admission. Even 
so, he thought he was psychologically healthy and he didn’t think he had any psychiatric illness. 
He wasn’t sure whether he needed medication and he was predominantly negative about the 
impact of medication. He also said that he didn’t take it voluntarily. He was positive about the 
contacts with the psychiatrist or the psychologist. When we interviewed him again after a year, 
he was receiving outpatient treatment, he was much more positive about the medication and he 
said he took it of his own free will. Another year later, we interviewed him in prison, where he 
was also receiving psychiatric treatment. His attitude towards treatment and medication was 
still positive at that time. But it was unclear what would happen after his release.
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5.1 Abstract

Specific ethnic groups appear to be disproportionally represented in IBS admissions. This may 
be due to a parallel higher risk of psychopathology, but different pathways to care and different 
patterns in the use of mental health services in patients from ethnic minorities may also be 
an explanatory factor. In this second part of the ASAP study we concentrate on the influence 
of ethnic background, pathways to psychiatric emergency services and the amount of past 
psychiatric treatment as predictors of IBS admission. 
All the patients coming into contact consecutively with the Psychiatric Emergency Service 
Amsterdam (PESA) from September 2004 to September 2006, with a known ethnic background 
were included in the study. We collected socio-demographic and clinical characteristics, and 
data about prior use of mental health services and referral to the emergency service. 
The odds ratio for compulsory admission for immigrants from Surinam and the Dutch Antilles 
(OR 2.6), sub-Saharan Africa (OR 3.1), Morocco and other non-Western countries (each OR 
1.7) was significantly higher than for native Dutch people. After controlling for diagnosis, 
referral pattern and psychiatric treatment history, this correlation was no longer found for 
three of these four groups. 
Because of the fact that the profiles of non-western migrant groups are quite different in terms 
of their socio-demographic characteristics, risk of contact with the PESA, risk of compulsory 
admissions and prior involvement in mental health care, measures to prevent unnecessary 
compulsory admission should be different for every specific group. Police referral rather 
than referral by general practitioners, and being diagnosed with a psychosis, seemed to be 
explanatory factors for the high risk of compulsory admission for three out of four groups of 
non-western immigrants. 
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5.2 Introduction and aims

IBS admissions are the end result of a complex process, involving a wide variety of determinants 
(see chapter 4). Given the far-reaching encroachment on the autonomy of patients involved, the 
decision-making process leading to involuntary admission should not be affected by bias linked 
to the ethnic background of the patient. Similar considerations relating to equity in care apply 
to the quality of care and outcome of treatment. Nevertheless, in the UK, patients of African-
Caribbean and sub-Saharan African descent seemed to have fewer contacts with secondary 
mental health services than white patients (1;2). In Rotterdam (Netherlands), low involvement 
with secondary mental health services was found for Dutch-Antilleans and other non-western 
immigrants but not for immigrants from Surinam, Morocco and Turkey (2). Studies in the UK 
also found that, compared with native British people, African-Caribbean and black Africans 
were referred to psychiatric emergency services less often by primary health care (GPs) and 
more often by the police (1;3). It is also known that specific ethnic groups, mostly black, appear 
to be disproportionally represented in the group of compulsory admissions, especially in urban 
areas (2;4-6). Part of the explanation of this last phenomenon is sought in the elevated levels 
of morbidity among immigrants, especially for psychotic disorders (7). We may also expect 
deficiencies in psychiatric or primary health care in the past to have an unfavourable impact 
on the risk of compulsory admission for some immigrant groups. 

Aims of the study
In this part of our ASAP study we first tested the hypothesis that non-western immigrants 
are more likely to contact the Psychiatric Emergency Service Amsterdam (PESA) than other 
ethnic groups. We then tested the hypothesis that non-western immigrants are at a higher 
risk of IBS admission and determined whether there is a correlation with socio-demographic 
and clinical factors, differences in prior psychiatric treatment or with the pathway to the 
emergency service. 

5.3 Methods

Study design and setting. 
This study was part of a prospective cohort study at the PESA conducted between 14 September 
2004 and 15 September 2006 (see chapter 2). 
PESA is the main decision-making body in the area of IBS admissions covering 80% of the 
IBS admissions in the Amsterdam area (with 743,000 inhabitants). It provides a city-wide, 24-
hour psychiatric emergency service seven days a week. Patients are referred by family doctors, 
police, A&E units at general hospitals and mental health care workers. Apart from the PESA 
there are four specialised outpatient emergency services (Acute Treatment Teams) which 
cover four catchment areas in the city. These services are responsible for about 25% of the (less 
severe) emergency cases in the city. They provide a service during office hours and take the 
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referrals of family doctors and mental health care workers only, for the PESA handles police 
referrals 24 hours a day.
Persons who come into contact with the police are first screened at the police station by a 
community mental health nurse from the City Health Service. Patients in need of immediate 
psychiatric consultation are referred by this nurse to the PESA and are brought by the police 
to the PESA emergency room. These referrals have been classified under referred by the police. 
If patients are referred to the PESA by primary health care providers like family doctors or 
doctors at A&E units, they are often seen in their homes or at the referring A&E unit. So the 
PESA is a combination of a mobile response team and an emergency-room-based consultation 
team. Patients themselves have no direct access to consultations without a formal referral. In 
general, consultations on working days between 9 a.m. and 10 p.m. are with a resident, who 
works together with a community mental health nurse, and a psychiatrist on the spot. The 
psychiatrists play an active role during consultations, either as supervisors or by seeing patients 
themselves. At other times, residents work alone during the consultations, with psychiatrists 
as telephone back-up. The PESA uses an Electronic Patient File (EPF) system.

Criteria for inclusion. 
We selected the first consultation for each individual patient from our consultation cohort. We 
studied only patients with a fixed abode in Amsterdam because we drew on the Amsterdam 
Mental Health Care Registration Database (PSyGIS) used by the mental health care services 
in the area. 

Composition of the study cohort and drop-out. 
The cohort of 4423 consultations included 3247 first consultations. We excluded tourists (6%), 
people living elsewhere in the Netherlands (10%), the homeless (6%), people with unknown 
place of residence (2%), patients who already had a court order (1.3%) consultations with a 
missing outcome decision in their EPF (2.5%) and consultations with a missing ethnicity (7%) 
leaving a cohort for this part of our study of 2245 consultations. 

Measures. 
We distinguished between the following outcome measures: compulsory admission to a 
psychiatric hospital, voluntary admission to a psychiatric hospital or a crisis centre and no 
admission. 
The patient characteristics we collected were: age, gender, domestic situation and country of 
origin. As for country of origin, we divided the immigrants into six groups: Surinam (9% of 
the Amsterdam population) together with the Dutch Antilles (1%) (both are former Dutch 
colonies), Morocco (9%), Turkey (5%), sub-Saharan Africa (3%), other non-Western countries 
(7%) and Western countries (14%). We took people from sub-Saharan Africa as a separate 
group in order to make it possible to compare our results with the outcome of research in the 
UK (1;3). Our records included the referring professional and the DSM IV TR axis I diagnostic 
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category, using four main categories: schizophrenia and other psychotic disorders (psychotic 
disorder), manic state, depressive disorder, and other or no disorders(96). The last group 
includes a large group of alcohol- or drug-related disorders as main diagnostic category, a 
wide variety of other diagnostic categories and also psychosocial problems without a DSM 
Axis I disorder. 
Information about prior utilisation of mental health care services was obtained from the 
Amsterdam Mental Health Care database (9). We registered the number and type of inpatient 
treatments and outpatient contacts for five years preceding the emergency consultation. In 
order to obtain a cumulative measure for each patient we used the Index for total Consumption 
of Services (ICS) as used by Lavik et al.(10) Total consumption was calculated using the 
following principles: one outpatient consultation: one point; one day in day care service: two 
points; and one day in inpatient service: three points(10).

Data analysis. 
In order to test the hypothesis that non-western migrants are more likely to contact the 
PESA we used logistic regression to calculate the odds ratios (with confidence interval 95%) 
for contact with the PESA for each of the seven groups. For every group the total number 
of persons living in Amsterdam (reference date: 01-01-2006) was divided by the incidence 
rate for contact with the PESA and for compulsory admission. Population denominators for 
Amsterdam were obtained from the Amsterdam Research and Statistics Service (11). A person 
born in the Netherlands is considered to be an immigrant if at least one parent is of foreign 
birth. 
We conducted bi-variate analysis with Pearson chi square and independent samples T-testing 
(variables with normally distributed values) or independent samples Mann-Whitney U-testing 
(variables with not normally distributed values) to examine differences in socio-demographic 
factors, clinical presentation, pathway to the PESA and past psychiatric treatment between 
patients from different ethnic groups. 
Variables that showed a significant difference in terms of the outcome measure (IBS admission 
or not) in our earlier research (see table 2 chapter 4) were included in the stepwise logistic 
regression (table 3). Socio-demographic variables, like age, gender and living situation, were 
therefore left out the analysis. In this regression analysis, we included only the consultations 
that resulted in an admission (N= 866). We excluded 1379 (61%) patients who received either 
outpatient treatment or no treatment at all after their emergency consultation. This was 
done to contrast voluntary with compulsory admissions. We calculated the odds ratios for 
compulsory admission for every ethnic group in the first step and adjusted these for referring 
person, diagnostic category and psychiatric history in the second step. In order to prevent 
bias by selective drop-out, patients with missing values on one (or more) of the involved 
variables were not included in both steps of the analysis. Before introducing variables to the 
logistic regression analyses we first tested all possible couples of independent variables for 
inter co-linearity by calculating the Contingency Coefficient for nominal-nominal or nominal-
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ordinal couples, Eta for nominal-linear couples, Spearman’s Rho for linear-ordinal couples 
and Pearson’s correlation for linear-linear couples of variables. We checked if there were 
couples with a contingency coefficient or correlation coefficient >±.6. We used SPSS 17 edition 
software.

5.4 Results

The risks of PESA contact and of IBS admission for different ethnic groups in the Amsterdam 
population (table 1) 
Immigrants from western countries, from Morocco, from Turkey and from other non-Western 
countries showed a significantly lower risk of a PESA consultation compared with the native 
Dutch, while the risk for people from Surinam/Dutch Antilles was somewhat (but significantly) 
higher (OR 1.1; CI 1.0-1.3). After an emergency consultation, people from Surinam/Dutch 
Antilles and from sub-Saharan Africa had a significantly higher risk of compulsory admission 
(OR 1.6; CI 1.1-2.1 and 2.6; CI 1.8-3.9). Immigrants from western countries living in Amsterdam 
had a significantly lower risk of compulsory admission compared to native Dutch people (OR 
0.6; CI 0.5-0.9). 

Differences between the native Dutch and immigrants in terms of the outcome of the consultation, 
demographic & clinical characteristics and psychiatric treatment history (table 2).
Of the 2245 patients in the study sample 1240 (55%) were of Dutch origin, with the 299 (13%) 
patients from Surinam and the Dutch Antilles forming the largest group of migrants. Most 
people from this group were from Surinam (88%). 
No admission (outpatient treatment or no treatment at all) was prescribed for 61%, while 18% 
of the patients were admitted compulsorily and 21% voluntarily, with a significant difference 

Table 1: Odds ratios for consultation with SEPA and for IBS admission for seven ethnic groups living in 
Amsterdam.

  Amsterdam    SEPA consultation  IBS Admission
 inhabitants
 n % n % OR  95%CI n % OR  95%CI

Country of origin
Netherlands 382746 52 1240 55 1  198 48 1 
Morocco 65426 9 162 7 0.8*** 0.6-0.9 31 8 0.9 0.6-1.3
Turkey 38337 5 87 4 0.7*** 0.6-0.9 11 3 0.6 0.3-1.0
Surinam &  81005 11 299 13 1.1* 1.0-1.3 68 16 1.6*** 1.2-2.1
Dutch Antilles
Sub Saharan Africa  19828 3 75 3 1.2 0.9-1.5 27 7 2.6*** 1.8-3.9
Other non-western 50573 7 192 9 0.8*** 0.6-0.9 36 9 0.9 0.6-1.3
Western 105112 14 190 9 0.6*** 0.5-0.7 35 9 0.6* 0.5-0.9
Total 743027 100 2245 100     406 100 

*** p≤0.001 **p≤0.01 *p≤0.05
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between the ethnic groups(row percentages, not shown in table 2). In total 866 (39%) patients 
were admitted, either voluntary or compulsory. People from sub-Saharan Africa accounted for 
the highest percentage (36%) of compulsory admissions, followed by Surinam/Dutch Antilles 
(23%) and Morocco together with other non-western groups (19%). Turkish people accounted 
for the lowest percentage (13%).
There were significant differences between the ethnic groups in terms of gender, mean age 
and living situation. All non-western immigrants included more males than females (55-
65%) compared to the Dutch group (51%). This was particularly true of the Moroccans. The 
mean age of all the non-Dutch patients was lower (30-41±11-13) than the mean age of the 
Dutch (46±16), with patients from Morocco being the youngest (30±11). The majority of the 
Dutch lived alone (61%) more often compared to non-western immigrants (32-45%). The non-
western immigrants were more often referred by the police (51-66%) than the Dutch (46%), 
and less often by a GP. All the immigrant groups presented in a psychotic state more often 
(38-69%) than native Dutch people (35%), especially the immigrants from sub-Saharan Africa 
(69%). There were also significant differences with regard to psychiatric treatment history. 
Almost all immigrant groups showed a higher percentage of no registered MHC contact in the 
previous five years (30-35%) compared with the Dutch (23%) while the percentage of patients 
from Surinam/Dutch Antilles remained the same (23%). The ICS (Lavik) score over these five 
years showed only a significant lower score for immigrants from Morocco (118±333; P≤.01 ) 
compared with the native Dutch. People from Surinam/Dutch Antilles had been involuntarily 

Table 3: Adjusted odds ratio for IBS Admission compared to Voluntary Admission for seven ethnic 
groups (N=782)

 step 1  step 2
 OR  CI 95% OR  CI 95%

Country of origin
Netherlands (ref.) 1  1
Morocco 2-0* 1.1-3.7 1.0 0.6-1.7
Turkey 1.1 0.5-2.5 0.6 0.3-1.3
Surinam and Dutch Antilles 2.6*** 1.6-4.1 1.0 0.7-1.5
Africa Sub-Sahara 3.7*** 1.8-7.7 2.0* 1.1-3.4
Other non-Western Countries 1.7* 1.0-3-0 1.0 0.7-1.6
Western Countries 1.2 0.8-2.1 1.1 0.7-1.8
Refered by 
Police   3.1*** 2.2-4.4
Mental Health Care   3.3*** 2.1-5.3
Other   1.9* 1.1-3.3
General Practitioner (ref.)   1
Psychotic disorder as main diagnostical   4.1*** 3.1-5.3
category1

ICS-score previous 5 years (missing 19)   1.0 1.0-1.0
At least one compulsory admission      1.9*** 1.3-2.6
previous 5 years

* p ≤ .05, ** p ≤ .01, *** p ≤ .001 
1Including 22 patients with a manic episode
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admitted significantly more often in the previous five years (mean .26±.71; P ≤.01) compared 
with the Dutch (mean .12±.45).
 
The risk of compulsory admission for different ethnic groups within the cohort, adjusted for 
diagnostic category, prior psychiatric treatment and pathway to the emergency service (table 
3).
From the 866 patients that got an admission 84 (11%) were excluded from this multivariate 
analysis because of missing values on one or more variables, leaving a cohort of 782 for this 
analysis.
Country of origin was significantly associated with the risk of compulsory admission. In the first 
step of the logistic regression, the risks were highest for patients from sub-Saharan Africa (OR 
3.7; CI 1.8-7.7) and from Surinam/Dutch Antilles (OR 2.6; CI 1.6-4.1), followed by people from 
Morocco (OR 2.0; CI 1.1-3.7) and other non-Western countries (OR 1.7; CI 1.0-3.0). Overall, 
the percentage of correctly predicted cases was 59 % (Nagelkerke r2 =0.05). In the second 
model (step 2), referring person, diagnostic category and a history of at least one involuntary 
admissions during the last five years were positively associated with the risk of IBS admission. 
Being an immigrant was not longer associated with the risk of compulsory admission with the 
exception of the group from sub-Sahara Africa (OR 2.0; CI 1.1-3.4). Overall, the percentage of 
correctly predicted cases was 71% (Nagelkerke r2 =0.29). 

5.5 Discussion

The risks of PESA contact and of IBS admission for non-Western immigrants in the Amsterdam 
population 
Epidemiological studies in the Netherlands found a high risk of psychotic disorders for almost 
all non-western immigrants, with the exception of the Turkish population (2;13;14). So, 
contrary to our expectations, we found that there was a somewhat higher risk of contact with 
the PESA for people from Surinam & the Dutch Antilles only. This is in line with the higher risk 
of contact with psychiatric emergency services for the African-Caribbean group of immigrants 
found in the UK (4;5). Our data did not support the higher risk for black Africans found by 
the same research from urban areas in the UK (5). Our findings also differ from findings from 
Rotterdam, where higher risks were found for the whole group of non-western immigrants, 
with the sole exception of Turkish people (2). The under-representation of immigrants from 
Morocco was particularly unexpected. 

Differences between native Dutch and non-Western immigrants in terms of the outcome of the 
consultation, demographic & clinical characteristics and psychiatric treatment history. 
The profiles for migrant groups differed quite widely, not only from the Dutch-born group, 
but also between the migrant groups themselves. Turkish patients accounted for the lowest 
percentage of compulsory admissions, in combination with an average percentage of psychotic 

21088 van der Post binnenwerk.indd   73 05-12-2011   13:33:13



74

CHAPTER 5

disorders, percentage of police referrals and previous psychiatric treatment that were not clearly 
different from the native Dutch group. This finding is in line with findings from Rotterdam (2). 
A striking finding for this group was the low percentage of people living alone. One may accept 
as a hypothesis that this aspect of social support protects this group of immigrants somewhat 
from the risk of coming into contact with the police in a psychotic state and therefore from the 
risk of emergency consultations and compulsory admissions (see also chapter 7).
The small group of sub-Saharan Africans was at the other extreme of the spectrum, combining 
the highest risk of compulsory admissions with the highest percentages of psychotic disorders 
and police referrals. As for prior involvement in secondary mental health care, the picture was 
mixed and difficult to explain: a relatively high percentage of patients who had no registered 
contact with mental health services in the previous five years, while their mean ICS score and 
percentage of involuntary admissions in the past was not clearly different from the figures for 
the native Dutch. 
The large Surinam/Dutch Antilles group, which also had a relatively high score for compulsory 
admissions, had some things in common with the sub-Saharan Africans: a high percentage of 
psychotic disorders and police referrals. But this group combined a high risk for compulsory 
admission with a high percentage of previous involuntary admissions. As for psychiatric 
treatment history, the registered contact with mental health services in the previous five years 
and mean ICS score was not clearly different from the figures for the native Dutch.
The group of relatively young and predominantly male Moroccans had a profile that was different 
from the profiles of every other group: a slight under-representation in the PESA sample and 
compulsory admission somewhat higher than the Dutch population in combination with 
percentages for police referrals and psychotic disorders that were clearly higher than for the 
native Dutch group. However, we also saw that their low risk of contacts with the emergency 
services was accompanied by a relatively high percentage of patients with no contacts with 
mental health services in the previous five years and a low mean ICS score. Moroccan patients 
themselves may therefore, on the basis of cultural prejudices against psychiatry, be successfully 
evading primary and mental health care even if they are psychotic and in crisis. However, it 
still remains unclear why Amsterdam and Rotterdam differ in this respect (2).

The risk of compulsory admission for non-Western immigrant groups adjusted for diagnostic 
category, for prior psychiatric treatment and for pathway to the emergency service
Although the risk of compulsory admission for immigrants from Surinam and the Dutch 
Antilles, sub-Saharan Africa, Morocco and other non-Western countries was significantly 
higher than for the native Dutch group, migrant status was not found to have an independent 
effect on the risk of compulsory admission for all the groups but one, after adjusting for clinical 
characteristics and prior involvement in mental health care. Only the group of patients with 
their roots in sub-Sahara Africa showed a significant association with the outcome measure 
if adjusted for clinical characteristics and prior involvement in mental health care. The high 
risks of compulsory admission for the other three immigrant groups were probably mainly 
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caused by the fact that these groups were more often characterised by psychotic disorders and 
police referrals. These findings are in line with those from Rotterdam and the UK (1-3). As for 
the group from sub-Sahara Africa it may be so that patients from this group were perceived 
as more dangerous and less cooperative by the clinicians and therefore showed a higher risk 
of IBS admission even after adjusting for clinical characteristics and prior involvement in 
mental health care (see chapter 4). The influence of ethnical bias during the process of clinical 
assessment may also not be excluded for this specific, small group. The possibility of influence 
of ethnical bias during the process of referring the patient to the PESA may not be excluded 
for all the groups. Although previous involuntary admissions were found to be associated 
with a higher risk of compulsory admission for the sample as a whole, the intensity of prior 
involvement with secondary mental health care did not seem to be associated with the risk 
of compulsory admission. But we cannot exclude the possibility that this association may be 
present in some of the sub-groups. This issue needs further research.

Conclusion
Because of the fact that the profiles of non-western migrant groups are quite different in terms 
of their socio-demographic characteristics, risk of contact with the PESA, risk of compulsory 
admissions and prior involvement in mental health care, measures to prevent unnecessary 
compulsory admission should be different for every specific group. Police referral rather 
than referral by general practitioners, and being diagnosed with a psychosis, seemed to be 
explanatory factors for the high risk of compulsory admission for some non-western immigrant 
groups but not for all. 
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13Louk van der Post, Jaap Peen, Irene Visch, Niels Mulder, Aartjan Beekman, and Jack Dekker, 
Submitted
14Jet Isarin, Eigenwaan, 1984

Patient perspectives and the risk of 
compulsory admission
Links between opinions about prior psychiatric tre-
atment, insight, service engagement and the risk of 
compulsory admission13

“Waarom liet ik me na die eerste, afschuwelijke opname, nog vier keer opnemen? Waarom gaat 
er nog steeds die onnoemelijke aantrekkingskracht uit van de inrichting die ik vervloek? …Vooral 
door het feit dat zij mijn lijden erkennen. Erkenning niet omdat zij iets van mij of met mij willen 
en mijn lijden daarom op de koop toe nemen. Nee. Erkenning juist in en om dat lijden zelf.”14

Chapter 6
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Compulsion doesn’t always work: history repeats itself 

Maartje Scheepers

The 36-year-old Maartje is more or less an old friend of the PESA. In response to a request 
from the GP, the PESA duty doctor visits her at home at about 10 o’clock on a balmy September 
evening. Before the doctor leaves for the visit, she reads Maartje’s electronic patient file, which 
explains that Maartje has been receiving treatment for seven years for a borderline personality 
disorder associated with a serious alcohol problem and regular bouts of despair. During these 
crises, she struggles with thoughts about suicide. So far, treatment has been intensive. She has 
been admitted on a total of 18 occasions, with 12 of these admissions being on a compulsory 
basis, and she has spent a total of 31 months in clinics. Between admissions, there have been 
intensive outpatient contacts. Prior to this occasion, she has had 10 crisis consultations, which 
have resulted in IBS admissions on seven occasions. The frequency of the compulsory admissions 
seems to be increasing. 
The doctor is not highly experienced and, when she also reads in the file that the goal is to avoid 
compulsory admission in Maartje’s case because no therapeutic effect is expected, her spirits 
sink. The psychiatrist whom she phones to ask for advice reassures her: “If the worst comes to the 
worst, we do what plenty of our colleagues have done before us: we arrange for IBS admission, 
even though we know that won’t actually help her. And then we report to her usual case officer, 
who will decide where to go next. Maartje, after opening the door to her visitors with a slightly 
uncertain step and admitting them to her living room, drops down onto the couch and points 
to the easy chair left unoccupied: “Sit there”. In front of her, on the living room table, there is a 
whisky bottle that is three-quarters empty, next to two boxes with a total of 68 Pipamperon 
tablets. Apparently, she has been saving them up and not been taking them as prescribed. She 
says that she is completely desperate and she thinks the only way out is to put an end to it all 
with whisky and Pipamperon. “Treatment is totally pointless now; I’m not doing that again!” 
she explains. However, because she had promised her therapist she would raise the alarm before 
putting an end to it all, she has called the GP. “So what’s happened?” asks the doctor. That 
afternoon, Maartje has had a quarrel with her mother, the only family she has left, and her 
mother has told her she never wants to see her again. Then, to calm herself down, Maartje has 
started drinking. With just the opposite effect: she is now entirely at her wit’s end. The doctor 
remembers the advice of the psychiatrist: and indeed, she can’t think of any solution other than 
a compulsory admission. The patient seems to have sobered up somewhat in the meantime and 
says that she had expected this outcome: she has already packed her weekend bag.
When we interviewed Maartje for the first time for our study, two weeks after her admission, she 
was still under an IBS admission order. When we asked her how happy she was with the help 
she had received from the mental health services over the past year, she said that she found the 
compulsory admissions to be particularly unsatisfactory. In particular, she mentioned isolation 
and compulsory treatment: “the worst experience I’ve ever had in the mental health services.” 
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However, she was positive about the crisis intervention, as well as about the group therapy, 
family discussions and individual discussions as part of a treatment programme for patients 
with borderline personality disorders. During the two years of follow-up for our study, Maartje 
was compulsorily admitted another seven times. It would appear that no effective treatment has 
yet been found for her. 
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6.1 Abstract

Compulsory admission to a psychiatric hospital is associated with a three- to fourfold increase 
in the risk of another compulsory admission. Given rising numbers of IBS admissions in the 
Netherlands, it is important to understand the mechanism behind this association. Our aim 
is to study the links between opinions about prior psychiatric treatment, insight, service 
engagement and the risk of IBS admission/re-admission. We took a random sample of 252 
from all the patients consecutively coming into contact with two psychiatric emergency 
teams in Amsterdam between September 2004 and September 2006. We recorded socio-
demographic and clinical characteristics, and information about prior involuntary admissions. 
We interviewed the patients using the Verona Service Satisfaction Scale (VSSS), the Birchwood 
Insight Scale and the Service Engagement Scale. During a two-year follow-up period we noted 
their use of mental health care facilities.
Patients with a satisfactory score on the VSSS had a significant lower odds for IBS admission 
during follow-up compared to patients with a dissatisfactory score on this scale (OR 0.3). Level 
of Insight did not influence the risk of IBS admission during follow-up. Furthermore, of the 
131 patients admitted involuntarily the year before, only one third of the patients looked back 
on their involuntary admission with unambiguous satisfaction. 
More satisfaction with prior treatment seems to reduce the risk of IBS admission/re-admission 
remarkably. Low levels of satisfaction seem to be mainly dependent on a history of previous 
involuntary admission.
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6.2 Introduction and aims

In European countries such as the Netherlands, the number of compulsory psychiatric 
admissions has been rising since the 1990s(5;6;8). The increase in the Netherlands included 
both orders from the mayor for compulsory admissions in emergency situations (“IBS 
admissions”) and involuntary admissions after recourse to the courts (“court orders”)(6). The 
rules and standards for IBS admission and court order are set out in Psychiatric Hospitals 
Compulsory Admission Act (Dutch acronym: BOPZ). 
In the Amsterdam area, the number of IBS admissions increased by 261% to 86 per 100,000 
inhabitants in the period between 1979 and 2004(6). These developments suggest that patients 
with severe mental illnesses progress more often to stages in which acute, coercive treatment 
is warranted. It is clear that this is an undesirable trend, resulting in negative experiences 
for the patients and a reduction of patient autonomy.  It is therefore important to look for 
opportunities to curb involuntary admission by influencing risk factors. 
From previous, mostly cross-sectional research, we know that a history of involuntary 
admission results in a three- to fourfold increase in the risk of new compulsory re-admissions 
(34;44;100-102). 
Although we know that there is substantial clinical improvement in most involuntary patients 
at the end of their admission, 28-48% of the patients are still negative about their compulsory 
admission (22;26). We also know that involuntary status during admission predicted lower 
levels of treatment satisfaction in the UK (103). From another UK study we know that lower 
treatment satisfaction during the first week of an involuntary admission is associated with 
higher involuntary readmissions rates during one year follow-up (26). The same research 
group found a relationship between perceived coercion and satisfaction with treatment during 
involuntary admission (104). Therefore it may be the case that, in some patients, an involuntary 
admission has an enduring negative impact, leading to a tendency to avoid contact with mental 
health care and therefore to a lack of, or insufficient, treatment, a higher risk of a deterioration 
in their psychiatric condition and a higher risk of new involuntary admission. 
In this part of our ASAP study we wanted to determine whether, and how, patients’ opinions 
about their psychiatric history and the mental health services they used are linked to a risk 
of new IBS admissions in the Amsterdam area. This information may make it possible to  
adjust treatment programmes for this group of patients in order to improve their negative perception 
of psychiatric treatment, and therefore to prevent unnecessary compulsory re-admissions.

Aims
We first tested the hypothesis that prior involuntary admission is a predictive factor for a 
negative view of psychiatric treatment and mental health care (Figure 1). More specifically, we 
expected a considerable percentage of the patients to have a negative opinion about their prior 
involuntary admission. We then tested the hypothesis that dissatisfaction with prior psychiatric 
treatment is correlated with low insight and low service engagement. And, in conclusion, we 
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tested the hypothesis that lacking insight and low service engagement are independently 
associated with a higher risk of IBS admission during follow-up. 

6.3 Methods

Study design and setting
This study was part of a prospective cohort study consisting of all consecutive patients receiving 
emergency consultations from the Psychiatric Emergency Service Amsterdam (PESA) and from 
the Acute Treatment Unit (ATU) between 15 September 2004 and 15 September 2006(105), 
with a follow-up period of two years. PESA is the main decision-making body in the area of 
emergency compulsory admissions in the Amsterdam area and it provides a 24-hour psychiatric 
emergency service, seven days a week. The ATU is a specialised outpatient emergency service 
that covers the Centre and Old West area of Amsterdam (with about 200,000 inhabitants); 
it provides a service during office hours only. Patients are referred by family doctors, police, 
A&E units at general hospitals and mental health care workers. During office hours, ATU takes 
the referrals of family doctors and mental health care workers within the specific catchment 
area. The PESA handles police referrals 24 hours a day. There are three other catchment areas 
in the city (during office hours), which are served by three other Acute Treatment Units not 
covered by our study. People who come into contact with the police are first screened at the 
police station by a community mental health nurse from the City Health Service. Patients in 
need of immediate psychiatric consultation are brought by the police to the PESA’s psychiatric 
emergency room. If patients are referred to the PESA (outside office hours) or ATU (during 
office hours) by primary health care providers like family doctors or doctors from A&E units, 
they are often seen in their homes or at the referring A&E unit. Patients themselves have 

Figure 1: Interaction model 
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no direct access to consultations without a formal referral. In general, consultations are 
conducted on working days between 9 a.m. and 10 p.m. by a team of residents, community 
mental health nurses and a psychiatrist. Psychiatrists play an active role during consultations, 
either as supervisors or by seeing patients themselves. At other times, residents work together 
with the nurse during the consultations, with psychiatrists as telephone back-up. The PESA 
and ATU use Electronic Patient Files.

Criteria for inclusion
We selected two groups of 125 participants, both at random, from the 2682 patients who had 
at least one consultation during the study period with either the PESA or ATU: one group 
of compulsory admissions and one group of patients whose consultations did not result in 
compulsory admission after the emergency consultation. In the second group, consultation 
resulted in voluntary admission to a psychiatric hospital or crisis centre, in outpatient 
treatment or in no further intervention. We asked every patient in the first group to participate 
in the study; the same request was made in the second group to every fourth patient receiving 
a consultation. For pragmatic reasons we selected only patients with a fixed abode in 
Amsterdam and with a sufficient command of Dutch. We excluded people living elsewhere in 
the Netherlands or abroad and people with no known place of residence. 

Measures
For the outcome measure, we counted the number of emergency compulsory admissions 
during the two-year follow-up period for patients who were at risk of emergency compulsory 
admission throughout the follow-up period. 
We collected three types of data. Firstly, the data collected by the clinician during the emergency 
consultation and the outcome of that consultation. Secondly, the data collected by the 
research assistants during an interview one month after the emergency consultation. Thirdly, 
information about psychiatric service use was derived from the Amsterdam Mental Health 
Care database (106). The research assistants were six trainee psychologists and a graduate 
human geographer with experience in mental health care research. The entire process was 
supervised by the first author.
The data collected at the emergency consultation were: age, gender, country of origin and the 
DSM IV TR axis I diagnostic category. We used four clusters of categories: schizophrenia 
and other psychotic disorders (psychotic disorder), manic state, depressive disorder, and other 
or no disorders (7). The last group includes drug- and alcohol-related disorders as the main 
axis I diagnostic category, a wide variety of other diagnostic categories and also psychosocial 
problems without any DSM Axis I disorder. 
During the interview we used three questionnaires. Patient attitudes towards their complaints 
and illness were assessed with the Insight Scale (IS). This eight-item self-report questionnaire 
developed and validated by Birchwood et al. has three subscales: re-labelling symptoms, 
awareness of illness and need for treatment (82). The cut-off between low and high insight is 
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between 8 and 9 for the total score. We assessed actual engagement with mental health care 
services with the fourteen-item Service Engagement Scale (SES) developed and validated by 
Tait et al., which has to be completed by the mental health care professional who actually treats 
the patient (92). It has four subscales: availability, cooperation, help-seeking and medication 
compliance. According to Tait et al., the cut-off point between high and low engagement 
(reverse scale) is located between the sum scores 11 and 12 (92). In order to determine 
patients’ opinions about previous mental health care we used the European version of the 
Verona Service Satisfaction Scale (VSSS-EU), a self-report questionnaire developed by the 
international EPSILON Study group (81;107). The 47 items in the VSSS-EU cover seven 
dimensions (subscales): Overall Satisfaction (3 items), Professionals’ Skills and Behaviour (10 
items), Information (3 items), Access (3 items), Efficacy (8 items), Types of Intervention (17 
items) and Involvement of Relatives (5 Items). The structure of the 17 items in the dimension 
types of intervention is different from the other items. These items score satisfaction with 
‘having obtained’ or ‘not having obtained’ a given intervention. So patients may be satisfied in 
two ways: with the intervention they received or with the fact that they have not received the 
intervention. The items have been described in detail elsewhere (81). The satisfaction ratings 
are on a five-point Likert scale. According to the VSSS-EU manual, the cut-off point between 
dissatisfied and satisfied is above the middle score, mixed (107). 

Data analysis and statistical power
We expected a clinically relevant difference between the voluntary and compulsory groups, 
and an effect size of approximately 0.5. To detect a difference of this kind in effectiveness 
between the groups with α = .05 and β = .80, 64 respondents are needed in each group. Since 
we expected a considerable level of drop-out (25%) between the inclusion stage and the final 
follow-up measurement and given the fact that we use multivariate logistic regression, we 
estimated that 125 patients per group would be required initially.

Characteristics of the sample (table 1)
A bivariate analysis with Pearson chi-square testing and independent samples T-testing (variables 
with normally distributed values) or independent samples Mann-Whitney U-testing (variables 
with not normally distributed values) was conducted to examine differences in socio-demographic 
factors, clinical presentation, psychiatric history and the incidence of ECA during the two-year 
follow-up in patients who went into ECA after emergency consultation and patients who did not. 

Is prior involuntary admission is a predictive factor for a negative opinion about 
psychiatric treatment? (Table 2 and 3)
To test the hypothesis that prior involuntary admission is a predictive factor for a negative 
opinion about psychiatric treatment, we first conducted bi-variate analysis with Pearson chi-
square to examine differences in satisfaction between patients who were compulsorily admitted 
one year prior to the first interview and patients who were not (table 2).
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After that we used logistic regression to calculate the odds ratios (with a confidence interval of 
95%) for the dissatisfaction score on the VSSS-EU with previous involuntary admissions as the 
predictor, controlling for those socio-demographic and clinical characteristics that showed a 
significant association with de VSS-EU score in the bi-variate analysis (table 3).

Is a negative opinion about preceding psychiatric treatment closely correlated with a lack 
of insight and low service engagement? (table 4)
To answer this qestion we analysed the correlation between service satisfaction (VSSS-EU) 
service engagement (SES) and insight (IS) at by using Pearson’s Correlation. 

Are a lack of insight and low service engagement associated with a higher risk of IBS 
admission/re-admission during follow-up?(tables 5 and 6)
In conclusion we tested the hypothesis that lacking insight and low service engagement are 
associated with a higher risk of IBS admission during follow-up. First we conducted a bivariate 
analysis with Pearson chi-square testing to examine differences in socio-demographic & 
clinical factors, mean sum scores on the VSSS-EU (including the subscales), and on the IS and 
the SES (including the subscales), in patients who underwent at least one IBS admission during 
follow-up and patients who did not. 
Finally, to test our hypotheses, we calculated the odds ratios (with a confidence interval of 95%) 
for the incidence of emergency compulsory admission during follow-up with the variables 
with P≤0.1 in the bivariate analysis (see table 5) as predictors (Table 6).
Before introducing variables to the logistic regression analyses we first tested all possible couples 
of independent variables for inter co-linearity by calculating the contingency coefficient for 
nominal-nominal or nominal-ordinal couples, Eta for nominal-linear couples, Spearman’s Rho 
for linear-ordinal couples and Pearson’s correlation for linear-linear couples of variables. We 
checked for the presence of couples with a contingency coefficient or correlation coefficient 
>±0.6. We also tested the linearity of the association between questionnaire scores (as ordinal 
variables) and the outcome measure with bivariate analyses with Pearson chi-square testing. 
Questionnaire scores with a non-linear association with the outcome measure were introduced 
in the logistic regression procedure as ordinal variables in stead of linear ones.
We used SPSS 19 edition software.

Informed consent and data security
Subjects randomly selected for the study cohort received a letter with the request to participate 
in the study. In the follow-up to this request, patients were contacted by a research assistant 
either by telephone, in writing or in person at their place of residence. Patients then received 
information verbally as well as in writing before they were asked to give written informed 
consent. The data about patient history and prior service use were gathered through anonymous 
pairing using the Amsterdam Mental Health Care database (106). The whole procedure was 
endorsed by the Medical Ethics Committee for Mental Health Care Institutions (METIGG). 
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Confidential information and participant names are subject to medical confidentiality rules 
and are processed in accordance with the code of conduct for medical research developed by 
the Federation of Biomedical Scientific Societies.

6.4 Results

Composition of the study cohort and drop-out
Of the 2682 patients who had had at least one emergency consultation during the study period, 
954 patients, breaking down evenly into patients admitted compulsorily or not admitted 
compulsorily, were randomly approached to give informed consent to participate in the study. 
We failed to contact 317 patients (33%) in spite of repeated attempts by phone calls or home 
visits, 243 (25%) refused to participate, 99 (10%) were either too ill psychiatrically or physically to 
give informed consent, 28 (3%) could not give informed consent because of language problems 
and 15 (2%) patients did not give informed consent for various other reasons, including three 
patients who died before we could contact them. This left a study cohort of 252 patients. Half 
the patients were interviewed within six weeks after the emergency consultation and 75% were 
interviewed within ten weeks. The eight patients who had died or left the country for good 
during the first follow-up year were considered not to be at risk for IBS admission during the 
two-year follow-up period, leaving a follow-up cohort of 244 patients.

Representativeness testing and selection bias
The study sample of 252 patients was compared with the 2134 patients who fulfilled the 
inclusion criteria and were not included in the follow-up study. We conducted separate 
representativeness tests for the IBS admission sample and for the sample in which consultations 
did not result in involuntary admission. In terms of gender, country of origin and domestic 
situation, there were no significant differences (P > 0.05) for the IBS admission group. The 
patients included were significantly (P ≤ 0.001) younger than the patients not included - 38 
(± 11) and 43 (± 17) respectively - and were significantly (P ≤ 0.01) less often classified as 
psychotic (58% and 70%). 
As for the non-IBS admission group (N=134), there was no significant difference in terms of 
gender, age, domestic situation and diagnostic category (P > 0.05). With respect to country 
of origin in this group, there was a significantly (P ≤ 0.001) larger proportion of native Dutch 
(75%) than in the reference group (60%) and a smaller proportion of non-Western immigrants 
(16 and 34% respectively).

Description of the study sample, IBS admissions during follow-up and satisfaction 
with prior involuntary admission (table 1)

The eldest group of patients showed the lowest percentage of IBS admissions (24% ), the middle 
group the highest (41%), a significant difference (P ≤ 0.05). The IBS admission group included 
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higher percentages of non-Western immigrants (32% and 17% respectively; P ≤ 0.01) and 
psychotic patients (63% and 28% respectively; P ≤ 0.001) compared to group with no compulsory 
admission. In the sample as a whole, the diagnostic category during the emergency consultation 
was psychotic disorder for 104 patients (41%), and 8 (3%) were classified as having a manic episode. 
Only 41 patients (17%) in the sample had a history of psychiatric symptoms shorter than one year 
and 134 (55%) had a history of more than five years (not shown in table). At the interview, in the 
IBS admission group, 87% said they were receiving treatment. This was significantly more than 
the reference group (73%; P ≤ 0.01). There was a new IBS admission in the follow-up period in 
more than a quarter of the 115 patients in the IBS admission group at risk of re-admission during 
follow-up. Of this group of 33 patients, 10 (30%) had two IBS admissions during follow-up and 8 
(24%) actually underwent three or more IBS admissions (not shown in table).
Of our entire sample, 131 (52%) reported during the interview that they had undergone an 
involuntary admission (IBS admission or court order) during the preceding year, including 
the IBS admission pursuant to the emergency consultation. Two-thirds of the patients in this 
group were dissatisfied with that involuntary admission (item 37 on the VSSS-EU)15. Of this 

Table 1: Demographic & clinical characteristics and IBS admission after emergency consultation for the 
two samples (N=252)

  Compulsory Admission1 at emergency consultation
 No yes Total
 n % n % n % P3

Male 62 46 62 50 124 49 n.s.
Female 72 54 56 44 128 51
Total Sample 134 100 118 100 252 100
Age categories in 3 equal percentiles 
15-34 42 31 42 36 84 33 ≤.05
35-44 36 27 48 41 84 33
>44 56 42 28 24 84 33
Country of origin
Netherlands 95 80 60 51 155 61 ≤.01
Non-Western  22 17 38 32 63 24
Other Western  17 13 20 17 37 15
Diagnostic category at emergency consultation
Psychotic disorder2 38 28 74 63 112 44 ≤.001
Depressive disorder 29 22 33 28 62 25
Other/psychosocial probl. 67 50 1 9 78 31
years since first experiencing current 11±12   9±9   10±11   n.s.
symptoms
In treatment at the time of interview 97 73 103 87 200 80 n.s.
At risk for ECA during follow-up 128 96 115 98 244 96 n.s.
At least one ECA during follow-up 10 8 33 28 43 18 ≤.001
1Including two patients with a court order at the time of the emergency consultation
2Including 8 patients with a manic episode 
3X2-test or Independent Samples Mann-Whitney U-test (Not normally distributed values)

15According to the VSSS-EU manual, the cut-off point between dissatisfied and satisfied is above the middle score, midex
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dissatisfied group of 84 patients, 39 were also admitted voluntarily the year before and 18 of 
them (46%) also considered that admission to be unsatisfactory (not shown in table). 

Is prior involuntary admission a predictive factor for a negative opinion about prior 
mental health care?(tables 2 and 3)
Bi-variate analysis showed that the group with a dissatisfactory (total) score on the VSSS-EU 
included significantly higher percentages in the younger patient groups (P ≤ 0.05) and included 
also significantly higher percentages of patients with at least one involuntary admission (IBS or 
CO) the previous year (32% and 68% respectively; P≤ .01) (Table 2). 
Logistic regression analyses showed that a history of involuntary admission (IBS admission 
or court order) during the year prior to the first interview was positively associated with a 
dissatisfactory total score on the VSSS-EU (OR 2.2, CI 1.3-3.7; P ≤ 0.01), independently of age. 
The two youngest age groups showed to have a significant higher odds for a dissatisfactory 
total score compared to the eldest group of patients (OR 2.2; CI 1.2-4.2 and OR 2.0; CI 1.1-3.8 
respectively) independent of a history of involuntary admission. Overall, the percentage of 
correctly predicted cases was 66% (Nagelkerke r2 =0.09) in this analysis (table 3).

Is a negative opinion about preceding psychiatric treatment closely correlated with 
a lack of insight and low service engagement? (table 4)
Correlation analyses (table 4) showed significant (P ≤ 0.01) but moderate correlations between 
the VSSS total score and the total scores on the service engagement and insight scales at the 

Table 2: Demographic & clinical characteristics and satisfaction with mental health services (VSSS-EU) 
(N= 252)

 Satisfaction with mental health services 
 Satisfactory Dissatisfactory Total x2 -test
 n % n % n % p

Male 55 44 69 56 124 100 n.s.
Age categories in 3 percentiles 
15-34 29 27 55 38 84 33 ≤.01
35-44 30 28 54 37 84 33
>44 47 44 37 25 84 33
Country of origin
Netherlands 69 45 86 55 155 100 n.s.
Non-Western  20 33 40 67 60 100
Other Western  17 46 20 54 37 100
Diagnostic category at emergency consultation
Psychotic disorder1 49 44 63 56 112 100 n.s.
Depressive disorder 27 44 35 56 62 100
Other/psychosocial probl. 30 38 48 62 78 100
Involuntary admissions (ECA & CO)  42 32 89 68 131 100 ≤.01
year previous interview
Psychiatric treatment at time of interview 87 44 113 56 200 100 n.s.
1Including 8 patients with a manic episode 
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first interview (Pearsons’ correlation .291 and .166 respectively). However, 52 patients had no 
treatment contact at the time of the interview and we were unable to contact two practitioners 
for those who were in treatment, making 54 (21%) missing SES questionnaires. 

Are a lack of insight and low service engagement associated with a higher risk of 
IBS admission/re-admission during follow-up?(tables 5 and 6)
The result of the bi-variate analyses showed that neither the sum score for the IS nor the sum 
score for the SES were significantly linked to IBS admission incidence during follow-up.
The result of the bivariate analyses showed a significant association with the outcome measure 
for the VSSS-EU total score (P≤ .01). The association between the VSSS-EU score and the 
number of patients with an IBS admission during follow-up showed to be non-linear: the mixed 
score was associated with the highest percentage of IBS admissions (49%), the satisfactory 
score with the lowest (14%). This variable was therefore introduced in the logistic regression as 
an ordinal in stead of a linear variable.
The Service Engagement score showed no significant association with the outcome measure 
(P= .685), but 52 (21%) questionnaires were missing because of the fact that 20% of the patients 
were not in treatment at the time of the interview and therefore had no practitioner to fill in 
the questionnaire. The Birchwood Insight Scale did also not show a significant association with 
the outcome measure either (P=. 997).

Table 3: Results of logistic regression analysis for associations between involuntary admission one year 
prior to interview1 and low service satisfaction (VSSS-EU) adjusted for age (N=252). 

 VSSS: unsatisfactory
 OR 95% CI

Age categories in 3 percentiles 
15-34 2.2* 1.2-4.2
35-44 2.0* 1.1-3.8
>44 1
At least one involuntary admission year prior to interview 2.2** 1.3-3.7

* p ≤ .05, ** p ≤ .01 
1As reported by the patiënt on item 37 of the VERONA-EU; Including the compulsory admission 
decided upon at the emergency consultation

Table 4: Analysis of correlations between sum scores for VSSS-EU, Service Engagement Scale and 
Insight Scale2 

  VSSS-EU SES1

SES1 Pearson Correlation -,291**
 N 198
Insight Scale Pearson Correlation ,166** -,247**
 N 252 198
154 questionnaires missing: no practitioner available at T1
* p ≤ .05, ** p ≤ .01 
2scores introduced as continuous variables 
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A history of at least one involuntary admission during the year prior to the interview showed 
a significant association with the outcome measure (P ≤ 0.001). Age, gender, country of origin, 
and diagnostic category were not associated with IBS admission incidence during follow-up (P 
> .10) and were therefore not included in the multiple logistic regression analysis. 
The results of the logistic regression analysis (step 1) of the 244 patients at risk of IBS admission 
during follow-up showed that patients with a satisfactory score on the VSSS had a significant 
lower odds for IBS admission during follow-up compared to patients with a dissatisfactory 
score on this scale (OR 0.3; CI 0.1-0.9). After introducing a history of involuntary admission 
(during the year prior to the interview) into this analysis this association was not present 
anymore. Involuntary admission during the year prior to the interview proved to be significantly 
associated with a high risk of IBS (re-)admission (OR 10.5; CI 3.6-30.9). Overall, the percentage 
of correctly predicted cases was 82% (Nagelkerke r2 =0.25) in this analysis.

Table 5: Bi-variate analysis of demographic & clinical characteristics and scores on VSSS-EU, SES and 
IS for patients who got at least one IBS admission during follow-up and patients who did not. (N=244)

 IBS admission during follow-up 
 No yes Total x2 -test
 N % N % N % p

Male 96 48 22 51 118 48 n.s.
Age categories in 3 percentiles 
15-34 62 31 18 23 80 33 n.s.
35-46 85 42 15 35 100 41
>46 54 27 10 23 64 26
Country of origin
Netherlands 122 61 29 67 151 62 n.s.
Non-Western  47 23 10 23 57 23
Other Western  32 16 4 9 36 15
Psychotic disorder1  88 44 21 49 109 45 n.s.
At least one involuntary admission last year  91 45 39 91 130 53 ≤ .001
VSSS-EU2

dissatisfactory 68 33 16 37 84 33 ≤.01
mixed 63 30 21 49 84 33
satisfactory 78 37 6 14 84 33
 Service Engagement (SES)2,
low 46 29 17 44 63 32 n.s.
midle 52 33 13 33 65 33
high 61 38 9 23 70 35
Insight (IS)2

low 79 38 16 37 95 38 n.s.
midle 68 33 14 33 82 33
high 62 30 13 30 75 30 
1Including 8 patients with a manic episode; at emergency consultation 
2Sum scores divided in three equal percentiles 
352 (21%) questionnaires missing: no practitioner available at interview
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6.5 Discussion and conclusions

To our knowledge, this is the first study that has linked patient views about their involuntary 
admissions and prior use of mental health services to the risk of involuntary hospitalisation/
re-hospitalisation in a prospective two-year follow-up design. 
Four major findings emerged from this study. The first was that only one third of the patients 
looked back on their recent involuntary admission with unambiguous satisfaction. Secondly, a 
history of involuntary admission predicted overall dissatisfaction with mental health services 
independently of potential confounders such as age, gender, diagnostic category and ethnicity. 
Thirdly, level of insight seems not to be associated with the risk of IBS admission/re-admission 
during follow-up. Finally, patients who were satisfied with prior psychiatric care and treatment 
showed three times lower odds for IBS admission/re-admission during follow-up compared 
to patients who were dissatisfied. More satisfaction with prior treatment seems to reduce the 
risk of IBS admission/re-admission remarkably. Low levels of satisfaction seem to be mainly 
dependent on a history of previous involuntary admission.

Only one-thirds of the patients expressed an unambiguous positive opinion about their 
treatment during their involuntary admission the year prior to the interview. This percentage 
is to be considered as low compared to most of the percentages found in earlier studies (33-
81%) but in line with more recent findings from the UK (22;26). 
It is clear that a history of recent involuntary admission is a predictive factor for dissatisfaction 
with mental health services, a finding that supported our first hypothesis. However, the 
correlation between the overall dissatisfaction with mental health services on the one hand 
and a lack of insight and low service engagement on the other proved to be weaker than we 
expected. This undermines our second hypothesis. 
As for the third hypothesis, neither insight nor service engagement proved to be related 
to the IBS admission risk during follow-up. Our third hypothesis that insight and service 
engagement are mediators of the impact of satisfaction with mental health services on the 
risk of IBS admission was not, therefore, supported by our data. But there is one restriction to 

Table 6: Results of logistic regression analysis for associations between sum score VSSS, involuntary 
admission prior to interview and IBS admission during two years of follow-up (N=244).

  step 1 Step 2
 OR 95% CI OR 95% CI

Total score VSSS    
(Ref.) Dissatisfactory 1  1 
Mixed 1.4 0.7-3.0 1.7 0.8-3.7
Satisfactory 0.3* 0.1-0.9 0.5 0.2-1.5
]At least one involuntary admission year prior to interview2     10.5*** 3.6-30.9

* p ≤ .05, ** p ≤ .01, *** p ≤ .001 
2As reported by the patiënt in item 37 of the VERONA-EU; Including the compulsory admission 
decided upon at the emergency consultation
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this conclusion. As for the absence of a significant link between service engagement and IBS 
admission risk during follow-up, this may have been caused by selection bias because of the 
large number of missing, most probably less severe, cases. These findings need further study.
In particular, the absence of a relationship between insight and the risk of IBS admission 
during follow-up is remarkable because prior research has clearly shown that a lack of insight, 
including awareness of illness and need for treatment, is strongly associated with the risk of 
emergency compulsory admission, at least in the short term (102). A recent prospective study 
of 150 patients with a first episode of non-affective psychosis showed that poor insight, as 
measured with the Birchwood Insight Scale, predicted re-admission during a follow-up period 
of 18 months (108). However, our data showed that impaired insight did not predict IBS re-
admission in a mixed group of patients, of whom only 41% had a non-affective psychosis. 
Overall satisfaction with mental health care did prove to be related to the IBS admission risk 
during follow-up. This finding is in line with the UK finding that lower treatment satisfaction 
during the first week of an involuntary admission is associated with higher involuntary re-
admission rates during one year of follow-up (26). This study used the seven-item Client’s 
Assessment of Treatment scale. 
So it may be that dissatisfaction with several aspects of prior treatment makes patients 
less cooperative and more prone to avoid care in the future. This may result in a lack of, or 
insufficient, treatment, a higher risk of deterioration in psychiatric condition and a higher risk 
of new involuntary admission. Taking into account the UK finding that patient perceptions of 
coercion were consistently associated with treatment satisfaction it seems useful to develop 
interventions for reducing patient perceptions of coercion during involuntary admission 
(104).

Limitations and strengths
This study suffered from a few limitations. Firstly, psychotic cases were under-represented in 
the IBS admission sample. We may therefore have missed some cases with a possible high risk 
of compulsory admission during follow-up. Secondly, non-Western immigrants were under-
represented in the non-IBS admission sample. They may have been in a less cooperative group 
of patients who try to evade contact with mental health care. We know from earlier research 
that some non-Western immigrant groups have a higher risk of compulsory admission, and 
so we may also have missed some cases here in which there may have been a high risk of 
compulsory admission/re-admission (19;28). The strengths of our study were the prospective 
design and the long follow-up period (see also chapter 8 paragraph 8.2.5). 
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Social support and the risk of 
compulsory admission 

Clarifying the role played by a lack of social support as 
a possible predictor of IBS admissions16

„Nergens is men zo eenzaam als in de grote stad. Wie daar het kleine nest van zijn gezin verlaat 
en de huisdeur achter zich sluit, wordt plotseling een silhouet in de straat, een voorbijganger, een 
naamloze.“17

Chapter 7
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Too much confidence in the Almighty? 

Dennis]Gazon

Dennis is a 37-year-old with a Surinam background. The police bring him into the PESA on a 
cold Monday afternoon in February at three o’clock. They have found him half undressed and 
totally confused in a park. The electronic patient file shows that Dennis is known to the PESA, 
having suffered regular psychotic episodes against a background of paranoid schizophrenia 
since the age of 19. Although he has completed secondary vocational education, he has never 
worked because of his illness and he lives off social security. His treatment history does not make 
for happy reading. A few years previously, he was compulsorily admitted under a court order 
for a period of six months. In the past year, he has been admitted twice in an IBS admission 
procedure for a total of about six weeks. Between the admissions, there has also been quite 
extensive outpatient contact. However, this intensive treatment has not been able to prevent 
his current condition, which is again serious. The worsening of his condition may also have 
been affected by his regular use of cannabis and the fact that he has no longer been receiving 
his Zuclopentixol depot injections recently. In the past three weeks, he has not turned up for his 
appointments with the psychiatric outpatient clinic. The fact that he lives on his own and hardly 
has any contact with his parents or his two sisters means that there is also nobody who keeps an 
eye on him on a day-to-day basis. This could also be a factor.
When the nurse and doctor on duty talk to him, they are struck by how thin he is, his severely 
neglected appearance and the stench of his clothes. He talks excitedly and with conviction about 
the task that God has given him to convert the sinful people of Amsterdam to the true religion. 
He explains that his dirty, stinking clothes and his unwashed hair are a sign of humility. He is 
a hermit who, by renouncing the things of this world, can convert and save the sinners. Why 
he was undressing in the park? Well, a hermit doesn’t need clothes: in the face of the Lord, 
clothes and other vain display are unimportant. Even during freezing winter weather? That’s 
right, the Lord is his shepherd. When the discussion turns to his situation at home, it becomes 
clear that there are problems with the social security: he may lose his payments (and therefore 
his home) because he has neglected to complete and return the necessary forms. He also explains 
this behaviour by explaining that he is in the hands of the Lord. He does not think he has any 
psychiatric problems and, since the Lord has touched him with his grace, he no longer needs any 
medication. An attempt to get in touch with his mother, the only member of his family he talks to 
from time to time, fails because he hasn’t got her phone number and he even says that he doesn’t 
know where she lives.
The nurse and the psychiatrist conclude that an IBS admission is inevitable and they make the 
appropriate preparations. As they are working on them, they hear Dennis singing psalms in the 
locked examination room. He accepts the move to the psychiatric hospital cheerfully.
Five weeks after the admission, we interviewed him at home. He had been discharged from the 
clinic and was receiving outpatient treatment again. Would things work out well? Even though 
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his condition had improved, there was still no sign of any insight into his illness. He was taking 
his medication only because other people wanted him to; he didn’t think he needed it. Nor was 
he very satisfied with the psychiatric help he had received so far, and he was certainly not happy 
with the compulsory admission. When we talked to him a year later, he was back in the clinic: he 
had just been readmitted for the fourth time on a compulsory basis and, once again, he was very 
unhappy with the admission. He still disagreed with the people treating him about the need for 
psychiatric treatment, even though he did say that he was taking his medication of his own free 
will. At the time of the third interview, he was living in sheltered accommodation. He seemed 
to be slightly more inclined to find treatment necessary than during the preceding interview. He 
was receiving the necessary medication in depot injections and he said that he accepted those 
injections of his own free will. 
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7.1 Abstract

Social support for patients with mental illness has been found to be associated with a lower 
rate of hospitalisation. It is important to clarify the role played by a lack of social support as a 
possible predictor of IBS admissions. 
A random sample of 252 was taken from all the patients coming into contact with two psychiatric 
emergency teams from September 2004 to September 2006. Socio-demographic and clinical 
characteristics were recorded, as were several aspects of social support, quantitative as well 
as qualitative, and hospitalisation during a two-year follow-up. To assess the quantitative and 
qualitative aspects of social support we used Social Network Structure Questionnaire (SNSQ) 
developed by van Sonderen and the Social Resources questionnaire from the Multidimensional 
Health Profile (MHP) developed and validated by Ruehlmann.
Living alone was associated with a higher risk of compulsory admission (OR 2.9) and fewer 
people in the social network than living with others (mean 4.6±2.3 and 6.1±2.6 respectively). 
For patients who live alone a high score for negative social exchanges was associated with a 
higher percentage of compulsory admissions compared with patients with low scores (34% and 
13% respectively).
Of the social support variables, living alone only proved to be an independent predictor of IBS 
admission/re-admission. We found that these patients had a smaller social network. A high 
level of reported negative interactions increased the risk of compulsory admission only for 
patients who lived alone.
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7.2 Introduction and aims

In European countries such as the Netherlands, the number of compulsory psychiatric 
admissions has been rising since the 1990s (5;6;8;34). The increase in the Netherlands 
included both orders from the mayor for compulsory admissions in emergency situations and 
involuntary admissions after recourse to the courts (court orders) (6). The procedure for IBS 
admissions has been described elsewhere and has much in common with the procedure for 
emergency detention under section 4 of the UK Mental Health Act of 1983 (see chapter 4) 
(44;100).
In the Amsterdam area, the number of IBS admissions increased by 261% to 86 per 100,000 
inhabitants in the period between 1979 and 2004 (101). It is clear that this is an undesirable 
trend, resulting in negative experiences for the patients and a reduction of patient autonomy. 
It is therefore important to look for opportunities to curb emergency involuntary admission 
by controlling risk factors. 
Previous research has identified the following risk factors: a diagnosis of psychotic disorder 
or manic episode, immigrant background and a history of involuntary admission (102). So 
far, however, very little is known about the social and family background of the patients 
admitted compulsorily. Does the quantity and quality of social support also affect the risk of 
IBS admission for patients with severe psychiatric illness? 
We know from several studies that there is an inverse relationship between social network size 
and in-patient service use for patients suffering from psychotic disorders (22;26;109). Research 
looking at the effect of the quantity and quality of social support on the risk of emergency 
compulsory admission is hard to find. One UK study showed that living alone with no or little 
contact with others raised the likelihood of emergency detention under section 4 of the UK 
Mental Health Act of 1983 (100). However, the retrospective approach and the way in which the 
social support factor was assessed retrospectively makes the outcome of this study less reliable. 
In this fourth part of our ASAP study we prospectively investigated a cohort of patients who 
had an emergency consultation in Amsterdam. We sought to determine whether the size of the 
patients’ social networks and the amount of perceived social support and negative interaction 
predicted IBS admission during follow-up. It is hoped that this will open up avenues for 
adapting treatment programmes for this group of patients by focusing on the enhancement of 
social support in order to prevent unnecessary compulsory admissions/re-admissions. 

Aims
In this study we try to answer the following questions. Are patients who live together with other 
people less likely to undergo an IBS admission than patients living alone? What will be the 
influence of their domestic situation (living alone or not) on the relationship between network 
size and risk of IBS admission? And what will be the influence of the domestic situation on 
the relationship between subjective, qualitative aspect of social support, both positive and 
negative, and risk of IBS admission? 
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7.3 Methods

Study design and setting
This study was part of a prospective cohort study consisting of all consecutive patients receiving 
emergency consultations from the Psychiatric Emergency Service Amsterdam (PESA) and 
from the Acute Treatment Unit (ATU) between 15 September 2004 and 15 September 2006, 
with a follow-up period of two years [5]. 
PESA is the main decision-making body in the area of IBS admissions in the Amsterdam area 
(with 743,000 inhabitants) and it provides a 24-hour psychiatric emergency service, seven days 
a week. The ATU is a specialised outpatient emergency service that covers the Centre and Old 
West area of Amsterdam (with about 200,000 inhabitants); it provides a service during office 
hours only. Patients are referred by family doctors, police, A&E units at general hospitals and 
mental health care workers. During office hours, ATU takes the referrals of family doctors 
and mental health care workers within the specific catchment area. The PESA handles police 
referrals 24 hours a day. There are three other catchment areas in the city (during office hours), 
which are served by three other Acute Treatment Units not covered by our study. 
People who come into contact with the police are first screened at the police station by a 
community mental health nurse from the City Health Service. Patients in need of immediate 
psychiatric consultation are brought by the police to the PESA’s psychiatric emergency room. 
If patients are referred to the PESA (outside office hours) or ATU (during office hours) by 
primary health care providers like family doctors or doctors from A&E units, they are often 
seen in their homes or at the referring A&E unit. Patients themselves have no direct access to 
consultations without a formal referral. In general, consultations are conducted on working 
days between 9 a.m. and 10 p.m. by a team of residents, community mental health nurses and 
a psychiatrist. Psychiatrists play an active role during consultations, either as supervisors or 
by seeing patients themselves. At other times, residents work together with the nurse during 
the consultations, with psychiatrists as telephone back-up. The PESA and ATU use Electronic 
Patient Files.

Criteria for inclusion
We selected two groups of 125 participants, both at random, from the 2682 patients who had 
at least one consultation during the study period with either the PESA or ATU: one group 
of compulsory admissions and one group of patients whose consultations did not result in 
compulsory admission after the emergency consultation. In the second group, consultation 
resulted in voluntary admission to a psychiatric hospital or crisis centre, in outpatient 
treatment or in no further intervention. We asked every patient in the first group to participate 
in the study; the same request was made in the second group to every fourth patient receiving 
a consultation. For pragmatic reasons we selected only patients with a fixed abode in 
Amsterdam and with a sufficient command of Dutch. We excluded people living elsewhere in 
the Netherlands or abroad and people with no known place of residence. 
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With the planned 125 participants per group and using conventional alphas (.05), power (.80) 
and two-tailed statistical analyses, we hoped to detect quite small effect sizes.

Measures
For the outcome measure, we counted the number of IBS admissions during the two-year 
follow-up period for patients who were at risk of IBS admission throughout the whole follow-
up period. 
We collected three types of data. Firstly, the data collected by the clinician during the 
emergency consultation and the outcome of that consultation. Secondly, the data collected 
by the research assistants during an interview one month after the emergency consultation. 
Thirdly, information about psychiatric service use was derived from the Amsterdam Mental 
Health Care database. The research assistants were five trainee psychologists and a graduate 
human geographer with experience in mental health care research. The entire process was 
supervised by the first author.
The data collected at the emergency consultation were: age, gender, domestic situation and 
the DSM IV TR axis I diagnostic category. We used four clusters of categories: schizophrenia 
and other psychotic disorders (psychotic disorder), manic state, depressive disorder, and other 
or no disorders. The last group includes drug- and alcohol-related disorders as the main axis 
I diagnostic category, a wide variety of other diagnostic categories and also psychosocial 
problems without any DSM Axis I disorder. 
During the interviews we counted the numbers of people in the patients’ social networks 
by using the Social Network Structure Questionnaire (SNSQ) developed by van Sonderen 
(76). This Dutch 10-item self-report inventory list maps the patients’ natural networks: the 
people (partner, family, neighbours, work- and school-related people etc.) playing a role in 
the patient’s life. The SNSQ covers the quantitative aspect of social support. We also used 
the 13-item Social Resources questionnaire from the Multidimensional Health Profile (MHP) 
developed and validated by Ruehlmann (77). This self-report screening instrument evaluates 
the qualitative aspects of social interaction both positively (Social Support: 9 items) and 
negatively (Negative Social Exchange: 4 items). A high score on this last scale implies a high 
level of negative interaction with family or friends.
During the two-year follow-up period after the interview we recorded the number and legal 
status of inpatient treatments, as recorded in the Amsterdam Mental Health Care database.

Data analysis 
A bi-variate analysis with Pearson chi-square test and independent samples T-test (variables 
with normally distributed values) or independent samples Mann-Whitney U-test (variables 
with not normally distributed values) was conducted to examine differences in socio-
demographic factors, clinical presentation, mean sum scores on the SNSQ and the MHP 
Social Resources questionnaires in patients who underwent at least one IBS admission during 
follow-up and patients who did not (table 1). A bi-variate analysis with Pearson chi-square 
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testing was also conducted to examine the relationship between the domestic situation and 
number of members of the patients’ social networks (SNSQ). 
To prevent bias by inter-co-linearity in our multivariate analyses we checked for the presence 
of couples of variables with a contingency or correlation coefficient >±.6, by calculating the 
contingency coefficient for nominal-nominal or nominal-ordinal couples, Eta for nominal-
linear couples, Spearman’s Rho for linear-ordinal couples and Pearson’s correlation for linear-
linear couples of variables. We also tested the linearity of the association between continuous 
variables and the outcome measure (if present) by bivariate analyses (not shown in table). 
Variables with a non-linear association with the outcome measures were introduced in the 
multiple logistic regression procedure as ordinal variables.
To analyse the influence of effect modification, we calculated the odds ratios (with a confidence 
interval of 95%) for the incidence of IBS admission during follow-up with scores on the SNSQ 
and MHP, domestic situation (living alone or not), and their interaction terms (table 2). For 
interaction terms that proved to be significantly associated with the outcome measure, further 
analysis of the modification effect was conducted by means of bi-variate analysis with Pearson 
chi-square, testing the association between the SNSQ and MHP scores, separately for patients 
who live alone and for patients who live with other people (Table 3). 
Finally a multiple stepwise logistic regression procedure was performed to find predictors of 
IBS admission within the group of social support variables, using variables with a P≤.15 in the 
bi-variate analysis (see table 1). 
We used SPSS 19 edition software. 

Informed consent and data security
Patients randomly selected for the study cohort received a letter with a request to participate in 
the study. In the follow-up to this request, patients were contacted by a research assistant either 
by telephone, in writing or by visiting patients at their place of residence. Patients then received 
information verbally as well as in writing before they were asked to give written informed 
consent. The data about service use during follow-up were gathered using the Amsterdam 
Mental Health Care database [16]. The whole procedure was endorsed by the Medical Ethics 
Committee for Mental Health Care Institutions (METIGG). Confidential information and 
participant names are subject to medical confidentiality rules and were handled in accordance 
with the code of conduct for medical research developed by the Federation of Biomedical 
Scientific Societies.

7.4 Results

Composition of the study cohort and drop-out
Of the 2682 patients who had had at least one emergency consultation during the study 
period, 954 patients, breaking down evenly into patients admitted compulsorily or not, were 
randomly approached for informed consent to participate in the study. We failed to contact 
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317 patients (33%) in spite of repeated attempts by means of phone calls or home visits; 243 
(25%) refused to participate; 99 (10%) were either psychiatrically or physically too ill to give 
informed consent; 28 (3%) could not give informed consent because of language problems, 15 
(2%) patients did not give informed consent for various other reasons, including three patients 
who died before we could contact them. This left a study cohort of 252 patients. Half the 
patients were interviewed within six weeks after the emergency consultation and 75% were 
interviewed within ten weeks. Eight patients died or left the country for good during the first 
follow-up year. They were considered not to be at risk for IBS admission during the two-year 
follow-up period, leaving a follow-up cohort of 244 patients.

Representativeness testing and selection bias
The study sample of 252 patients was compared with the 2134 patients who fulfilled the 
inclusion criteria and were not included in the follow-up study. We conducted separate 
representativeness tests for the compulsorily admitted sample and for the sample in which 
consultation did not result in involuntary admission. We compared each sample with the part 
of the population from which it was drawn. In terms of gender, country of origin and domestic 
situation, there were no significant differences (P>0.05) for the compulsory admissions group. 
The patients included were significantly (P≤0.001) younger than the patients not included - 
38 (± 11) and 43 (± 17) respectively - and were significantly (P≤0.01) less often classified as 
psychotic (58% and 70%). 
As for the non-compulsory admissions group (N=134), there was no significant difference in 
terms of gender, age, domestic situation and diagnostic category (P>0.05). With respect to 
country of origin in this group, there was a significantly (P≤0.001) larger proportion of native 
Dutch (75%) than in the reference group (60%) and a smaller proportion of non-Western 
immigrants (16 and 34% respectively).

Socio-demographic and clinical characteristics, and quantitative and qualitative 
aspects of social support for patients with at least one IBS admission during follow-
up and patients with none (table 1).
In terms of gender, age and diagnostic category, there were no significant differences between 
patients with at least one IBS admission during follow-up and patients not undergoing an IBS 
admission (P>.05). Patients who got an IBS admission during follow-up lived alone significantly 
more often than patients who did not get one (79% and 21% respectively; P ≤.01). There was 
no significant difference in terms of total number of involved people in their network (P=.053) 
and involved family members (P=.431) as separate part of the social network. The number of 
involved other persons however did show a significant difference (P= .037). The total number 
of involved people and the number of involved other persons were highly correlated which 
each other (Pearson Correlation .759, P≤.01). In order to avoid bias by inter co-linearity the 
total number of involved persons was left out the final prediction analysis. As for the qualitative 
aspect of social support, neither the social support subscale (P= .343) nor the negative social 
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exchange subscale (P= .115) of the MHP Social Resources questionnaire did show up significant 
differences in this bi-variate analysis. 

Relationship between quantitative and qualitative aspects of social support and 
domestic situation for patients with at least one IBS admission during follow-up 
and patients with none (tables 2, 3 and 4).
Patients who lived with other people had a significantly higher total number of people in their 
network than patients who lived on their own (mean number 6.1±2.6 and 4.6±2.3 respectively, 
P≤.000; not shown in table). There was no significant association between domestic situation 
and the two qualitative aspects of social support (not shown in table).
The stepwise multiple logistic regression analysis (table 2) of the number of involved other 
persons, domestic situation and their product term as predictors of the outcome showed that 
neither the two variables in themselves nor the interaction term had a significant association 
with the outcome if adjusted for each other. The logistic regression analysis of negative 

Table 1: Socio-demographic & clinical characteristics and mean scores for quantitative and qualitative 
aspects of social support by IBS admission during follow-up (N=244).

  At least one IBS admission during FU 
 No yes Total
 N % N % N % P3

Male  96 48 22 51 118 48 >.05
Female  105 52 21 49 126 52
Total  201 100 43 100 244 100
Age groups in equal percentiles
15-34  66 32 18 42 84 33 >.05
35-44 71 34 13 30 84 33
>44 72 34 12 28 84 33
Domestic situation1

Alone 109 54 33 79 142 60 ≤ .01
With other people 86 46 9 21 95 40
Diagnostic category at emergency consultation 
Psychotic disorder2 88 44 21 49 109 45 >.05
Depressive disorder 47 23 14 33 61 25
Other/psychosocial probl. 66 33 8 19 74 30
Quantitative aspects of social support (SNSQ)  
Mean Number of family members) 1.8±1.2  1.6±1.1  1.8±1.2  >.05
(including partner
Mean Number of other contacts 1.9±1.6  1.5±1.7  1.9±1.6  ≤.05
(excluding friends)
Mean Total number of persons involved 5.4±2.5  4.6±2.6  5.2±2.53  >.05
Qualitative aspects of social support (MHP)
Total social support 32.9±9.0  35.0±9.5  33.3±9.1  >.05
Total negative exchange 8.9±4.7   10.4±5.7   9.2±4.9   >.05
1Missing 7
2Including 8 patients with a manic episode 
3X2-test or Independent Samples Mann-Whitney U-test (Not normally distributed values)
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exchange, domestic situation and their product term as predictors of the outcome showed 
that only the interaction term was significantly associated with the outcome if adjusted for the 
other two variables (OR 1.2 CI 1.0-1.5). 
Bi-variate analysis of this relationship showed that patients who lived alone and showed a high 
score (9-32) for negative interactions had a higher percentage of compulsory admission than 
patients with a low score (4-8) (64 % and 36% respectively; P ≤ .05). For patients who lived with 
others there was no significant association (table 3).
Finally multiple stepwise logistic regression procedures were performed using the variables 
with a P≤.15 in the bi-variate analysis (see table 1): SNSQ, number of other persons involved, 
MHP, Social Resources, total negative exchange and domestic situation. Of the two continuous 

Table 2: Stepwise logistic regression to analyse the effects of interactions

  Associations between number of other persons involved, 
domestic situation, and the interaction between these 
two by IBS admission during FU (N=244).

 step 1 step 2 step 3
 OR CI OR CI OR CI

SNSQ: number of other persons .8* .6-1.0 .8 .6-1.0 .7 .4-1.0
Domestic situation       
Alone   2.7* 1.2-6.0 1.6 .5-4.8
With other people (ref.)   1  1 
Domestic Situation * Number of other persons     1.4 .8-2.6

  Associations between total negative exchange, domestic 
situation, and the interaction between these two by IBS 
admission during FU (N=244).

 step 1 step 2 step 3
 OR CI OR CI OR CI

Total negative exchange  1.1 1.0-1.1 1.1 1.0-1.1 .9 .8-1.1
Domestic situation       
Alone   3.0** 1.4-6.6 .4 .07-2.8
With other people (ref.)   1  1 
Domestic situation* Total negative exchange         1.2* 1.0-1.5

* p ≤ .05, ** p ≤ .01

Table 3: Living alone or not with low or high negative exchange by IBS admission during FU (N=244)

 At least one IBS admission during FU 
 No yes Total x2 -test
 n % n % n % p

Total negative exchange score1

Not living alone       
4-8 48 56 5 56 53 56 >.05
9-32 38 44 4 44 42 44 
Living alone       
4-8 67 61 12 36 79 56 ≤ .05
9-32 42 39 21 64 63 44  
1Divided in two equal percentile groups
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variables the total negative exchange score showed to have a linear association with the 
outcome measure and was introduced as a continuous variable in the analysis. The number 
of other persons involved (SNSQ) showed a non-linear association with the outcome measure 
and was introduced as ordinal variable.
The final analysis showed (table 4) in the first step that having more than two involved other 
persons (as a subscale of the SNSQ), not including family, was associated with a significantly 
lower probability of IBS admission during follow-up (OR .4; CI .2-1.0; P≤.05). After the 
score on the negative social exchange subscale of the MHP Social Resources questionnaire 
was added to the analysis (step 2) this association was no longer significant. Negative social 
exchange itself was not associated with the risk of IBS admission during follow-up (OR 1.1; CI 
1.0-1.1; P≥.05) in this two-variable model. Adding domestic situation to the model in step 3 
showed that living alone was the only independent social support variable that was associated 
with a significantly higher risk of IBS admission during follow-up (OR 2.9; CI 1.3-6.6; P ≤.01). 
Overall, the percentage of correctly predicted cases was 82% (Nagelkerke r2 =0.11) in this third 
analysis.

7.5 Discussion and conclusions

Three major findings emerged from this part of our study. The first was that, of the social 
support variables, living alone proved to be the only independent predictor of IBS admission/
re-admission, independent of the other social support variables. Secondly, patients who lived 
alone proved to have a smaller social network. However, network size itself was found to have 
no independent impact on the risk of compulsory admission. Thirdly, a high level of reported 
negative interactions with other people exacerbated the risk of compulsory admission, but 
only for patients who lived on their own.

The fact that domestic situation proved to be a predictor of IBS admission concurs with earlier 

Table 4: Results of stepwise logistic regression for associations between domestic situation, number of 
other persons involved and total negative exchange by IBS admission during FU (N=244).

 step 1 step 2 step 3
 OR CI OR CI OR CI

SNSQ: number of other persons involved
(ref.) 0-1 1  1  1 
2 0.5 0.2-1.2 0.5 0.2-1.3 0.5 0.2-1.2
>2 0.4* 0.2-1.0 0.4 0.2-1.0 0.5 0.2-1.2
MHP Social Resources: total    1.1 1.0-1.1 1.1 1.0-1.1
negative exchange
Domestic situation 
Alone     2.9** 1.3-6.6
With other people (ref.)         1 

 * p ≤ .05, ** p ≤ .01
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findings. A UK study showed that living alone with no or little contact with others raised the 
likelihood of emergency detention under section 4 of the UK Mental Health Act (100). In our 
study, however, the likelihood of a compulsory admission during follow-up was not related to 
the size of the network in itself, neither for number of family members nor for other persons, 
if adjusted for domestic situation. This is most probably related to the fact that the variables 
of network size and living alone or not were co-linear to some extent: patients who lived with 
others had a larger social network on average. How exactly living alone or not (in combination 
with social network size) influences the risk of IBS admission is not clear yet. It is possible 
that the day-to-day presence of a partner or family member prevents psychiatric crises. One 
possible mediator of the impact of this presence may be the extent to which members of 
the family or inmates help the patient to stick to their treatment and adhere to prescribed 
medication. Earlier research found a relationship between network size and medication 
adherence, at least for patients who suffer from schizophrenia (110;111). This hypothesis 
merits further investigation, for example through the exploration of the relationship between 
living situation on the one hand and treatment continuity, adherence to medication and IBS 
admission/re-admission on the other. 
Knowing that a high score for criticism from family members of patients with schizophrenia 
was associated with earlier first and second re-admissions and also with a higher rate of re-
admissions, we expected perceived negative interactions to be associated with a higher risk of 
IBS admission in our cohort (112). On one hand we found no independent relationship between 
the subjective, qualitative aspects of social support and the risk of IBS admission in our cohort, 
either for the positive factor or for the perceived negative interactions. On the other hand our 
data showed that a high score for negative exchange made a compulsory admission more likely 
during follow-up but only for people who lived on their own. Apparently, domestic situation 
modified the effect of negative interactions. It appears that patients who live on their own are 
more vulnerable to negative interactions. This may be because, on average, their networks 
were less extensive. If you have one or two bad relationships, seven good ones may protect you 
from the stress caused by the bad relationships. But if your network happens to be small the 
impact of negative exchanges may be much higher. These findings need more research in order 
to understand better the balance between supportive and negative interactions.

Limitations and strengths
This study suffered from a few minor limitations. Firstly, psychotic cases were under-
represented in the compulsory admissions sample. We may therefore have missed some cases 
with a possible high risk of compulsory admission during follow-up. Secondly, non-Western 
immigrants were under-represented in the non-compulsory admissions sample. They may 
have been in a less cooperative group of patients who try to evade contact with mental health 
care. We know from earlier research that some non-Western immigrant groups have a higher 
risk of compulsory admission, and so we may also have missed some cases here in which there 
may have been a high risk of compulsory admission/re-admission (see chapter 5). However, 
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it is unlikely that these small under-representations of psychotic cases and of non-Western 
immigrant groups affected the outcome in terms of the association between social support 
and the risk of IBS admission.
The strengths of our study were the prospective design, the long follow-up period and, in 
particular, the extensive assessment of patients’ views about their social networks. This is the 
only study of which we are aware that has linked patient views about their social networks to 
IBS admissions in a prospective, two-year follow-up.
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General discussion and methodological 
considerations

“Our knowledge can only be finite, while our ignorance must necessarily be infinite”18

Chapter 8
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8.1 General discussion

This chapter sets out the answers to the research questions discussed in Chapter 1. It assesses 
the hypotheses and looks at the clinical relevance of the results obtained for each question 
or hypothesis. An agenda for subsequent research is also set out for each question or 
hypothesis.

8.1.1.  What changes have there been in the last 20 years in Public Mental Health 
Care and emergency psychiatry in Amsterdam? Did those changes affect the 
probability of patients being compulsorily admitted in an IBS procedure 
after an emergency consultation? 

To answer these questions, we studied changes in the day-to-day practice of emergency 
psychiatry in Amsterdam between 1983 and 2005 (see Chapter 3). We compared a cohort of 
previously described crisis consultations from 1983 with a cohort from 2004-2005 relating to 
the characteristics of the patients, the characteristics of the emergency consultations and the 
results of those consultations (94). This comparison was made in the light of the sharp increase 
in the number of IBS admissions in the city at that time: from 22 per 100,000 inhabitants in 
1983 to 86 per 100,000 in 2004. 

The changes in the approach and referral patterns in emergency psychiatry in Amsterdam
The increasing pressure on Public Mental Health Care in Amsterdam resulted in drastic 
changes in 2003 to the approach to emergency psychiatry in the city. The service is no longer 
reliant on travelling psychiatrists (Dutch: “rijdend psychiater”); it has now been transformed 
into a psychiatric first aid department with an outreach function, conducting 60% of the 
consultations on its own premises (47). Putting aside the change in the approach, the number 
of consultations rose from approximately 2700 to 5700 a year and the role of the police as a 
percentage of referrals for consultations more than doubled compared with 1983(94;95). This 
meant that four times as many psychiatric patients were involved with the police in 2004-
2005 compared with 1983, against a backdrop of only a 10% increase in the population of 
Amsterdam as a whole (113). 

Shift in the nature of the interventions by emergency psychiatry
In 2004-2005, the emergency psychiatric services admitted fewer patients in proportional terms 
to psychiatric hospitals, and referred more to outpatient treatment, than in 1983. Where patients 
were admitted to psychiatric hospitals, just under three-quarters of the admissions in 2004-2005 
involved compulsion, as compared with 40% in 1983. As a proportion of all interventions, the 
number of IBS admissions in the cohorts compared increased slightly: from 17 to 20%. 
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Hypothesis I: The PESA saw more patients with severe disorders in 2004-2005 and 
prescribed more IBS admissions than its predecessor in 1983. 
This hypothesis was confirmed by our study. The number of consultations rose between 
1983 and 2005 from approximately 2700 to 5700 a year. The same applies to the proportion 
of psychotic patients, but above all to the proportion of patients coming into contact with 
the police. The latter observation is a clear indication that there has been an increase in the 
incoming number of patients with severe disorders, with the PESA being responsible in 2005 
for 529 IBS admissions (75% of the total number for Amsterdam as a whole) (95).

Theoretical and practical implications, directions for future research and relevance for 
clinical practice
The fall in the number of voluntary psychiatric admissions reflects the general decline in 
voluntary admissions in the city over the course of the years. This fall was accompanied by 
an increase in outpatient treatment. In other words, it is mainly the serious, often dangerous, 
situations that now lead to admissions. The other patients receive outpatient treatment. The 
latter could be described as a positive development unless we assume that restraint in the 
area of (voluntary) admissions sometimes involves the postponement or delay of necessary 
admissions, and that this is therefore a factor leading to higher numbers of emergency 
situations and IBS admissions. However, it is not easy to conceive of a study design for testing 
this hypothesis.
The assumption that, on average, more patients in a severe and dangerous condition are 
seen by the PESA than its predecessor in 1983 is an obvious one to make. This is related to 
the larger proportion of psychotic patients but, above all, to the doubling in the number of 
police referrals, which is further magnified by the more than twofold increase in the number 
of consultations. However, we have not been able to measure the degree or numbers of the 
severity of disorders. The evidence is therefore circumstantial. Possible further research 
cannot lead to firm conclusions in this respect because the original data relating to emergency 
psychiatry in 1983 are no longer available.
The fourfold increase in the number of psychiatric patients coming into contact with the police 
should probably be seen in tandem with the change in the social climate described in Chapter 
1: the decline in tolerance for odd and anomalous behaviour and a more positive attitude to the 
use of compulsion. Nor is it possible to exclude the possibility of any effects of the increased 
presence of those groups of patients the mental health services have difficulty in reaching, or 
who can only be reached when it is too late.
The higher numbers of consultations, the more severe pathology and the large numbers of 
IBS admissions result in a heavier workload for the 24-hour emergency psychiatric services. 
In 1983, the 24-hour psychiatric service could manage outside office hours with a single duty 
doctor with backup from a psychiatrist; in 2005, the PESA staffing levels were much higher. The 
basic 24-hour staffing comprised at least three social psychiatric nurses, three duty doctors, a 
psychiatric nurse (manning the phones) a psychiatrist and a security guard (47). In addition, 
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a social psychiatric nurse from the City Health Service (Dutch: GGD) was available on a 24-
hour basis for initial triage at police stations. In other words, many more professionals were 
employed in outpatient emergency psychiatry in 2005 than in 1983. 

In conclusion
The small front-line outreach service of 1983 has changed into a specialist psychiatric 
emergency department with a less pronounced outreach component. It handles more than 
twice as many consultations with patients who are mostly in a more severe condition. The 
police have become the most important referrer for this service and many more psychiatric 
patients come into contact with the police. This has to be considered an unwelcome change. 
Voluntary admissions to psychiatric hospitals have virtually disappeared as a feature of the 
crisis service. In general, there are fewer psychiatric admissions and there is more treatment in 
the community (or no treatment) as an outcome of the consultations. We can also conclude that 
the annual number of IBS admissions in Amsterdam increased, mainly because the number 
of consultations and proportion of police referrals both increased twofold. A striking finding 
is that, while police referrals more than doubled as a percentage of referrals, the proportion 
of compulsory admissions rose only from 17 to 20%. Therefore, we may assume that the PESA 
was successful in preventing unnecessary compulsory admissions.

8.1.2.   What are the socio-demographic characteristics of the patients admitted in 
an IBS procedure after an emergency psychiatry consultation compared to 
patients undergoing another intervention? 

In order to explore this question, we conducted a cross-sectional study of 1970 consultations 
that took place between September 2004 and September 2006. We examined the relationship 
in this cohort between socio-demographic characteristics and the severity of the psychiatric 
disorder presented by the patients on one hand and the results of the consultations on the 
other (see Chapters 4 and 5). 
Men appeared to be more at risk for IBS admissions. However, when the diagnosis, referral 
pattern and psychiatric history were the same, it emerged that there was no difference between 
men and women. The same applies to the phenomenon that IBS patients proved to be younger 
than patients admitted involuntarily. As a result, we may assume that men and younger 
patients in a psychotic condition, that is perceived to be dangerous, are referred more often to 
the PESA than women and older patients.
The probability of an IBS admission after an emergency consultation was clearly higher for three 
groups of immigrants than for native Dutch people. These groups were: patients of Surinam & 
Antillean origin, the group with roots in Sub-Saharan Africa and patients of Moroccan origin 
(see Chapter 5). For one group, the number of IBS admissions was clearly lower: Dutch people 
with roots in Turkey

21088 van der Post binnenwerk.indd   111 05-12-2011   13:33:24



112

CHAPTER 8

Hypothesis II: That the risk of an IBS admission after an emergency consultation for 
groups of Dutch people of non-Dutch origin is not particularly related to their ethnicity 
as such. This phenomenon is explained by the fact that these patients present more often 
with a severe psychosis, that they are perceived more often as being dangerous and poorly 
motivated for treatment, and that they are also referred more often through the police as 
a result. 
This hypothesis was partly confirmed by our study. The higher probability of IBS admissions for 
three out of the four groups of non-western migrants proved to be dependent upon diagnosis, 
referral pattern and prior psychiatric treatment (see Chapter 5). This finding fits in, at least 
partly, with the results of research in Rotterdam (19). 

Theoretical implications
At first sight it would appear that ethnic bias does not play a role in the appraisal by the 
doctors working in emergency psychiatry, at least for three of the four groups of non-western 
immigrants. Nevertheless, the possibility cannot be excluded that the generally native Dutch 
people working for the PESA more readily see black immigrants afrom sub-Shahara Africa 
as being dangerous than they do native (Caucasian) Dutch people presenting with a similar 
condition. Ethnic bias could, in that case, still have a possible impact on the probability of an 
IBS admission through the criterion relating to danger in the Psychiatric Hospitals Compulsory 
Admission Act (Dutch acronym: BOPZ) (i.e. the SPI score). The possibility of the influence of 
ethnic bias during the process of referring the patient to the PESA should also not be excluded. 
It is possible that people on the street and the police are also more likely to see black Africans, 
Surinam people or Moroccans as being dangerous in comparison with native Dutch people 
exhibiting the same behaviour. These ethnic groups may therefore be referred to the PESA 
sooner through police intervention than through primary care services or the mental health 
services.
In order to determine the clinical relevance of our findings, each of the groups of migrants 
referred to above will be discussed separately. 

Dutch people from Sub-Saharan Africa
The number of the small group of migrants from sub-Saharan Africa in the study cohort 
was proportional to their number in the Amsterdam population. Patients from this group 
were two and a half times more likely to undergo an IBS admission than native inhabitants of 
Amsterdam, even after adjusting for diagnosis, referral pattern and prior psychiatric treatment. 
Compared with all other groups in our cohort, this group had the highest percentage of 
psychotic disorders and police referrals. A relatively high percentage of this group had not had 
any recorded contacts with the Amsterdam mental health services in the previous five years.

Relevance for clinical practice, theoretical implications and directions for future research
The significance of this finding is not straightforward since this may be a group that migrated 

21088 van der Post binnenwerk.indd   112 05-12-2011   13:33:24



113

GENERAL DISCUSSION AND METHODOLOGICAL CONSIDERATIONS

relatively recently and therefore contains a high percentage of patients who have not previously 
had any contacts with the Amsterdam mental health services. However, it is equally possible 
that there may be cultural factors that result in patients from this group avoiding second-
line mental health services more than native Dutch people or that there may be specific 
reasons why they fail to get in touch with those services. The first step on the way to testing 
these hypotheses is to determine the recent migration history of these patients. If it should 
emerge that their immigration is not recent and that they have been living in Amsterdam for 
some time, the second hypothesis is plausible. It can be appraised by conducting a study of 
the prevalence in general practice of patients with psychiatric disorders from this group. In 
addition, it is necessary to map out the obstacles that prevent contacts between these patients 
and the second-line mental health services. A study of psychiatric treatment files of patients 
from this group undergoing IBS admissions could also benefit this analysis.

Dutch people from Surinam & the Dutch Antilles
The situation of the large Surinam & Antillean group, consisting incidentally of 88% Surinam 
people, presents a different picture. This group was slightly over-represented in the study cohort 
by comparison with their numbers in the Amsterdam population. It emerged that their risk of 
IBS admission was one and a half times higher than that of native inhabitants of Amsterdam. 
In two respects, they resembled blackAfricans: the high percentage of psychotic disorders 
and police referrals. However, Surinam & Antillean people combined a high probability of 
IBS admissions with, on average, levels of prior care consumption (i.e. mental health care) not 
differing from native Dutch, and a high number of previous compulsory admissions. 

Relevance for clinical practice, theoretical implications and directions for future research
In the group of patients with Surinam and Antillean roots, a relatively high average level of 
involvement with second-line mental health services in the past did not protect them against 
the probability of IBS admission (whether first-time or repeat admissions). This results in 
a worrying picture: a prior mental health service involvement not differing from the native 
Dutch and, nevertheless, clearly more compulsory admissions. Our data cannot explain why 
psychiatric treatment or assistance provides less protection for this group against repeat 
admissions in opposition to their wishes. Further study is required here because this is 
a finding with considerable implications, requiring a critical appraisal of the way in which 
chronic psychotic patients in this group are treated. In particular, further study is merited to 
investigate compliance problems that may be specific to this group.

Dutch people from Morocco
The group of relatively young and, above all, male Dutch people of Moroccan origin had 
a profile that was quite different from the profiles of every other group. They were under-
represented in the PESA cohort and, within this cohort, their probability of IBS admission was 
clearly much higher than for non-ethnic patients. Moroccan Dutch people also had slightly 
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higher percentages of psychotic disorders and police referrals than the native Dutch. However, 
we also found that Moroccan inhabitants of Amsterdam were also less likely to come in 
contact with the emergency psychiatric services, and this was combined with a relatively high 
percentage of patients in the cohort who had had no contact at all with the second-line mental 
health service in the previous five years. Their use of mental health service facilities prior to the 
consultation was also low on average. 

Relevance for clinical practice, theoretical implications and directions for future research
It is possible that Moroccan inhabitants of Amsterdam have been successful, on the basis of a 
cultural preconception about psychiatric treatment, in avoiding first- and second-line mental 
health care, even during psychotic crises. Because of the clinical relevance of this assumption 
of under-treatment, a study of the prevalence of Moroccan patients with a psychotic disorder 
in general practice would be needed to determine the -- cultural, but perhaps also the care-
related -- obstacles to getting them into psychiatric treatment in time and then keeping them 
in treatment. A study of psychiatric treatment files of patients from this group undergoing IBS 
admissions could also be of benefit here.

Dutch people from Turkey
Turkish patients accounted for a significant lower percentage of compulsory admissions than the 
native Dutch, in combination with an average percentage of psychotic disorders, percentage of 
police referrals and previous psychiatric treatment that were not clearly different from the native 
Dutch group. A striking finding for this group was the low percentage of people living alone. 

Relevance for clinical practice, theoretical implications and directions for future research
One may accept as a hypothesis that this aspect of social support protects this group of 
immigrants somewhat from the risk of coming into contact with the police in a psychotic 
state and therefore from the risk of emergency consultations and compulsory admissions. The 
impact of the living situation and the extent of the social network on the probability of an IBS 
admission is described and discussed extensively in section 8.1.6 of this chapter.

8.1.3.  Which psychiatric disorders constitute risk factors for an IBS procedure 
after an emergency psychiatry consultation and what role is played in this 
respect by the severity of the disorder, the danger posed by the patient, 
the patient’s understanding of their condition and readiness to undergo 
treatment? 

To answer these questions, we analysed the data from the cross-sectional study described in 
section 1.2 (N=1970). (See Chapter 4 for details.)
The diagnostic categories psychotic disorder (including a few patients with a manic condition) 
and depression did, as was to be expected, result in a higher probability of IBS admission 
compared with a deferred, or no, Axis I diagnosis. 
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Relevance for clinical practice, theoretical implications and directions for future research
As was to be expected, the psychotic disorders (including manic condition) and depression had 
an effect through the SPI scores severity of the disorder, danger to others and lack of motivation 
for treatment. 

Hypothesis III: Danger, lack of awareness of illness and treatment motivation, in addition 
to suffering from severe psychiatric illness, are the only determinants of the probability of 
IBS admission pursuant to an emergency consultation. (Chapter 4)
This hypothesis should be rejected. The SPI scores severity of the disorder, danger to others and 
lack of motivation for treatment – that represent three of the five BOPZ criteria19 – certainly 
proved to be highly important determinants of the probability of IBS admission. However, 
it emerged that other variables also act as risk factors independently of the presence of a 
psychiatric disorder and fulfilment of the three IBS criteria referred to above. These were the 
impacts of the referral pattern and a number of aspects of previous psychiatric history. The 
theoretical implications and clinical relevance of this finding are discussed at length in sections 
1.4 and 1.5, which also set out suggestions for further study. 

8.1.4.  What is the role of different routes of referral and prior psychiatric 
treatment and care as risk factors for an IBS procedure after an emergency 
psychiatric consultation?

To answer this question, we analysed the data from the cross-sectional study described in 
section 1.2 (N=1970). (See Chapter 4 for details.)
Referrals through the police and the mental health care services are associated, by comparison 
with referrals to front-line health care, with a higher probability of IBS admission.

 Hypothesis IV: Contact with the police prior to an emergency consultation is not 
an independent factor determining the probability of IBS admission pursuant to an 
emergency consultation. The higher probability of IBS admission after referral by the 
police can be explained by the fact that police referrals include more patients with severe 
psychotic symptoms, who are a danger to themselves or others, and who do not wish to 
cooperate with treatment. 
This hypothesis must be rejected. When socio-demographic characteristics, diagnosis, severity 
of the disorder, danger and treatment motivation are the same – assuming that they have all 
been assessed by the clinician who takes the decision – patients referred by the police are more 
likely to undergo an IBS admission.

Theoretical implications, relevance for clinical practice, and directions for future research

 19The BOPZ provisions that a link must be demonstrated between the psychiatric disorder and the danger, and that 
compulsory admission has to be considered as the final resort, are not discussed here. We were unable to express these two 
criteria objectifiable, measurable variables.
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There is one proviso that applies to the finding described above. It cannot be excluded that, 
by using the SPI items, we have not been able to make entirely perfect and comprehensive 
assessments of the factors severity of the disorder, danger and lack of motivation for treatment. 
The possibility should therefore be kept in mind that the effect of some part of those three 
factors can be attributed to the referral pattern through residual confounding. It is possible, 
for example, that the nature of the danger plays a role that is not covered by the severity of the 
danger assessed using the SPI. Is it possible that the clinician making the assessment, when the 
score for the severity of the danger is the same, is more likely to opt for an IBS admission in 
the case of a danger located in the public arena – which is often the case with police referrals 
– than when there is a danger within the walls of somebody’s home?
The question still to be answered is: what is the clinical relevance of this phenomenon? From 
a formal legal point of view, it is possible that one might consider it to be undesirable for there 
to be, alongside the criteria determined by the Psychiatric Hospitals Compulsory Admission 
Act (BOPZ), another implicit criterion: referral by the police. However, it is more important 
for the clinician that our data do not permit any conclusion relating to the question of whether 
this phenomenon may be undesirable in terms of treatment quality and the well-being of our 
patients. In order to answer this question, one needs to look at the course of treatment for 
IBS patients after referral by the police, and to compare this with the course of treatment of 
patients referred through other channels, controlling for diagnosis, severity of disorder, danger 
and treatment motivation. 

Hypothesis V: A request for an emergency consultation from a mental health services 
employee is not an independent determinant of the probability of IBS admission pursuant 
to that consultation. Any higher probability of IBS admission after referral by the mental 
health care services can be explained by the fact that referrals by the mental health care 
services include more patients with severe psychotic symptoms, patients who are a danger 
to themselves or others, and patients who do not wish to cooperate with treatment.
When socio-demographic characteristics, diagnosis, severity of the disorder, danger and 
treatment motivation are the same, patients referred by the mental health professionals are 
more likely to undergo an IBS admission than they would be after referral by a GP or a hospital 
A&E department. This hypothesis should therefore also be rejected. 

Relevance for clinical practice, theoretical implications and directions for future research
Here also, an answer is required to the question: what is the clinical relevance of this 
phenomenon? An obvious hypothesis is that the PESA doctor finds it more difficult to turn 
down an application for a compulsory admission from a colleague -- who may even be a 
personal acquaintance -- than a request from a GP or an A&E doctor. In this case, personal 
bias or psychological pressure may play a role. It is possible that the position of the PESA 
doctor in situations of this kind is not independent enough. From a formal legal point of 
view, any compromised independence of an assessment may be considered undesirable. But 
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there is also another way of seeing this phenomenon. We can assume that a referral from 
the mental health services will be a request for a compulsory admission for a patient already 
receiving treatment (and who may even already have been admitted) and who has been offered 
every possible type of voluntary treatment without eliminating the potential threat. In these 
circumstances, the ultimate remedy criterion applies, the fifth of the criteria set out by law. If 
treatment during a voluntary admission fails to eliminate the potential threat, we turn to the 
final legitimate recourse: an IBS admission. In order to make a distinction between personal 
bias and psychological pressure on the one hand and the correct application of the ultimate 
remedy criterion on the other as the mechanism underlying this finding, further research is 
required.

Hypothesis VI: Patients who receive intensive outpatient treatment in the year prior 
to an emergency consultation are less likely to undergo an IBS admission pursuant to 
an emergency consultation than patients who receive little or no outpatient treatment. 
(Chapter 4)
Patients who had more than 14 outpatient contacts over a period of 11 months prior to one 
month before the consultation showed to be admitted less often on a compulsory basis after 
adjusting for socio-demographic and clinical characteristics and prior involuntary admission. 
After adjusting for severity of illness, danger to others and treatment motivation this association 
was no longer present. 

Relevance for clinical practice, theoretical implications and directions for future research.
Before stating clinically relevant conclusions based on this finding, we need to know more 
about the precise nature and extent of prior psychiatric treatment, both outpatient and in 
the clinic, and to be able to link these to the outcome of the crisis consultation. Patients who 
had more than 14 outpatient contacts apparently belong to a group of less severe and more 
cooperative cases, at least at the time of the emergency consultation. It remains unclear, 
however, if they showed to have a less severe illness and a more cooperative attitude as the 
mere result of effective outpatient treatment. It may also be the other way around: they 
underwent and maintained outpatient treatment because they had a less severe illnesses and a 
more cooperative attitude anyway and therefore showed a low risk of IBS admission.
For the time being, the conclusion that outpatient treatment helps to prevent compulsory 
admissions is not justified by our findings.

8.1.5.  Patients who have undergone a compulsory admission in the past are more 
likely to be re-admitted on a compulsory basis. What is the mechanism 
underlying this link?

To answer this question, we analysed the data from the follow-up study (N=252). (See Chapter 
6.)
A history of compulsory admission proved to be closely linked to the probability of an IBS 
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admission as the outcome of an emergency consultation. Contrary to our expectations, 
this effect proved to be independent of socio-demographic variables, diagnosis, severity 
of symptoms, danger and treatment motivation (Chapter 4). We therefore examined the 
mechanism behind this effect, assuming the following hypotheses (Chapter 6):

Hypothesis VII: Prior involuntary admission is a predictive factor for a negative view of 
psychiatric treatment and mental health care 

Hypothesis VIII: A negative view of psychiatric treatment and mental health care is 
correlated with low insight and low service engagement. 

Hypothesis IX: Low insight and low service engagement are independently associated with 
a higher risk of IBS admission during follow-up.
So our general hypothesis is that insight and service engagement are mediators of the impact of 
satisfaction with mental health services on the risk of IBS admission. (See Figure 1, Chapter 6). 
To test these hypotheses, we took a random sample of 252 patients from the cohort of all patients 
who had a consultation with the PESA and the Centre-Old-West ATU between September 
2004 and September 2006 (see Chapters 2 and 6). We noted socio-demographic and clinical 
characteristics and also recorded information about previous compulsory admissions. We 
interviewed the patients shortly after their original emergency consultation. The instruments 
used during those interviews included the VSSS-EU and the Birchwood Insight Scale. The 
Service Engagement Scale was filled in by an involved practitioner (81;82;92). 
Four major findings emerged from this part of our study. The first was that only one-third 
of the patients expressed an unambiguous positive opinion about their treatment during the 
involuntary admission they underwent recently. This percentage coincides with the lower end 
of the broad range of percentages (33-81%) found in earlier studies and is in line with more 
recent findings from the UK (22;26). 
Secondly, it was found that a history of involuntary admission is a predictive factor for 
dissatisfaction with mental health services, a finding that supported our hypothesis VII. This is 
in line with earlier findings (109). However, the correlation between the overall dissatisfaction 
with mental health services on the one hand and a lack of insight and low service engagement 
on the other proved to be weaker than we expected. This undermines our hypothesis VIII 
slightly. 
Thirdly, level of insight seems not to be associated with the risk of IBS admission/re-admission 
during follow-up. Our hypothesis that insight is a mediator of the impact of satisfaction with 
mental health services on the risk of IBS was not, therefore, supported by our data (see Figure 
1, Chapter 6). As for the role of service engagement as a mediator of the impact of satisfaction 
with mental health services on the risk of IBS, our conclusion can not be decisive. Selective 
drop out of questionnaires made it impossible to reach a conclusion.
Finally, patients who were unambiguous satisfied with prior psychiatric care and treatment 
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showed a threefold lower odds for IBS admission/re-admission during follow-up compared 
to dissatisfied patients. More satisfaction with prior treatment seems to reduce the risk of 
IBS admission/re-admission remarkably while low levels of satisfaction seem to be mainly 
dependent on a history of previous involuntary admission.

Theoretical implications and directions for future research
In particular, the absence of a relationship between insight and the risk of IBS during follow-
up is remarkable because prior research has clearly shown that a lack of insight, including 
awareness of illness and need for treatment, is strongly associated with the risk of compulsory 
admission, at least in the short term (see chapter 4) (102). A recent prospective study of 150 
patients with a first episode of non-affective psychosis showed that poor insight, as measured 
with the (same) Birchwood Insight Scale, predicted re-admission during a follow-up period 
of 18 months (108). However, our data showed that impaired insight did not predict IBS re-
admission in a mixed group of patients, of whom only 41% had a non-affective psychosis. As 
for the absence of a link between service engagement and IBS risk during follow-up, this may 
have been caused by selection bias because of the large number of missing cases for the Service 
Engagement Scale (see chapter 6). These findings need further study.
The finding that (unambiguous) overall satisfaction with prior psychiatric care and treatment 
seems to protect to the IBS risk during follow-up seems to open up a new perspective. This 
finding is in line with the UK finding that lower treatment satisfaction during the first week 
of an involuntary admission is associated with higher involuntary readmissions rates during 
one year follow-up (26). It may be that dissatisfaction with several aspects of prior treatment 
and care makes patients less cooperative and more prone to avoid care in the future. This 
may result in a lack of, or insufficient, treatment, a higher risk of deterioration in psychiatric 
condition and a higher risk of a repeat compulsory admission. 

Relevance and implications for clinical practice 
Our fourth finding has, like the conclusion to the British study, major implications for daily 
practice. Firstly, it is advisable to closely monitor satisfaction among patients receiving 
treatment involving simple standard procedures. Of course, this recommendation applies 
even more strongly to patients admitted compulsorily. One possibility would be daily formal 
feedback on the basis of a short, straightforward checklist that is completed with the patient. 
Using the results of this feedback, negotiations can be initiated with the patient with the 
aim of improving the quality of the working relationship and enhancing satisfaction with 
the treatment. A randomised controlled trial could be conducted to check the effect of this 
experimental intervention.
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8.1.6.  What is the role played by the amount and quality of social support as risk 
factors for an IBS procedure after an emergency psychiatric consultation?

To answer this question, we analysed the data from the follow-up study (N=252

Hypothesis X: Patients who live alone and have a small social network are more likely to 
be admitted on a compulsory basis than patients who live together with other people. 

Hypothesis XI: Patients who say they feel they receive a lot of social support and patients 
who report few negative social interactions are less likely to be admitted on a compulsory 
basis than patients who feel they receive little social support and patients who report a lot 
of negative social interaction. (Chapter 7)
To test these hypotheses, we used the same study cohort as the one described in brief at the 
beginning of section 1.5. 
Three major findings emerged from this study. The first was that, of the social support variables, 
living alone proved to be the only independent predictor of IBS admission/re-admission. 
Secondly, patients who lived alone proved to have a smaller social network. However, network 
size itself was found to have no independent impact on the risk of compulsory admission. 
Thirdly, a high level of reported negative interactions with other people exacerbated the risk of 
compulsory admission, but only for patients who lived on their own.

Theoretical implications and directions for future research
The fact that domestic situation proved to be a predictor of IBS admission concurs with earlier 
findings. A UK study showed that living alone with no or little contact with others increased 
the likelihood of emergency detention under section 4 of the UK Mental Health Act (33). In 
our study, however, the likelihood of a compulsory admission during follow-up was not related 
to the size of the network in itself if adjusted for domestic situation. This is most probably 
related to the fact that the variables of network size and living alone or not were co-linear 
to some extent: patients who lived with others had a larger social network on average. How 
exactly living alone or not (in combination with social network size) influences the risk of IBS 
admission is not clear yet. It is possible that the day-to-day presence of a partner or family 
member prevents psychiatric crises. One possible mediator of the impact of this presence 
may be the extent to which members of the family or inmates help the patient to stick to their 
treatment and adhere to prescribed medication. Earlier research found a relationship between 
network size and medication adherence, at least for patients who suffer from schizophrenia 
(110;111). This hypothesis merits further investigation, for example through the exploration of 
the relationship between living situation on the one hand and treatment continuity, adherence 
to medication and IBS admission/re-admission on the other. 
Knowing that a high score for criticism from family members of patients with schizophrenia 
was associated with earlier first and second re-admissions and also with a higher rate of re-
admissions, we expected perceived negative interactions to be associated with a higher risk 
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of IBS admission in our cohort (112). On one hand we found no independent relationship 
between the subjective, qualitative aspects of social support and the risk of IBS admission in 
our cohort as a whole, either for the positive factor or for the perceived negative interactions. 
On the other hand our data showed that a high score for negative exchange certainly made a 
compulsory admission more likely during follow-up but only for people who lived on their own. 
Domestic situation clearly modified the effect of negative interactions. It appears that patients 
who live on their own are more vulnerable to negative interactions. This may be because, on 
average, their networks were less extensive. If you have one or two bad relationships, seven 
good ones may protect you from the stress caused by the bad relationships. But if your network 
happens to be small the impact of negative exchanges may be much higher. These findings 
need more research in order to understand better the balance between supportive and negative 
interactions. 

Relevance and implications for clinical practice
The fact that patients living alone (with a limited social network) are more at risk of compulsory 
admission/re-admission has major clinical implications. It is advisable not to let these patients 
just return to their deprived home situation after their first (compulsory) admission. This 
group requires specific help with the construction/re-construction of a more extensive system 
of support and with diminishing the impact of negative interactions, with the first steps being 
required during their stay in the clinic. Where possible, this should be done by helping them 
to re-establish old relationships and to establish new continuity in these relationships using 
family therapy or other system-based interventions. Where the restoration of old relationships 
is impossible because of the definitive breakdown of the old system of support, assistance 
will be required with the establishment of a new, and particularly more extensive, system of 
support. Sheltered accommodation, group accommodation, structured daily activities and all 
other forms of participation in social relationships should be considered here. A randomised 
controlled trial could be conducted to check the effect of the proposed intervention.

8.2. Methodological considerations

8.2.1 General considerations
At first it has to be emphasized that it is not the aim of our study to develop a complete 
prediction model of the incidence of IBS admissions. So, we do not look for total prediction 
model with the best fit, like it has to be done in epidemiological studies. Therefore, we only 
reported a general measure for goodness of fit (Nagelkerke r2) and mostly did not discus the 
outcome of it. Instead of offering a total prediction model with the best fit, the aim of the ASAP 
study is to establish a picture of as many variables as possible that influence the probability of 
IBS admissions for crisis patients with psychiatric illnesses. More particularly, we aimed to 
establish a better picture of the relationship between the incidence of IBS admissions on the 
one hand and prior psychiatric history, the course of the psychiatric disorder, the patient’s 
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social circumstances and patient opinions and experiences on the other. The ultimate objective 
was to identify patient-related and care-related factors that can be tackled through changes in 
treatment programmes, reducing the number of compulsory admissions. 

8.2.2. Sampling and non-response

Composition of the study cohorts, drop-out and the possibility of selection bias
The wave 1 cohort was used for the cross-sectional study of the ASAP research described 
extensively in Chapter 2. It constitutes the basis for the analyses underlying Chapters 3, 4 
and 5 answering questions 1 through 4. There were problems with drop-out in this cohort 
prior to the analyses. This was caused by 399 (17%) non-completed forms for the Severity of 
Psychiatry Illness scale (SPI). The study cohort of 1970 consultations was compared in terms of 
a number of variables with the 399 consultations that were excluded because of the absence of a 
completed SPI form. No indications of selection bias were found. (See Chapter 4 for details.) 
The wave 2 cohort of the follow-up study (N=252) constituted the basis for the analyses 
underlying Chapters 6 and 7, that set out the answers to questions 5 and 6 and the appraisal 
of the associated hypotheses. It included the patients who had a consultation with both 
the PESA and Centre-Old-West ATU (see Chapter 6). During sampling for the purposes of 
both sub-cohorts that together constituted the follow-up cohort, there was some selective 
drop-out. The question is whether this drop-out may have influenced the study results. The 
fact that some young patients and patients with a psychosis dropped out of the IBS group 
may mean that difficult-to-reach and non-cooperative patients with psychotic susceptibility 
were under-represented. However, it is unlikely that they were mainly included in the group 
with a severe disorder and a high risk of compulsory admission. This group was often still 
hospitalised during the inclusion phase and they were the easiest of all patients to contact 
and include. A number of patients did drop out from this last group because (according to 
their case clinicians) their psychiatric symptoms were too severe for them to give informed 
consent. We are therefore assuming that the drop-out patients who were diagnosed as being 
psychotic during the emergency consultation were a mixture of patients with a high and a low 
risk of compulsory admission and that the results were not therefore distorted by this selective 
drop-out. 
In the non-IBS group, non-western immigrants were slightly under-represented. Apparently, 
they were more difficult to contact or more likely to refuse to participate in the study than non-
ethnic Dutch people. Because non-western immigrants are, on average, at a slightly higher 
risk of compulsory admission, it is theoretically possible that we have missed a number of 
IBS admissions in the follow-up. However, it is not probable that this has affected the results 
because only 10% of the non-compulsory admissions group were compulsorily admitted 
during follow-up. Given this percentage, a small number of non-western migrants cannot have 
had a major effect. 
The findings from the two parts of our study cannot be applied straightforwardly to homeless 
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psychiatric patients. The same applies to patients living elsewhere in the Netherlands or outside 
the Netherlands. Both groups were deliberately excluded. This limitation is perhaps mainly 
important for the group of (6%) homeless patients receiving an emergency consultation. This 
small group was excluded from the study because we could not be sure that we could establish 
a reliable psychiatric history and follow-up for them. This may have resulted in some selection 
bias as a result of the exclusion of a small group with severe psychiatric problems and a high 
risk of IBS admission. However, it is improbable that this will have had a significant impact on 
the results. 

Follow-up and the possibility of bias caused by loss to follow-up
The loss to follow-up was limited in this study. A negative impact of loss to follow-up was also 
prevented by the fact that we did not determine the outcome measure on the basis of data 
from the final follow-up measurement during the interview with the patient, but on the basis 
of PSyGIS (106). Furthermore, we corrected the drop-out resulting from death and emigration 
by calculating the results for the cohort of 244 patients who were still in Amsterdam two years 
after their first interview. Loss to follow-up did not therefore play any role in the analyses. 

The possibility of information bias
Measurement errors cannot be excluded with respect to some of the determinants adopted 
by the clinician during the index consultation. The diagnosis in particular, which was not 
established using a standardised procedure but during the day-to-day practice of emergency 
consultations, may, in theory, have led to measurement errors. In order to neutralise this 
limitation and the possibility of misclassifications, we used a rough classification of diagnostic 
categories. That is also why diagnostic categories on DSM IV TR Axis II were not considered. 
There is no reason to assume that there have been any systematic measurement errors. It is 
clear that diagnosis cannot be very precise and detailed during an emergency consultation. 
The longitudinal design of our study, in which the determinants were measured long before 
the outcome measure was classified, prevented the distortion of the results by information bias 
resulting from contamination between determinants and the outcome measure. The fact that 
the outcome measure was also determined by consulting an existing care consumption register, 
while the main determinants were measured by the clinician during the index consultation or 
by research staff during the interview with the patient also precluded the possibility of bias of 
this kind. 

8.2.3. Confounding
By formulating hypotheses in a sound way, we tried to keep the risk of missing confounders 
small. In addition, by using stepwise multiple logistic regression, we checked the results as 
much as possible for confounding errors. Generally, we cannot be sure that the set of risk 
factors we entered into the models was complete. Indeed, we are sure that the future will 
show that the set was indeed incomplete. We cannot therefore exclude the possibility that 
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factors that we have now classified as independent predictors will be downgraded after all 
to confounders by findings from future research. An example would be the referral pattern, 
which we now consider to be an independent predictor. Let us suppose that we conduct more 
detailed research into the variables that play a role during the decision-making process in 
the mind of the doctor (or in team consultations) in terms of the probability of a decision 
to proceed with a compulsory admission. It might then emerge that, during this decision, 
the level of psychological pressure perceived by the decision-maker to opt for compulsory 
admission is the determinant factor rather than the fact that the patient has been referred by 
the police or the mental health care services. 

8.2.4. Measurement of IBS incidence 
The outcome measure we used for wave 2 of our study, the incidence or not of one or several 
IBS admissions during the follow-up period, was classified by consulting the Amsterdam Mental 
Health Services Database PSyGIS. However, we cannot be 100% certain that all IBS admissions 
for the patients in our cohorts are actually registered in the database. This applies, incidentally, 
to both retrograde determination of patient history prior to the index consultation and to the 
counting of compulsory admissions during the follow-up period. One small psychiatric clinic, 
the General Hospital Psychiatric Unit (Dutch: PAAZ) at the Lucas-Andreas Hospital, is not 
included in the PSyGIS. They deal with approximately 2% of the compulsory admissions patients 
in Amsterdam. Furthermore, we cannot exclude the possibility that our cohort included patients 
who were compulsorily admitted elsewhere in the country prior to inclusion or during follow-up. 
These admissions are not recorded in PSyGIS. However, this under-reporting cannot account 
for more than 2 to 4%. It will therefore not have any genuine impact on the results.

8.2.5. Strengths and Limitations

Strengths
The strengths of the ASAP, compared with other studies, are the size of the study cohorts, the 
prospective design and the use of the PSyGIS database with data relating to prior psychiatric 
care consumption and care consumption during follow-up. The length of the observation 
period is another strong element of the ASAP study. In total, we were able to observe the 
history of the patients for more than seven years: 5 years retrospectively and more than two 
years prospectively. In addition, our study was based on inclusion in the context of outpatient 
emergency psychiatry, which is studied much less often than the psychiatric clinic setting. The 
study of the relationship between patient satisfaction and the probability of IBS admission/
re-admission was the first in the Netherlands. The same applies to the examination of the 
relationship between social support and a probability of IBS admission/re-admission. Both 
of these sub-studies drew extensively on patient perspectives, as determined using several 
validated questionnaires; this has not been done on this scale previously, either in the 
Netherlands or elsewhere.
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Limitations
A limitation was the fact that the Severity of Psychiatry Illness questionnaire (SPI) that was used 
in the analyses of Chapters 5 and 6 was completed by the clinicians themselves. Theoretically, 
this may have resulted in a certain level of unreliability, particularly if one assumes that the 
emergency physicians only completed the SPI form after the decision to admit the patient 
(compulsorily or not) had been taken. Scoring the SPI items may have been influenced by an 
awareness of the compulsory admission. However, there are clear indications that this did not 
happen (at least not on a large scale). The SPI items, which correspond to the legal criteria for 
an IBS admission, proved not to be the only independent predictors for the probability of these 
admissions. 
If we wish to compare our results with the results from study cohorts with a more firmly 
grounded approach to diagnostics, usually in the setting of psychiatric hospitals, some 
reservations must always be kept in mind. This constitutes a second limitation that results 
from the broad approach to diagnosis and classification in our study. At present, in the light of 
the understanding that has been built up in the interim, we now wonder whether it would not 
have been better to include only patients with a psychotic disorder in the two cohorts for the 
follow-up study (IBS and non-IBS). That would, in any case, have made the comparison of our 
cohort with other cohorts including only patients with a psychotic disorder more reliable. 
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Summary

Introduction
There has been a major change in the social climate of the Netherlands over the past twenty-
five years. A fear-driven preoccupation with personal safety and the preservation of identity 
has now developed, and it is accompanied by a decline in tolerance of strange people and 
strange behaviour. This fear-driven, less tolerant attitude has become manifest in a reappraisal 
of the use of coercion. In a parallel development, there has been a devaluation of the empathic 
approach to deviant behaviour and, in particular, to our fellow human beings when they 
are perceived as different. These tendencies have had a far-reaching impact on psychiatry, 
embedded as it is in the social context. Partly as a result of these developments, the number 
of compulsory admissions in psychiatry has increased sharply, particularly in the major cities. 
This increase was found in both IBS admissions (admissions with Inbewaringstelling, acronym: 
IBS) and court orders (Voorlopige Machtiging admissions, acronym: VM). IBS admissions rose 
nationally from 22 per 100,000 inhabitants in 1979 to 53 per 100,000 in 2004. In the Amsterdam 
region, the number of IBS admissions between 1979 and 2004 actually rose by 261% to 86 per 
100,000. The picture in Rotterdam and The Hague was comparable.
The increase in the number of admissions involving compulsion is in contrast with the scarcity 
of reliable scientific data about the short-term, but above all long-term, effects and side-effects. 
We still know very little, in particular about the effects from the point of view of the patients. 
How patients admitted under the IBS arrangements get on after that admission is also still 
quite unclear. We know that approximately 25% probably receive ongoing treatment under a 
court order, but we do not know what long-term effect this has in a scientific sense. Nor do 
we know anything about the subsequent fate of people who receive outpatient care after their 
IBS admission. And we hardly know anything at all about the effect of compulsory treatment 
on treatability in the future when that treatment is perceived negatively or as unjustifiable by 
a large group of patients. A UK study indicates that patients with a negative opinion about 
the treatment at the outset of their compulsory admission are at risk of a repeat compulsory 
admission. We do not know whether that is also the case for Dutch IBS patients. Are they 
readmitted later on a compulsory basis or do they continue to cooperate well with the required 
treatment? And when there are repeat compulsory admissions, which patients are involved?
Looking at the socio-demographic characteristics of the patients, only ethnic background 
seems to play a role in determining the probability of compulsory admission. Groups who 
are more likely to be compulsorily admitted are Dutch people with a Surinam, Antillean and 
Moroccan background. Previous research suggests that the increased risk for these groups 
could be explained by the fact that, when they come into contact with emergency psychiatric 
services, they are more often in a severe psychotic state that is perceived as dangerous than 
non-ethnic Dutch people in the same situation. We know virtually nothing about the role 
played by the social context with respect to the probability of a compulsory admission. In 
terms of clinical characteristics, it is clear that most compulsory admissions involve people 
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suffering from a psychotic disorder, in particular schizophrenia. These are patients with 
severe symptoms who are unwilling to undergo treatment. Of course, the assessment of the 
threat posed to the patient or others has also proved to be a determining factor. Patients who 
have undergone a compulsory admission in the past are also more likely to be readmitted 
on a compulsory basis than people without a similar history. This phenomenon is still not 
understood.

Research questions and hypotheses 
The aim of the ASAP study is to establish a picture of the variables that determine the probability 
of IBS admissions for crisis patients with psychiatric illnesses. More particularly, we aimed to 
establish a better picture of the relationship between the incidence of IBS admissions on the 
one hand and prior psychiatric history, the course of the psychiatric disorder, the patient’s 
social circumstances and patient opinions and experiences on the other. The ultimate objective 
was to identify patient-related and care-related factors that can be tackled through changes in 
treatment programmes, reducing the number of compulsory admissions. 
This study answered six questions and appraised eleven hypotheses. 
In Chapter 3, we looked at the changes there have been in the past 20 years in Public Mental 
Health Care and emergency psychiatry in Amsterdam, and what effect those changes have 
had on the probability of patients being compulsorily admitted in an IBS procedure after an 
emergency consultation. Our hypothesis (I) was that the emergency psychiatric service in 
Amsterdam saw more severe patients in 2005 and prescribed more IBS admissions than its 
predecessor in 1983. 
In Chapter 4, we looked at psychiatric disorders as risk factors for IBS and at the role played 
by the severity of the disorder, danger, awareness of illness and treatment motivation. Here, 
our hypothesis (III) was that danger, and lack of illness awareness and treatment motivation, 
in addition to suffering from severe psychiatric illness, are the only determinants of the 
probability of IBS admission pursuant to an emergency consultation. In this chapter, we also 
looked at referral paths and prior psychiatric treatment as risk factors for IBS admission. Here, 
our hypothesis (IV) was that contact with the police prior to an emergency consultation is not 
an independent factor determining the probability of IBS admission after that consultation. 
In our hypothesis, the higher probability of IBS admission after referral by the police can be 
explained by the fact that police referrals include more patients who have severe psychotic 
symptoms, who are a danger to themselves or others, and who do not wish to cooperate with 
treatment. We assumed the same hypothesis (V) for referral by mental health services. We 
also studied the hypothesis (VI) that patients who receive intensive outpatient treatment in the 
year prior to an emergency consultation are less likely to undergo an IBS admission pursuant 
to an emergency consultation than patients who receive little or no outpatient treatment.
In Chapter 5, we looked at the socio-demographic characteristics of the patients admitted in an 
IBS procedure after an emergency psychiatry consultation compared with patients undergoing 
another intervention. Here, our hypothesis (II) was that some groups of Dutch people with 
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an ethnic background are more likely to undergo an IBS admission but that this increased 
probability is not attributable to their ethnicity in itself. This higher probability is explained by 
the fact that these patients present more often with a severe psychosis, that they are perceived 
more often as being dangerous and poorly motivated for treatment, and that they are also 
referred more often through the police as a result.
In Chapter 6, we examined the mechanism underlying the familiar observation that patients 
who have already undergone an compulsory admission are more likely to be readmitted again 
on a compulsory basis. We looked at three hypotheses associated with this mechanism. A 
history of compulsory admission predicts a negative opinion about prior psychiatric treatment 
and psychiatric services (VII). A negative opinion about prior psychiatric treatment is linked 
to problems with awareness of illness and a weak relationship with clinicians (VIII). Problems 
with awareness and a weak relationship with clinicians are linked to an increased probability 
of IBS admission during follow-up (IX).
And in Chapter 7, we turned to the role played by the amount and quality of social support as 
risk factors for an IBS procedure after an emergency psychiatric consultation. In this context, 
we have formulated two hypotheses on the basis of previous findings. Patients who live alone 
and have a small social network are more likely to be admitted on a compulsory basis than 
patients who live together with other people (X). Patients who say they feel they receive a lot 
of social support and patients who report few negative social interactions are less likely to 
undergo an IBS admission than patients who feel they receive little social support and patients 
who report a lot of negative social interaction (XI).

Method 
The research method was described extensively in Chapter 2, and we will provide a brief 
summary here.
The research was conducted at the Psychiatry Emergency Service Amsterdam (PESA) and the 
Centre-Old-West Acute Treatment Unit (ATU). 
The PESA provides emergency psychiatric services and crisis intervention services on a 24/7 
basis in response to police referrals. Outside office hours, they also manage referrals from 
primary care (GPs and A+E departments) and the second line (mental health services). The 
ATU is a team that works during office hours, engaging primarily in emergency psychiatry 
and crisis intervention in response to referrals from GPs and the A+E departments of general 
hospitals in the Centre and Old West areas of Amsterdam. 
The first stage was a prospective cohort study in which patients who underwent an IBS 
admission pursuant to a crisis consultation, and patients who did not, were compared in a 
case-control design. Patients aged between 18 and 66, and living in Amsterdam, who had an 
emergency consultation with the PESA during an unbroken period of two years were included 
in this part of our study. The recorded patient characteristics were: age, sex, country of origin 
and home situation. We made a note of the source of the referral and the psychiatric diagnosis 
according to DSM IV TR. To determine the severity of the current psychopathology, we 
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used the Severity of Psychiatric Illness rating scale (SPI). Information about psychiatric care 
consumption was obtained from the Amsterdam Mental Health Services database PSyGIS.
A second cohort was then established for a follow-up study by selecting patients from the 
basic cohort of Amsterdam patients aged between 18 and 66 who had at least one emergency 
consultation with the PESA and the ATU. A random sample was taken of 125 patients who 
were admitted voluntarily after the index consultation, as well as a sample of 125 patients 
who underwent IBS admission after their emergency consultation. These two samples made 
up the cohort for the second part of our study. The size of the sample was determined using 
a power analysis. The recorded patient characteristics were: age, sex, country of origin and 
home situation. We made a note of the source of the referral and the psychiatric diagnosis 
according to DSM IV TR. Information about psychiatric care consumption was obtained from 
the Amsterdam Mental Health Services database PSyGIS. The 250 patients were interviewed 
shortly after the emergency consultation. We used (among others) the following questionnaires 
during those interviews: the European version of the Verona Service Satisfaction Scale, the 
Birchwood’s Insight Scale, the Service Engagement Scale (Tait), the Social Network Structure 
Questionnaire (van Sonderen) and the Social Resources questionnaire (Ruehlmann). Care 
consumption during follow-up was determined with the Amsterdam Mental Health database 
PSyGIS. Where demographic data for the Amsterdam population were necessary, these were 
obtained from the Research and Statistics office of the city of Amsterdam.
For the statistical analyses for both cohorts, we used bi-variate analysis with Pearson’s chi 
square and Independent Samples T-test or Mann-Whitney U-tests. To calculate the odds 
ratios (with a confidence interval of 95%) and to test for the presence of confounders, we used 
multiple stepwise logistic regression.

Conclusions, recommendations and suggestions for future research 
Chapter 3. The small front-line outreach service of 1983 has changed into a specialist psychiatric 
emergency department with a less pronounced outreach component. It handles more than 
twice as many consultations, with patients who are mostly in a more severe condition. The 
police have become the most important referrer for this service and, in 2005, four times as 
many psychiatric patients come into contact with the police compared to 1983. This has to be 
considered an unwelcome change. Voluntary admissions to psychiatric hospitals have virtually 
disappeared as a feature of the crisis service. In general, there are fewer psychiatric admissions 
and there is more treatment in the community (or no treatment) as an outcome of the 
consultations. We can also conclude that the annual number of IBS admissions in Amsterdam 
increased, mainly because the number of emergency consultations and proportion of police 
referrals both increased twofold. A striking finding is that, while police referrals more than 
doubled as a percentage of referrals, the proportion of compulsory admissions rose only from 
17 to 20%. Therefore, we may assume that the PESA was successful in preventing unnecessary 
compulsory admissions.
Chapter 4. The severity of the disorder, danger and lack of treatment motivation proved, in 
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line with the statutory criteria, to be the main determinant factors in the probability of IBS 
admissions at the PESA. However, referral path and prior psychiatric history also affected the 
decision, independently of these three statutory criteria. Although this would appear to be 
undesirable from a formal, legal point of view, we do not know whether it also has a negative 
impact on the quality of the treatment and patient welfare. 
Referral by the police and the mental health services make IBS more likely than referral by 
primary health care, independently of the severity of the disorder, danger and the lack of 
treatment motivation. Further research is required to clarify the mechanism underlying 
these correlations, as well as any possible negative effects for the patient. Is the psychological 
pressure exerted by an emergency referral from the police or mental health colleagues the 
factor that leads to clinicians in this situation opting more readily for IBS, independently of 
the explicit IBS criteria? Is this an undesirable phenomenon for the purposes of the welfare of 
our patients? In order to examine this question, it will be necessary to look at the course of 
treatment for IBS patients referred by the police and mental health services, and to compare 
this with the course of treatment of patients referred by primary health care, controlling for 
severity of disorder, danger and treatment motivation. 
Patients receiving outpatient treatment of varying levels of intensity in the year prior to the 
consultation – more than 14 outpatient contacts in 11 months up to one month before the 
consultation – were admitted on a compulsory basis less often. Most probably they belong to 
a more cooperative group with less severe disorders. Before we can draw clinically relevant 
conclusions on the basis of this finding, we will have to know more about prior psychiatric 
treatment. We need to determine the precise nature and extent of prior psychiatric treatment, 
both outpatient and in the clinic, and to study the relationship with the outcome of the crisis 
consultation.
Chapter 5. The probability of an IBS admission after an emergency consultation was higher 
for three groups of immigrants than for native Dutch people: patients of Surinam & Antillean 
origin, the group with roots in sub-Saharan Africa and patients of Moroccan origin. The 
higher probability of IBS admissions proved to be mainly (with the exception of the small 
group from sub-Sahara Africa) attributable to the fact that these three groups were referred by 
the police, presenting in a psychotic condition. Patients with their roots in sub-Sahara Africa 
were possibly  perceived to be more dangerous and more poorly motivated than native Dutch 
people. Two issues must be addressed before the clinical relevance of these findings can be 
determined. Why do patients with roots in Sub-Saharan Africa and patients with a Moroccan 
background receive second-line care less often before emergency consultations than native 
Dutch people with the same psychiatric problems? Why is it that the group of patients of 
Surinam and Antillean origin, despite second-line care beforehand not differing significantly 
from native Dutch, are more likely to undergo an IBS admission as an outcome of an emergency 
consultation than the group of native Dutch people?
Chapter 6. A history of compulsory admission proved to be closely linked to the probability 
of an IBS admission as the outcome of an emergency consultation, independently of socio-
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demographic variables, diagnosis, severity of symptoms, danger and treatment motivation. 
There are strong indications that the level of satisfaction with psychiatric treatment in the 
recent past) plays a role in the probability of repeat IBS admissions: the higher the level of 
satisfaction the lower the risk of IBS. On the basis of this finding, and a comparable finding in 
UK research, we have a recommendation to make. Patients admitted compulsorily should be 
asked explicitly (using a standardised method) for their opinions about the treatment and the 
clinicians on a regular basis throughout their treatment, either outpatient or inpatient. Using 
the results of this systematic feedback, negotiations can be initiated with the patient with the 
aim of improving the quality of the working relationship and satisfaction with the treatment. 
A randomised controlled trial can then be used to determine whether this intervention reduces 
the probability of repeat compulsory admissions.
Chapter 7. Living alone was associated with an increase in the probability of IBS admission 
during follow-up by comparison with living together with other people (an odds of three to 
one). We found that these patients had a smaller social network. A high level of reported 
negative interactions increased the risk of compulsory admission only for patients who lived 
alone.
This results in a recommendation. Patients living alone (with a small social network) should 
not be returned without further precautions to their deprived home situation after an 
initial compulsory admission. This group must receive targeted assistance to rebuild a more 
extensive system of support. This process should start before they return to the community. 
Where possible, this should be done by helping them to re-establish old relationships using 
family therapy or other system-based interventions. Where it is not possible to re-establish 
old relationships, they will need help to organise a new, broader system of support. Sheltered 
accommodation, group accommodation, structured daily activities and all other forms of 
participation in social relationships should be considered here.
A randomised controlled trial can then be used to determine whether this intervention reduces 
the probability of repeat compulsory admissions.

21088 van der Post binnenwerk.indd   134 05-12-2011   13:33:30



135

SAMENVATTING

Samenvatting

Introductie
De afgelopen vijfentwintig jaar is het sociale klimaat in Nederland sterk veranderd. In de 
maatschappij heeft zich een angstige preoccupatie met persoonlijke veiligheid en behoud van 
eigenheid ontwikkeld die samengaat met een afnemende tolerantie tegenover de vreemde en 
vreemd gedrag. Deze angstige, minder tolerante opstelling drukt zich uit in een herwaardering 
van het gebruik van dwang. In gelijke tred hiermee heeft er een devaluering plaatsgevonden 
van het begrijpend tegemoet treden van afwijkend gedrag en van de medemens die als anders 
wordt beleefd in het bijzonder. Deze tendensen hebben de psychiatrie, ingebed als zij is in haar 
maatschappelijke context, sterk beïnvloed. Mede onder invloed van deze ontwikkelingen is 
het aantal dwangopnames in de psychiatrie sterk toegenomen, vooral in de grote steden. De 
stijging betrof zowel de Inbewaringstelling (IBS) als de opnamen met Voorlopige Machtiging 
(VM). De IBS-cijfers stegen landelijk van 22 per 100.000 inwoners in 1979 naar 53 per 100.000 
inwoners in 2004. In de Amsterdamse regio nam het aantal IBS-en in de periode tussen 1979 en 
2004 toe met 261% naar 86 per 100.000. Een vergelijkbare ontwikkeling zagen we in Rotterdam 
en Den Haag.
De toename van het aantal opnames met dwang staat in contrast met het feit dat betrouwbare 
wetenschappelijke gegevens over de korte, maar vooral lange termijn effecten en bijwerkingen 
van een gedwongen opname schaars zijn. In het bijzonder over de effecten bezien vanuit het 
perspectief van de patiënt weten we nog heel weinig. 
Hoe het met een IBS opgenomen patiënten na die opname vergaat, blijft ook vooralsnog vrij 
duister. We weten dat ongeveer 25% waarschijnlijk een voortgezette behandeling met een VM 
krijgt, maar wat daar dan weer het lange termijn effect van is weten we niet in wetenschappelijke 
zin. 
Ook van de mensen die na hun IBS-opname ambulante behandeling krijgen weten we niet 
hoe het hen vervolgens vergaat. Hoe het ondergaan van een dwangopname, die door een grote 
groep patiënten als negatief of niet gerechtvaardigd wordt ervaren, inwerkt op toekomstige 
behandelbereidheid weten nauwelijks. Een Engels onderzoek wijst erop dat patiënten die 
aan het begin van hun dwangopname een negatieve mening over de behandeling hebben 
kandidaten zijn voor een nieuwe dwangopname. Of dat ook voor Nederlandse IBS patiënten 
geldt, weten we niet. Worden ze later opnieuw met dwang opgenomen of blijven ze goed aan de 
noodzakelijke behandeling meewerken? En als er dan sprake is van (herhaalde) dwangopnames, 
welke patiënten betreft het dan?
Van de socio-demografische kenmerken van de patiënten lijkt alleen etnische achtergrond 
een rol te spelen bij de kans op een dwangopname. Groepen met een verhoogde kans op een 
dwangopname zijn: Nederlanders met Surinaamse, Antilliaanse en Marokkaanse achtergrond. 
De verhoogde kans voor deze groepen lijkt op basis van eerder onderzoek verklaard te worden 
uit het feit dat ze vaker in ernstige en als gevaarlijk gepercipieerde psychotische toestand bij de 
spoedeisende psychiatrie terechtkomen dan autochtone Nederlanders. 
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Over de rol die de sociale omgeving speelt bij de kans op een IBS opname weten we vrijwel 
niets. 
Wat de klinische kenmerken betreft is duidelijk dat gedwongen opnames in het algemeen  vooral 
plaatsvinden bij mensen die lijden aan een psychotische stoornis, in het bijzonder schizofrenie. 
Het gaat dan om patiënten met ernstige symptomen en een ontbrekende bereidheid tot 
behandeling. De mate van geschat gevaar voor de patiënt zelf of anderen blijkt natuurlijk ook 
bepalend. Patiënten die eerder een gedwongen opname hadden hebben hierbij een hogere 
kans op dwangopname dan mensen die nooit eerder met dwang werden opgenomen waren. 
Een vooralsnog onbegrepen fenomeen.

Onderzoeksvragen en hypothesen
Het doel van het ASAP onderzoek is het in beeld brengen van de variabelen die de kans bepalen 
dat een patiënt met een psychiatrische ziekte in een crisissituatie wordt opgenomen met een 
Inbewaringstelling. Meer in het bijzonder streven we naar een beter inzicht in de relatie 
tussen het vóórkomen van een IBS opname enerzijds en de psychiatrische voorgeschiedenis, 
het beloop van het psychiatrisch ziektebeeld, de sociale omstandigheden van de patiënt en 
diens mening en ervaringen anderzijds. Het uiteindelijke doel is om patiëntgerelateerde en 
zorggerelateerde factoren te vinden die zodanig beïnvloed kunnen worden door het aanpassen 
van behandelprogramma’s, dat het aantal dwangopnames vermindert. Zes vraagstellingen 
worden in dit onderzoek beantwoord en elf hypotheses worden getoetst. 
In hoofdstuk 3 onderzoeken we de vraag welke veranderingen zich in de afgelopen 20 jaar hebben 
voorgedaan in de Amsterdamse Openbare Geestelijke Gezondheidszorg en spoedeisende 
psychiatrie en welke invloed deze veranderingen hebben gehad op de kans dat een patiënt bij 
een spoedeisend consult een IBS krijgt. Onze hypothese (I) is dat de Spoedeisende Psychiatrie 
Amsterdam anno 2005 meer ernstige patiënten ziet en meer IBS indicaties stelt dan haar 
voorganger in 1983. 
In hoofdstuk 4 kijken we naar de psychiatrisch ziektebeelden als risicofactoren voor het krijgen 
van een IBS en naar de rol die de ernst van de stoornis, gevaar, ziektebesef en behandelbereidheid 
spelen. Hierbij is onze hypothese (III) dat gevaar, gebrek aan ziekte-inzicht en behandelmotivatie 
naast het lijden aan een ernstige psychiatrische ziekte de enige bepalers zijn van de kans 
om bij een spoedeisend consult een IBS te krijgen. In dit hoofdstuk bestuderen we ook de 
verwijzingstrajecten en de voorafgaande psychiatrische behandeling als risicofactoren voor 
het krijgen van een IBS. Hierbij is onze hypothese (IV) dat contact met de politie voorafgaand 
aan een spoedeisend consult geen onafhankelijke invloed heeft op de kans om bij een 
spoedeisend consult een IBS te krijgen. De hogere kans op een IBS na een politieverwijzing 
wordt volgens onze hypothese verklaard door het feit dat onder politieverwijzingen meer 
patiënten voorkomen die ernstige psychotische symptomen hebben, een gevaar vormen voor 
zichzelf of anderen en niet willen meewerken aan behandeling. Dezelfde hypothese (V) nemen 
we aan voor de verwijzing door een GGZ-medewerker. We toetsten ook de hypothese (VI) 
dat patiënten die in het jaar voorafgaande aan een spoedeisend consult intensieve ambulante 
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behandeling hebben gehad, een lagere kans om bij een spoedeisend consult een IBS te krijgen 
vergeleken met patiënten die geen of weinig ambulante behandeling kregen.
In hoofdstuk 5 onderzoeken we de socio-demografische kenmerken van de patiënten die bij de 
spoedeisende psychiatrie een IBS krijgen en vergelijken deze met die van de patiënten bij wie 
een andere interventie werd toegepast. Hierbij is onze hypothese (II) dat sommige groepen 
Nederlanders van niet-Nederlandse afkomst die een hogere kans hebben op het krijgen van 
een IBS, deze hogere kans niet aan hun etniciteit op zich te danken hebben. Hun hogere kans 
op een IBS wordt verklaard door het feit dat ze vaker gepresenteerd worden met een ernstig 
psychotische beeld, vaker als gevaarlijk worden gepercipieerd en als slecht gemotiveerd voor 
behandeling en daardoor ook vaker via de politie worden verwezen. In hoofdstuk 6 bestuderen 
we het mechanisme achter de (al lang bekende) bevinding dat patiënten die al eerder een 
dwangopname hebben gekregen een hogere kans hebben op een nieuwe opname met 
dwang. In verband met dit mechanisme toetsten we drie hypotheses. Eerdere onvrijwillige 
opname voorspelt een negatieve mening over voorafgaande psychiatrische behandeling en 
psychiatrische diensten (VII). Een negatieve mening over eerdere psychiatrische behandeling 
is geassocieerd met gebrekkig ziektebesef en een zwakke relatie met behandelaars (VIII). 
Gebrekkig ziektebesef en een zwakke relatie met behandelaars zijn geassocieerd met een 
verhoogd kans op een IBS-opname gedurende follow-up (IX).
En in hoofdstuk 7 vragen we ons af wat de rol is van kwantiteit en kwaliteit van sociale steun als 
risicofactoren voor het krijgen van een IBS bij een spoedeisend consult. In dit verband hebben 
we op basis van eerdere bevindingen twee hypotheses geformuleerd. Patiënten die alleen 
wonen en een klein sociaal netwerk hebben, hebben een verhoogde kans om opgenomen te 
worden met een IBS vergeleken met patiënten die samenwonen met anderen (X). Patiënten die 
rapporteren veel sociale steun te ervaren van hun omgeving en patiënten die weinig negatieve 
sociale interacties melden, hebben een lagere kans om opgenomen te worden met een IBS 
vergeleken met patiënten die weinig sociale steun ervaren en patiënten die veel negatieve 
interacties met hun omgeving melden(XI).

Methode 
De methode van onderzoek wordt uitgebreid beschreven in hoofdstuk 2, waarvan we hier een 
korte samenvatting geven.
Het onderzoek is uitgevoerd bij de Spoedeisende Psychiatrie Amsterdam (SPA) en bij het 
Acuut Behandel Team Centrum-Oud-West (ABT). 
De SPA verzorgt gedurende zeven dagen per week, 24 uur per dag de spoedeisende psychiatrie 
en crisisinterventie op verwijzing van de politie. Buiten kantooruren komen daar verwijzingen 
door de eerstelijn (huisartsen en EHBO’s ) en tweedelijn (GGZ) bij. Het ABT is een tijdens 
kantooruren werkend team dat voornamelijk spoedeisende psychiatrie en crisisinterventie 
doet op verwijzing van huisartsen en EHBO’s van algemene ziekenhuizen binnen het Centrum 
en oude-Westen van Amsterdam. 
Tranche I betrof een prospectieve cohort onderzoek waarin patiënten die wel en geen IBS 
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opname kregen in aansluiting op een crisisconsult met elkaar werden vergeleken met behulp 
van een case-control design. Patiënten tussen de 18 en 66 jaar, woonachtig in Amsterdam, 
die gedurende een aaneengesloten periode van twee jaar ten minste één spoedeisend 
consult kregen van de SPA werden geïncludeerd voor deze tranche I van ons onderzoek. De 
geregistreerde patiëntkenmerken waren: leeftijd, geslacht, land van herkomst en huiselijke 
situatie. We noteerden de verwijzer en de psychiatrische diagnose volgens de DSM IV TR. 
Voor het vastleggen van de ernst van de actuele psychopathologie gebruikten we de Severity of 
Psychiatric Illness rating scale (SPI). Informatie over de psychiatrische zorg consumptie werd 
verkregen uit de Amsterdamse GGZ database Psygis.
Uit de basis cohort van Amsterdamse patiënten tussen de 18 en 66 jaar die gedurende dezelfde 
aaneengesloten periode van twee jaar ten minste één spoedeisend consult van de SPA of het 
ABT kregen, werd vervolgens een tweede cohort samengesteld voor een follow-up onderzoek. 
Er werd een aselecte steekproef genomen van 125 patiënten die bij het index consult een 
vrijwillige interventie kreeg en een steekproef van 125 patiënten die na hun spoedeisend 
consult een IBS kregen. Deze twee steekproeven samen vormden de tranche II cohort. De 
grote van de steekproef is bepaald in een power-analyse. De geregistreerde patiëntkenmerken 
waren: leeftijd, geslacht, land van herkomst en huiselijke situatie. We noteerden de verwijzer 
en de psychiatrische diagnose volgens de DSM IV TR. Informatie over de psychiatrische 
zorgconsumptie werd verkregen uit de Amsterdamse GGZ database Psygis. De 250 tranche II 
patiënten werden drie keer geïnterviewd: direct na het spoedeisende consult, na twaalf maanden 
en na 24 maanden. Bij deze interviews maakten we gebruik van de volgende vragenlijsten: de 
Europese versie van de Verona Service Satisfaction Scale, de Birchwood’s Insight Scale, de 
Service Engagement Scale (Tait), de Social Network Structure Questionnaire (van Sonderen) 
en de Social Resources questionnaire (Ruehlmann). De zorgconsumptie gedurende follow-up 
werd vastgesteld met behulp van de Amsterdamse GGZ-database PSyGIS. Waar demografische 
gegevens van de Amsterdamse bevolking nodig waren werd gebruik gemaakt van gegevens van 
het bureau Onderzoek en Statistiek van de stad Amsterdam.
Voor de statistische analyses werd bij beiden cohorten gebruik gemaakt van bi-variate analyses 
met Pearson’s chi-kwadraat toets and Independent Samples t-toetsen of Mann-Whitney 
U-toetsen. Voor het berekenen van de odds-ratio’s en het toetsen op de aanwezigheid van 
confounders werd gebruik gemaakt van meervoudige, stapsgewijze logistische regressie.

Conclusies, aanbevelingen en suggesties voor verder onderzoek.

Hoofdstuk 3
Het kleine outreachende team voor spoedeisende psychiatrie uit 1983, grotendeels opererend 
vanuit een eerstelijns positie, is veranderd in een tweedelijns psychiatrische EHBO met een 
minder uitgesproken outreach functie. De dienst doet globaal twee keer zoveel consulten 
voor patiënten die er gemiddeld gesproken ook ernstiger aan toe zijn. De politie is de 
belangrijkste verwijzer geworden voor deze dienst en in 2005 kwamen dan ook viermaal 
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zoveel psychiatrische patiënten via de politie bij de spoedeisende psychiatrie als in 1983. Dit 
is als een negatieve ontwikkeling te beschouwen. We kunnen ook concluderen dat het aantal 
IBS-en in Amsterdam voornamelijk groeide omdat het aantal spoedeisende consulten en de 
proportie politieverwijzingen beiden verdubbelden. Verder is het opmerkelijk dat ondanks 
het toegenomen aantal politieverwijzingen, waaronder zich relatief veel patiënten bevinden 
in een potentieel gevaarlijke en zorgwekkende situatie, de stijging van het percentage IBS-en 
bij spoedeisende consulten slechts licht was: van 17 naar 20%. De spoedeisende psychiatrie 
Amsterdam slaagde er kennelijk vaak in een IBS te voorkomen. 

Hoofdstuk 4
Ernst van de stoornis, gevaar en gebrek aan motivatie voor behandeling bleken, in 
overeenstemming met de BOPZ criteria, de belangrijkste bepalers te zijn van de kans op een 
IBS bij de Spoedeisende Psychiatrie Amsterdam. Maar verwijzingstraject en psychiatrische 
voorgeschiedenis oefenden óók, onafhankelijk van deze drie BOPZ criteria, invloed uit op 
de beslissing. Hoewel dit vanuit een formeel-juridisch standpunt ongewenst lijkt, weten we 
niet of dit ook geldt voor de effecten op de kwaliteit van de behandeling en het welzijn van de 
patiënt. 
Verwijzingstrajecten via de politie en via de GGZ verhogen, vergeleken met verwijzing door 
de eerstelijns gezondheidszorg, de kans om een IBS te krijgen, onafhankelijk van ernst van de 
stoornis, gevaar en gebrek aan motivatie voor behandeling. Om het mechanisme achter deze 
verbanden te bepalen en mogelijke nadelige effecten voor de patiënt vast te stellen is nader 
onderzoek nodig. Is het de psychologische druk die uitgaat van een spoedeisende verwijzing 
door de politie of GGZ-collega’s die maakt dat een dokter in die situatie sneller kiest voor 
een IBS, los van de expliciete IBS criteria? Is dit fenomeen ongewenst in het licht van het 
welzijn van onze patiënten? Om dit te onderzoeken is het nodig het behandelbeloop van de via 
de politie en GGZ met een IBS opgenomen patiënten te vergelijken met het behandelbeloop 
van via de eerstelijn verwezen patiënten, gecontroleerd voor ernst van stoornis, gevaar en 
behandelmotivatie. 
Patiënten die een min of meer intensieve poliklinische behandeling kregen in het jaar 
voorafgaande aan het consult,-- meer dan 14 poliklinische contacten gedurende 11 maanden 
tot aan één maand vóór het consult--, werden minder vaak gedwongen opgenomen. Vrijwel 
zeker behoren ze tot een meer coöperatieve en minder ernstig zieke groep. De conclusie dat een 
goede ambulante behandeling ervoor heeft gezorgd dat minder ernstig aan toe waren tijdens 
het crisis consult en beter meewerkten aan behandeling kan niet zomaar getrokken worden. 
Voor hetzelfde geld wáren ze er al minder ernstig aan toe en meer tot samenwerking bereid 
en kregen ze daarom vooral ambulante behandeling en konden ze deze ook beter volhouden. 
Vooraleer we klinisch relevante conclusies aan deze bevinding kunnen verbinden zullen we 
dus meer moeten weten van voorafgaande psychiatrische behandeling. We dienen de precieze 
aard en omvang van de voorafgaande psychiatrische behandeling, ambulant en in de kliniek 
vast te stellen, en de relatie te onderzoeken met de kans op IBS opnames.
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Hoofdstuk 5
De kans op een IBS na een spoedeisend consult was voor drie groepen immigranten groter 
dan voor autochtone Nederlanders: de groep van Surinaams & Antilliaanse afkomst, de groep 
met wortels in sub-Sahara Afrika en patiënten van Marokkaanse afkomst. De hogere kans 
op een IBS bleek voor twee van deze drie groepen verklaard te worden doordat deze  vaker 
in psychotische toestand via de politie werden gepresenteerd. Voor de kleine groep uit sub-
Sahara Africa geldt dit niet. Het kan zijn dat deze groep door de beoordelaar gemiddeld als 
gevaarlijker voor anderen en slechter gemotiveerd werden gepercipieerd dan alle andere 
etnische groepen. 
Twee onderzoeksvragen dienen beantwoord te worden vooraleer de klinische relevantie van 
deze bevindingen kan worden vastgesteld. Waardoor komt het dat de patiënten met wortels 
in sub-Sahara Afrika en patiënten van Marokkaanse afkomst minder vaak tweedelijns zorg 
hebben gehad voorafgaand aan een spoedeisend consult dan autochtone Nederlanders met 
dezelfde psychiatrische problemen? Waardoor komt het dat de groep patiënten van Surinaamse 
en Antilliaanse afkomst ondanks relatief intensieve tweedelijns zorg vooraf een hogere kans 
op een IBS heeft bij een spoedeisend consult dan de groep autochtone Nederlanders met 
gemiddeld dezelfde intensiteit van voorafgaande zorg?

Hoofdstuk 6
Een geschiedenis van eerdere dwangopnames bleek, onafhankelijk van elk van de andere 
onderzochte variabelen, grote invloed uit te oefenen op de kans om (opnieuw) een IBS te 
krijgen. Er zijn sterke aanwijzingen gevonden dat de mate van tevredenheid met voorafgaande 
zorg en behandeling een rol speelt bij die kans op nieuwe IBS-en. Uit deze bevinding en een 
vergelijkbare bevinding van Engels onderzoek, vloeit een aanbeveling voort. Met dwang 
opgenomen patiënten dienen vanaf het begin van hun opname dagelijks (op gestandaardiseerde 
wijze) expliciet gevraagd te worden naar hun mening over de behandeling en de behandelaars. 
Op basis van de resultaten van deze dagelijkse gesystematiseerde feedback kunnen 
onderhandelingen met de patiënt worden geopend om de kwaliteit van de werkrelatie en de 
satisfactie met de behandeling te verbeteren. 
Met behulp van een Randomized Controlled Trial kan dan onderzocht worden of hiermee de 
kans op nieuwe dwangopnames verkleind wordt.

Hoofdstuk 7
Patiënten die alleen leven hebben een hogere kans (her-) opname met een IBS dan mensen die 
met iemand samenwonen (een odds van drie op één). We vonden ook dat deze patiënten een 
kleiner sociaal netwerk hebben. Een hoge score met betrekking tot gerapporteerde negatieve 
interacties verhoogde ook de kans op een IBS, maar alleen voor mensen die alleen wonen.
Hieruit volgt een aanbeveling. Alleenwonende patiënten,-- met dus een klein sociaal netwerk--, 
moeten na hun eerste BOPZ opname niet zomaar terugkeren naar hun gedepriveerde 
thuissituatie. Het is nodig deze groep gericht te helpen met een (re-) constructie van een 
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omvangrijker steunsysteem en het verminderen van negatieve interacties. Dit proces zal al 
tijdens de opname moeten beginnen. Waar mogelijk moet dit gebeuren door oude banden 
te helpen herstellen met behulp van gezinstherapie of andere systeemgerichte interventies. 
Waar herstel van oude banden niet meer mogelijk is, zal geholpen moeten worden om een 
nieuw, ruimer steunsysteem te organiseren. Beschermd wonen, groepswonen, gestructureerde 
dagactiviteiten en alle andere vormen van participeren in sociale verbanden komen daarvoor 
in aanmerking. 
Met behulp van een Randomized Controlled Trial kan dan onderzocht worden of met deze 
interventie de kans op nieuwe dwangopnames verkleind wordt.
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Het proefschrift dat u net heeft gelezen,-- of misschien dook u direct op het dankwoord af, dat 
kan natuurlijk ook--, doet verslag van de eerste fase van, wat in de internationale publicaties 
The Amsterdam Study of Acute Psychiatry is gaan heten. In de dagelijkse omgang met de 
participerende patiënten, met de medewerkers van de Spoedeisende Psychiatrie Amsterdam 
& het Acuut Behandelteam en binnen ons onderzoeksteam spraken we echter simpel over 
het IBS-onderzoek, of over het crisisdienstonderzoek. Deze dissertatie doet verslag van een 
werk in uitvoering. Terwijl dit dankwoord wordt geschreven zijn al de contouren zichtbaar van 
volgende artikelen die het antwoord zoeken op nieuwe vragen die uit de hier gepubliceerde 
resultaten voorvloeien. 
Bij deze eerste fase van ons onderzoek en het tot stand komen van deze dissertatie zijn heel veel 
mensen betrokken geweest die ik persoonlijk wil bedanken voor hun participatie, inzet en steun.
Het spreekt vanzelf dat de participerende patiënten de eerste zijn die ik wil bedanken. Jullie 
hebben vertrouwen uitgesproken in ons onderzoek en onze onderzoekers en hebben in drie 
interviews al onze vragen,-- en dat waren er heel veel--, beantwoord. En dat, terwijl velen van jullie 
ons vaak in moeilijke persoonlijke omstandigheden te woord stonden. Dat moet bij tijd en wijle, 
zo realiseer ik mij, veel gekost hebben. Daarbij is het opmerkelijk dat de meeste van jullie (80%) 
de hele rit hebben uitgezeten en slechts weinigen er onderweg de brui aan gaven. Voortreffelijke 
samenwerking dus. Dat is natuurlijk ook te danken aan Irene Visch en haar team van jonge 
onderzoekers, zoals de acht psychologiestudenten werden genoemd die verantwoordelijk waren 
voor de interviews en de data invoer. Zij voerden de door mij bedachte onderzoeksprotocollen 
uit. Zij klopten de inhoud van 5737 aanmeldings- en onderzoeksformulieren in en deden de 750 
interviews met de patiënten. Mischa van den Brandhof, Volkan Simsek, Julia Murk Jansen, Funda 
Okman, Merijn Heumen, Sander Smit, Ruben Schrameier en Sara Schellekens, ik dank jullie zeer 
voor jullie enthousiaste inzet en voor de tactvolle manier waarop jullie samen met Irene de bij tijd 
en wijle weifelende patiënten toch weer over de streep trokken voor het volgende interview. En 
trouwens: veel gelachen hebben we ook. 
Via de aanmeldings- en onderzoeksformulieren die gebruikt werden bij het registreren 
van de crisisconsulten komen we terecht bij de derde peiler van ons onderzoeksproject: de 
medewerkers van de Spoedeisende Psychiatrie en het Acuut Behandelteam Centrum Oud-
west. Voor mij als oud crisisdienst medewerker en onderzoeker was het natuurlijk niet zo 
moeilijk om te bedenken wat ik allemaal zou willen weten over jullie consulten. Formulieren 
zijn geduldig, nietwaar. Maar om als crisis-interventor keer op keer in de drukke dagelijkse en 
nachtelijke praktijk een onderzoeksformulier in te vullen van acht (!) bladzijden inclusief een 
vragenlijst ter beoordeling van de ernst van de psychiatrische stoornis, dat is natuurlijk heel 
andere koek. Veel respect en dank daarvoor! 
Daarmee kom ik natuurlijk vanzelf bij de vraag hoe heeft de leiding van de SPA en het ABT voor 
elkaar gekregen, dat al die neuzen dezelfde kant op gingen staan? Daarvoor moet ik me op de 
eerste plaats wenden tot Clemens Bernardt, tijdens de voorbereiding en de data-verzameling 
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directeur van de SPA en het ABT, maar ook tot de leidinggevende psychiaters, eerst Wijnand 
Mulder en later (de langste tijd) Annemarie van Dam. Ja, Clemens, hoe kreeg je het voor 
elkaar om iedereen te laten geloven in ons ingrijpende onderzoeks project? Het antwoord 
weet ik eigenlijk wel: het is je begenadigd leiderschap, die zelden gevonden combinatie van 
gedrevenheid, inhoudelijke deskundigheid en het vermogen om mensen te enthousiasmeren 
maar ook tot de orde te roepen als dit nodig is. Ik dank je voor het vertrouwen dat je van het 
begin af aan heb getoond in mijn plannen en voor de wijze waarop je er samen met de andere 
sleutelfiguren van de dienst voor gezorgd heb dat het op de werkvloer ook allemaal dóórging. 
We hebben met dit onderzoek een lange gezamenlijke weg afgelegd. Tijdens deze boeiende 
tocht hebben we slechts één keer met verhitte koppen tegenover elkaar gezeten en dat is toch 
weinig in acht jaar! 
De drie eerste groepen personen die ik bedankte stonden centraal in de fase van de dataverzameling. 
Daarna kwam de fase van de bewerking van de gegevens en de statistische analyses. Dan komt 
de Eenheid Onderzoek van Arkin in beeld en met name Jaap Peen. Ja, Jaap, ik voel me dan door 
mijn training in het gebruik van SPSS soms een hele Piet op het vlak van de statistische analyses, 
maar eigenlijk ben ik niet meer dan een ouwe aap die een paar trucjes had geleerd. Daardoor liep 
ik nogal eens vast en kwam ik bij al te diepgaande vragen en opmerkingen van serieuze reviewers 
wel eens in de problemen. Bij jou kon ik altijd terecht: je bent een goede coach voor me geweest. 
In de talloze gesprekken en E-mail uitwisselingen die we gehad hebben heb ik veel van je geleerd, 
en niet alleen over het doen van de aangewezen analyse voor een bepaalde vraagstelling of over 
de juiste interpretatie van de door SPSS uitgebraakte uitkomsten. Ik heb ook geleerd dat ik, als ik 
weer enigszins opgewonden bij je kwam binnenzeilen en jij me immer rustig en vriendelijk met 
een kopje thee ontving, de tijd moest nemen om stiltes te laten vallen in het gesprek zodat jij in je 
rustige redeneertrant de oplossing van het probleem kon ontvouwen. Ook Wilma van Gelderen 
van de Eenheid onderzoek bedank ik. Wilma, je stond altijd op je vriendelijk, gelijkmoedige wijze 
paraat met onmisbare praktische acties en hebt veel werk verzet achter de schermen van mijn 
promotie. Je hulp was belangrijk ook al omdat ik vanuit mijn idyllische Italiaanse rivierdal alles 
op afstand heb moeten (laten) organiseren terwijl ik zelf in het zonnetje mijn aardappels aan het 
rooien was.
Er waren natuurlijk nog meer coaches van wie de steun onmisbaar was. Tijdens de ontwikkeling 
van het onderzoeksprotocol in 2004 en in de eerste paar jaar van het onderzoek hebben met 
name Niels Mulder en Robert Schoevers belangrijke bijdragen geleverd binnen of buiten de 
bijeenkomsten van de begeleidingscommissie. Niels, je was met je O3 onderzoeksgroep in 
Rotterdam voor mij een grote inspirator, vooral ook omdat je de enige van mijn raadgevers was 
die ervaring had op het weerbarstige en complexe onderzoeksdomein van crisisinterventie 
en IBS praktijk. Ik bewaar ook goede herinnering aan ons gezamenlijk optreden op het WPA 
congres in Dresden in 2006. Ik waardeer het dan ook erg dat je bij mijn promotie als co-
promotor hebt willen optreden. Robert, je stond in de tijd dat je bij ARKIN werkte als opleider 
psychiatrie, helemaal achter ons onderzoek en daar ben ik je dankbaar voor. Je bent ook de 
motor geweest achter de subsidieaanvraag bij VCVGZ en, samen met Vincent Koppelmans, 
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achter onze eerste publicatie in BMC Psychiatry. Ook ben je de bedenker van de naam van onze 
onderzoekslijn: ASAP, Amsterdam Study of Acute Psychiatry. Ook Lieuwe de Haan deed in de 
beginfase zeer actief mee aan de brainstormrondes in onze begeleidingscommissie. Lieuwe, ik 
dank je voor je belangeloze inzet.
Dit uitgebreide onderzoek heeft veel manuren en dus ook geld gekost. Ik bedank Diana Monissen 
en Hans Vermeulen, die als Raad van Bestuur van Mentrum begin 2004 de voorvarende 
beslissing namen om ons onderzoek bij de Spoedeisende Psychiatrie en het ABT financieel 
mogelijk te maken. Ook Arnout Wijs speelde hierbij als financieel expert een belangrijke rol. 
Ook hun opvolgers Jeroen Mulder en Petra van Dam, van de Raad van Bestuur van ARKIN 
dank ik voor de steun bij de voortzetting van dit langdurende onderzoek en bij mijn promotie. 
De uitvoering van de laatste interviewronde werd grotendeels gefinancierd door Stichting 
tot Steun VCVGZ (Vereniging tot Christelijke Verzorging van Geestes- en Zenuwzieken) te 
Arnhem. Ook deze stichting ben ik dank verschuldigd, zonder haar steun was het onmogelijk 
geweest de tweede ronde follow-up interviews te doen.
En dan mijn beide promotores, Jack Dekker en Aartjan Beekman. Jack en Aartjan, jullie 
hadden deze keer nu eens niet te maken met een jonge onderzoeker die wat je noemt stond 
te trappelen van ongeduld om te promoveren en zo een flinke stimulans te geven aan zijn 
carrière. Integendeel, ik wilde een goed onderzoek doen en daarover publiceren om ons vak in 
Nederland verder te helpen en verder geen gedoe. In internationale publicaties en promoveren 
had ik totaal geen zin. Ik zag er eenvoudig het nut niet van in temeer daar carrière impulsen 
voor mij niet meer nodig waren. Ik moet zeggen, jullie hebben deze kwestie geduldig en 
tactvol benaderd. De eerste jaren hebben jullie de wenselijkheid van een promotie wel eens 
geopperd, maar mijn sterk afhoudende eerste reacties negeerden jullie liefdevol. Of jullie een 
gezamenlijke strategie hadden beraamd om mij zo zoetjes aan over de streep te trekken weet 
ik niet. Ik kán het mij voorstellen: de schoorsteen van de Vrije Universiteit moet immers ook 
roken. Hoe dan ook heeft jullie aanpak gewerkt. 
Jack, je bent een enthousiasmerende coach voor me geweest, persoonlijk in je benadering, 
immer welgehumeurd, kwistig met waardering en met een groot gevoel voor humor. Met 
Jaap vormde je een hecht koppel: jij voor de grote contouren en de brede beweging en Jaap 
voor de gedetailleerde invulling. Als ik dan weer eens uit Italië op de Overschiestraat kwam 
binnenzeilen nam je altijd ruim de tijd voor me en dat heb ik bijzonder gewaardeerd, Jack. Ik 
hoop nog lang met je te kunnen samenwerken. 
Aartjan, wat heb ik veel van je geleerd! Van je vermogen om ingewikkelde (statistische) 
kwestie in enkele welgekozen, enthousiaste zinnen met een twinkeling in je ogen en een klein 
schemaatje uit te leggen heb ik genoten. Ik voelde me erg bevoorrecht om deze privé lessen 
van je te mogen ontvangen. Je grondige commentaar op de concept artikelen was voor mij 
onmisbaar en behoedde me voor nare uitglijders en een val in al te diepe kuilen. Ik keek uit 
naar je E-mails , want ik wist zeker dat ik met je hulp bepaalde technische- of vorm-problemen 
zou kunnen oplossen. Ik hoop dat je als co-auteur nog geruime tijd wil meewerken in het 
ASAP onderzoek.
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Ja, die internationale publicaties en die promotie zijn er dan toch van gekomen en dat betekent: 
tekst, meer tekst, herziene tekst en opnieuw herziene tekst. Mijn functionele steenkolen Engels 
was daar onvoldoende op voorbereid, maar gelukkig was daar Pete Thomas. Pete, je hebt mooi 
werk geleverd. Elke keer als ik de door jou gecorrigeerde en geredigeerde teksten terugkreeg 
was ik aangenaam getroffen door het resultaat. Met de functie wijzigingen bijhouden aan zag 
ik ook waarin mijn Engels tekortschoot. Gelukkig nam de hoeveelheid rood in de loop van 
de jaren wat af. Ik bleek toch wat van je correcties geleerd te hebben. In je opvatting over het 
permanente streven naar verbetering herken ik mezelf.
En dan waren er natuurlijk enkele mensen die mij, zonder dat er een officieel optreden voor hen 
geprogrammeerd was in dit circus, geholpen en gesteund hebben. We hebben het in sociale 
steun termen dan over de binnencirkel. Een collega en dierbare vriend aan wie ik veel steun 
ontleende was Flip Jan van Oenen. Flip Jan, de waarderende en bemoedigende opmerkingen 
die je me met regelmaat, meestal per Email, deed toekomen hebben me geholpen. Je was een 
trouw supporter. Je enthousiaste maar ook deskundige commentaar op het de eerste concepten 
van inleiding en discussie hebben me geholpen de kwaliteit op een hoger plan te tillen. Ik 
hoop hetzelfde te kunnen doen bij jouw eigen onderzoek en wie weet, misschien ook wel bij 
je dissertatie. 
Van het allereerste begin was ook Flip Schrameier een trouw supporter, zelfs meer dan dat. 
Flip, het is natuurlijk al weer heel wat jaren geleden dat je initiatieven ontplooide om mij op 
te stoten in de vaart van de wetenschap en mij stimuleerde op nog een laatste carrière-stap te 
doen. Welnu, een stap in mijn carrière als psychiater is het niet meer geworden. De Specialisten 
Registratie Cie was zo alert om mij direct op mijn 65e mijn erkenning als psychiater af te nemen, 
zodat ik nu als arts promoveer. Flip, waarschijnlijk waren dit onderzoek en deze promotie er 
niet gekomen als je me destijds niet zo gestimuleerd had. Ook heb je kritische meegelezen 
toen ik bezig was het inleidende hoofdstuk van de dissertatie en de discussie te schrijven, met 
scherpzinnig commentaar als resultaat. Het is daarom met groot genoegen dat ik je aan mijn 
zijde weet bij de verdediging van mijn proefschrift.
En dan aan mijn andere zijde: daar staat als ik mijn proefschrift verdedig Caroline van Osselen, 
mijn vrouw. Ja, Caroline, je wuift die gedachte altijd weg, maar ik heb toch de stellige indruk dat 
je vele jaren geleden al vond dat ik moest promoveren. Nou, hoe dan ook, het is ervan gekomen. 
Je bent al die acht jaar dat ik met het onderzoek bezig ben mij aller-trouwste supporter geweest. 
Kan me geen moment herinneren dat je verzuchtte: “Wanneer is het nou eindelijk klaar?”. Je 
hebt de ups en downs in mijn relatie met de internationale psychiatrie tijdschriften van dag 
tot dag gevolgd. Je hebt gejuicht wanneer er gescoord werd en met mij gejammerd wanneer er 
weer eens een bal naast ging. Je hebt kritisch meegelezen en je enthousiaste reacties staken me 
echt een hart onder de riem. Ook als je in mijn bijzijn trots aan anderen vertelde hoe goed en 
interessant mijn proefschrift wel was. Wat is het fijn dat je ook op dit moment suprême naast 
me staat. 
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