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Original Research Report
Psychosom
AMedical Incapacity Hold Policy Reduces
Inappropriate Use of Involuntary Psychiatric
Holds While Protecting Patients From Harm
D1X XJonathan P. Heldt, D2X XM.D., D3X XMichael F. Zito, D4X XM.D., D5X XAriel Seroussi, D6X XM.D.,
D7X XSharlena P. Wilson, D8X XM.D., D9X XPaul L. Schneider, D10X XM.D., D11X XThomas B. Strouse, D12X XM.D.,

D13X XErick H. Cheung, D14X XM.D.
Background: The use of involuntary psychiatric holds
(IPH) to detain patients who lack the capacity to make
health care decisions due to nonpsychiatric conditions is
common. While this practice prevents patient harm, it also
deprives civil liberties, risks liability for false imprisonment,
and may hinder disposition. Medical incapacity hold
(MIH) policies, which establish institutional criteria and
processes for detaining patients who lack capacity but do
not meet criteria for an IPH, provide a potential solution.
Methods: A retrospective chart review was conducted on
adult medical/surgical inpatients placed on an IPH or MIH
over the 1-year periods before and after implementation of a
MIH policy at an academic medical center. The primary
outcome was frequency of IPH utilization in patients who
did not qualify for an IPH as determined by 2 independent
physician reviewers. A Cohen's kappa was calculated to
determine inter-rater reliability. Differences in patient
atics 60:1, January/February 2019
demographics and outcomes were compared using a Stu-
dent's t-test, Wilcoxon rank-sum test, and Pearson chi-
square test (a = 0.05). Results: The Cohen's kappa was
0.72 indicating substantial agreement. Seventy MIHs were
placed after implementation (mean duration 4.3 days).
Before MIH implementation, 17.6% of IPHs were placed
on non-qualifying patients, which decreased to 3.9% follow-
ingMIH implementation (p< 0.01). The average length
of stay for patients on an IPH or MIH did not change fol-
lowingMIH implementation. No instances of patient elope-
ment, grievances, or litigation were found.Conclusion:
MIH policies benefit both patients lacking capacity and the
health care systems seeking to protect them while avoiding
inappropriate use of IPHs.

(Psychosomatics 2019; 60:37�46)
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INTRODUCTION

Altered mental status (AMS), also known as delirium
when it occurs acutely, is frequently encountered in hos-
pitals, with as many as half of all medical and surgical
inpatients experiencing some form of confusional
state during their stay.1 Patients with AMS often lack
the capacity to make informed health care decisions,
which may include difficulty in clearly communicating
choices, demonstrating an understanding of relevant
www.psychosomaticsjournal.org 37
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AMedical Incapacity Hold Policy Reduces Inappropriate
information, appreciating the gravity of their medical
situation, and/or reasoning about treatment options.2,3

Patients who decline care and request to leave the hospi-
tal against medical advice (AMA) owing to a lack of
understanding of their situation are at particular risk of
harm, disability, or death.4 Psychiatric consultants are
frequently asked to assess these cases, with approxi-
mately a quarter of capacity consults being related to
requests to discharge AMA.5,6

Given this risk, physicians and health care sys-
tems have a moral, ethical, and legal responsibility to
protect patients without decisional capacity from dis-
continuing treatments that they would otherwise have
accepted in a rational frame of mind. However, most
states do not have laws addressing the detainment of
patients who lack capacity. While involuntary com-
mitment statutes vary across all 50 states and the Dis-
trict of Columbia, many states do not have provisions
for detaining patients who lack capacity to make
informed health care decisions. Instead, the only form
of detainment permitted by law in many jurisdictions
is an involuntary psychiatric hold (IPH), also known
as civil commitment.7 IPHs have different names
depending on the jurisdiction (e.g., “5150” in California,
“pink slip” in Ohio, “pink paper” in Massachusetts,
“Baker Act Form” in Florida) and differ in policy
specifics, such as the length of time that detainment is
permitted.8,9 However, these laws are consistent in that
they apply only to patients with a statutorily-defined
mental disorder who are a danger to self, a danger to
others, and/or gravely disabled as a result of that
disorder.7

Clinical situations frequently arise in which detain-
ment is necessary in the absence of a mental disorder as
defined by the legal system. This often leads to inappro-
priate utilization of IPHs for patients whose impaired
decisional capacity stems from a medical, rather than
psychiatric, etiology.10 While this phenomenon has
been insufficiently documented, it is believed to be com-
mon across the United States.11 Despite its frequency,
use of IPH statutes for patients without a mental disor-
der is problematic for several reasons. First, the pres-
ence of a mental disorder does not imply lack of
capacity, nor does a lack of capacity imply mental dis-
order.12 Second, using IPHs for this purpose is arguably
illegal, as it applies mental health law to patients with-
out evidence of a mental disorder as defined by the legal
system. Third, an IPH implies a need for psychiatric
38 www.psychosomaticsjournal.org
hospitalization and treatment once medically stable,
which may delay appropriate disposition (such as a
transfer to a skilled nursing facility) or result in a trans-
fer to an inpatient psychiatric hospital without clear
indication. Due to shortages of inpatient psychiatric
hospital beds across the United States, this can be a sig-
nificant barrier to discharge and often leads to longer
lengths of stay.13

Providers seeking to act in accordance with IPH
law are left with 2 other options: discharging the patient
AMA or detaining them involuntarily without recourse
to a specific law or statute. Discharging the patient
AMA can result in harm, disability, and/or death from
untreated medical illness. Furthermore, it places the
provider at risk of liability for negligence and wrongful
death. In addition, patients who are discharged AMA
are known to be at increased risk for frequent readmis-
sions and high health care utilization, resulting in signif-
icant financial costs to institutions.14

This makes detaining the patient involuntarily
without regard to legal statutes an attractive option,
as it viewed as benevolent, mitigates medical risk,
limits risk of liability for negligence, and preserves
the intent of IPH statutes. However, despite being
common practice in many hospitals, this practice is
not without its problems. First, it exposes the individ-
ual provider to the risk of liability for false imprison-
ment. Second, the lack of an institutionally
standardized process deprives patients of civil liberties
without external accountability, due process, or clear
procedural expectations for patients or staff. Finally,
the practice may seem ambiguous to other physi-
cians, nurses, and security staff, who may ask for an
explicit hold order to be placed before they feel com-
fortable restraining or detaining a patient. Indeed,
capacity evaluation requests are often associated
with frustrating or complicated cases, for which the
disambiguating effect of an IPH can provide tempo-
rary relief.15,16 This places pressure on psychiatric
consultants to consider an IPH, especially in acute
situations where a patient is actively attempting to
leave.11

Given that the first 3 options are associated with
significant problems and risks to patients, providers,
and the health care system, our hospital designed and
implemented a new institutional policy known as a
medical incapacity hold (MIH).17 A visual summary of
the MIH policy is found in Figure 1. The MIH policy
Psychosomatics 60:1, January/February 2019
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clearly articulates the parameters and criteria for use of
an MIH in order to minimize medical risks to the
patient, reduce inappropriate use of IPH statutes, dis-
tribute the risk of liability for false imprisonment
across the health care institution rather than placing it
solely on the provider, introduce an element of due
process, and resolve the ambiguity associated with
detainment without regard to legal statutes. The
advantages and disadvantages of each approach to a
patient who requests to leave the hospital but lacks
capacity to make this decision are summarized in
Table 1. We have previously reported on the rationale
FIGURE 1. A Visual Summary of the Medical Incapacity Hold (MIH) Polic

Psychosomatics 60:1, January/February 2019
for and process of developing this policy.17 In the pres-
ent study, we report on patient and institutional out-
comes after its implementation.

METHODS

The MIH policy was implemented on August 15, 2016.
To assess the effect of the MIH policy on patient and
institutional outcomes, a retrospective chart review was
conducted on all adult medical and surgical inpatients
placed on either form of involuntary detainment (IPH
or MIH) at a single medical center over the 1-year study
y
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TABLE 1. Advantages and Disadvantages of 4 Approaches to a Patient Who Requests to Leave the Hospital yet Lacks the Capacity to Make this
Decision

Discharge AMA Involuntary psychiatric hold Involuntary detainment
without regard to statutes
or policies

Medical incapacity hold

Medical risk to
patient

Increased due to
untreated medical
illness

Mitigated, though there
remains a risk of psycho-
logic or physical harm
from detainment and
restraints, if used

Mitigated, though there
remains a risk of psycho-
logic or physical harm
from detainment and
restraints, if used

Mitigated, though there
remains a risk of psycho-
logic or physical harm from
detainment and restraints,
if used

Diagnostic
implications

None Inaccurately implies the
presence of a mental dis-
order and need for psychi-
atric hospitalization

None None

Civil liberty of
patient

Preserved Deprived in violation of
civil commitment laws

Deprived without regard
to statutes

Deprived without regard to
statutes but in accordance
with hospital policies

Risk of liability Primarily on provider for
negligence or wrongful
death

Primarily on provider for
false imprisonment and/or
inappropriate use of civil
commitment statutes

Primarily on provider for
false imprisonment

Distribution of risk across
institution for false
imprisonment

Due process n/a Variable depending on stat-
utes but present in many
jurisdictions

None Yes, explicitly established
through hospital proce-
dures and grievances

Effect on care
team

Unambiguous, but
demoralizing

Unambiguous to medical
providers, but problem-
atic for psychiatrists

Ambiguous, with pressure
for clear solution

Unambiguous as procedures
are institutionally defined

Disposition Premature or inappropri-
ate patient discharge

May delay placement to
medical facilities through
implication of need for
psychiatric treatment

Likely unaffected Likely unaffected

Estimated finan-
cial cost

Likely increased through
incomplete treatment
of acute medical condi-
tion and subsequent
higher rate of health
care utilization

Likely increased through
delayed disposition and
inappropriate use of psy-
chiatric and legal
resources

No effect No effect

Assessment of clinical actions to address a patient who meets the following criteria:
1.) Demonstrates an intent or desire to discontinue treatment and leave the hospital
2.) Lacks decisional capacity as determined by a qualified provider
3.) Would be at grave risk of harm, disability, and/or death if permitted to leave
4.) Does not qualify for an involuntary psychiatric hold

A Medical Incapacity Hold Policy Reduces Inappropriate
period directly before implementation of the MIH
policy (8/15/15�8/14/16, hereafter referred to as the
“pre-MIH” cohort). These cases were then compared
with the 1-year study period immediately following
MIH implementation (8/15/16�8/14/17, hereafter
referred to as the “post-MIH” cohort). Cases were ana-
lyzed on a “per hold” basis, with each hold being
treated as a discrete statistical entity, rather than on a
“per patient” basis. This means that the total number of
holds analyzed will exceed the number of individual
40 www.psychosomaticsjournal.org
patients, as some patients were placed on multiple holds
during the same visit.

The primary outcome was the frequency of IPH uti-
lization in patients without chart evidence of a mental
disorder that would meet statutory grounds for civil
commitment (referred to as an “inappropriate IPH”) as
determined by 2 independent physician reviewers. A
Cohen's kappa score was calculated to analyze agree-
ment between the 2 reviewers. Secondary outcome
measures included patient length of stay (days), rate of
Psychosomatics 60:1, January/February 2019
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TABLE 2. Primary Diagnoses of Patients Placed on an Involun-
tary Psychiatric Hold (IPH) in the Absence of a
Defined Mental Disorder in the Period Before Medical
Incapacity Hold (MIH) Policy Implementation

Condition Prevalence

Organic intracranial pathology 43.5% (10/23)
� Intracranial bleed (4)
� Primary or metastatic tumor (3)
� Infection (3)

Major neurocognitive disorders 13.0% (3/23)
Substance-induced syndromes 13.0% (3/23)

� Alcohol withdrawal
�Unintentional opioid overdose
� Steroid-induced

Post-operative 8.7% (2/23)
� Femoral endarterectomy
� Orthotopic liver transplantation

Epilepsy or other seizure disorders 8.7% (2/23)
Unknown etiology 8.7% (2/23)
Metabolic disturbance 4.3% (1/23)

� Liver failure and hepatic encephalopathy

FIGURE 2. Appropriateness of Involuntary Psychiatric Hold (IPH)
and Medical Incapacity Hold (MIH) Orders as Deter-
mined by 2 Independent Physician Reviewers in the 1-
year Study Periods Before (“pre-MIH”) and After
(“post-MIH”) Implementation of the MIH Policy

Heldt et al.
patient elopement, rate of grievances filed, and rate of
litigation. Differences in patient demographics and out-
comes were compared using a 2-tailed Student's t-test
for parametric continuous variables, a Wilcoxon rank
sum test for nonparametric continuous variables, and a
Pearson chi-square test of independence for categorical
variables. Statistical analysis was conducted using
Microsoft Excel 2011 Version 14.5.0.

RESULTS

The Cohen's kappa score was 0.72 indicating substan-
tial agreement between the 2 independent physician
reviewers. The pre-MIH patient cohort did not differ
significantly from the post-MIH cohort in terms of age
(52.3 vs 49.1 years, p = 0.15) or gender (53.0% vs 54.8%
male, p= 0.93).

A total of 182 holds were placed in the pre-MIH
period, representing 129 unique patients. In the pre-
MIH study period, 17.6% (32 of 182) of all IPHs were
found to have been placed inappropriately on patients
who lacked a clearly defined mental disorder as deter-
mined by the 2 reviewers. The most common primary
diagnoses found in patients inappropriately placed on
an IPH are found in Table 2.

A total of 212 holds were placed in the post-MIH
period, representing 168 unique patients. In the post-
MIH study period, the rate of inappropriate IPHs
decreased from 17.6% to 3.9% of all IPHs (p < 0.01)
(Figure 2).

A total of 70 MIH orders were placed in the post-
MIH study period. Of these, 72.9% (51 of 70) were
appropriately placed for patients without chart evidence
of a mental disorder accounting for their lack of capac-
ity (Figure 2). Only 2.9% (2 of 70) were incorrectly
placed when an IPH would have been more appropri-
ate. The reviewers disagreed on the remaining 21.4%
(15 of 70), as seen in Figure 2. The mean MIH duration
was 4.3 days (range 0.0�17.7 days). Of all MIH cases,
78.6% involved a psychiatric consultation, while 18.6%
involved an ethics consultation. The most common
diagnoses found in cases where an MIH order was
placed were physical head trauma, metabolic disturban-
ces, and infections (Table 3).

Average length of stay for all patients on any form
of involuntary hold decreased from 11.0 days
(st dev = 15.6 days) to 9.1 days (st dev = 8.5) following
MIH policy implementation; however, this effect was
Psychosomatics 60:1, January/February 2019
not statistically significant (p = 0.70). Even looking only
at those patients for whom an MIH was determined to
be the most appropriate form of detainment, there was
no difference in length of stay following MIH policy
implementation (10.1 before vs 7.9 days after, p = 0.28).

No instances of patient elopement, patient grievan-
ces, or litigation for either negligence or false imprison-
ment were found in either study period.
www.psychosomaticsjournal.org 41
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TABLE 3. Primary Diagnoses of Patients Placed on a Medical
Incapacity Hold (MIH) in the Period Following MIH
Policy Implementation

Condition Prevalence

Physical head trauma 17.6% (9/51)
Metabolic disturbance 15.7 (8/51)

� Renal failure (4)
� Liver failure and hepatic encephalopathy (3)
�Diabetic hyperglycemia

Infectious 13.7% (7/51)
� Bacteremia and sepsis (4)
� Cellulitis
� Pneumonia
�Urinary tract infection

Organic intracranial pathology 9.8% (5/51)
� Intracranial bleed (2)
� Cerebrovascular accident
� Viral encephalitis
�Neurosarcoidosis

Substance-induced syndromes 9.8% (5/51)
� Alcohol withdrawal (4)
�Unintentional opioid overdose

Other 9.8% (5/51)
� Aortic dissection
� Transplant rejection
�Diverticulosis
� Sj€ogren syndrome
�Myocardial infarction

Major neurocognitive disorders 9.8% (5/51)
Post-operative 7.8% (4/51)

� Coronary artery bypass surgery
� Exploratory laparotomy
� Lung transplant
�Deep brain stimulator placement

Developmental disability 5.9% (3/51)
�Wilson's disease
� Chromosomal deletion syndrome
� Idiopathic

Epilepsy or other seizure disorders 2.0% (1/51)

TABLE 4. Comparison of Patient Demographics, Patient Out-
comes, and Utilization Frequency of Involuntary Psy-
chiatric Hold (IPH) and Medical Incapacity Hold
(MIH) Orders Between the 1-year Study Period
Directly before Implementation of the MIH Policy
(“pre-MIH”) and the 1-year Study Period Immedi-
ately Following MIH Implementation (“post-MIH”)

Pre-MIH Post-MIH p

Age (years) 52.3 49.1 0.15*
Gender (male) 70 (53.0%) 92 (54.8%) 0.93y

Number of patients 129 168 n/a
Number of IPHs 182 152 n/a
Appropriate IPH 142 (78.0%) 134 (88.2%) <0.01y

Inappropriate IPH 32 (17.6%) 6 (3.9%) <0.01y

Reviewer disagreement on IPH 8 (4.4%) 11 (7.2%) n/a
Reviewers Unsure on IPH 0 (0%) 1 (0.7%) n/a
Number of MIHs n/a 70
Appropriate MIH n/a 51 (72.9%) n/a
Inappropriate MIH n/a 2 (2.9%) n/a
Reviewer disagreement n/a 15 (21.4%) n/a
Reviewers unsure n/a 2 (2.9%) n/a
Length of stay (days) 11.0 9.1 0.70z

* Two-tailed Student's t-test.
y Pearson's chi-square.
z Wilcoxon rank sum test.

A Medical Incapacity Hold Policy Reduces Inappropriate
A summary of patient demographics and outcomes
in the pre-MIH and post-MIH study periods is found in
Table 4.

DISCUSSION

Psychiatric consultants are frequently asked to place an
IPH for patients who lack decisional capacity to leave
the hospital but do not have a mental disorder. In our
study, 17.6% of all IPHs before implementation of the
MIH policy were inappropriately placed on patients
without evidence of having a mental disorder. While
use of an IPH for this purpose provides an unambigu-
ous resolution to an acute crisis, it also results in an
42 www.psychosomaticsjournal.org
arguably unlawful deprivation of the patient's civil
liberties under existing IPH statutes, the possibility
of liability for false imprisonment for the provider,
and a potential obstruction to appropriate disposi-
tion. Our data suggest that implementation of an
MIH policy is effective at reducing inappropriate use
of IPHs while also protecting patients from harm,
providing an institutionally approved option to pro-
viders, alleviating concerns about liability, creating
clear expectations of standards of care, and facilitat-
ing the appropriate medical treatment and disposi-
tion for the patient.

We further note that the implementation of an
MIH policy can introduce an element of due process to
situations in which a patient's rights might otherwise be
violated without legal recourse. In speaking with pro-
viders in other health care systems, it is our experience
that many hospitals that permit indefinite detainment of
patients without regard to legal statutes do not include
any element of due process, although formal data on
this subject are lacking. Under our MIH policy, patients
are reminded of their right to contact the hospital's
Patient's Rights Office, the state's Department of Public
Health, and/or the Joint Commission to object to the
Psychosomatics 60:1, January/February 2019
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hold and/or file a grievance.17 However, we note that we
could not find any evidence of patients utilizing these
avenues during the study period. The roles of psychiatry
and other consultations are also explicitly articulated in
the policy, and these services can provide distinct per-
spectives on complicated cases.18 In addition, MIH uti-
lization patterns are monitored periodically by the
institutional quality committee.

Implementation of an MIH policy is not without
risks. We advocate for the use of this hold with signifi-
cant caution, as the psychologic impact of involuntary
detainment cannot be understated.19 Furthermore,
there is the additional risk of physical harm if restraints
or physical holds are required to enforce the policy.20 It
should be noted that both of these risks are also found
with use of an IPH or other forms of detainment.

In addition, as with any policy-related initiatives,
all providers must be fully educated on the changes and
instructed on proper use. It was our experience that edu-
cating providers on the existence of the MIH order was
immediate and effective, as the primary outcome (rate
of inappropriate use of IPH orders) decreased from
17.6% to 4.3% even in the first 3 months following the
change. The rapid adoption of the MIH order appears
to confirm the perceived need for this change on the
part of providers.

We believe our determinations of the presence of
mental disorders to be valid, as the inter-rater reliabil-
ity as measured by the Cohen's kappa score indicated
substantial agreement overall. In addition, previous
studies have found that different raters generally agree
on the question of whether a patient qualifies for an
IPH.21 Nevertheless, making a determination between
a mental disorder and a physical illness as the etiology
for behavioral symptoms is not always straightforward.
Indeed, some have argued that the distinction between
“physical” and “psychiatric” illness is outdated, stig-
matizing, and lacking in scientific validity.22,23 One
could further make the argument that AMS, by virtue
of its inclusion in the Diagnostic and Statistical Man-
ual of Mental Disorders-Fifth Edition under the name
delirium, qualifies as a psychiatric diagnosis.24 While
there is substantial merit to these views, from a legal
perspective the distinction between “medical” and
“psychiatric” illness is preserved in the language and
intent of IPH statutes. Thus, such a distinction remains
obligatory, even though it is not necessarily clinically
valid or accurate.
Psychosomatics 60:1, January/February 2019
The complex relationship between psychiatric and
physical disorders is evident in the cases on which our
reviewers disagreed. While reviewer disagreement was
relatively rare for IPHs (representing 4.4% and 7.2% of
IPHs in the pre-MIH and post-MIH periods, respec-
tively), it occurred more commonly in evaluating MIH
cases, with the 2 reviewers disagreeing in 21.4% (15 of
70) of all MIH orders. Closer analysis showed that 2
common factors in MIH cases involving reviewer dis-
agreement were the presence of a known long-standing
psychiatric condition (33.3%) and recent substance
abuse (26.7%). In these cases, the extent to which a men-
tal disorder contributed to the clinical presentation was
often unclear. For example, a middle-aged male with a
history of treated schizophrenia was brought into the
hospital following a seizure. He requested to discharge
AMA but was found to lack the capacity to do make an
informed refusal of care. However, there was no evi-
dence of acute psychotic symptoms, such as auditory
hallucinations, thought disorganization, or delusions on
examination, implying that he did not require further
treatment for schizophrenia. In addition, patients with
a seizure disorder are inherently at higher risk of altered
mental status regardless of psychiatric comorbidity.25

Nevertheless, it is possible that his lack of capacity was
at least partly related to the chronic cognitive deficits
found in patients with schizophrenia.26 This case, and
others like it, illustrates the ambiguity inherent to mak-
ing a distinction between “medical” and “psychiatric”
illness.

Another source of reviewer disagreement on MIH
cases were major neurocognitive disorders, account-
ing for 13.3% of disagreements. While the Diagnostic
and Statistical Manual of Mental Disorders-Fifth
Edition lists major neurocognitive disorders as psychi-
atric diagnoses, some have argued that these disorders
are more appropriately classified as physical ill-
nesses.27 Legal statutes on major neurocognitive dis-
orders vary depending on the state. Use of IPHs to
detain patients with no mental disorder other than a
major neurocognitive disorder is permissible in some
states (e.g., Wisconsin), whereas other states (e.g.,
Delaware, Washington state) explicitly prohibit this.
Further compounding the problem is that in many
states, including California, the probate conservator-
ship process for a patient with a major neurocognitive
disorder is separate and distinct from the conservator-
ship process for a patient with a mental disorder.28�33
www.psychosomaticsjournal.org 43
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Clinical experience tells us that patients with an acute
behavioral disturbance related to a major neurocogni-
tive disorder are frequently treated in both medical
and psychiatric facilities.34,35 Given this ambiguity on
both the legal and clinical level, it is perhaps no surprise
that neurocognitive disorders represent an area of dis-
agreement in our study. In the absence of more concrete
guidelines, our current institutional practice is to pursue
psychiatric hospitalization (with use of an IPH, if neces-
sary) when there is an acute neuropsychiatric need such
as behavioral dysregulation requiring the specialized
skills of a geriatric psychiatrist. Patients without an
acute psychiatric or behavioral concern are best served
by admission to the medical ward and, if necessary, the
use of a MIH to enable appropriate disposition (e.g., to
a skilled nursing facility) and probate conservatorship
measures as appropriate.

The legal implications of the medical incapacity hold
policy require further study. We have made the case that
use of IPHs for patients without evidence of a mental dis-
order as commonly recognized by the legal system is not
only inappropriate but arguably illegal, as it represents
a misuse of mental health statutes. However, cases of
successful litigation for malpractice or false imprison-
ment resulting from use of IPHs in these circumstances
are rare. This is likely due to several factors. First, pro-
viders and institutions are better positioned to defend
against allegations of false imprisonment on the basis of
benevolence, treatment, and safety than to defend
against allegations of poor outcomes resulting from pas-
sive negligence.36 In addition, the claimant must show
that the provider acted in such a way as to illustrate ill
intent towards the patient, as good faith on the part of
the provider is presumed.37 Nevertheless, cases of suc-
cessful litigation for false imprisonment do exist (e.g.,
Barker v. Netcare Corp and Heath v. Peachtree Park-
wood Hospital, Inc.). In these cases, even though the hos-
pital staff acted in accordance with what they believed
was best for the patient, proper protocols and policies
were not followed. This illustrates the importance of hav-
ing formalized policies for these situations.

While this study provides preliminary retrospective
evidence supporting the efficacy of MIH policies in
addressing the shortcomings of current statutes on invol-
untary detainment, it has several limitations. First, in
this analysis determinations of the presence of a mental
disorder were made by chart review rather than by in-
person evaluations. It is well known that medical
44 www.psychosomaticsjournal.org
documentation does not always accurately reflect the
actual clinical scenario for a number of reasons, though
this is improving in the age of electronic health
records.38,39 Nevertheless, it is possible that our conclu-
sions would have been different if in-person evaluations
had been used instead. Second, this study was not a ran-
domized controlled trial and instead represents a retro-
spective analysis of patient and institutional outcomes
before and after implementation of the MIH policy. We
note that the total number of holds increased after policy
implementation. While we cannot offer a definitive
explanation, we hypothesize that while there were many
instances of inappropriate IPHs being placed in the pre-
MIH period, there were also likely other instances where
patients were detained without use of a formal order of
any kind. After the MIH policy was introduced, it is
likely that it was used in these cases which could account
for the overall increase in number of holds. Third, our
data on changes in length of stay are also subject to
various confounding factors, as it cannot be assumed
that implementation of the MIH policy was the only
variable factor between the 2 study periods. Fourth,
the policy was implemented in only a single medical
center. This is beneficial in some regards, as it elimi-
nates potentially confounding factors, such as geo-
graphic location, hospital culture, and patient
population. However, it also limits the generalizability
of our findings and underscores the need for this study
to be replicated in other settings. Our study group was
also limited to medical and surgical inpatients, which
may further limit generalizability to acute settings such
as the emergency department where these clinical sce-
narios also occur.40 Finally, as mentioned in the
“Methods” section, cases were analyzed on a “per
hold” basis, with each hold being treated as an individ-
ual entity, rather than on a “per patient” basis. The
decision to analyze on a “per hold” basis was made to
address the concern that many patients were placed on
multiple holds throughout their admission, with each
subsequent hold reflecting the evolving circumstances
of the patient's clinical situation. Therefore, there were
several instances where the reviewers felt that the type
of hold should change even for the same patient (e.g., a
patient whose AMS persisted even after treatment of
an underlying infection, raising suspicion for a primary
psychiatric diagnosis rather than delirium). It is possi-
ble that the results of our analysis would have differed
if we had analyzed the cases on a “per patient” basis.
Psychosomatics 60:1, January/February 2019
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Finally, as discussed previously, our study results have
likely been impacted by the fact that the study period
included the period immediately after the policy was
implemented. It is possible that continued use of and
familiarity with the MIH policy could produce differ-
ent outcomes if this study was replicated in the future,
even at the same institution.

CONCLUSIONS

We believe that our MIH policy has been effective at
preventing inappropriate use of IPH statutes while pro-
tecting patients from harm. We recommend further
study of similar policies in other health care systems to
replicate these findings. We recognize that this study
provides only preliminary evidence to support such a
Psychosomatics 60:1, January/February 2019
policy and does not fundamentally change relevant stat-
utes. However, we hope that it may present an opportu-
nity to propose changes to relevant laws in the interest
of offering formal statutory guidance to providers and
health care systems attempting to act in the best inter-
ests of their patients.
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