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        Abstract



        
          

          Introduction


          Despite challenges experienced during the 72-hour assessment of involuntary mental health care users, there is no practice model to strengthen the implementation of policy guidelines on such assessment in South Africa.

        


        
          

          Methods


          A qualitative, exploratory, descriptive, and contextual research design was followed. A practice model was developed from information obtained from mental health care practitioners and Mental Health Review Board members from three provinces in South Africa. The six crucial questions (agent, recipient, context, procedure, dynamics, and terminus) of Dickoff et al. were used to develop the model. An e-Delphi technique, aligned with Chinn and Krammer’s critical reflection questions, was followed using 21 mental health experts to validate the practice model.

        


        
          

          Results


          Consensus was reached, identifying the main themes of the model as follows: recipients, involuntary mental health care users and their families; agents, mental health care practitioners and heads of health establishments; process, training and development; stakeholders’ involvement, including recruitment and retention of competent staff, family and community engagement, and provision of designated 72-hour facilities. The dynamics encompass improved and adequate infrastructure, collaborative partnerships, and administrative support. The ultimate goal of the model is the proper implementation of the 72-hour policy guidelines.

        


        
          

          Discussion


          The practice model developed stipulates guidance to health professionals in 72-hour admission hospitals, indicating stakeholders and resources required.

        


        
          

          Conclusion


          This practice model provides sufficient information to health professionals for providing quality mental health care, treatment, and rehabilitation services to involuntary mental health care users.
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      1. INTRODUCTION


      Globally, about 1 billion people suffer from mental illness [1]. Additionally, at least one person in every 40 dies by suicide, with approximately 450,000 people suffering from severe mental illnesses. According to Długosz and Liszka [2], 7 out of every 1000 households suffer from mental problems. In a 2019 meta-analysis, Wu et al. [1] estimated mental health conditions to be a common occurrence, affecting 22.1% worldwide. It is estimated that on average, 2% of South Africans suffer from severe mental illnesses, such as schizophrenia, psychosis, and bipolar disorder, and that they affect approximately one in three persons in the country [3].


      The burden of mental illness is pertinent across the world. For example, in Ontario, Canada, the Mental Health Act provides for a 72-hour assessment period during which individuals must be released, admitted willingly, or retained involuntarily with an authorization of involuntary admission [4]. In Scotland, the Mental Health (Care and Treatment) (Scotland) Act 2003 allows for emergency confinement for up to 72 hours, followed by short-term detention orders, which are subject to review by the Mental Health Tribunal for Scotland [5]. The Mental Health Act requires a 72-hour assessment period for involuntary mental health care users (MHCUs), during which medical practitioners examine the need for continuous treatment. This period is used to discern between mental health illnesses and other medical issues, ensuring proper care [6, 7]. However, regardless of the Mental Acts in place, challenges remain, such as limited bed availability, which results in patients being treated in general wards that may not provide effective mental health care [6, 8]. These problems increase the length of stay of MHCUs in hospitals. These international parallels highlight the need for a structured model to facilitate the execution and smooth implementation of the 72-hour assessment policy for involuntary MHCUs, including in (SA). Exploring and learning from worldwide experiences demonstrates the need for the development of more effective and humane mental health treatment procedures, especially given the additional challenges.


      The rise in unplanned hospital admissions and high mortality rates of MHCUs arise mostly from the involuntary MHCUs. These are individuals who present with unplanned mental health breakdowns and are admitted under involuntary mental health processes. Involuntary admissions of MHCUs are meant for individuals who cannot be included in decision-making related to their care [9, 10]. In relation to involuntary mental health admission, care, treatment, and rehabilitation, there is a concern regarding the implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs [11]. Some of the concerns are that the mental health care practitioners (MHCPs) are not specialists, and some lack an understanding of the relevant documents and procedures [10, 12, 13]. There are also issues related to facilities that are not designed to accommodate MHCUs for 72-hour assessments, a lack of human resources, an insufficient supply of medicine, and a lack of qualified healthcare providers [12, 14]. These are also limitations at most designated facilities that conduct 72-hour assessments, with ethical and moral concerns associated with implementing such assessments inherently connected to the violation of patients' rights [15, 16].


      To maintain good standards of mental health, policy guidelines on 72-hour assessment of involuntary MHCUs are available to promote their care to prevent harm to self and others [17] and provide a set of instructions that must be followed to accomplish health care aims and objectives [18]. The instructions include procedures for clinical management regarding the assessment, treatment, care, and rehabilitation of involuntary MHCUs [17, 18]. Additionally, the 72-hour policy guidelines are intended to inform provincial heads of health about the conditions that must be met for facilities to conduct 72-hour assessments. However, there are no Practice Models (PMs) available to strengthen the implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs. It is for this reason that the researchers deemed it necessary to conduct this study. A PM refers to a system that includes a structure, process, and values which enable healthcare professionals to manage healthcare delivery, including the provision of care in a therapeutic and conducive environment [19, 20]. During the development and validation of a PM, teamwork and collaboration in professional relationships are vital [21]. Duffy and Faan [22] posited that a PM illustrates how health care providers work together, communicate, practice, and grow as professionals to give patients the best care possible. Furthermore, a PM shows how health care providers organise and deliver patient-centred care, attain the best possible outcomes for patients, and grow and function as professionals within their organization, and hence is vital. With increased unpleasant reports related to involuntary mental health care, researchers developed and validated a PM to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in South Africa (SA).

    


    
      

      2. MATERIALS AND METHODS


      
        

        2.1. Purpose of the Study


        The objective of this study was to develop and validate a PM to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in the North West, Gauteng, and Northern Cape Province (NCP) in South Africa.

      


      
        

        2.2. Study Setting


        The data in this study were collected from MHCPs [23] and the Mental Health Review Board (MHRB) members [24] from three provinces in SA, namely Gauteng Province (GP), North West, and the NCP. Data was collected from MHCPs working in 72-hour health facilities, as well as the MHRB members sourced from the respective provincial offices. The validation of the PM was carried out in the same provinces. The mental health experts (MHEs) included during the validation phase were based at mental health facilities and were medical doctors, psychiatric nurse specialists, and psychiatrists. There were other MHEs from the universities working as professors and lecturers with postgraduate psychiatric diplomas and Master’s degrees in psychiatric nursing. Other MHEs were recruited from the Department of Health (DoH) offices as clinical/mental health coordinators with specialization in psychiatry.

      


      
        

        2.3. Study Designs


        This manuscript is part of a PhD study which followed a qualitative exploratory-descriptive and contextual research design [23-25]. The research design allowed the researchers to collect in-depth information for the development and validation of a PM to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs. The design was used in three phases: Phase 1 – empirical phase [23], Phase 2 –development phase [24], and Phase 3 – validation phase. The methodology of these phases is provided in the following sections.


        
          

          2.3.1. Phase 1: Empirical Phase


          Phase 1 had two steps.


          In the first step, a non-probability sampling approach was used [23] to select 19 MHCPs (three males and 16 females), which included five medical doctors, nine professional nurses, one social worker, and four clinical psychologists. The demographic profile of the participants is provided in the supplementary material titled “Phase 1 Demographic Profile of Empirical Phase Participants (Table S1) [23]. The ages of the MHCPs ranged between 29 and 59 years. A quota sampling technique was used to select MHCPs per province, who were then purposively recruited in public facilities that render 72-hour assessment of involuntary MHCUs. Focus group discussions (FGDs) were used to collect data through Microsoft Teams, with three FGDs conducted in the three provinces of NWP, NCP, and GP. After data collection, Braun and Clark’s [26] six steps of thematic analysis were used to analyze data, which involved becoming acquainted with the data, producing codes, discovering themes, investigating the topics, recognizing themes, and compiling a summary of the findings. The researchers and the co-coder assessed the data independently and met on the Microsoft Teams platform to determine the final themes and sub-themes.


          In the second step, 13 MHRB members were selected through a non-probability sampling approach [24]. FGDs using Microsoft Teams were used to collect data from all 13 MHRB members (females and males). The participants included three legal practitioners, four community members, and six professional nurses. The ages of the MHCPs ranged between 43 and 79 years. The demographic profile of the participants is provided in the supplementary material titled “Phase 2 Demographic characteristics of empirical phase participants (Table S2) [24]. Within the quota sampling technique, a predetermined number of potential participants was chosen non-randomly from the MHRB offices using a purposeful sampling technique. Data was analyzed through Clarke and Braun’s [26] six steps of data analysis. As in the first step of the empirical phase, the researcher and co-coder assessed the data independently and met on the Microsoft Teams platform to determine final themes and sub-themes.

        


        
          

          2.3.2. Phase 2: Development Phase


          This phase aimed at developing a PM for strengthening the implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs. The framework of Dickoff et al [27]. was used to develop the PM. The results of the empirical phase were used to develop a PM to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in SA [23, 24]. The following six components of the Dickoff et al. framework [27] were adopted to develop the PM: agent, recipient, context, process, dynamic, and terminus.


          In line with the findings of Dickoff et al. [27], the agents are the driving force that implement the PM toward a goal and have an effect as they actively participate. The recipient is defined as someone who receives and benefits from the activities of the PM to improve the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs. The context is the setting in which the PM is implemented. Dynamics refers to initiatives that ensure the success of the PM for the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in SA. The procedure refers to the actions taken to implement the PM. In this study, terminus refers to the outcome of the developed PM.

        


        
          

          2.3.3. Phase 3: Validation Phase


          The e-Delphi technique customized with Chinn and Krammer’s [28] critical questions was used to validate the PM. According to Nasa et al. [29], the e-Delphi technique is used to achieve consensus among “experts” as defined within the specific context of a study through several rounds to analyze expert viewpoints. The researcher used expert sampling techniques to select the MHEs for validation of a newly developed PM. These MHEs are well informed about the proper implementation of the recommendations for 72-hour assessment in relation to the PM. According to the Cambridge Dictionary [30], an expert is a person who exhibits an extensive level of knowledge or expertise in an area of expertise or activity. In all, 28 MHEs were recruited, although only 21 participated in this study. The ages of the MHEs ranged between 30 and 58 years. The researcher customized the critical reflection questions proposed by Chinn and Kramer [28] to suit the characteristics of e-Delphi as the third phase of a primary PhD study on the validation of a PM to strengthen implementation of the policy guidelines for the 72-hour assessment of involuntary MHCUs in SA. According to Nasa et al. [29] as well as Gause, et al. Matsipane [31], the e-Delphi technique is used to achieve consensus among “experts” as defined within the specific context of a study, through multiple rounds of analysis of expert viewpoints. In this study, the researchers followed a qualitative e-Delphi research approach where expert consensus was characterized as a meaningful agreement of inputs and ideas across participants throughout e-Delphi rounds. It was qualitatively quantified through analyzing the recurrence and stability of similar input, as well as the consistency of expert responses, frequently supported by agreement and participant confirmation from expert feedback [29, 31]. Chinn and Kramer’s [28] critical questions addressed whether the PM is clear, simple, can be generalized, is accessible, and is important. The tool comprised five closed-ended questions and one open-ended question, Table 1 using a Likert scale to indicate a suitable rating (1=Strongly Disagree; 2=Disagree; 3=Neutral; 4=Agree; 5=Strongly Agree).


          
            Table 1 The critical questions used to determine the qualities of the practice model.


            
              
                
                  	Principles

                  	1

                  	2

                  	3

                  	4

                  	5

                  	Comment(s)
                


                
                  	Strongly Disagree

                  	Disagree

                  	Neutral

                  	Agree

                  	Strongly Agree
                

              

              
                
                  	Clarity – Is the practice model clear?

                  	

                  	

                  	

                  	

                  	

                  	
                


                
                  	Simplicity – Is the practice model simple?

                  	

                  	

                  	

                  	

                  	

                  	
                


                
                  	Generalisability – Can the practice model be generalized?

                  	

                  	

                  	

                  	

                  	

                  	
                


                
                  	Accessibility – Is the practice model accessible?

                  	

                  	

                  	

                  	

                  	

                  	
                


                
                  	Importance – Is the practice model important?

                  	

                  	

                  	

                  	

                  	

                  	
                

              
            


            
              Note: What would you like to add to the practice model and why?

            


          


          The same tool was used throughout all e-Delphi rounds, with adjustments to the model in relation to the MHEs’ comments and suggestions. The researcher started the first round of e-Delphi on 3rd April, 2024, with the second round starting on 16th May, 2024, and model validation for the third round starting on 11th June, 2024. Each MHE was given a two- to three-week period to complete documents for every e-Delphi round.

        

      


      
        

        2.4. Participant Recruitment


        A total of 32 participants took part in the empirical phase of the study, 19 MHCPs (step 1) and 13 MHRB members (step 2), recruited from three provinces of SA [23, 24]. MHCPs and MHRB members deemed unavoidably absent, on leave, or who declined to participate were excluded. The 19 MHCPs who took part included 9 professional nurses, one social worker, 5 medical doctors, and 4 clinical psychologists [23]. For the empirical phase step 2, the 13 MHRB members included 6 professional nurses, 4 community members, and 3 legal practitioners [24]. Consent was obtained from all participants to make recordings using Microsoft Teams after the researcher thoroughly explained the study. The participants signed consent forms, facilitated by a mental health specialist working as a senior lecturer (Doctor of Philosophy) at North-West University (NWU). The independent person ensured that participants were aware of the benefits and possible risks involved during data collection, in order to make an informed decision. To validate the PM, the researcher recruited 21 MHEs, who were involved throughout the e-Delphi process, purposively selecting them from among the psychiatric and 72-hour assessment hospital managers and universities/colleges in the three provinces. The researcher selected MHEs who are knowledgeable about how to properly implement the guidelines for the 72-hour assessment with respect to the PM. Characteristics and demographic details of the MHEs are listed in Table 2.


        
          Table 2 Characteristics and demographic details of MHEs.


          
            
              
                	No.

                	Employer

                	Occupation

                	Age (Years)

                	Gender

                	Professional Qualifications (Highest Qualification)

                	Years of Experience in the Health Sciences/Mental Health Care Service
              

            

            
              
                	1.

                	DoH, North West

                	Advanced Psychiatric Nurse

                	53

                	Female

                	Master’s in Advanced Mental Health Care Nursing

                	16
              


              
                	2.

                	DoH, Northern Cape

                	Medical Officer

                	58

                	Female

                	MBChB

                	31
              


              
                	3.

                	DoH, Gauteng

                	Advanced Psychiatric Nurse

                	55

                	Female

                	Master’s in Advanced Mental Health Care Nursing

                	20
              


              
                	4.

                	DoH, Northern Cape

                	Medical Officer

                	31

                	Female

                	MBChB

                	5
              


              
                	5.

                	DoH, Gauteng

                	Psychiatric Nurse Specialist

                	30

                	Male

                	Postgraduate Diploma in Mental Health

                	9
              


              
                	6.

                	DoH, North West

                	Specialist Mental Health Nurse

                	30

                	Male

                	Postgraduate Diploma in Mental Health

                	5
              


              
                	7.

                	DoH, North West

                	Medical Officer

                	38

                	Female

                	MBChB

                	14
              


              
                	8.

                	DoH, Northern Cape

                	Medical Officer

                	49

                	Male

                	MBChB

                	19
              


              
                	9.

                	University, Gauteng

                	Lecturer

                	52

                	Female

                	Doctor of Philosophy in Health Science

                	28
              


              
                	10.

                	University, Gauteng

                	Lecturer

                	47

                	Female

                	Doctor of Philosophy in Health Science

                	14
              


              
                	11.

                	DoH, Northern Cape

                	Medical Officer

                	40

                	Male

                	MBChB

                	9
              


              
                	12.

                	DoH, Gauteng

                	Clinical

                Programme

                Coordinator

                	41

                	Female

                	Postgraduate Diploma in Mental Health

                	17
              


              
                	13.

                	DoH, Gauteng

                	Advanced Psychiatric Nurse

                	41

                	Female

                	Master’s in Advanced Mental Health Care Nursing

                	9
              


              
                	14.

                	DoH, North West

                	Senior Manager Medical Service

                	47

                	Male

                	MBChB

                	21
              


              
                	15.

                	DoH, North West

                	Mental Health Coordinator

                	49

                	Male

                	Master’s in Advanced Mental Health Care Nursing

                	8
              


              
                	16.

                	University, North West

                	Professor

                	51

                	Female

                	Doctor of Philosophy in Health Science

                	29
              


              
                	17.

                	DoH, Gauteng

                	Advanced Psychiatric Nurse

                	33

                	Female

                	Master’s in Advanced Psychiatric Nursing

                	09
              


              
                	18.

                	DoH, North West

                	Acting Deputy Director of Nursing

                	47

                	Male

                	Master’s in Advanced Mental Health Care Nursing

                	17
              


              
                	19.

                	DoH, North West

                	Psychiatrist

                	41

                	Female

                	MMed (Psych), FC (Psych)

                	11
              


              
                	20.

                	DoH, North West + Private Sector

                	Medical Specialist (Psychiatrist)

                	43

                	Male

                	MMed (Psych), FC (Psych)

                	13
              


              
                	21.

                	DoH, North West + Private Sector

                	Specialist Psychiatrist

                	65

                	Male

                	MMed (Psych), FC (Psych),

                	37
              

            
          


        

      


      
        

        2.5. Trustworthiness


        Trustworthiness in the study’s empirical phase was ensured through credibility, confirmability, and transferability [23-25]. Credibility was ensured by maintaining prolonged engagement in the empirical and development phase, including the e-Delphi technique, through validating the PM with MHEs. Dependability and authenticity were achieved through peer examination and the involvement of a co-coder during data analysis. Confirmability was ensured through audio-recording the virtual semi-structured FGDs, and developing and validating the PM under the supervision of supervisors who were MHEs in the development and validation of models. Transferability was ensured through detailed descriptions of methods and results.

      

    


    
      

      3. RESULTS AND DISCUSSION


      The results of the study are presented and discussed according to the empirical and development phases.


      
        

        3.1. Converging Results of the Empirical Phase


        The FGDs with MHCPs and MHRB members aimed to ascertain their understanding of the current practice regarding implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs in SA.


        Three themes were derived from step 1: MHCPs' understanding of the policy guidelines on 72-hour assessment of involuntary MHCUs; MHCPs' challenges with the policy guidelines on 72-hour assessment of involuntary MHCUs; and MHCPs' suggestions to strengthen the policy guidelines on 72-hour assessment of involuntary MHCUs [23]. In the empirical phase, step 2, three themes were derived: MHRB members’ understanding of the policy guidelines on 72-hour assessment of involuntary MHCUs; challenges experienced by MHRB members when implementing the policy guidelines on 72-hour assessment of involuntary MHCUs; and suggestions to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs [24]. The results from the MHCPs’ and MHRB members’ inputs were used to develop the PM, as described by Mpheng et al. [23, 24]. Figure 1 provides a structural component that includes the classification of components for a PM, using the framework of Dickoff et al. [27].

      


      
        

        3.2. Relevance and Objectives of the PM


        The implementation of the 72-hour policy guidelines was not addressed in a review of mental health policy guidelines; however, Memish et al. [32] shared that individuals who use the recommendations require support, including in-depth training. Additionally, as indicated in the introduction, since the 72-hour policy guideline is not implemented properly, there is a need for the development of a PM to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs [32]. The PM is necessary, as indicated by the MHEs who expressed that recruitment and retention of knowledgeable MHCPs, including their continuous training and development, would ensure quality care towards the 72-hour assessment [23, 24]. Equally important are the collaboration of partnerships, administrative support, involvement of stakeholders, and family and community empowerment.


        The PM could enable the MHCPs to render quality involuntary care in the mental health care institutions of SA, through strengthening the implementation of policy guidelines on 72-hour assessments of involuntary MHCUs [23, 24]. Furthermore, support from government officials is needed to prioritize the elements listed in the PM that may help to increase the effectiveness, safety, and quality of healthcare. The PM can also benefit the 72-hour assessment facilities and policymakers by supporting them in rendering quality health care. The researchers and the MHEs are certain that effective and proper implementation of the 72-hour policy guidelines through the PM will lead to the provision of quality and ethical management of involuntary MHCUs [23, 24]. Figure 2 presents a practice model to strengthen the implementation policy guidelines on 72-hour assessment of involuntary MHCUs in SA.


        [image: ]
Fig. (1)


        Classification of concepts.


        [image: ]
Fig. (2)


        A practice model to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary mental health care users in South Africa.

      


      
        

        3.3. Description of the Structural Presentation of the PM


        
          

          3.3.1. Agents: Who is the Agent of the PM?


          According to Dickoff et al. [27], an agent is a person who performs an activity. The term agents in this study refers to individuals who strengthen the implementation of a PM for policy guidelines on the 72-hour assessment of involuntary MHCUs in SA. The MHCPs and Head of Health Establishments (HHEs) of the hospitals are agents who are responsible for implementing the PM. The MHCA [17] defines MHCP as mental health professionals who have received the necessary training and are qualified to offer mental health care in SA. The agents of the PM include the MHCPs, who are regarded as professional nurses who have basic/post-basic and advanced psychiatric training, including medical doctors.


          The HHE is regarded as a person who oversees a health care facility, called the chief executive officer of the facility [27]. The HHE is responsible for deciding whether the MHCU must be treated as an inpatient for the 72-hour assessment or an outpatient receiving care from home and should give notice to the applicant using MHCA 07 [17]. These agents have a direct impact on the mental health of the involuntary MHCUs during the 72-hour assessment [23, 24]. The MHCPs of this study and the HHEs must ensure that the involuntary MHCUs are well cared for during their 72-hour assessment and ensure that they are cared for and advocated for during their stay in the facility, while also promoting the continuation of care into the community [13, 23, 24].

        


        
          

          3.3.2. Recipients: Who is the Recipient of the PM?


          A person who receives the activity from the agent is referred to as the recipient [27]. The term recipients in this study refers to individuals who directly benefit from the proper implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs in SA. The recipients of the newly developed PM for strengthening the implementation of policy guidelines on the 72-hour assessment of involuntary mental health care facilities in SA will be the involuntary MHCUs and their family members. The recipients will enjoy the benefits related to proper implementation of the policy guidelines on 72-hour assessment when they are ethically respected and correct processes are followed from when the MHCU is admitted into a designated hospital, with proper filling in of MHCA forms, being treated by trained and skilled MHCPs, and so on. With consideration of their limitations to individual autonomy and the involuntary MHCUs’ choice to refuse treatment, the MHCA [17] gives authority and ethical obligation to the MHCPs to treat involuntary MHCUs without their consent [33, 34].


          Additionally, involuntary mental health care is legalised as it provides 72-hour psychiatric detention for evaluation under involuntary care [23, 24]. Care of the involuntary MHCUs is given following the fact that the MHCU is incapable of making their own decision as they are a danger to themselves, and those around them, including the property [23, 24, 35]. Although the 72-hour policy guidelines were developed specifically for involuntary MHCUs who are the recipients of the PM, the family needs to participate during admission of the MHCU and to provide continuous support during rehabilitation and after discharge of the MHCU from the hospital. The involuntary MHCUs and their families require sufficient advocacy from the MHCPs and the HHEs to ensure that implementation of the 72-hour policy guidelines is carried out properly.

        


        
          

          3.3.3. Context: In which Context will the PM be Implemented?


          Dickoff et al. [27] defined context as the environment in which the activity will be implemented. In this study, context refers to the environment in which a PM for the implementation of the policy guidelines on 72-hour assessment of involuntary MHCUs in SA will be implemented. Involuntary admissions must occur in designated 72-hour health facilities, as outlined below under the process [23, 24]. The newly developed and validated PM will be implemented in health facilities that are accredited, meaning designated to provide 72-hour assessment of involuntary MHCUs. The PM will be implemented within this context by the agent and received by the recipient, that is, the involuntary MHCUs.


          As outlined by the MHCA [17], the facility must have the capacity to accommodate involuntary MHCUs who present with dangerous behaviour, mostly physically towards themselves or other people around them. The facility must be conducive for involuntary MHCUs as they might cause harm to themselves and those around them, including their surroundings, and the facility must include appropriate seclusion rooms [23, 24, 36].

        


        
          

          3.3.4. Process: How will the PM be Implemented?


          The process in the PM involves measures adopted in the implementation of the policy guideline on 72-hour assessment of involuntary MHCUs in SA. The process used in this study presents a thorough explanation of how to execute activities effectively and protect the other five components, namely the agent, recipient, context, dynamics, and the terminus [27]. The activities are aimed at proper implementation of the 72-hour policy guidelines, with an accessible quality mental health service through provision of 72-hour designated facilities, while considering training and development, recruitment and retention of competent staff, family and community, empowerment and involvement of stakeholders [23, 24, 37]. The activities of the newly developed model are discussed below:


          
            

            3.3.4.1. Training and Development


            This study established that training and development of MHCPs who provide involuntary mental health services to MHCUs are important. Aktar [38] defined training and development as a strategy or technique for increasing the staff's knowledge, skills, and abilities to capacitate them to cope better with the ever-changing working environment and uncertain working conditions. Furthermore, this study advocates for training and development because this improves mental health service delivery through empowering the MHCPs with adequate skills and knowledge, as supported by Müller et al., Muddle et al., and Parniawski et al. [37, 39, 40]. According to the findings of this study, everyone involved in the admission, care, treatment, and rehabilitation of the involuntary MHCUs should be trained to ensure proper facilitation from admission and care [23, 24]. Similarly, the participants in this study agreed that by recruiting and retaining competent staff, incorrect implementation of the policy guidelines will be reduced or eliminated. Recruitment and retention of staff is the ability to attract and retain knowledgeable staff for improvement and ensuring quality mental health services [41, 42]. Furthermore, Bilan et al. [42] concurred that recruitment and retention of competent staff further improve service delivery, as MHCPs who have acquired necessary training and knowledge must be recruited and retained as qualified and competent staff.


            Considering that mental health constantly evolves due to new advancements in healthcare and approaches to caring for different MHCUs, MHCPs should frequently acquire training and development to maintain quality mental health services [23, 24, 40]. It was also mentioned that MHCPs’ leadership development and expansion planning still need improvement through in-service training and qualification courses. In addition to professional advice based on the MHCPs’ experiences and perspectives, mental health leaders must offer training and development programmes [23, 24]. These programmes will support the empowerment of the MHCPs and promotion of high-quality service delivery, ensuring retention of available staff within a conducive environment [43].

          


          
            

            3.3.4.2. Stakeholder Involvement


            This study established that stakeholder involvement is important because of the continuation of mental health service provision from the hospital to the community. Jones et al. [44] defined stakeholder involvement as healthcare members who collaborate to work together in providing mental health treatment. Additionally, there is an emerging consensus regarding the involvement of stakeholders in providing mental health care [44, 45]. Various personnel are required for facilitation of the 72-hour assessment, admission, care, and rehabilitation to ensure comprehensive mental health service provision [23, 24]. Among the involvement of stakeholders, the MHCA [17] prescribes that the police, family, MHCPs, the MHRB, and the court must be involved during admission, care, treatment, and rehabilitation in the 72-hour assessment of the involuntary MHCUs. During the admission of violent MHCUs, police can assist to ensure the safety of everyone. The information needed by the MHCPs, such as residential information, family history, and the mental background of the MHCUs, must be provided by the family [23, 24]. Conversely, the MHCPs are needed to assess and be available during treatment and rehabilitation provision during the MHCUs’ stay in the hospital. Before the conclusion of the admission of the MHCU to a psychiatric hospital, the MHRB members are required to check the 72-hour admission forms to ensure that the information is complete and the MHCU is indeed viable for admission to a psychiatric hospital [23, 24]. These forms will be submitted to a court of law for verification and for confirming that the MHCU must be admitted to a psychiatric hospital as suggested through assessment and in writing by the MHCPs and the MHRB [23, 24].


            Members of the multidisciplinary (MDT) meetings ensure proper admission and assessment of the MHCUs, as care provided can be shared among them. According to Mpheng et al. [23, 24, 46], MDT members are defined as MHCPs necessary for caring for the MHCUs. For involuntary mental health assessment and treatment provision, the multidisciplinary members must include professional nurses with basic or post-basic psychiatry training, medical doctors, and psychiatrists, including the HHE. During instances when the MHCU is violent, Section 40 of the MHCA [17] permits the MHCP or community member to inform members of the South African Police Services. The prescription is that the police officers must support the local community in instances where the MHCU is aggressive and uncooperative, to ensure the safety of the MHCU, the surroundings, and those around them at the time of the mental health breakdown incident [17, 23, 24]. Additionally, participants in this study encourage support for the safety of the MHCU. They shared that the security personnel must also be involved during the implementation of this model [47], since it is believed that involvement of the security personnel will ensure safety of the MHCUs and the MHCPs during admission in the ward [47]. Furthermore, the safety of MHCUs in the community must be prioritised through community empowerment and education initiatives, such as outreach programmes, as part of continued care [23, 24, 39, 44]. The need for health investors is a priority for development matters, retention and recruitment, and empowerment of the community, including the provision of adequate resources, such as 72-hour designated facilities [23, 24]. With an adequate budget supplied by health investors, the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs might be improved [11].

          


          
            

            3.3.4.3. Family and Community Empowerment


            This study verified the importance of family and community empowerment. Ong et al. [48] supported this, that families and the community are vital to the care of MHCUs [48]. Additionally, families and the community spend more time with MHCUs; hence, there is a growing expectation that they take on more care of the MHCUs [23, 24, 48, 49]. Furthermore, the WHO [49] and Mpheng et al. [23, 24] indicated that easy facilitation of mental health treatment is promoted by family members and the community, who assist the MHCUs in accessing mental health services and staying compliant with their mental health treatment [49]. Hence, the family and community need continuous health education and support groups to scaffold their tasks. Furthermore, Muddle et al. [39] reported that there is evidence supporting the notion that improved mental health outcomes are achieved in MHCUs when families engage in mental health rehabilitation. Hence, this study promotes and encourages continuous community outreach programmes, such as family and community education.

          


          
            

            3.3.4.4. Provision for 72-hour Designated Facilities


            This study established that 72-hour designated facilities are essential for the ultimate provision of involuntary admission, care, treatment, and rehabilitation of involuntary MHCUs. The 72-hour health facility must be designated as per infrastructural requirements for admission of vulnerable MHCUs admitted under 72-hour assessment [23, 24]. The MHCA [17] outlines the 72-hour designated facilities as health structures that make provision for proper sanitation, good ventilation, enough space, and proper security for the safety of involuntary MHCUs. Additionally, the 72-hour designated facilities are required to ensure effective and ethical management of mental health provision to the involuntary MHCUs, with proper restraining and seclusion rooms to accommodate the vulnerable involuntary MHCU during their aggressive state [23, 24].

          

        


        
          

          3.3.5. Dynamics: Which Sources Influence the Success of the PM?


          Dynamics are the determining factors that culminate in a successful PM [27]. The term dynamics in this study refers to the actions that ensure the proper implementation of the policy guidelines on the 72-hour assessment of involuntary mental health units in SA. In this study, dynamics should apply through ensuring accessible mental healthcare services and improved and adequate infrastructure. With improved and adequate infrastructure, support from collaborative partnerships, and trained administration support, the agents can ensure proper facilitation of care and the administration process, which will direct mental health care towards the anticipated quality.


          
            

            3.3.5.1. Improved and Adequate Infrastructure


            This study showed that there is a need for improved and adequate infrastructure. According to Samartzis and Talias [50], improved and adequate infrastructure is defined as the process of creating and improving physical buildings to accommodate the MHCU, with adequate bed occupancy, enhanced security, and a comfortable environment. Malm [51] stated that facilities for 72-hour assessment must be beneficial to the MHCUs and their family members. The environment for admission must be conducive to promoting healing, regardless of the presence of restraining and seclusion rooms [23, 24]. Additionally, the recommendation is dedicated to prioritising the improvement of mental health services through adequate infrastructure, ensured access, healthcare facilities, and quality services [23, 24, 52]. Furthermore, as recognised in the results of this study, involuntary care is provided for the MHCUs in inappropriate environments [23, 24, 53]. According to the MHCA [17], the infrastructure must have proper sanitation, good ventilation, and lighting. In addition, safety and security must be ensured through a secure perimeter wall, and access to the facility must be security-controlled “with allowance for accessible observation”, with consideration for the privacy of MHCUs. The participants in this study also shared that there must be enough beds and a safe space to move freely within the facility.

          


          
            

            3.3.5.2. Collaborative Partnerships


            This study showed that there is a need for collaborative partnerships. This is supported by Angiuli [54], who defines collaborative partnerships as comprehensive mental health care for emergency response, with support from mental health practitioners' inclusion of other parties, such as legal assistance and community involvement. For implementation of the study’s PM, the MHEs regard the collaborative partnership members as the MHRB, legal support, and the home-based personnel. As part of collaborative partnerships, the MHRB should ensure proper facilitation of implementation documents and maintain positive links with the high court as well as the HHE [23, 24]. They must also always act as advocates for the MHCUs [13, 24]. Additionally, there must be legal support by the court for a timeous response to the MHRB, for assurance of a reasonable response following checking and verifying documents for admission of the MHCU, to maintain proper implementation of the steps around involuntary MHCUs [24, 34, 35]. As part of the continuation of care in the community mental health setting, there must be trained home-based personnel to provide support to the MHCUs and their families in ensuring that the MHCUs adhere to their mental health treatment, including follow-up for rehabilitation purposes [49]. This study encourages the involvement of home-based personnel for diligent compliance with appointments and treatment adherence by the MHCUs when they are discharged into the community [46].

          


          
            

            3.3.5.3. Administrative Support


            This study encourages administrative support. The South African Human Rights Commission [55] promotes this support, arguing that it is required to ensure ongoing assistance for continuous correct processing of documentation from admission to discharge of MHCUs. In terms of the health policy makers and health care systems, available administrative support must be enforced to ensure ethical management of documents. Additionally, trained and adequate secretariat staff should be made available to facilitate the proper processing of MHCA forms, from the mental health care practitioners (MHCPs), to the HHE, and ultimately to the court for evaluation [23, 24]. That should inform correct decision-making regarding care of the MHCUs when they are admitted for 72-hour assessments or discharged.

          

        


        
          

          3.3.6. Terminus: What is the End Point of Activity?


          Terminus, according to Dickoff et al. [27], refers to the end or finish point of a said activity. In this study, the terminus refers to the end point of a PM. The term refers to the effective and proper implementation of the policy guidelines on 72-hour assessment of involuntary MHCU in SA because of the established PM. Through the implementation of a newly developed PM, there must be evident proper implementation of the 72-hour policy guidelines, related to accessible quality mental health service, including availability of competent staff members [39]. The MHCUs must receive quality health care as advocated for by the MHCPs and the MHRB [13, 23, 24]. The actions outlined in the ‘Process’ and ‘Dynamics’ of the PM must apply during admission, care, treatment, and rehabilitation of the involuntary MHCU. Proper implementation of the 72-hour assessment of involuntary MHCUs will lead to the mental stability of the MHCUs, more family time, bonding, and happiness [23, 24]. To reduce the stress and anxiety of MHCUs and their families, there is a need for more family time. This would motivate family members to be at their best and to create a therapeutic environment for the MHCU at home, leading to a healthier lifestyle.

        

      


      
        

        3.4. Practice Model Validation


        The following sections present the findings of the validation phase. The validation of this PM was guided by a theoretical framework for professional nursing practice [56]; thus, the presentation of this study’s PM is comprehensive, with clear definitions of the central concepts, and the theoretical foundation of the model is clear and acceptable. The PM in this study describes the characteristics of PMs, compared to the article by Slayter et al. [56]. This study was validated through the e-Delphi technique and presentation at a conference. The feedback from the validation phase was incorporated during finalisation of the PM.


        
          

          3.4.1. Presentation at a Conference


          We presented the newly developed PM at the Southern African Association of Health Educationalists conference held on 25–28 June 2024 at Gateway Hotel, Umhlanga, Durban. The main supervisor of the study was present at the conference for support. Attendees at the conference acknowledged that the proposed PM is comprehensive and promises to strengthen mental health care in 72-hour units. One of the conference attendants asked the researcher to make the PM available to all the provinces in SA. In order to make the PM available across the country, it shall be published as an article and thesis for wider dissemination. It will also be presented at other conferences in the country.

        


        
          

          3.4.2. The MHEs’ Validation of the PM


          The PM was validated by MHEs, following a series of three e-Delphi rounds. The panel of MHEs used an e-Delphi Likert scale aligned with Chinn and Kramer’s [28] critical reflection questions to assess the PM’s clarity, simplicity, generalizability, accessibility, and importance.


          In the first round, the researcher collected the demographic information. The MHEs were provided with information regarding the purpose of the study and what the research is about, and the inclusion criteria of who should take part. MHEs received the PM, which included an explanation/illustration of the draft PM. The MHEs became acquainted with the developed PM and gave individual comments. They contacted the researcher if they needed an explanation of the developed PM. The MHEs worked on the developed PM and provided suggestions and inputs. After completing the materials supplied in the first round, the MHEs returned them to the researcher via email. The researchers worked on the MHEs' remarks after the first e-Delphi survey round.


          In the second round, the 21 MHEs received feedback from the researcher. The researcher clarified concerns raised by the MHEs related to shared responses and provided concept definitions as requested by the MHEs. The participants were given three weeks to respond to the researcher. Consensus was not reached in the second round as MHEs believed that MHCPs required to execute the PM must be clearly elaborated, as illustrated by the following excerpt: “I suggest that the agents of the model be specific, example: not all professional nurses can be agents, but only those with mental health background and specialization are relevant agents, whereas those professional nurses who do not have psychiatry as a qualification cannot be the relevant agents.”


          In the third round, the long question ‘What would you like to add to the practice model and why?’ received the following response from one of the specialist psychiatrists: “Human resources is an important part of the dynamics” (MHE SP 1). One of the MHEs, who is a psychiatric nurse specialist, said that she has “Nothing to add. I think the model will be useful. And, with all the information and explanations regarding dissemination of information, it is clear that the model will be accessible” (MHE PN 4). The MHEs are satisfied with the developed PM and anticipate progress and success regarding its implementation at the 72-hour assessment units. The MHEs acknowledged that the PM model could be beneficial and valuable to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in South Africa. The final e-Delphi results were analyzed to accomplish the purpose of the study. The MHEs concluded the end point of the PM as sufficient to ensure “the effective and proper implementation of the 72-hour policy guidelines leading to the provision of quality and ethical management of involuntary MHCUs”. The MHEs received a summary of the results and were satisfied with the developed and validated PM. The PM complies with the criteria for model validation according to Chinn and Kramer [28].

        


        
          

          3.4.3. How Clear is the PM?


          The PM's clarity is defined as semantic clarity, conceptual consistency, structural clarity, and structural uniformity. The panel of MHEs who validated this model indicated that it was structurally uniform and that the concepts were comprehensive. The MHEs acknowledged that the PM is not too complex and that it is clear to follow.

        


        
          

          3.4.4. How Simple is the PM?


          The MHEs indicated that the PM is simple based on the topic, purpose, and activities carried out to achieve the PM’s objective. They shared that the model structure and components are clear. Simplicity for this model means that the embedded concepts are kept to a minimum.

        


        
          

          3.4.5. Could the PM be Generalized?


          The MHEs suggested that the model was sufficiently general for its intended goals. Generalizability for this PM refers to its relevance and applicability across various settings and areas of practice. The MHEs believe that the model can be applied for implementation for MHCUs other than involuntary MHCUs.

        


        
          

          3.4.6. How Accessible can the PM be?


          The MHEs agreed that the PM is accessible. Accessibility refers to the extent to which empirical characteristics may be identified, as well as the extent to which the model's goal is achieved. It will also be accessible to the head of the DoH, as well as the designated 72-hour health institutions.

        


        
          

          3.4.7. How Important is the PM?


          All the MHEs concur that this PM is important. This PM's importance is described by its clinical significance and practical importance for the purposes of psychiatric nursing practice, research, and education. The significance of the PM is notable to the MHEs, and they acknowledge that the PM yields positive outcomes for the involuntary MHCUs. The components of the PM will constantly affect one another in real-world contexts; for instance, agents may modify their strategies in response to input from recipients or infrastructural constraints, which in turn affect procedures and outcomes. Emphasizing these feedback gaps and interdependencies will highlight the PM's flexibility and establish it as a responsive framework appropriate for complex and changing environments. The MHEs acknowledge that the PM model will be beneficial and valuable to strengthen the implementation of policy guidelines on 72-hour assessment of involuntary MHCUs in SA.

        

      

    


    
      

      4. LIMITATIONS OF THE STUDY


      While the study was limited to the North West, Gauteng, and Northern Cape provinces, the development and validation of the PM were based on a qualitative exploratory descriptive and contextual research design. Thus, the process of developing and validating the conceptual framework was described in detail with a broad description for the readers.

    


    
      

      CONCLUSION


      In conclusion, the validated PM offers a practically structured framework for improving policy recommendations for the 72-hour assessment of involuntary MHCUs in SA. The PM aims to strengthen the implementation of policy guidelines on the 72-hour assessment of involuntary MHCUs in SA. The developed PM provides sufficient guidance to health professionals in 72-hour admission hospitals. The model's clarity, usability, and applicability to clinical practice were confirmed by expert consensus established using the e-Delphi approach. This PM is now available, and consensus with the MHEs was reached in the third e-Delphi round. This PM makes a significant contribution to the discipline of mental health and psychiatry and may improve the quality of mental health care, treatment, and rehabilitation services of the involuntary mental health care users. The PM is made up of the process that advocates and promotes training and development, stakeholder involvement, the recruitment and retention of competent staff, family and community involvement, and the provision of specified facilities for 72 hours. The dynamics include enhanced and appropriate infrastructure, collaborative partnerships, and administrative support. The findings of this study suggest that the PM has the potential to help healthcare practitioners comply with policy requirements and improve adherence in mental health assessment settings. As elaborated, the model of this study is aimed at strengthening the implementation of 72-hour policy guidelines on 72-hour assessment of involuntary MHCUs in SA.

    


    
      

      RECOMMENDATIONS


      It is recommended that the PM be adopted and implemented by all mental healthcare facilities, especially the 72-hour assessment units in SA. It is necessary to prioritize the mental health of involuntary MHCUs to reduce readmissions of MHCUs at the 72-hour assessment units.

    


    
      

      EXPLICIT REFLECTION ON THE ETHICAL IMPLICATIONS OF THE STUDY’S FINDINGS


      It is essential to consider the ethical implications of the study's findings because involuntary mental health care inevitably involves complex ethical concerns, especially regarding autonomy, consent, and the use of coercive approaches. The findings drew attention to the potential advantages of structured healthcare processes, as well as the possible consequences of hindering service users' autonomy. This brings up significant ethical concerns on how to maintain a balance between respect for individual rights and dignity and therapeutic decision-making. Accordingly, the results support morally ethical practices that include an emphasis on openness, collaborative decision-making where feasible, and ongoing review of the integrity of coercive measures.


      To enhance the PM’s application value, the PM might be put into practice. To determine the PM's effectiveness and influence and impact on decision-making, a pilot program might be conducted in a few hospital settings. Alignment with present health system structures would be supported by integration into existing treatment pathways, such as staff training programs and interdisciplinary team meetings. The PM's components might be efficiently addressed with support from the DoHs from different provinces.

    

  


  
    
      

      AUTHORS’ CONTRIBUTIONS


      The authors confirm contribution to the paper as follows: O.I.M., L.A.S., M.M.M., G.P.K.: Study conception and design; O.I.M.: Data collection; O.I.M., L.A.S., A.E. van der Wath: Analysis and interpretation of results; O.I.M., L.A.S., M.M.M., G.P.K.: Draft manuscript. All authors reviewed the results and approved the final version of the manuscript.

    


    
      LIST OF ABBREVIATIONS


      
        
          
            	

            	
          


          
            	DoH

            	= Department of Health
          


          
            	FGDs

            	= Focus Group Discussions
          


          
            	HHE

            	= Head of Health Establishment
          


          
            	MHCA

            	= Mental Health Care Act
          


          
            	MHCPs

            	= Mental Health Care Practitioners
          


          
            	MHCUs

            	= Mental Health Care Users
          


          
            	MHEs

            	= Mental Health Experts
          


          
            	MHRB

            	= Mental Health Review Board
          


          
            	PM

            	= Practice Model
          

        
      

    


    
      

      ETHICS APPROVAL AND CONSENT TO PARTICIPATE


      This study was approved by the Scientific Committee of the School of Nursing Science and the North-West University Health Research Ethics Committee (NWU-HREC Reference Number: 00032-23-A1), South Africa. Human participant-researcher relationships in this study were conducted according to the DoH’s Ethics in Health Research Guidelines, as revised in 2015.

    


    
      

      HUMAN AND ANIMAL RIGHTS


      All procedures performed in studies involving human participants were in accordance with the ethical standards of institutional and/or research committee and with the 1975 Declaration of Helsinki, as revised in 2013.

    


    
      

      CONSENT FOR PUBLICATION


      Informed consent was obtained from all participants involved in the study. From the empirical phase of this study, all participants voluntarily signed the informed consent forms.

    


    
      

      STANDARDS OF REPORTING


      COREQ guidelines were followed.

    


    
      

      AVAILABILITY OF DATA AND MATERIALS


      The data supporting the findings of the article is available in the Curationis repository at. https://doi.org/10.4102/curationis.v48i1.2660, Reference number: 2660. and https://doi.org/10.4102/curationis. v47i1.2738, Reference number: 2738.

    


    
      

      FUNDING


      This study is funded by the North-West University Postgraduate Bursary and Health and Welfare Sector Education and Training Authority (HWSETA) bursaries, South Africa (Awards/Grant number: 23639059).

    


    
      

      CONFLICT OF INTEREST


      The authors declare no conflict of interest, financial or otherwise.

    


    ACKNOWLEDGEMENTS


    The authors sincerely appreciate the support of the management of health facilities, health departments, study participants, independent reviewers, the co-coder, and the language editor in conducting this research.


    
      

      SUPPLEMENTARY MATERIAL


      Supplementary material is available on the Publisher’s website.


      

      
        Download File
      


      

    


    REFERENCES


    
      
        
          	

          	
        


        
          	[1]

          	Wu Y., Wang L., Tao M., Cao H., Yuan H., Ye M., Chen X., Wang K., Zhu C.. Changing trends in the global burden of mental disorders from 1990 to 2019 and predicted levels in 25 years., Epidemiol. Psychiatr. Sci.. 2023; 32: e63.

          [CrossRef] [PubMed]
        


        
          	[2]

          	Długosz P., Liszka D.. The relationship between mental health, educational burnout and strategies for coping with stress among students. A cross-sectional study of Poland., Int. J. Environ. Res. Public Health. 2021; 18(20): 10827.

          [CrossRef] [PubMed]
        


        
          	[3]

          	Haas A.D., Ruffieux Y., van den Heuvel L.L., Lund C., Boulle A., Euvrard J., Orrell C., Prozesky H.W., Tiffin N., Lovero K.L., Tlali M., Davies M.A., Wainberg M.L., IeDEA Southern Africa collaborationExcess mortality associated with mental illness in people living with HIV in Cape Town, South Africa: A cohort study using linked electronic health records., Lancet Glob. Health. 2020; 8(10): e1326-e1334.

          [CrossRef] [PubMed]
        


        
          	[4]

          	Mental Health Act, R.S.O. 1990, c. M.7., 1990Available from: https://www.ontario.ca/laws/statute/90m07
        


        
          	[5]

          	Mental health (care and treatment)., 2021Available from: https://en.wikipedia.org/wiki/Mental_Health_(Care_and_ Treatment)_(Scotland)_Act_2003
        


        
          	[6]

          	Pienaar L.. The evolution of mental health legislation in South Africa: Towards a rights-based approach., Laws. 2025; 14(2): 17.

          [CrossRef]
        


        
          	[7]

          	Leen B., McKeown D., White G.. [Evidence summary:] What strategies or interventions are effective in reducing the impact of seasonal/temporal surge in demand for unscheduled or urgent care in emergency departments or other acute hospital services?., 2023Available from: http://hdl.handle.net/10147/637200
        


        
          	[8]

          	Humphreys C.. Advancing our understanding of mental health outcomes in deprived communities Doctoral dissertation... Norwich: University of East Anglia; 2025
        


        
          	[9]

          	Aluh DO, Aigbogun O. Beyond patient characteristics: A narrative review of contextual factors influencing involuntary admissions in mental health care., Healthcare. 2023; 11(14): 1986.

          [CrossRef]
        


        
          	[10]

          	Wickremsinhe M., Ramlall S., Wassenaar D., Dunn M.. The role of ‘micro-decisions’ in involuntary admissions decision-making for inpatient psychiatric care in general hospitals in South Africa., Int. J. Law Psychiatry. 2023; 87: 101869.

          [CrossRef] [PubMed]
        


        
          	[11]

          	Freeman A.M., Asmal L., Swartz L.. Psychiatrists’ experiences of involuntary care in South Africa: Dilemmas for practice in challenging contexts., Med. Humanit.. 2025; 51(1): 67-75.

          [CrossRef] [PubMed]
        


        
          	[12]

          	Wild K., Sawhney J., Wyder M., Sebar B., Gill N.. Reasons behind the rise in involuntary psychiatric treatment under mental health act 2016, Queensland, Australia – Clinician perspectives., Int. J. Law Psychiatry. 2025; 98: 102061.

          [CrossRef] [PubMed]
        


        
          	[13]

          	Potthoff S., Gather J., Hempeler C., Gieselmann A., Scholten M.. “Voluntary in quotation marks”: A conceptual model of psychological pressure in mental healthcare based on a grounded theory analysis of interviews with service users., BMC Psychiatry. 2022; 22(1): 186.

          [CrossRef] [PubMed]
        


        
          	[14]

          	September U, Strydom M. The implementation of mental health policy and legislation: Is deinstitutionalisation a predicament for social workers and families?, Soc Work. 2024; 60(4): 714-739.

          [CrossRef]
        


        
          	[15]

          	Mthombeni N.M.. The Experiences of Registered Nurses in Treating Mental Health Care Users with Dual Diagnosis in Public Health Care. Doctoral dissertation... Johannesburg: University of Johannesburg; 2021
        


        
          	[16]

          	Ntshingila N., Temane A., Poggenpoel M., Makhale M.E.. Psychiatric nurses advocating for the human rights of mental health care users in Gauteng., S. Afr. J. Psychiatry. 2024; 30(1): 2233.

          [CrossRef] [PubMed]
        


        
          	[17]

          	National Department of HealthNo. 17 of 2002: Mental Health Care Act, 2002.. Cape Town Government Gazette; 2002: 79.

        


        
          	[18]

          	Joseph O.O.. Appraisal of the implementation of the national school health policy in secondary schools in Nigeria., Academic Journal of Interdisciplinary Studies. 2020; 9(2): 149.

          [CrossRef]
        


        
          	[19]

          	Jeffs L., Merkley J., Amaral N., Ginty L., Ronald K., Yang L., Thomson N.. Co-Designing a collaborative professional practice model for an integrated health system: Sinai health’s journey., Nurs. Leadersh.. 2020; 33(2): 7-20.

          [CrossRef] [PubMed]
        


        
          	[20]

          	Hamilton W., Javed M., Orina J., Pierce T., Campbell C.M., Williams K., Foots L. III, Levenson J., Robins K., Hodson P., McCarthy M., Patrician P.A., Swiger P.A.. Components, implementation, and outcomes of a nursing professional practice model: A systematic review., Nurs. Adm. Q.. 2023; 47(1): 84-93.

          [CrossRef] [PubMed]
        


        
          	[21]

          	Doleman G., Twigg D.. Development, implementation and evaluation of a Professional Practice Model: A scoping review., J. Nurs. Manag.. 2022; 30(7): 3519-3534.

          [CrossRef] [PubMed]
        


        
          	[22]

          	Duffy J.R., Faan R.N.. Professional PMs in Nursing: Successful Health System Integration.. New York: Springer; 2016: 1-19.

          [CrossRef]
        


        
          	[23]

          	Mpheng O.I., Sehularo L.A., Moagi M.M., Kovane G.P.. Mental health care practitioners' understanding of the policy guideline on 72-hour assessment., Curationisd. 2025; 48(1): e1-e12.

          [CrossRef] [PubMed]
        


        
          	[24]

          	Mpheng O.I., Sehularo L.A., Moagi M.M.. Mental Health Review Board members’ understanding of the current practice regarding the implementation of the policy guideline on 72-hour assessment of involuntary Mental Health Care Users., Curationis. 2024; 47(1): a2738.

          [CrossRef] [PubMed]
        


        
          	[25]

          	Grove S., Burns N., Gray J.. The practice of nursing appraisal, synthesis, and generation of evidence... St. Louis, MI: Elsevier Saunders; 2013[CrossRef]
        


        
          	[26]

          	Clarke V., Braun V.. Thematic analysis., J. Posit. Psychol.. 2017; 12(3): 297-298.

          [CrossRef]
        


        
          	[27]

          	Dickoff J., James P., Wiedenbach E.. Theory in a practice discipline. I. Practice oriented discipline., Nurs Res. 1968; 17(5): 415-435.

        


        
          	[28]

          	Chinn P.L., Kramer M.K.. Integrated theory & knowledge development in nursing... New York: Elsevier Health Sciences; 2013
        


        
          	[29]

          	Nasa P., Jain R., Juneja D.. Delphi methodology in healthcare research: How to decide its appropriateness., World J. Methodol.. 2021; 11(4): 116-129.

          [CrossRef] [PubMed]
        


        
          	[30]

          	Cambridge advanced learner’s dictionary & thesaurus., 2022Available from: https://dictionary.cambridge.org/dictionary/ english/validation
        


        
          	[31]

          	Gause G., Sehularo L.A., Matsipane M.J.. A conceptual framework to improve resilience among undergraduate first‐year nursing students: A mixed‐methods study., Int. J. Ment. Health Nurs.. 2025; 34(1): e13492.

          [CrossRef] [PubMed]
        


        
          	[32]

          	Memish K., Martin A., Bartlett L., Dawkins S., Sanderson K.. Workplace mental health: An international review of guidelines., Prev. Med.. 2017; 101: 213-222.

          [CrossRef] [PubMed]
        


        
          	[33]

          	McLeod D.A., Natale A.P., Mapson K.W.Handbook of forensic social work: Theory, policy, and fields of practice... Oxford: Oxford University Press; 2024[CrossRef]
        


        
          	[34]

          	Perlin M.L., Frailing K.. Justice outsourced: The therapeutic jurisprudence implications of judicial decision-making by nonjudicial officers (2022)., 2022Available from: https://digitalcommons.nyls.edu/fac_books/131
        


        
          	[35]

          	Gupta S., Misra M., Gill N.. Mental health review board under the Mental Health Care Act (2017), India: A critique and learning from review boards of other nations., Int. J. Law Psychiatry. 2022; 81: 101774.

          [CrossRef] [PubMed]
        


        
          	[36]

          	Quinn M., Jutkowitz E., Primack J., Lenger K., Rudolph J., Trikalinos T., Rickard T., Mai H.J., Balk E., Konnyu K.. Protocols to reduce seclusion in inpatient mental health units., Int. J. Ment. Health Nurs.. 2024; 33(3): 600-615.

          [CrossRef] [PubMed]
        


        
          	[37]

          	Müller M., Brackmann N., Homan P., Vetter S., Seifritz E., Ajdacic-Gross V., Hotzy F.. Predictors for early and long-term readmission in involuntarily admitted patients., Compr. Psychiatry. 2024; 128: 152439.

          [CrossRef] [PubMed]
        


        
          	[38]

          	Aktar S.. The effect of training and development methods on employee satisfaction and performance in commercial banks., Manag. Dyn. Knowl. Econ.. 2023; 11(1): 30-47.

          [CrossRef]
        


        
          	[39]

          	Muddle S., Kustner C., Cook R., Wilkinson-Tough M.. Improving family engagement in an adult inpatient mental health service using an action research framework., J. Fam. Ther.. 2024; 46(1): 40-58.

          [CrossRef]
        


        
          	[40]

          	Parniawski P., Simonette P., Green C., Jacovino E., Boyd B., Antonino K., Ashman A.. The succession plan: Using competency-based curriculums to educate a new generation of nurse leaders., Teach. Learn. Nurs.. 2024; 19(1): 86-90.

          [CrossRef]
        


        
          	[41]

          	Amu H., Dzenu M.W., Baku S.T., Naboare D., Charles-Unadike V.O., Boateng L.A., Tarkang E.E., Baiden F.E.. Addressing mental health challenges and non-communicable diseases in sub-Saharan Africa: An analysis from health systems approach., Preventive Medicine: Research & Reviews. 2024; 1(1): 21-24.

          [CrossRef]
        


        
          	[42]

          	Bilan Y., Mishchuk H., Roshchyk I., Joshi O.. Hiring and retaining skilled employees in SMEs: Problems in human resource practices and links with organizational success., Bus. Theory Pract.. 2020; 21(2): 780-791.

          [CrossRef]
        


        
          	[43]

          	Hubbard A., Sudler A., Alves-Bradford J.M.E., Trinh N.H., Emmerich A.D., Mangurian C.. Building a diverse psychiatric workforce for the future and helping them thrive., Child Adolesc. Psychiatr. Clin. N. Am.. 2024; 33(1): 57-69.

          [CrossRef] [PubMed]
        


        
          	[44]

          	Jones N., Callejas L., Brown M., Colder Carras M., Croft B., Pagdon S., Sheehan L., Oluwoye O., Zisman-Ilani Y.. Barriers to meaningful participatory mental health services research and priority next steps: Findings from a national survey., Psychiatr. Serv.. 2023; 74(9): 902-910.

          [CrossRef] [PubMed]
        


        
          	[45]

          	Woolforde L.. Operationalizing the Vision., J. Nurses Prof. Dev.. 2024; 40(1): 55-56.

          [CrossRef] [PubMed]
        


        
          	[46]

          	Mpheng O.I., Scrooby B., du Plessis E.. Healthcare practitioners’ views of comprehensive care to mental healthcare users in a community setting., Curationis. 2022; 45(1): e1-e8.

          [CrossRef] [PubMed]
        


        
          	[47]

          	Hanft-Robert S., Shongwe L., Cossie Q., Sithole P., Roos T., Mösko M., Swartz L.. “They are not even called by name”: Security guards in a South African psychiatric hospital., Soc. Sci. Med.. 2024; 362: 117443.

          [CrossRef] [PubMed]
        


        
          	[48]

          	Ong H.S., Fernandez P.A., Lim H.K.. Family engagement as part of managing patients with mental illness in primary care., Singapore Med. J.. 2021; 62(5): 213-219.

          [CrossRef] [PubMed]
        


        
          	[49]

          	World Health OrganizationIntegrating mental health in primary health care: Part 2. Guide to assessing health system preparedness for mental health service integration in primary health care... Geneva: World Health Organization; 2023
        


        
          	[50]

          	Samartzis L., Talias M.A.. Assessing and improving the quality in mental health services., Int. J. Environ. Res. Public Health. 2019; 17(1): 249.

          [CrossRef] [PubMed]
        


        
          	[51]

          	Malm A.. Supporting medical social workers: Learning session and resources on 72-hour holds. Partial fulfilment of Master’s.... California: State University; 2024
        


        
          	[52]

          	Maddock A., Ean N., Campbell A., Davidson G.. Mental health service accessibility, development and research priority setting in Cambodia - a post-conflict nation., BMC Health Serv. Res.. 2023; 23(1): 183.

          [CrossRef] [PubMed]
        


        
          	[53]

          	Williams J.N., Makama F.T.. Improving the mental health system in Sierra Leone., Int J Adv Educ Res.. 2024; 9(1): 17-21.

        


        
          	[54]

          	Angiuli M.. Exploring and evaluating the effectiveness of greeley’s mental health co-responder program and “Squad 1”., University of Northern Colorado.. 2023
        


        
          	[55]

          	South African human rights commission., 2023Available from: https://www.sahrc.org.za/home/21/files/SAHRC%20Mental%20Health%20Report%20Final%2025032019.pdf
        


        
          	[56]

          	Slatyer S., Coventry L.L., Twigg D., Davis S.. Professional practice models for nursing: A review of the literature and synthesis of key components., J. Nurs. Manag.. 2016; 24(2): 139-150.

          [CrossRef] [PubMed]
        

      
    

  


  

OEBPS/Images/cover.jpg
ISSN: 1874-9445

““wIhe Open
Public Health
Journal

Strengthening Policy Implementation: A Practice
Model for 72-hour Assessments of Involuntary
Mental Health Care Users






OEBPS/Images/e18749445411061_F2.jpg
APRACTICE MODEL TO STRENGTHEN THE IMPLEMENTATION OF THE
POLICY GUIDELINES ON 72-HOUR ASSESSMENT OF INVOLUNTARY.
L HEALTH CARE U






OEBPS/Images/orcid.png





OEBPS/Images/e18749445411061_F1.jpg
Improvedand adquate nrasiructure 72w desgrtes
faces)

ticl managament ofvoluntary





