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Abstract

Psychiatric clinicians and managers increasingly use data to monitor the use of
force on psychiatric patients. In this study, we describe how Danish authorities
simultaneously emphasise a need for close data monitoring and tell a story of
failure: rather than reducing force, they claim that data monitoring of mechanical
restraint has simply replaced this type of force with other types. We show here how
the official narrative of failure is based on highly selective data practices. It
inadequately conveys the efforts of the psychiatric staff, with potentially negative
implications for the development of clinical judgment. While the authorities and
many clinicians support continued data monitoring, we argue a need to rethink the
role of data in relation to force and to better appreciate how data practices affect
understandings of expertise. We base our analysis on policy papers and official
reports on monitoring practices in Denmark, secondary analysis of data from these
monitoring practices, as well as observations from and qualitative interviews with
clinical managers, administrators and clinicians. By engaging these policies and
practices, we point to a need for a new form of anthropological engagement with
the data politics currently shaping psychiatric expertise.
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Introduction

Throughout the Global North, psychiatric hospitals seek to reduce the use of
physical force on patients; data monitoring is key to achieve this aim. ‘Force’
includes mechanical restraint, forced sedation, or physical restraint, and reduction
of force relies on changes in professional norms and work practices. In this article,
we explore how an emphasis on data monitoring interacts with the development of
professional judgment, which is a central component of psychiatric expertise. Data
monitoring implies that each incident is counted and that staff performance is
evaluated based on the numbers thereby produced (Huckshorn 2004; Hirsch and
Steinert 2019; Smith et al. 2023). Psychiatry deals with complex and
multidimensional matters of the mind that are often notoriously difficult to capture
with data (Martin 2021). Yet, those governing psychiatric institutions seem to have
their own minds firmly focused on data. They increasingly rely on data to change
professional conduct. This article explores the implications for the conditions under
which a sense of professional judgment can develop and mature, if we understand
judgment as an ability to weigh multiple potentially conflicting demands, values,
and epistemic cues against each other in a workplace context.

Denmark has one of the most digitised and integrated data infrastructures in the
world (Aanestad and Jensen 2011; Kierkegaard 2013). This allows for detailed
centralised monitoring of clinical decisions (Winthereik, van der Ploeg and Berg
2007), and makes Denmark a particularly suitable place to study how aggregated
numbers on force affect the development of clinical judgment and thereby
psychiatric notions of expertise. With premier monitoring options at hand, one
might expect to find in Denmark a fine example of how data practices can reduce
the use of force. However, recent policy documents from the Danish national
authorities present a peculiar narrative of failure: despite determined political goals
relying on detailed data monitoring, it has apparently not been possible to reduce
the use of force in psychiatry. Instead, the narrative goes, the focus on monitoring
one type of force is said to have implied a substitution effect with increases in other
types of force. The Danish Health Authority (Sundhedsstyrelsen, 2021, 5) thus
concluded in 2021 that ‘in the past monitoring period, there has been a special
focus on reduction of one type of force, i.e. mechanical restraint, which has partly
succeeded, but concomitantly the use of physical restraint and forced medication
has increased’."

Other reports make the same observation (Sundhedsministeriet 2021;
Sundhedsstyrelsen 2021) and the Rigsrevision (a parliamentary audit institution)
surmised, ‘There are indications that a substitution has taken place from

1 All translations of material from Danish to English are made by the authors.
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mechanical restraint to other types of force’ (Folketinget Statsrevisorerne and
Rigsrevisionen 2021, 4, our translation). In his response to the report’s criticism,
even the minister of health agreed that there has been an unfortunate substitution
of force (Sundhedsministeriet 2021). These reports contain a peculiar
contradiction: they blame data monitoring for generating an effect of substitution
(to comply with the monitored goal), and yet they call for intensified data monitoring
to bring down the use of force.

Though the official political narrative about the use of force is one of failure, there
is a clear sense among the clinical managers and staff working in psychiatric care
that improvements have been made. Most clinicians talk about a major ‘change in
culture’ so that force is avoided if possible. Even the minister of health concedes
that ‘the psychiatric field has significantly progressed’ (2020, 1, our translation). It
seems that very different perceptions can coexist, even within the ministry.

Faced by these contradictory accounts, we explore the politics involved in using
data to reduce the use of force in psychiatry and how it impacts the development
of professional judgment. We draw on critical data studies, literature on
professional judgment, and anthropological studies of expertise, and base our
analysis on policy papers, on secondary analysis of the data generated by the
healthcare services, and on qualitative interviews with psychiatric clinicians,
managers and data analysts. We show how the official narrative of failure might
inadequately convey the actual developments in clinical practices, and illustrate
how data monitoring affects expertise by both stimulating productive reflections
and prompting staff to overrule their own best judgment.

These paradoxical effects relate to how data facilitates particular forms of
governance (see also, Hoeyer 2023). People far from the daily practices of
psychiatric care use data to draw authoritative conclusions about the current state
of affairs in a mental health practice they have not themselves observed. However,
while these administrators use data to document and address problems in
psychiatry, few of them consider data practices worth studying in their own right.
Similarly, clinicians and researchers use data, but rarely study data. In everyday
work in psychiatry, data is the means of scrutiny, not the object of scrutiny. In this
paper, we turn the gaze around. We look at data more so than with data (cf.
Loukissas 2019).

In the following, we first describe our inspiration from theoretical
conceptualisations, and then account for our methods and materials. The
subsequent analysis takes place in four parts. First, we outline the process by
which data came to hold such a prominent role in attempts to regulate the use of
force in psychiatry in Denmark. Second, we provide an example of how the need
for data and evidence is argued in key policy papers. Third, we show how other
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analyses of publicly available data might challenge the official political narrative of
failure. Fourth, we reflect on the possible negative implications of using crude
numbers of incidents of force when trying to govern staff. Finally, in the discussion,
we discuss why data continues to hold such appeal and how this speaks to the
ways in which data informs notions of expertise.

Social scientific engagements with data, judgment, and
expertise

In recent years, many healthcare organisations have experienced a data surge:
everybody seems to want more data, on more people, and use them for more
things (Hoeyer, 2023). Petersen has described how high expectations of increased
efficiency and better collaboration fuel investments in data infrastructures—but
also that such promises often flounder when they are to be realised in clinical
practice (Petersen 2019). In relation to data initiatives in healthcare, Bossen and
colleagues have pointed to the often demanding and manually laborious data work
required to enable digitalisation despite policy claims of efficiency (Bossen, Chen
and Pine 2019; Bossen et al. 2019). Hunt and colleagues have shown that an
increasing emphasis on data generation can impact patient care negatively by
redirecting attention to those aspects that are most easily measured (Hunt et al.
2017; Ruckenstein and Schill 2017). Data is key to healthcare performance, for
better and worse.

When used for monitoring purposes, data can increase systematic follow-ups,
establish helpful overviews, and sometimes correct unfounded assumptions.
However, data tends to focus attention on particular activities or processes within
an organisation at the expense of other activities and processes (Espeland and
Stevens 2008). This can incentivise health professionals in counterproductive
ways. We will claim that it can also affect the development of clinical judgment and
claims to expertise.

For health professionals, clinical judgment is at the heart of what counts as
expertise (Feinstein 1994): clinical situations always involve an element of
uncertainty, and each patient may demand something particular. To gain expertise
is therefore also to train the sense of clinical judgment. In anthropological work,
expertise is typically understood as a relational phenomenon: to be recognized as
an expert is to be recognised as such by somebody (Carr 2010). While an
individual can know all kinds of things in isolation, it is not possible to be an ‘expert’
all alone. In an introduction to a special issue on medical expertise, Hogle (2002)
points out that the recognition of expertise is intimately linked with authority:
‘medical expertise consists not only of technical or clinical learning, but also of the
ability to establish and to maintain authority’ (235). Hogle contends that an
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important task for anthropology is to explore the processes through which
expertise becomes institutionalised and how this enables actors to establish and
maintain authority in a particular field. Such processes may change over time as
institutional arrangements change and new forms of knowledge production
emerge (Navon and Eyal 2016). Mobilisation of data for monitoring purposes
affects these processes, but how?

The introduction of digital documentation systems means that work leaves data
traces, which provide managers with new means for assessing work performance
(Moore 2018). Zuboff quickly realised that this affects the type of judgment people
can exert in their everyday work: it makes alignment with performance goals into
a form of ‘symbolic work’ that affects the primary work (Zuboff 1988). Digital
documentation systems have therefore been observed as potentially reducing the
space for professional judgment (Bovens and Zouridis 2002; Castel, 1991).
Calculative techniques (such as benchmarks) can enable a form of ‘government
from a distance’ (Rose 1999) because they make it possible to represent a practice
in given ways and thereby steer action (Espeland and Stevens 2008). It affects
who is involved in defining the proper course of action, making it possible to make
authoritative claims about local practices from a distance.

In the following, we show how data monitoring of the use of force enables political
and administrative decision-makers to make claims about the state of affairs in
psychiatric care. It does so by mobilising claims to expertise that are not grounded
in clinical experience and professional judgment. While we acknowledge that data
can sometimes help build expertise when used to gain overviews and systematise
work practices, we wish to suggest that in other instances data monitoring might
instead undermine the development of clinical judgment.

One of the objectives of data monitoring is typically to correct biases in clinical
perceptions and practices through systematic monitoring. It is the hope that this
may improve judgment. Yet even systematically collected and valid data can be
interpreted in problematic ways (Mau 2019). It is difficult to analyse data derived
from complex and heterogeneous work practices (Lipworth et al. 2017), and the
further from the site of production, the higher the risk of misunderstanding what
data represents (Chan, Fowles and Weiner 2010; Leonelli 2016). This makes it
even more important to explore how the increased emphasis on data monitoring
affects the ability of psychiatric staff to exercise clinical judgment.

The potential for conflict in psychiatric care between local clinical judgment and
data-informed knowledge-at-a-distance has been explored before in anthropology,
critical data studies, and science and technology studies. Based on a study in
Argentina, Lakoff studied tensions between local forms of knowing patients and
disease and the kinds of knowledge that were acknowledged by international
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pharmaceutical companies (Lakoff 2005). Tensions can even arise within the same
healthcare system. Pickersgill, for example, has explored the negotiations arising
in US mental healthcare around initiatives that aim to transform conceptions of
mental illnesses based on measurable biomarkers which can be at odds with
clinical imperatives (Pickersgill 2019). These studies also show how data politics
shape local notions of expertise by making the clinic ‘visible’ in new ways to the
outside world.

In short, clinical expertise is intimately intertwined with the development of clinical
judgment, and the processes for establishing expertise change over time in
tandem with new institutional arrangements and techniques of knowledge
production. Data monitoring provides one such technique in need of attention.
Accordingly, we need to explore how the governmentally imposed data monitoring
of force comes to form part of the psychiatric knowledge ecosystem and thereby
shape the development of professional judgment and conceptions of expertise.

Methods: How to explore psychiatric data practices?

To understand data practices relating to the use of force in psychiatry in Denmark,
Sarah Wadmann and Klaus Hoeyer searched for reports and initiated meetings
with managers from in-patient and out-patient psychiatric wards in the Capital
Region. In Denmark, five regional authorities are responsible for the operation and
funding of psychiatric and somatic care. The Capital Region constitutes one of
these. In addition, policy documents outlining the strategies on the use of force
were collected by systemically searching the homepages of the Ministry of Health,
the Danish Health Authority, the five regional authorities, and the Danish
Psychiatric Association. Together, we pursued the references to the literature
made in those documents, and made complementary searches for clinical
literature on the topic of force, in particular review articles.

We conducted interviews with two chief physicians, three clinical ward managers,
four administrative employees working with data practices relating to this topic, two
nurses with long-standing clinical as well as research experience with this topic,
two centre managers, and one representative for the top management in one
region. Sarah Wadmann also made observations of treatment and registration
practices at two psychiatric wards. While we were keenly aware of the importance
of patient experiences (Kontio et al. 2012), we did not include patients in this study
to keep the focus on the implications of data monitoring for psychiatric expertise.
Interviews were conducted in Danish; quotations from the interviews and from
official texts in Danish were translated by the authors. This type of research is not
subject to ethics committee approval in Denmark, but was registered with the data
authorities.
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Along with doing this empirical work, we were invited to give talks to health
professionals working in psychiatry, and the feedback at these events in turn
redirected our analytical attention. At this point we learned that a psychiatrist Anne
Hoeyen Munk had carried out an unpublished study of the practices of force, and
we teamed up to enable these insights both to inform our own analysis, and also
to ensure that our anthropological interpretations resonated with the everyday
experience of clinical staff.

The clear mismatch between the perception of clinicians experiencing efforts to
reduce the use of force and the official narrative of failure made us ponder how
data had been analysed. In Denmark, it is possible to access aggregate data from
the hospital services where there is no risk of re-identification. By downloading and
analysing such data with simple descriptive statistics (using Excel 2016), we
gradually realised how many important analyses had not been done. The official
political narrative about ‘substitution of force rather than reduction’ seemed to build
on data analyses remarkably far from established epidemiological criteria for
observational studies (Hill 1965). We quickly realised that the analyses presented
by the national authorities could have been very different had they used a wider
range of data and corrected for relevant fluctuations.

Based on this realisation we developed an analytically informed thematic coding
(Madden 2010), separating the material into four sections that reflect four empirical
questions:

1) How did data come to play such a prominent role in the governance of the
psychiatric use of force in Denmark?

2) How is the need for data and evidence argued in key policy papers?

3) How might alternative interpretations of the data challenge the official
political narrative of failure?

4) What might be the implications for clinical judgment of the current
governmental representation of staff performance?

How did data become so central for the governance of
force?

When contemplating the role of data in contemporary governance, it is important
first to acknowledge that attempts of regulating the use of force on people with
mental illnesses have a long history. In Denmark, attempts to formally regulate
these practices can be traced back to laws from the 17th century. These laws made
it legal for family members to tie or lock up a ‘raving mad’ person (Mgllerhgj 2021).
Yet, along with the establishment of the so-called ‘lunatic asylums’ in Denmark in
the mid-19th century, ideas of ‘no-restraint’ were adopted by leading psychiatrists,
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who promoted a reduction in the use of mechanical force (restraint chairs or
straitjackets) (Ibid.). Data was not part of the governance model in this period.

With the institutionalisation of mental healthcare, the authority to make judgments
about the use of force shifted from family members to the medical profession. This
was codified when the first law on the hospitalisation of mentally ill people was
adopted in 1938 (Mallerhgj 2021). Though their practices would not be considered
progressive today, the profession wanted to reduce the use of force to a minimum.
It was, however, still not subject to external data monitoring.

Centralised data monitoring is a more recent invention. It enables actors outside
the psychiatric field to make authoritative claims about the use of force. Probably
as a reaction to increased awareness of patient rights, a 1989 law revision made
it mandatory for psychiatric staff to register the use of force. This marked a shift
from broad framework regulation to more detailed documentation practices. From
1999, this data was gathered in a central register. Following a warning in 2002
from the European Committee for the Prevention of Torture and Inhuman or
Degrading Treatment or Punishment about a potential breach of human rights in
Danish psychiatric institutions, the use of mechanical restraint received increasing
political attention and the reporting demands intensified (Berring, Bak and
Hvidhjelm 2023).

A 2006 law revision further strengthened the documentation requirements of the
staff (Mgllerhgj 2021). In 2013-14, a political goal of a 50% reduction in the use of
mechanical restraint by 2020 was defined by the Ministry of Health and Prevention
and the regional authorities as part of the national budget negotiations. This
sustained the emphasis on centralised counting. The political goal of a 50%
reduction was followed up by so-called partnership agreements made between the
ministry and the five regions, which effectively tied these political-administrative
actors into accountability relationships that relied on data practices (Ministeriet for
Sundhed og Forebyggelse 2014a—e). Further strengthening and extending these
relationships, the politically defined goal was later entrenched as a measure of
quality control in a national accreditation model, and from 2016 in a performance-
management scheme called National Goals (Sundheds- og Zldreministeriet, KL,
and Danske Regioner 2018). With each step, data on the use of force became
enfolded in wider networks of governance tools.

These governance initiatives all depended on data that psychiatric staff are obliged
to register and report. It is on the basis of this data that the Ministry of Health,
Rigsrevisionen, and others base their narrative of failure. The centralised data
analyses are also fed back to the psychiatric wards, where they are displayed at
dashboards during weekly meetings in which the staff are encouraged to reflect on
their performance relative to the national target and other units. Within hospital
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organisations, the monitoring activity is thus directly linked to efforts to foster
change. Gradually, data has become an instrument of governance that shapes
what psychiatrists must respond to, document, and defend. Data thereby comes
to shape the conditions under which psychiatrists exercise clinical judgment.

How is the need for data argued in key policy papers?

The five partnership agreements setting up the goal of a 50% reduction in the use
of force are key policy papers and worth a closer read (Ministeriet for Sundhed og
Forebyggelse, 2014a—e). They can help us understand what counts as evidence
and expertise in relation to the use of force, not least because the agreements
used a contract template that required the Regions to fill in ‘existing knowledge’
about the use of force and the ‘evidence-based methods’ they intended to use.
Usually, in somatic areas, evidence-based medicine indicates a form of knowledge
that is widely shared by a medical specialty. Therefore, it is interesting to see that
each of the five Regions filled in something different as ‘existing knowledge'.
Rather than evidence of the type found in the Cochrane Library, they list more
sketchy sources. One agreement simply pointed to a government paper stating the
ambition of using less force in psychiatry. Seemingly, the goal in this way served
as evidence for itself. Another Region mentioned the same report, in addition to
two other reports—but each of these three reports listed different methods to
reduce the use of force. Apparently, they did not find the same ‘evidence’. Yet
another Region listed PowerPoint slides and webinars as its evidence base
counting as ‘existing knowledge’. Webinars are relatively far down the ladder of
the classical medical evidence hierarchy. Across the five partnership agreements
(Ministeriet for Sundhed og Forebyggelse 2014a—e), it is difficult to locate many of
the references used as evidence. Just one Region refers to a peer-reviewed
journal article (namely, Huckshorn 2004), which itself contains several references
that we could not locate. In short, ‘existing knowledge’ in these agreements is very
far from what is typically understood as acceptable medical evidence.

In the agreements, the documents referred to as ‘evidence’ tend to begin with
political statements about human rights (Smith et al. 2008; Hirsch and Steinert
2019; Huckshorn 2004). These documents justify the agreements’ political
ambitions. If the medical literature is often criticised by social scientists for falsely
presenting itself as ‘value neutral’, psychiatric knowledge about the use of force is
unapologetically political. Indeed, the main argument in the papers relates to the
need for reduction (a political ambition), not the means (insights into what works in
clinical practice).

Evidence is spoken about in other ways, though, namely in terms of the need to
document reduction. Contemporary psychiatry seems eager to embrace data for
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documentation purposes. Several sources emphasise six key strategies
developed in the US, one of which is the increased use of data: ‘The first step in
data use is to identify a baseline for facility S/R [seclusion and restraint] use so
performance improvement goals can be set, S/R use can be monitored over time,
and progress (or lack thereof) can be tracked’ (Huckshorn 2004, 29). Other articles
also tend to emphasise the need for data in order to enact change (Huckshorn
2004; Hirsch and Steinert 2019; Berring, Bak and Hvidhjelm 2023).

In this tradition, data is a tool for doing, not just knowing. However, if this emphasis
on doing rather than knowing was once a productive move in American
pragmatism (Dewey 1929), it has here been reworked in quite different ways to
make claims of expertise serve governmental aims. It is as a consequence of being
seen as ‘evidence’ that data becomes a resource to affect change. This perception
can be encountered also beyond the policy documents. Indeed, one clinical ward
manager said: ‘With data the ward gets their performance in black and white—the
staff cannot argue against data.” A chief physician similarly said about force: ‘It is
extremely measurable, right?’ In practice, however, data can usually be interpreted
in multiple ways, and as we shall see, this is most certainly also the case for the
use of force.

How might other data analyses challenge the political
narrative?

The dominant narrative about failed attempts to reduce the use of force rests on
data practices that hide as much as they reveal. In this section, we show why the
official narrative of a failure to reduce the use of force has little backing. We give
three reasons for this:

1) the use of absolute measures in government statistics does not take into
account how the patient population in the psychiatric wards may differ
across wards and change over time;

2) the use of overall, unadjusted measures fails to take into account
differences in the context of care (such as understaffing and variance in the
patient population);

3) changes in what counts as force and how it is registered are not reflected in
the political interpretation of data.

As we develop these three points in the following, we encounter a particular irony:
we need to use data from the health services to make our point, while we also
argue that such data fails to act as transparent representations of the state of
affairs. Our ambition, however, is not to deliver a singular ‘true’ analysis, but to
illustrate that many stories can be told about the use of force with the same data.
We present alternative data narratives to warn against simplistic and monopolised

10
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data uses and, in particular, to warn against the use of absolute numbers in the
governance of complex and volatile health phenomena.

Absolute numbers do not take into account changes in the patient
population

In international research, it is common to register force per number of patient days
in hospital (e.g., Smith et al. 2015). In contrast, Danish government reports use
absolute numbers to monitor how often people have been subjected to force and
of which types (each episode counted). Such numbers are not adjusted to take
into account the number of patient days in hospital. If the patient population
changes over time, absolute numbers do not say much about how well the staff
fare in reducing the frequency of force per patient. A stable number of mechanical
restraints can be regarded as a major achievement if the number of patients
admitted to psychiatric care increases over time, or if patients with conditions
associated with a higher risk of aggressive or self-harming behaviour come to
constitute a larger share of the patients in psychiatric wards.

According to the national umbrella organisation for the five Regions, the number
of psychiatric patients has increased considerably in the monitored period (Danske
Regioner 2018). Further, the composition of the patient population in psychiatric
wards has changed. For example, more people are entering the wards on a non-
voluntary basis, which is a parameter associated with a higher risk of force also
during hospitalisation (Beck et al. 2008; Korkeila et al. 2002). In an interesting
academic analysis of developments in the regulation and use of force in Danish
psychiatric care, Berring and colleagues (2023) show that the prevalence of force
episodes during hospitalisation has actually decreased over time if the official
figures are adjusted for increases in the number of involuntary admissions
(Berring, Bak and Hvidhjelm 2023). Involuntary admission is, of course, also a type
of force, but it is outside the control of clinical managers and staff at the psychiatric
wards. Adjusting for shifting patterns in drug use would also be relevant for
understanding the use of force, though we have not identified data allowing us to
do that.

If the absolute numbers on the use of force are to convey a clear image of staff
performance, the psychiatric composition of the patient population would have to
be stable too. However, official data sources suggest that the prevalence of various
psychiatric diagnoses on the wards fluctuate over time (see Fig. 1).2 Though
diagnostic codes are not transparent representations of the patient population, the

2 The category ‘Other diagnoses’, which is increasing rapidly, is multi-morbidity and reflects a political ambition of
ensuring better treatment of somatic illnesses in psychiatric patients, which has implied a push towards registering
somatic disease. It illustrates how competing political agendas can influence registration practices.

11
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graph does indicate major fluctuations. The absolute numbers ought to be
understood in light of such fluctuations.
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Figure 1: The official data on developments in diagnostic categories (2009-21). Visualisation of
data from Sundhedsdatastyrelsen 2024.

The likelihood of experiencing force varies among patients with different diagnoses
(Lykke, Austin and Metz 2008). For example, it has been documented by
psychiatric researchers that patients with a double diagnosis of addiction and
psychiatric disease have a higher risk of being subject to the use of force than
other psychiatric in-patients (Lykke, Austin and Metz 2008). Addiction prior to
hospitalisation is not something the staff can affect. Nevertheless, such insights do
not inform the data analyses that underpin the official political narrative about how
well the psychiatric wards perform on the goal of lowering the use of force.

Absolute numbers fail to take into account the context of care

When interviewing experienced clinical staff in psychiatric wards, they pointed to
additional factors that can also affect the likelihood of using force, in particular
staffing and shifts in the composition of patients including more contextual factors
such as housing opportunities for vulnerable patient groups. In particular, they
think it matters how many staff are on duty and whether these are regular staff, or

12
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perhaps new or substitute staff with limited understanding of local practices. With
understaffing, it is more challenging to provide alternatives to force. Understaffing
is a continual problem in Danish psychiatry (Toft 2022), and the Regions note that
the increase in patients happens at a faster pace than the increase in staff (Danske
Regioner 2018). Lack of staff can also influence waiting times and accessibility of
psychiatric care for patients. It implies a risk that mental illnesses may become
more severe before patients get help. Data on the waiting time for psychiatric
treatment does suggest increasing problems in recent years (Bech and Martensen
2022). This might help explain the rise in involuntary admissions, which are
associated with increased likelihood of force during hospital stays.

The ministry is aware of staff shortages. In a 2018 report, they note that the total
number of specialist physicians in psychiatry was reduced between the years 2010
and 2016, while the number of hospital admissions increased and the length of
adult stays decreased (Z&ldreministeriet 2018, 27-31). When we downloaded
more recent staff statistics (accessible from the regional authorities), we noticed a
tendency for more physicians to be working part time. Together, this signals a
lowering of specialist capacity. Another striking tendency was that the number of
staff at individual units fluctuated markedly. This makes comparisons difficult and
suggests that temporary local understaffing can be a problem that the aggregate
numbers do not reveal. If there were detailed analyses correlating the number of
staff per patient for individual treatment units at given points in time with the
prevalence of force at each unit, this might provide more meaningful results for
those seeking to understand what happened in concrete episodes of force than
the aggregate numbers that are currently reported. However, such analyses do not
inform the official political narrative—which underscores how omissions and data-
analytical absences can be as important as the analyses that are being performed
(Geissler 2013).

Other factors that may influence the use of force is the socioeconomic background
and ethnicity of patients. An epidemiological study from Denmark has shown that
psychiatric patients with ethnic minority backgrounds (which the study defines as
being born abroad or having parents born abroad) are more likely to be subjected
to force (Holmer, Andersen and Juul 2020). It is, however, not legal to register
ethnicity in the clinical record, so this is not monitored in daily practices. Omissions
matter; they can be as politically informative as what is carefully registered.

Changes in what counts as force and how it is registered

As mentioned above, the definition of force has changed in regulations and so
have registration practices (Mgllerhgj 2021). In its more detailed reports, the
Danish Health Authority actually does note that registration practices have
changed in the monitoring periods, and that the absolute numbers on force

13
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therefore cannot be compared over time (Sundhedsstyrelsen 2021). This caveat,
however, did not make it into the shorter and more widely distributed policy reports.
One of the significant changes in the registration of force is that the definition of
restraint time periods has shifted several times. What in one period has been
counted as one episode of restraint can in another be registered as several shorter
episodes. Furthermore, psychiatric researchers Lene Berring and Jacob
Hvidhjelm, who have worked extensively with initiatives to reduce the use of force
in Denmark (Berring and Jstergaard 2022; Berring, Bak and Hvidhjelm 2023),
noted in a conversation with us that registration practices were probably less
precise before the partnership agreements came into effect in 2014. Before 2014,
only the most severe type of force (mechanical restraint) would typically be
registered even if other types of force were used also (e.g., forced sedation or
physical restraint). Gradually, as the focus on reducing the use of force increased,
clinicians came to record all types of force separately—even if this might not be
legally required.? If this is the case, the apparent increase in other types of force,
which is central to the official narrative of substitution, could be partly explained.

Furthermore, some registrations of force are not related to the psychiatric staff at
all: if a patient is subjected to mechanical restraint at a somatic ward, it will be
registered as use of force at the psychiatric ward even if the patient never enters
this ward (as described with the documentation of variables on the registry’s
homepage). This reflects an administrative requirement to register patients at a
psychiatric ward if the use of mechanical restraint is needed during somatic
treatment, because there is no legal mandate to use this type of force in somatic
care. Accordingly, such data says little about the performance of the psychiatric
staff in relation to the goal of reducing force. In the authoritative reports used at the
political level, absolute numbers nevertheless tell an absolute story.

The technical infrastructure for data registration also matters for the possibilities to
interpret data on force. Data formats shape the political power of data (Koopman
2019). The use of force is registered in a digital system that operates separately
from the electronic health record. This effectively decouples the data on force from
information about the context where the use of force took place. In effect, the
individual act of force cannot be interpreted in relation to information about, for
example, diagnoses or drug abuse. From a clinical point of view, such
circumstances constitute important information because they provide clues to what
might be done to prevent certain types of incidents. In debriefing sessions,
contextual factors that are seen as important for the use of force by staff are
typically discussed. Yet, clinical managers and administrative data analysts are left
without resources to explore this more systematically—and thereby use data

3 See documentation of variables at Sundhedsdatastyrelsen 2016.
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productively to develop their sense of professional judgment—because the data
reporting on force is set up in systems of their own with bare numbers and no
context.

In sum, data can give rise to many different stories, and none of them can claim
definitive superiority. Knowledge about the use of force remains murky, indefinite,
and contingent. It is not ‘black and white’ as some observers were suggesting
above. Though we have to settle for shades of grey, it appears obvious that the
dominant narrative about a substitution of force is highly uncertain. Such a
narrative is, moreover, not without dangers.

What might be the implications of using absolute
numbers?

Using absolute, unadjusted numbers to assess the performance of psychiatric
wards is not merely an epistemic issue of misrepresentation—it has potential
political, clinical and humanistic implications. We now turn to these implications.

The most prominent negative implication of crude data use in governance is
typically known in literature on performance-based management as ‘gaming’:
people play the system to get better numbers because they are better rewarded
for good data than good practice (Wadmann et al. 2013). In one interview, a chief
physician expressed annoyance when commenting on stories about the transfer
to other units of patients at increased risk of requiring the use of force, in order to
‘get better statistics’. The physician took a clear stance against such practices, and
said that it was something she would never do herself: ‘I think mechanical restraint
is awful, and | go very far to keep numbers down, but | would never transfer a
patient to another unit to avoid it [being registered in my unit]. If it is needed, | just
have to accept it. That's how it is.’

This physician clearly disapproves of gaming practices, but concedes that gaming
is possible and happens. Metrics thereby introduce an element of suspicion and
doubt about the motives of others. The emphasis on ‘good data’ and ‘keeping
numbers down’ generates such concerns. One of the reasons staff might want to
transfer a patient who is likely to encounter force is that individual units are
benchmarked against each other. One clinical ward manager complained about
such practices of comparison:

| can’t use these comparisons for anything. This other unit just has a totally
different group of patients. Patients with a better network, higher education
level, a totally different social network and strength (. . . ). | don’t want to be
compared to [them] because it's just some very different conditions and
patients they’'ve got.
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The ward manager expresses frustration over crude comparisons that do not
reflect the conditions under which the clinical work is carried out. In the view of this
manager, such comparisons do not support learning that can make a real
difference to patients and staff. Rather, such comparisons are experienced as an
attack on her professional judgment.

To reduce force is not easy. It involves increased risk of violence for the staff and
other patients. So not being recognised—or seeing the wrong people getting the
recognition—can potentially affect staff motivation negatively. It is worth noticing
that benchmarking between units is at odds with the core strategies of force
reduction from the US, which is otherwise referred to by Danish policy papers as
inspiration. In the original American source from the National Association of State
Mental Health Program Directors (Huckshorn 2006), it is stated that aggregated
data at the system level is not the way forward. Rather, it is important to monitor
practices at unit level and take into account daily circumstances. The aim is
supposed to be:

To reduce the use of S/R by using data in an empirical, non-punitive, manner.
Includes using data to analyze characteristics of facility usage by unit, shift
day, and staff member; identifying facility baseline; setting improvement goals
and comparatively monitoring use over time in all care areas, units and/or state
system’s like facilities. (7)

Though this American programme is referred to as the evidence behind the
adopted approach in Denmark, the actual practice of governance in Denmark is
very different.

Recognition of staff experience is important not only because it can affect
motivation, but also because the use of force in psychiatry is inextricably linked
with potentially severe risks for the staff and other patients (e.g., experiences of
violence or sexual harassment). One clinical ward manager said:

There are some consequences [associated with the aim of reducing force], of
course, because the staff can feel unsafe. If we cannot use mechanical
restraint with big, strong, psychotic ‘Frederik’, who by the way has trained [in]
martial sports his entire life . . . well, then | can feel unsafe.

Anne Hoeyen Munk has investigated stated reasons for mechanical restraint at
one ward. Based on a local review of medical records from 2019-21, she found
that of 91 events, 85 were to prevent dangerous behaviour. Though this is, of
course, an ambiguous category, it illustrates that mechanical restraint can be seen
by the staff as the lesser of two evils. Professional judgment is all about balancing
interests when faced with dilemmas, and the use of force is entrenched in these
dilemmas. However, the ‘less-is-better’ logic expressed in the political goals can
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suppress professional deliberation of these dilemmas. It is a missed opportunity
for developing professional judgment.

It was the impression of some of the psychiatric staff we spoke with that the
increased focus on reducing mechanical restraint came with consequences in the
form of staff sick leave and even cases of post-traumatic stress disorder (PTSD).
Top managers conversely pointed out that reductions in the use of force can also
reduce the risk of staff injury. However, staff reactions (such as sick leave or PTSD)
to the use and non-use of force are rarely monitored in the Danish health services,
and the implications unknown.

In addition to concerns about risk to staff and other patients, not all clinicians were
convinced that the use of mechanical restraint is always damaging for the subject
of force. For example, a clinical ward manager who explained how force was a
matter of balancing risks, expressed that in some instances, the implicit hierarchy
of force (mechanical restraint being presented as worse than physical force and
sedation) was simply wrong:

Imagine that you are a 22-year-old girl who has been sexually abused your
entire life. Then you are admitted [to hospital] because you have taken some
drugs and gone wildly psychotic—and then six people place themselves on
top of you [to keep you down]. Would you like that? No, | don’t think so. But
we can’t use mechanical restraint.

The ward manager explains here how clinical judgment risks being overruled
because of the political focus on reducing mechanical restraint. In this instance,
the political narrative of substitution seems to be correct, and a grave implication
of data monitoring. Such concerns were echoed by clinicians who found the use
of physical force much more transgressive than mechanical restraint, both for
patients and staff. Since 2016, staff have been supposed to explore patient
preferences for different types of force should the need occur, but several of the
clinicians we spoke with referred to this requirement as challenging. Furthermore,
some remarked that alternative practices can develop that do not formally count
as force but cannot be considered voluntary either (e.g., physically blocking a door
instead of locking it).

There is no clear-cut answer to the ‘right’ level of force. Several of the staff
members interviewed were inspired by results from Pennsylvania, where
mechanical restraint was abandoned altogether in 2015 (Smith et al. 2023).
However, most stated that a total abandonment of force will never be feasible or
even desirable. A chief physician went as far as saying that the relatively strict
regulation on forced anti-psychotic treatment in Denmark compared to other Nordic
and European countries might lead some patients to be under-treated:
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It might sound very controversial, but the rules for giving forced anti-psychotic
medication in Denmark are really tight, and it is probably the cause of relative
under-treatment in the acute phases of some severe mental diseases. Or it
can mean that patients with recurrent psychoses easily drop out of treatment
and get lost—and then they only reenter if they react aggressively in society,
or are affected by drugs and in a really bad condition. ( . . . ) | think you might
be able to argue for somewhat easier access to using forced anti-psychotic
medication for seriously ill psychiatric patients who don’t realise how ill they
are.

What we see in these reflections is that there is no consensus on the ‘right’ use of
force. The political monitoring of force based on absolute data nevertheless risks
suppressing the development of professional judgment. This is not necessarily in
the best interest of patients.

Finally, when policy instruments focus attention on measurable aspects, there is a
risk of overlooking other important aspects of clinical practice that cannot be easily
datafied—such as the tacit knowledge and tactile competences that are integral to
the de-escalation of conflict. Some of the psychiatric staff pointed to the
intersubjective qualities of the first meeting with the patient as key to the whole
stay at the ward, including the risk of force. Attempts have been made to study the
effect of enhanced focus on these initial meetings through randomised clinical trials
(Ghlenschlzeger et al. 2008), without success. Still, the ability to de-escalate
conflict probably relates to an interpersonal sensitivity as well as to clinical
experience. This form of expertise also needs nurturing. The binary counting of
force/no force does little to support learning about what might be done differently.
The intersubjective abilities are often referred to as ‘ward culture’. Yet such an
overarching reference to ‘culture’ turns it into just another meta-actor that does not
explain much about the practices and types of knowledge that can change the use
of force.

Has the data-informed governance of force really failed in reducing the use of
force, as the official narrative from the authorities suggests? It depends on what
counts as failure. In an interview with two local managers, one said, "You might
say that we have had a culture change. And indeed we have.’

Sarah Wadmann asked, ‘Did the political goals contribute to that?’ and they both
immediately replied, ‘Yes!’

One added, ‘After it became a political demand, we worked more systematically
with it.’

Among the clinical staff, there is little doubt that they are much more reluctant to
use force. Data has focused their attention. As tools of governance, data exerts
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symbolic authority and guides actions and perceptions of good care. Data comes
to shape the development of professional judgment, and thereby what counts as
psychiatric expertise.

Discussion and conclusion

We have illustrated the many challenges associated with the use of data
monitoring of force, and yet everybody seems to agree that data is needed to bring
down the use of force. Why this embrace of data? Perhaps part of the lure of data
stems from the ways in which it can make diffuse matters appear more tangible
and thus actionable. It introduces systematic overviews, where the tumult of
everyday practices stir confusion. Data can facilitate systematic and consistent
documentation, where the recollection of the mind is too coloured by political
objectives, frustration, or fear. However, data might also be helpful for people far
from the clinic and in ways that are less beneficial for the clinical encounter. From
the perspective of politicians, it seems that data comes in handy in simplifying
complex problems. Rather than solving the problems that generate a need for
force, one could say that data can help cut the problems down to size. We have
shown how data monitoring policies allow politicians and authorities to set targets
while leaving it up to local managers and staff to figure out how to actually meet
them.

It is important to acknowledge there are no quick fixes to the problems that lead to
use of force in psychiatry. Many of the causes of the situations where force is used
have no known solutions—or the potential solutions are not within the control of
the health services. For example, safe housing conditions and better treatment
options for drug users may potentially reduce involuntary admissions (associated
with higher risk of force). It is, however, beyond the hospital management to do
anything about housing and drug policy, and yet it is the healthcare system that is
being asked to reduce force. It is monitored on its performance and blamed when
the use of force is not reduced. Similarly, shortages and high turnover of staff,
inadequate training, and lack of organisational continuity are all factors that
practitioners point to as key elements leading to the use of force, and there are no
simple solutions to these problems. In such situations, however, data helps
politicians by substituting ‘unmanageable’ problems with easier ones.

What are the potential implications for clinical care of this simplified and data-
focused policy approach? Beyond the risk of simple substitution of force, as
suggested by the official narrative (whether true or false), we wish to highlight that
data monitoring may suppress adequate development of clinical judgement. When
the doctors above say they ‘can’t use mechanical restraint’ in instances where they
find it most appropriate, then this type of data politics seems to affect their
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judgment. The use of force is steeped in dilemmas, and clinicians need to have
room for discussing these dilemmas. In such instances, the quantitative logic of
‘keeping numbers down’ is not always helpful. Some psychiatrists also experience
the official narrative about failure as unfair—especially when their health and safety
(and that of other patients) can also be at stake.

Still, it is important to acknowledge that without data, psychiatric staff and
management stand no chance of knowing how the use of force develops either.
Data remains key to understanding local patterns. Note however that most of the
problematic data interpretations described above emerge with inappropriate
aggregation and analysis; that is, when data is used at a distance to control rather
than inform clinical action. When used with care and in the hands of those who
need to learn from practice, data can sustain, and not undermine, humanistic
ideals by way of making reduction of force a priority.

We also wish to emphasise that though we criticise the official narrative of failure
and the implications of this type of data politics, we do not assume ill intentions.
We believe that the politicians who set the target of a reduction of 50% wished to
stimulate a more humanistic practice. This target, however, has required the
ministry of health, the authorities and Rigsrevisionen, by way of legal mandate, to
tune in on just this specific goal. The top management of the psychiatric services
of course seek to facilitate the most meaningful data practices for the practitioners,
but it happens within the confines of the legal mandate and the available data
standards. Clinicians similarly seek to balance the data demands with their best
clinical judgment as far as possible. It is not the intentions that should be blamed.
What we see, however, is a dominant logic of measurement in line with what has
been described by Espeland and Stevens (2008), which in our case ends up
undermining the goal it was said to support because aggregation of crude data
creates incentives to overrule local understandings. It is a task for critical analysis
to unravel the data knot and to facilitate new ways of setting—and reaching—
laudable goals and suggest new ways to monitor their achievement. Ways that do
not depend upon absolute numbers, but give way to more context-specific and
adjusted analytics.*

Data on force remains a tool of governance. This tool conjures authority and
communicates the necessity to act. When the political monitoring of performance
privileges the quantifiable and what can be known at a distance (Dean 2010; Rose
1999), the anthropological critique must remain aware of the local and what
escapes datafication (Adams, Burke, and Whitmarsh 2014). Anthropology is well

4 We did team up with leading psychiatrists to present such an alternative monitoring plan (Wadmann et al. 2024).
However, it goes beyond this article to detail these suggestions, which are specific to their national context.
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positioned to help articulate tacit knowledge and tactile competences.
Anthropology is good at giving voice to intangible matters of the mind and
unspoken experiences of the body. In this analysis, however, we have sought to
question the data politics not simply by moving ‘beyond the data’ to tacit and tactile
forms of knowledge. Instead, we have engaged the actual data. We have used
sensibilities acquired through interviews and ethnographic observations to
interrogate the ways data is analysed and used. There is in this move a perhaps
controversial proposition: for anthropology to intervene in data politics in productive
ways, we suggest a need to analyse also the data that orients the understandings
of our informants. To do this, we might as anthropologists have to also work with
formats and genres that are unusual in contemporary ethnographic practices. We
might even have to get used to seeing data visualisations like Figure 1 in otherwise
qualitative ethnographic journals.

The anthropology of data is already a thriving field (Douglas-Jones, Walford and
Seaver 2021; Adams 2016; Merry 2016). When anthropologists study data
practices, they often powerfully criticise the reductions involved in datafication.
While the type of data monitoring we have studied is problematic and does involve
reductions, we can now admit that it is not in the sense we originally thought.
Before making this study, Klaus Hoeyer and Sarah WWadmann had been repeating
the narrative of substitution of force as a sort of fact. It simply fitted so well with our
preconceptions about the unwarranted consequences of too strict data monitoring:
goal fixation. It was only by moving closer to the data that we realised that the
problem is not simply one of ‘substitution of force’ in order to reach the set target
of reduction. Rather, the problem is how data monitoring hampers the conditions
for developing and exercising clinical judgment as a key element of psychiatric
expertise. Professional judgment is at the core of clinical expertise and it needs
nurturing. Careful data analysis nurtures judgment. This is why we propose that an
engaged anthropology of expertise needs to explore also the means through which
judgement and expertise are negotiated. In many cases, anthropologists might
need to engage the data. We hope this paper can serve as an inspiration for such
engagements.
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