
Coercion in Psychiatric Care: 
What Have We Learned from 
Research? 
Charles W. Lidz, PhD 

The use of coercion to assure that people with a mental illness receive treatment 
has been the focus one of the longest running controversies among mental health 
professionals. Until quite recently, however, this debate has been almost entirely 
based on abstract principles. Empirical research concerning coercion was quite 
limited. Recently, however, research in this field has blossomed. The development 
of a validated measure of perceived coercion has spawned a variety of new 
studies. A five-nation study in Scandinavia has begun the difficult task of assess- 
ing the impact of different legal systems and systems of care on perceived 
coercion. Two new studies have used random assignment designs to study the 
impact of outpatient commitment. This article reviews these and other studies and 
describes what they do, and do not, tell us about coercion in mental health 
treatment. 

Should members of the mental health pro- 
fession coerce patients into treatment 
when they need it? Does coerced treat- 
ment work as well as treatment with 
which the patient is overtly cooperating? 
What sorts of pressures are put on pa- 
tients to cooperate with treatment? What 
is it that makes patients feel coerced? 
These and related questions have been 
debated in the mental health system for 
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years; yet, until very recently, there has 
been little systematic research on coer- 
cion in mental health care. 

The last decade has seen an explosion 
in research about coercion in psychiatric 
care. By the mid-1980s, there had never 
been a large scale study specifically fo- 
cused on coercion in psychiatric care. By 
the late 1990s, two major studies had 
been completed-one of which has en- 
gendered a variety of related studies, 
some of which are major studies in their 
own right. Yet despite the publication of 
some of this work in the major psychiatric 
journals, few people have a comprehen- 
sive picture of what is known about these 
issues. This commentary will describe 
both what we now know and where re- 

J Am Acad Psychiatry Law, Vol. 26, No. 4, 1998 631 



Lidz 

search in this field must go in the next 
decade if it is to stay relevant to our 
changing mental health system. 

The Ethics of Coercion 
Ordinarily this sort of discussion would 

begin with a definition of the term "coer- 
cion." Certainly one should not talk about 
an issue without making clear what one is 
discussing. Years of debate in philosophy 
and political science have not, however, 
yielded a general agreement on this sub- 
ject.' In what is clearly the most thought- 
ful recent philosophic work on the subject 
of coercion in mental health settings, 
~ e r t h e i m e r '  has suggested that it is not 
possible to describe behaviors as coercive 
separate from the judgment that they are 
wrong or inappropriate. Many researchers 
in the field. however, routinely use the 
word coercion to describe legally invol- 
untary treatment, the use or seclusion or 
restraints, or other such specific behav- 
iors. Because research related to coercion 
has used so many definitions or implicit 
definitions, it is better not to restrict this 
discussion of the findings by a rigid def- 
inition, but to remember instead that the 
construct refers to quite different things in 
different research studies. 

The reason there is concern about these 
issues at all is clearly that we in the men- 
tal health profession find something prob- 
lematic about using "coercive pressures" 
to get patients to accept treatment given 
"in their own best interests." As the re- 
cent report from the Group for the Ad- 
vancement of Psychiatry says: "there 
seems to be a kind of embarrassment 
about situations in which the patient did 
not enter treatment entirely on his or her 

own initiative."' Perhaps there should not 
be such hesitation.' but there appears to 
be considerable discomfort with coercion, 
and the discomfort does not seem to dis- 
appear easily. The demand for research in 
this area is driven largely by our norma- 
tive conflicts concerning coercive behav- 
ior by mental health professionals. How- 
ever often it is repeated that this is being 
done "for their own good" or that it must 
be done to promote public safety. coerced 
treatment will always be at least some- 
what suspect in a free society. One reason 
for doing research on this subject is the 
hope of finding a definitive answer to the 
question of whether mental health profes- 
sionals should be using coercive methods 
to provide treatment to individuals who 
need it. 

There are two approaches that ethicists 
use in deciding whether it is ethical to do 
something4 First, one can take a deonto- 
logical approach; that is, one can analyze 
the rights and duties involved in a partic- 
ular situation or behavior. Thus, one 
could reason that in our political system, 
all are entitled to make decisions about 
their own lives as long as they do nothing 
to interfere with others' similar rights5, 6: 

thus, involuntary commitment and other 
forms of coercion should not be permit- 
ted. However, it is certainly not so sim- 
ple. The opponents of such a position can 
easily argue that individuals with mental 
illness have diminished competence to 
make decisions for themselves and that 
such rights apply only to mentally com- 
petent individuals. Moreover, the danger- 
ousness criterion involves precisely the 
need to show substantial evidence of be- 
ing likely to do harm to someone-but 
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we are all familiar with these debates and 
their lack of resolution. 

In an effort to resolve these disputes, 
we often turn to a different mode of eth- 
ical reasoning, assessing the coizse- 
querzces of the acts. It has been endlessly 
debated whether the consequences of in- 
voluntary commitment are good or bad, 
but empirical research on the question has 
been seriously limited by basic method- 
ological problems such as failing to con- 
trol for differences between coerced and 
noncoerced patients and assuming that 
anyone who was legally involuntarily 
committed must also have been coerced, 
while anyone who was legally voluntarily 
admitted was not coerced. 

New Research 
Efforts to assess the consequences of 

coercion in the last two years have in- 
volved. for the most part, two major stud- 
ies, which will be discussed here in some 
detail: the MacArthur Foundation Net- 
work on Law and Mental Health study on 
coercion7 and the Duke University and 
New York studies on outpatient commit- 
ment." 

The members of the MacArthur Net- 
work began with the goal of assessing the 
consequences of coercion surrounding in- 
patient admission decisions. However. 
their main research has actually focused 
primarily on developing a measure of per- 
ceived coercion in these decisions and 
describing the correlates of patients' per- 
ceptions of coercion (what Monahan et 
aL7 have described as "coercion as a de- 
pendent variable"). Although this is a less 
dramatic problem than the consequences 
of coercion (coercion as an independent 

variable), i t  is also a more easily managed 
research task, and the MacArthur group 
as well as other researchers who have 
used their scale have made significant 
headway. 

The scale that the MacArthur group 
produced"' contains five items that focus 
on control, decision making, choice, free- 
dom, and initiation of treatment. It has 
been shown to be a single dimension,Io3 ' I  

stable across time.". l 2  and to work well 
with substantially different types of hos- 
pitals,''. '%nd in a culture other than the 
United States (sweden).14 The impor- 
tance of having a validated scale should 
not be underestimated. It helps to assure 
that research projects done in different 
settings are focused on the same thing. 

The MacArthur study also involved in- 
depth interviews with recently admitted 
patients who had completed the perceived 
coercion scale. In a detailed analysis of 
transcripts of these interviews, Bennett et 
n1.I5 presented evidence that the percep- 
tion of coercion was inextricably linked 
to other aspects of the process. Specifi- 
cally, she found that subjects' feelings 
about (1) being included in the decision 
making. (2) the nature of the other per- 
son's intentions in facilitating the admis- 
sion, (3) the absence of deceit. and (4) 
receiving respect were very closely linked 
to subjects' judgments about whether or 
not they had been coerced.I5 These qual- 
itative findings were later confirmed by 
papers showing that these issues, vari- 
ously called "procedural justice" or "pro- 
cess exclusion," were more closely con- 
nected to patients' perception of coercion 
than threats, physical force, or even legal 
status.13' 16-  l 7  
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One study of particular importance that 
is making good use of the MacArthur 
scale is a five-country Nordic study in 
which similar data on coercion at admis- 
sion are being gathered in Sweden, Nor- 
way, Denmark, Finland, and Iceland.18. ' "  
This study, however, is going far beyond 
simply assessing perceptions of coercion. 
Using a mixture of interviews and re- 
views of clinical and state data sources, it 
will determine the epidemiology of coer- 
cive behaviors in all five countries and 
assess how the prevalence of coercion is 
related to the different legal structures of 
the different countries. They are also 
looking at the validity of public records as 
a means of assessing the frequency of 
such behaviors. 

Consequences 
Although the research on what deter- 

mines patients' perceptions of coercion 
(coercion as a dependent variable) is im- 
portant because it will help mental health 
professionals to reorder the way they de- 
liver care, and epidemiology is important 
to the assessment of the extent of the use 
of coercion. the policy question of most 
importance is what the consequences of 
coercion are (coercion as an independent 
variable). Unlike the study of coercion as 
a dependent variable, about which much 
is now known, the research on the conse- 
quences of coercion has not yet reached 
fruition. 

Two recent studies will demonstrate 
the reason for this deficit. In a small 
study. Kaltiala-Heino et al. 20 report that 
there is no difference in the size of 
changes in either Brief Psychiatric Rating 
Scale (BPRS) or Global Assessment 

Scale (GAS) scores between an initial 
hospital interview and one done six 
months after discharge between those re- 
porting coercion at admission and those 
who did not. Nicholson et nl." report 
that, on one of several measures of clin- 
ical status, subjects with higher perceived 
coercion scores improve slightly more 
during their inpatient treatment than those 
with lower perceived coercion scores, al- 
though the difference is very small. Al- 
though these findings suggest that coer- 
cion may be less destructive than some 
theorists have suggested, they are far 
from conclusive. 

One problem is simply a matter of de- 
sign. People who have to be coerced into 
treatment are unlikely to be the same as 
people who undertake treatment voluntar- 
ily. This is more than a matter of person- 
ality. It also involves their values, living 
situations, social support networks, and 
possibly many other unknown factors. 
Even when controlling for demographic 
and diagnostic differences as many stud- 
ies do, it seems likely that substantial 
differences between the groups will re- 
main and that the differences will affect 
how quickly subjects respond to treat- 
ment. 

Until fairly recently, it was thought that 
researchers were simply "out of luck" in 
trying to study the problem of coercion- 
because patients could not be randomized 
to either a coerced or noncoerced condi- 
tion, one had to accept studies of the sort 
that have just been described. Perhaps 
one could gather larger samples and con- 
trol better for variables related to out- 
come, but in general, there were limita- 
tions on the certainty of the conclusions 
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that could be drawn about coercion as an 
independent variable because of design 
problems. 

This is why the Duke University and 
New York studies of outpatient commit- 
ment are considered so important among 
those interested in the consequences of 
coercion. Although outpatient commit- 
ment is only one type of coercive legal 
pressure. and not the most coercive, these 
two studies have managed to obtain the 
authority to randomize patients who are 
eligible to be outpatient committed. 

The goal of the Duke University study 
was to determine the impact of this alleg- 
edly coercive legal procedure on treat- 
ment outcome, adherence, and other de- 
pendent measures of considerable import. 
Using a design involving random assign- 
ment to either outpatient commitment or 
usual treatment, the study has the poten- 
tial to rigorously assess the impact of one 
type of coercive pressure on many of the 
important outcome variables. A similar. if 
somewhat smaller study is ongoing in 
New York City under the direction of 
Dr. Henry Steadman. Although the results 
of this study are not yet reported, they 
will go a long way toward understanding 
the impact of this form of legal pressure 
on outcomes. 

Unfortunately, the above-mentioned 
studies also have difficulties. For exan-  
ple, at a recent conference on coercion, 
the Duke University group described 
some of the difficulties of maintaining 
their randomized groups. The North 
Carolina law allows a commitment for 
only three months before it must be re- 
newed. The Duke researchers, of course. 
believe that they need to follow their 

cases for a longer period than three 
months to get a reasonable assessment of 
the impact of outpatient commitment on 
outcome. However, the researchers have 
found many clinicians very resistant to 
renewing the commitment, because the 
patient "doesn't need it." Thus, the pool 
of patients who are supposed to be getting 
the intervention is much smaller than it 
should be, which weakens the power of 
the study and undercuts the basic random- 
ized design. The New York study has had 
different problems but also has had prac- 
tical difficulties maintaining the compa- 
rability of the index and control group. 
Thus, although these studies potentially 
will allow us the first real assessment of 
the impact of coercion on important out- 
come variables, both studies may face 
significant obstacles in interpreting their 
data. 

What We Do Not Know 
These studies have barely scratched the 

surface of what we need to know. One 
limitation is the narrow focus of the 
MacArthur Foundation research and the 
research of those who have used their 
scale. As ~ a l t i a l a - ~ e i n o "  has noted, 
much coercion is built into the structure 
of care-including, for example, the lim- 
its on the choices that patients are given 
about treatment and arbitrary restrictions 
that have little clinical justification. An- 
other substantial limitation of this work is 
that i t  has focused almost exclusively on 
admission decisions. This focus does not 
necessarily yield information about coer- 
cion after admission to the hospital or 
coercion in the community care setting. 
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Hopefully, these limitations will soon be 
remedied. 

Despite the generally high quality of 
the recent consequentialist research, it has 
tended to be framed fairly narrowly, fo- 
cusing almost exclusively on clinical is- 
sues. Several other domains need to be 
considered as well. First are other issues 
concerning individuals with mental il l-  
ness: how does coercion affect their self- 
image, sense of efficacy, and relation- 
ships with others? How does it affect their 
on-going relationships with the mental 
health professionals who work with 
them? Do any such effects persist beyond 
the immediate period surrounding the 
commitment? How does coercion affect 
subsequent adherence to treatment? Does 
it matter who is involved in the coercion? 
How does coercion affect the lives of 
those close to the patient? Does it matter 
if they are involved or not? 

Even if all of the above questions are 
answered, it is arguable that the real ques- 
tion has not been adequately tested. When 
one ask whether coercion "works," one is 
really asking. '7s it advisable for society 
to have a policy in which an individual 
can be forced to receive mental health 
treatment?" (and then, of course, under 
what circumstances, what types of treat- 
ment, for how long, etc). 

To answer this question, one cannot 
simply compare patients receiving some 
sort of coercive treatment either with 
those who receive no treatment at all or 
with those receiving voluntary treatment. 
Instead, one must compare the outcomes 
of all patients in different systems: a sys- 
tem that uses the minimum possible co- 
ercive pressures consistent with the legal 

responsibilities of the professionals and 
another that uses the maximum coercive 
pressures consistent with our legal sys- 
tem. Why can the policy question not be 
answered effectively otherwise? Because 
policies often affect others for whom the 
policy is not intended. Increasing the 
availability of coercion may lead other- 
wise voluntary patients to shun the mental 
health system altogether for fear of 
stigma or of being committed themselves. 
Conversely, this policy (of increased co- 
ercion) may lead people to come for treat- 
ment earlier so as not to be committed. 
Perhaps a system that makes coercion 
easier would draw limited resources away 
from voluntary patients, and whatever 
improvement it creates in the coerced pa- 
tients might lead to deterioration in the 
voluntarily treated patients. 

There is no shortage of difficult work 
for coercion researchers. In the meantime. 
however, mental health professionals 
must make their best assessments of the 
available data. So far, there is no clear 
evidence that the use of coercive treat- 
ment significantly reduces the social or 
personal burdens of mental illness. How- 
ever, there is equally no evidence that 
coercive treatment is less effective than 
treatment undertaken voluntarily. 

References 

1 .  Wertheimer A: A philosophic examination of 
coercion for mental health issues. Behav Sci 
Law 11  :239-58, 1993 

2. Group for the Advancement of Psychiatry: 
Forced into treatment: the role of coercion in 
clinical practice. Washington, DC: American 
Psychiatric Press, 1994 

3. Gaylin W, Jennings B: The Perversion of Au- 
tonomy. New York: Free Press, 1996 

636 J Am Acad Psychiatry Law, Vol. 26, No. 4, 1998 



Research on Coercion 

4. Beauchamp T, Childress J: Principles of Bio- 
medical Ethics, New York: Oxford University 
Press, 1994 

5. Mill JS: On Liberty. New York: Penguin 
Books, 1982 

6. Szasz T: Law, Liberty and Psychiatry. New 
York: MacMillan, 1963 

7. Monahan J, Hoge SK, Lidz CW, ef 01: Coer- 
cion to inpatient treatment: initial results and 
implications for assertive treatment in the 
community, in Coercion and Aggressive 
Community Treatment: A New Frontier in 
Mental Health Law. Edited by Dennis D, 
Monahan J. New York: Plen~un Publishing, 
1996 

8. Swartz M, Burns B, Hiday V, George L, 
Swanson J, Wagner H: New directions in re- 
search on involuntary psychiatric outpatient 
commitment. Hosp Community Psychiatry 
46:381-5, 1995 

9. Steadman H, Dennis D, Gounis K, et a / :  
Assessing the operation of a New York City 
program for involuntary outpatient comniit- 
ment, in Research in Community and Mental 
Health, Vol 10: Coercion in Mental Health 
Services. Edited by Morrissey J, Monahan J. 
Stamford, CT: JAI Press (in press), 1998 

10. Gardner WP, Hoge SK, Bennett NS, et a/ :  
Two scales for measuring patients' percep- 
tions of coercion during hospital admission. 
Behav Sci Law 1 1 :307-22, 1993 

11. Nicholson RA, Eksenstam C, Norwood S: Co- 
ercion and the outcome of psychiatric hospi- 
talization. Int J Law Psychiatry 19:201-17, 
1996 

12. Cascardi M, Poythress NG: Correlates of per- 
ceived coercion during psychiatric hospital 

admission. Int J Law Psychiatry 20:445-58, 
1997 

13. Hiday VA, Swartz MS, Swanson J, Wagner 
HR: Patient perceptions of coercion in mental 
hospital admissions. Int J Law Psychiatry 20: 
227-41, 1997 

14. Seigel K, Wallsten T, Torsteinsdottir G, Lind- 
strom E: Perceptions of coercion: a pilot study 
using the Swedish version of the Admission 
Experience Scale. Nord J Psychiatry 51:49- 
54, 1997 

15. Bennett NS, Lidz CW, Monahan J, er nl: 
Inclusion, motivation and good faith: the mo- 
rality of coercion in mental hospital admis- 
sion. Behav Sci Law 1 1 :295-306, 1993 

16. Hoge SK, Lidz CW, Eisenberg M, er a/:  Per- 
ceptions of coercion in the admission of vol- 
untary and involuntary psychiatric patients. 
Int J Law Psychiatry. 20: 167-82, 1997 

17. Lidz CW, Hoge SK, Gardner W, et al: Per- 
ceived coercion in mental hospital admission: 
pressures and process. Arch Gen Psychiatry 
52: 1034-9, 1995 

18. Hoyer G: The Nordic Study of Coercion. Pre- 
sented at Conference on Research lssues on 
Coercion in the Provision of Mental Health 
Services: International Perspectives, Chapel 
Hill, NC, October 1997 

19. Kaltiala-Heino R: Methodological issues in 
measuring coercion in psychiatric treatment. 
Presented at Conference on Research Issues 
on Coercion in the Provision of Mental Health 
Services: International Perspectives, Chapel 
Hill, NC, October 1997 

20. Kaltiala-Hcino R, Laippala P, Salokangas R: 
Impact of coercion on treatment outcome, Int 
J Law Psychiatry 20:311-22, 1997 

J Am Acad Psychiatry Law, Vol. 26, No. 4, 1998 


