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Recent events involving vio-
lence initiated by school-age
children have raised concerns

about how mental health problems
may be implicated (1,2). For example,
the National Research Council’s
analysis of eight cases of lethal school

violence noted that “Serious mental
health problems, including schizo-
phrenia, clinical depression, and per-
sonality disorders, surfaced after the
shootings for six of the eight boys” (3).
Researchers also have maintained that
an important risk factor for violence is

untreated conduct disorder (4,5), as
reflected in the high levels of untreat-
ed mental health problems among ju-
venile detainees (6–8). Finally, data on
the decision to hospitalize children
show a clear association with percep-
tions of dangerousness (9).

By law and custom, parents serve as
primary gatekeepers or “key recog-
nizers” (10) of children’s mental
health, at least until that point in ado-
lescence when responsibility might
be shared with the child. However,
mental health problems often come
to light only through the child’s school
or through social welfare or criminal
justice systems. Parents may respond
rather than initiate action when prob-
lems arise. Unfortunately, research
also suggests that experts in these sys-
tems, as well as those in the primary
care system, are not well equipped to
diagnose mental health problems
(11). Furthermore, a dilemma unique
to mental health is faced by parents
who may be required to give up
parental rights in order to provide
children with needed services (11).
This unique constellation of problems
faced by children, their parents, and
others suggests that cultural climate
may shape children’s pathways to care
and the understanding of the socio-
cultural context, and it may offer im-
portant information for clinical en-
counters and policy.

Arguments such as these often lead
to greater societal anxiety and stigma
regarding the presumed dangerous-
ness of children with mental health
problems. Although incidents of ex-
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Objective: This study examined the public’s beliefs regarding the poten-
tial for harm to self and others and the public’s willingness to invoke co-
ercive or legal means to ensure treatment of children. Methods: Using
data from the National Stigma Study–Children (NSS-C), which present-
ed vignettes to 1,152 individuals, the investigators compared public per-
ceptions of the dangerousness of children with attention-deficit hyper-
activity disorder (ADHD), major depression, asthma, and “daily trou-
bles.” Multivariate analyses were used to examine the predictors of per-
ceptions of dangerousness and the willingness to support legally en-
forced treatment of these conditions. Results: Children with ADHD and
children with major depression were perceived (by 33% and 81% of the
sample, respectively) as somewhat likely or very likely to be dangerous
to themselves or others, compared with children with asthma (15%) or
those with “daily troubles” (13%). Over one-third of the sample (35%)
were willing to use legal means to force children with depression to see
a clinician. However, even more (42%) endorsed forced treatment for a
child with asthma. Furthermore, individuals who labeled the child as
“mentally ill” were approximately twice as likely to report a potential for
violence and five times as likely to support forced treatment. Conclu-
sions: Large numbers of people in the United States link children’s men-
tal health problems, particularly depression, to a potential for violence
and support legally mandated treatment. These evaluations appear to
reflect the stigma associated with mental illness and the public’s concern
for parental responsibility. (Psychiatric Services 58:619–625, 2007)
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treme school violence (such as the
1999 shootings at Columbine High
School) are rare, and extant research
indicates that mental illness is not a
primary cause of violence among
youths in the United States (12),
statements by some child develop-
ment experts continue to raise this
specter. According to Garbarino, as
quoted in McFarling (13), “Virtually
every school in America contains boys
who are troubled enough, violent
enough, and righteous enough that
these shootings are destined to be-
come part of the fabric of American
adolescence.”

These societywide concerns raise at
least four questions. First, how dan-
gerous does the public perceive chil-
dren and adolescents with mental
health problems to be? Although vio-
lence is tied to criteria for some child-
hood mental health disorders—such
as conduct disorder and oppositional
defiant disorder (14)—a link between
violence and mental health problems
has been difficult to ascertain even
among adults. Evidence suggests only
a modest relationship between men-
tal disorder and violence, a relation-
ship that is largely attributable to co-
occurring substance abuse (15). Un-
fortunately, public perceptions that
mental illness and violence go hand in
hand may be more important than the
evidence (16–18). Puzzling over find-
ings that stigma associated with men-
tal illness has increased, the Surgeon
General asked why stigma is so perva-
sive, despite a more informed public
understanding of mental illness. The
answer, he concluded, appears to be
rooted in a fear of violence (19). We
ask, How does the general public
view the potential of harm to self and
others among children and adoles-
cents with mental health problems?

A second question targets the ex-
tent to which legal measures and so-
cial pressures endorse treatment for
children and adolescents with mental
health problems. Again, research on
children is virtually absent. A recent
study found that 51% of adults receiv-
ing treatment for serious mental dis-
orders experienced some form of
“leverage” into care (20). Not surpris-
ingly, then, coercion remains a “flash-
point” in mental health law (20). Yet,
what we know about the topic is limit-

ed. Discussions of the legality and
ethics of coercion are contentious
(21,22) and represent one of the
longest-running controversies among
mental health professionals and civil
liberties groups (23–26). Justifications
for coercion include ensuring public
safety and delivery of mental health
services to reluctant or noncompliant
individuals believed to need treat-
ment. Although most existing public
health laws affirm the right of people
with mental disorders to withhold
consent for treatment, all Western
countries, motivated by concerns for
both society (potential harm to others)
and for the individual (potential harm
to self), have legislation that allows in-
voluntary treatment (27,28).

The situation for children and ado-
lescents is more complicated and less
discussed. A clash of rights exists, pit-
ting the rights of parents to rear chil-
dren as they see fit against the rights
of children to receive treatment and
against the rights of the community to
be protected. Forcing a child into
treatment is seen by some as “a legit-
imate role for parents or guardians . . .
especially in the case of school-age
children, who only rarely initiate re-
quests for help” (29). Children and
adolescents infrequently initiate
treatment; they tend to enter services
through the efforts of “gateway
providers” (10), including parents,
teachers, and juvenile justice authori-
ties (30,31). Regardless, Costello and
colleagues’ (10) question remains;
that is, “Under what conditions is it
the mark of good parenting to consult
a professional, and a cause for con-
cern if the family cannot or will not do
so?” The answer is not simple and
centers on the cultural norms in both
lay and professional communities.
Simply stated, what does the public
expect when mental health problems
arise?

Third, to what extent do different
subgroups in the community stigma-
tize persons with mental health prob-
lems? For example, it is well docu-
mented that tolerance of individuals
considered to be “different” varies by
the characteristics of the evaluator—
for example, better educated evalua-
tors tend to exhibit more tolerance
across a range of issues, by region of
residence (that is, residents of south-

ern states are generally less tolerant
than residents elsewhere), and size of
place of residence (that is, urban
dwellers are generally more tolerant
than nonurban dwellers) (32).

Fourth and finally, does the label of
“mental illness” per se contribute to
perceptions of dangerousness or a
willingness to invoke coercive means?
We hypothesized that children de-
scribed as having a mental health
problem (specifically, attention-def-
icit hyperactivity disorder [ADHD]
or major depression) and those whom
respondents see as having a mental
illness will be more likely to be per-
ceived as dangerous to self or others
and more likely to be seen as candi-
dates for legally coerced treatment
when compared with children de-
scribed as having asthma or routine
problems.

Using data from the National Stig-
ma Study–Children (NSS-C), we ex-
amined these competing questions
by evaluating responses to two vi-
gnettes describing children who met
DSM-IV diagnostic criteria for
ADHD and those who met criteria
for major depression. As a control,
two additional vignettes described
children who had “daily troubles”
and those who had asthma. [Vi-
gnettes are included as an online sup-
plement to this article at ps.psychia
tryonline.org.] We examined com-
munity-based beliefs on dangerous-
ness, community norms surrounding
willingness to coerce treatment, the
link between the two, and the links to
cultural subgroups. This research de-
sign allowed for a test of Costello and
colleagues’ (10) claim that the
threshold for initiating treatment for
mental health is set higher than that
for physical health problems.

Methods
Sample
Data came from the 1,152 respondents
to the 2002 General Social Survey with
complete data on the coercion and
dangerousness items in the NSS-C
module (33). Of this subsample, 899
(78%) were white, 172 (15%) were
African American, and 81 (7%) were of
another race (such as Asian American).
Respondents had a mean±SD age of
44±16.4 years. They also had 12.0±2.8
years of education and a family (house-
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hold) income of $50,000±$39,490. In
the analyses reported here, we used
data from responses about two vi-
gnettes that described youths who met
criteria for ADHD and depression or
who had asthma and “daily troubles.”
The sample used in this analysis was
self-weighting. Institutional review
board approval for the General Social
Survey was provided by the Universi-
ty of Chicago, and approval for sec-
ondary data analysis was given by In-
diana University. Per standard proto-
col for in-person surveys, oral in-
formed consent was secured at the
time of the interviews.

Dependent variables
Respondents were asked how likely
the vignette child was to be danger-
ous to self or others. Specifically,
“How likely in your opinion is it
[Name] would do something violent
toward other people—is it very likely,
somewhat likely, not very likely, or not
at all likely?” and “How likely in your
opinion is it [Name] would do some-
thing violent to [him/her]self?” Re-
sponse categories were coded from 4
to 1, respectively. In all multivariate
analyses (Tables 1 and 2), the “very
likely” and “somewhat likely” re-
sponses were combined and coded 1.
The “not very likely” and “not at all
likely” responses were also combined
and were coded 0.

Respondents were also asked, “Do
you think that parents of children like
[Name] should be forced by law to
have [Name] treated at a clinic or by
a doctor?”, “. . . to take a prescription
medication to control [Name’s] be-
havior?”, and “. . . to admit [Name] to
a hospital for treatment?” Response
categories were yes (coded 1) and no
(coded 0).

Independent variables
Vignette types were coded into a set
of binary dummy variables (ADHD,
depression, and asthma), with the
“daily troubles” condition serving as a
reference category. Three character-
istics of the child described in the vi-
gnette were coded: gender (female, 1;
male, 0), race (African American, 1;
white, 0), and age (14 years old, 1;
eight years old, 0). Respondents were
also asked whether the vignette
child’s problem represented a mental

illness, a physical illness, or both (ill-
ness labels were coded 1 for yes and 0
for no).

Five sociodemographic variables
determined relevant for assessments
of dangerousness or coercion by pre-
vious research (28,32,35) were in-
cluded to describe respondents: age
(in years), gender (men, 1; women,
0), race (African Americans, where
African Americans and respondents
of other races were coded 1 and
whites were coded 0), family income
(annual total family or household in-
come in tens of thousands of dollars),
and education (in years).

Analyses
Bivariate and multivariate analyses
assessed responses on perceived dan-
gerousness and willingness to use co-
ercion. Bivariate techniques (chi
square analyses) were used to deter-
mine whether dangerousness and co-
ercion varied according to the vi-
gnette child’s type of problem. Esti-
mates from ordered logistic regres-
sion models were used to examine
whether children’s or respondent’s
characteristics shaped perceptions of

potential for violence. Bivariate logit
regression estimated these predic-
tors’ effects on coercion. Additional
analyses (not shown) were conducted
with multinomial logistic models, and
results were consistent. Odds ratios
and 95% confidence intervals are re-
ported, and all significance tests were
two-tailed.

Results
Examination of the bivariate data in-
dicates that public perceptions of
dangerousness and willingness to use
coercion differed significantly by vi-
gnette type (Table 3). For perceived
dangerousness, significantly more re-
spondents saw the child with ADHD
or depression (versus the other chil-
dren) as likely to be violent toward
others (χ2=231.50, df=9, p<.001). An
even stronger pattern emerged re-
garding violence toward self, where
33% perceived the child with ADHD,
and an overwhelming 81% viewed the
child with depression, as at least
somewhat likely to be at risk of harm-
ing him- or herself (χ2=481.14, df=9,
p<.001).

A somewhat different pattern
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Predictors of the public’s perceptions of the dangerousness of children, from the
2002 National Stigma Study–Children (N=1,152)a

Violent toward othersb Violent toward selfc

Item (reference group) OR 95% CI OR 95% CI

Vignette characteristic
ADHD (daily troubles)d 2.04∗∗∗ 1.45–2.88 1.90∗∗∗ 1.36–2.66
Depression (daily troubles) 2.15∗∗∗ 1.50–3.10 10.43∗∗∗ 7.13–15.26
Asthma (daily troubles) .41∗∗∗ .28–.62 .56∗∗ .38–.82
Female (male) .60∗∗∗ .48–.75 .78∗ .63–.98
African American (white) .87 .70–1.09 .99 .79–1.24
14 years old (8 years old) .73∗∗ .58–.91 1.00 .80–1.24

Illness label
Mental illness (not) 5.08∗∗∗ 3.78–6.84 5.72∗∗∗ 4.26–7.69
Physical illness (not) 1.19 .90–1.56 1.53∗∗ 1.16–2.02

Respondent characteristic
Female (male) 1.01 .80–1.27 1.12 .89–1.40
African American (white) .77 .55–1.08 .81 .58–1.12
Other race (white) 1.32 .83–2.08 1.52 .96–2.41
Age 1.01 1.00–1.01 1.00 .99–1.01
Education .96 .92–1.00 1.01 .96–1.05
Income 1.00∗∗ 1.00–1.00 1.00∗ 1.00–1.00

a Significance levels were based on regression coefficients. All tests were two-tailed.
b Model χ2=429.7, df=14, p<.05
c Model χ2=692.5, df=14, p<.05
d Attention-deficit hyperactivity disorder

∗p<.05
∗∗p<.01

∗∗∗p<.001
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emerged across coercion types. Sim-
ply stated, regardless of treatment
type (visits with a clinician, medica-
tion, or hospitalization), respondents
were significantly more likely to en-
dorse forced treatment for children
meeting criteria for depression or
asthma. This pattern was particularly
clear for forced clinical visits, where
more than one-third of respondents
would force a clinical visit for a de-
pressed child, and more than 40%
would force a visit for an asthmatic
child (χ2=114.22, df=3, p<.001). A
similar pattern was shown for the
willingness to force medication (χ2=
39.92, df=3, p<.001) and hospitaliza-
tion (χ2=72.40, df=3, p<.001), where
respondents were also significantly
more likely to invoke coercive means
for the child with asthma and the
child with depression.

Predictors of dangerousness
The ordered logistic regression of
perceived dangerousness toward oth-

ers (model 1) and toward self (model
2) indicated that the behaviors de-
scribed in the vignettes were signifi-
cant correlates of public responses
(Table 1). Respondents were most
concerned with likelihood of violence
among children with depression. In-
deed, compared with the child with
“daily troubles,” the vignette child
with depression was more than twice
as likely to be assessed as dangerous
toward others and ten times as likely
to be assessed as dangerous toward
himself or herself.

A similar pattern emerged in re-
gard to children with ADHD. Com-
pared with the child with “daily trou-
bles,” the child with ADHD was per-
ceived as roughly twice as likely to be
dangerous to others and to self.
However, respondents saw children
with asthma as only half as likely to
be violent. Equally notable, regard-
less of the referent (dangerousness
to self or others or both), individuals
who labeled the child as having a

mental illness were more than five
times as likely to perceive a potential
for violence.

Only a few other factors mattered,
although the effects tended to be in-
consistent. Respondents evaluated
girls as less dangerous to self or to
others. The 14-year-old was also per-
ceived as significantly less likely than
the eight-year-old to be dangerous to
others. Finally, respondents with
higher incomes were nominally more
likely to see potential for both types
of violence.

Predictors of coercion
Relative to disorder types, respon-
dents also varied in willingness to use
coercive means to ensure treatment
(Table 2). The largest effects were ob-
served for the child with asthma,
where, compared with the child with
“daily troubles,” respondents were
eight to ten times as likely to support
coercion. Respondents were also
more likely to support coercion for
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Predictors of the public’s willingness to coerce treatment of children, from the 2002 National Stigma Study–Children
(N=1,152)a

Force outpatient visitb Force medicationc Force hospitalizationd

Item (reference group) OR 95% CI OR 95% CI OR 95% CI

Vignette characteristic
ADHD (daily troubles)e 1.90∗ 1.05–3.41 1.15 .61–2.18 1.68 .84–3.35
Depression (daily troubles) 3.88∗∗∗ 2.16–6.98 2.17∗ 1.15–4.09 3.39∗∗∗ 1.72–6.70
Asthma (daily troubles) 10.10∗∗∗ 5.58–18.29 2.57∗∗ 1.35–4.90 7.93∗∗∗ 4.02–15.66
Female (male) 1.52∗∗ 1.12–2.05 1.33 .93–1.90 1.32 .94–1.85
African American (white) 1.29 .96–1.72 1.18 .83–1.68 .99 .70–1.38
14 years old (8 years old) .68∗∗ .50–.92 .72 .50–1.02 .60∗∗ .43–.84

Illness label
Mental illness (not) 1.80∗∗ 1.22–2.65 1.61∗ 1.02–2.56 1.90∗∗ 1.22–2.97
Physical illness (not) 1.17 .81–1.68 1.76∗∗ 1.14–2.71 1.32 .87–2.00

Respondent characteristic
Female (male) 1.09 .80–1.47 .79 .55–1.12 .99 .70–1.39
African American (white) 1.72∗ 1.14–2.61 1.50 .92–2.43 1.45 .90–2.33
Other race (white) 1.78∗ 1.02–3.11 2.22∗∗ 1.19–4.12 2.24∗∗ 1.24–4.06
Age 1.01∗∗ 1.00–1.02 1.02∗∗∗ 1.01–1.03 1.02∗∗∗ 1.01–1.03
Education .96 .91–1.02 .95 .88–1.02 1.00 .93–1.06
Income 1.00 1.00–1.00 1.00 1.00–1.00 1.00 1.00–1.00

Perceived danger
Violence to others 1.95∗∗∗ 1.31–2.91 2.78∗∗∗ 1.74–4.45 2.55∗∗∗ 1.62–4.02
Violence to self 1.24 .80–1.92 .89 .53–1.50 .94 .57–1.55

a Significance levels are based on regression coefficients and are associated with the confidence that the odds ratios are within a 95% interval.
b Model χ2=210.3, df=16, p<.001
c Model χ2=138.3, df=16, p<.001
d Model χ2=163.3, df=16, p<.001
e Attention-deficit hyperactivity disorder

∗p<.05
∗∗p<.01

∗∗∗p<.001
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medication of the asthmatic child.
Respondents were also more likely

to support coercion for the child with
depression than for the child with
“daily troubles.” A somewhat differ-
ent pattern emerged for the child
with ADHD. Here, with the excep-
tion of a forced clinical visit, respon-
dents were not willing to use legal
means to force the child with ADHD
to take medication or be admitted to
a hospital.

In the case of clinical visits, re-
spondents were more willing to use
coercion for girls or for those labeled
as having a mental illness. Indeed
the label of mental illness signifi-
cantly increased the likelihood that
respondents would support coercion
for clinical visits, medication, and
hospitalization.

Finally, respondents were less sup-
portive of clinical or hospital-based
treatment options for the 14-year-old
than for the eight-year-old. African

Americans and individuals of other
races were more supportive of co-
erced clinical visits, with the latter
group more supportive of medication
and hospitalization. Older respon-
dents also were more likely to sup-
port forced treatment by clinicians,
prescription medications, and hospi-
talization. Finally, respondents evalu-
ating the child as more likely to be
dangerous to others were roughly
twice as likely to support coercive
treatment.

Discussion
Informed by the contemporary cli-
mate of concern about violence in
schools and a hypothesized link to
mental health problems among chil-
dren and adolescents, we targeted
public views of the dangerousness of
children and the concomitant willing-
ness to use legal means to force chil-
dren into treatment. Our results indi-
cate that the public perceives boys

and children with depression or
ADHD as the groups most likely to
be dangerous to self or others.

Although the findings relative to
dangerousness are clear and consis-
tent, the findings on coercion re-
vealed some surprises in how the
American public thinks about med-
ical care for children with physical
and mental disorders. Over one-third
of respondents were willing to use le-
gal means to force children with de-
pression to visit a clinician, and even
more were willing to do so for the
asthmatic child. This finding suggests
that more than social control and fear
underlie attitudes about involuntary
treatment in this country. Indeed, in
the case of a physical illness such as
asthma, where standard treatments
are readily available, our respondents
were most willing to support legal
means to ensure that these children
received medical care, apparently ig-
noring the realization that similarly

PSYCHIATRIC SERVICES ♦ ps.psychiatryonline.org ♦ May 2007   Vol. 58   No. 5 662233

TTaabbllee  33

Public views of dangerousness and the need for coercion, by child’s type of problem from the 2002 National Stigma
Study–Children (N=1,152)

Child’s problem

Attention-deficit
hyperactivity disorder Depression Asthma “Daily troubles”
(N=289) (N=314) (N=256) (N=293)

Item and response N % N % N % N %

Dangerousness
Violent toward othersa

Not at all likely 43 15 30 10 142 56 118 40
Not very likely 156 54 152 48 91 36 136 46
Somewhat likely 73 25 105 33 17 7 34 12
Very likely 17 6 27 9 6 2 5 2

Violent toward selfb

Not at all likely 38 13 6 2 118 46 115 39
Not very likely 149 52 55 18 99 39 139 47
Somewhat likely 80 28 144 46 31 12 34 12
Very likely 22 8 109 35 8 3 5 2

Coercion
Force visit to a clinicianc

No 239 83 203 65 151 59 273 93
Yes 50 17 111 35 105 41 20 7

Force medicationd

No 255 88 242 77 209 82 274 95
Yes 34 12 72 23 47 18 19 7

Force hospitalizatione

No 256 89 237 76 184 72 279 95
Yes 33 11 77 25 72 28 14 5

a Model χ2=231.50, df=9, p<.001
b Model χ2=481.14, df=9, p<.001
c Model χ2=114.22, df=3, p<.001
d Model χ2=39.92, df=3, p<.001
e Model χ2=72.40, df=3, p<.001
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well-documented standardized regi-
mens are available for treating de-
pression and ADHD. This finding
supports Costello and colleagues’ (10)
contention that the threshold for
mental health problems may well be
set higher than for physical problems.

Our findings also clearly illustrate
that the stigma attached to child and
adolescent mental health problems is
associated with the label of mental ill-
ness. It is this condition that may be
the most potent trigger for initiating
treatment. Individuals labeling “the
situation” as mental illness, after the
analysis controlled for the behaviors
described, were five times as likely to
report likelihood of violence. This la-
bel, along with evaluating the vignette
child as dangerous to others (but not
to self), doubled the likelihood that
the public would support use of coer-
cion. Consistent with data collected
from adults with mental health prob-
lems, these results continue to reflect
underlying negative attitudes toward
persons presumed to have mental
health problems (34). What also
clearly emerged from these analyses
was that sociodemographic character-
istics did not offer powerful proxies of
the cultural beliefs, values, and norms
of the public.

Regarding limitations, this study
asked only about legal coercion and
did not explore what has been called
“informal,” “extra-legal,” or “covert”
coercion (35,36). Also it did not ad-
dress reactions to possible agents of
coercion (such as family, teachers or
other educators, and police).

Conclusions
Analyses from the NSS-C suggest
that the U.S. public stigmatizes chil-
dren with mental health problems.
Particularly in regard to depression,
the public is likely to attribute dan-
gerousness to youths and endorse
the use of coercion into treatment.
However, more than stigma is evi-
dent. More of the public supports
the use of physicians, even through
legal means, to ensure that children
with asthma receive care. These
findings highlight concern among
the public regarding parents and
their responsibilities.

Hannigan and Cutcliffe (37) main-
tained that policy and legal frame-

works surrounding the provision of
mental health care are becoming
more coercive globally. Furthermore,
Anthony (38) agreed that the mental
health system cannot move to a re-
covery model under a climate of coer-
cion. If this is the case, the need to
understand public, provider, and
client views of coercion and their link
to perceptions of dangerousness is
pressing. As Solomon (39) noted, “the
consequences of the competing val-
ues between preserving individual
autonomy and protecting vulnerable
individuals” are becoming “increas-
ingly visible.” Nowhere may this be
more important than in the case of
children and adolescents with mental
health problems.
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