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According to the Surgeon Gen-
eral’s 1999 report on mental
health, “All services for those

with a mental disorder should be con-
sumer oriented and focused on pro-
moting recovery. That is, the goal of
services must not be limited to symp-
tom reduction but should strive for
restoration of a meaningful and pro-
ductive life. . . . Some people do not
seek treatment because they are fear-
ful of being forced to accept treat-
ments not of their choice or of being
treated involuntarily for prolonged
periods” (www.surgeongeneral.gov/lib
rary/mentalhealth/chapter8/sec1.html).

The patient’s experience of coer-
cion is becoming increasingly perti-
nent to psychiatrists. In modern
bioethics, autonomy is considered

one of the overarching ethical prin-
ciples (1) for protecting patients’ lib-
erty and right to make their own de-
cisions for better or worse. To do
this, physicians need to provide suf-
ficient information to ensure that
patients can make informed deci-
sions. Physicians also must aim for a
balance of power in the doctor-pa-
tient relationship to ensure that the
patient feels like an equal partner in
his or her own treatment (2). Judi-
cial interventions such as communi-
ty treatment orders (3) can shift this
balance of power, extending the pos-
sibility of compulsory treatment be-
yond the boundaries of hospitals,
despite mixed evidence of effective-
ness (4). These types of compulsory
actions intuitively appear to increase

the risk that patients will perceive
care as coercive.

One of the difficulties with coer-
cion as applied to medicine is the rel-
atively flexible way the term is inter-
preted, in that it is used both subjec-
tively and objectively and occasional-
ly simultaneously. This lack of clarity
adds challenge and requires one to
differentiate between objective, ex-
ternal acts and internal, subjective at-
titudes. Coercion when conceptual-
ized in this way is best thought of as
an internal subjective state, common-
ly referred to as “perceived coercion.”
One condition for perceived coercion
is an action, often a compulsory ac-
tion (5). Such actions are a necessary
pretext for perceived coercion, which
can be considered a side effect of the
actions taken by health care profes-
sionals. The judicial mandate to treat
is the obvious intervention that would
be expected to be correlated with
perceived coercion, although this is
not always the case, even in instances
such as compulsory or involuntary
treatment orders (6).

It does not seem to serve patients’
best interests to diminish their free-
dom to make decisions. A justification
for any action with this consequence
therefore needs to be a “best inter-
ests” argument. In a similar way that
psychiatrists are aware of and consid-
er the potential side effects of phar-
macotherapy when prescribing, an
understanding of which actions lead
to the experience of coercion can in-
form our decision making. Under-
standing what may increase or de-
crease the experience of coercion will
help psychiatrists to understand what
actions are least likely to cause this
harm and consequently improve their
practices.

The aim of this study was to sys-
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Objective: This study systematically examined the empirical literature on
the themes and correlates of coercion as defined by the subjective expe-
rience of patients in psychiatric care. Methods: The study was a system-
atic review of the literature on coercion as covered in MEDLINE,
PsycINFO, and CINAHL. From qualitative studies, themes that the au-
thors identified were extracted. From quantitative studies, correlational
and outcome data were extracted. Results: The final analysis included 27
articles. Themes related to perceived coercion were almost all negative.
Correlation and outcome data were insufficiently homogeneous to allow
meaningful combined statistical analysis. There was no strong quantita-
tive evidence that the experience of coercion is negatively or positively
associated with psychopathology or general well-being. Conclusions: Co-
ercion was commonly felt by patients as dehumanizing. Compulsory ac-
tions likely to increase perceived coercion had mixed correlates, and it
was therefore difficult to predict who is at greatest risk of experiencing
coercion as a “side effect” of intervention. Clinicians should routinely
consider that all patients have the potential to experience an interven-
tion as coercive. (Psychiatric Services 62:465–470, 2011)



tematically synthesize the evidence
regarding perceived coercion in the
empirical literature. Thematic arti-
cles regarding coercion allow assess-
ment of the hypothesis that coercion
is viewed negatively by patients, be-
cause they might, for example, expe-
rience both coercion and protection
associated with the same action.
Quantitative studies assessed the hy-
pothesis that interventions associated
with coercion can in fact improve a
patient’s well-being, given that it is
commonly measured by examining
social functioning or psychopatholo-
gy. Quantitative studies also enable
weighting of the degree to which par-
ticular acts may lead to perceived co-
ercion. This supports the “best inter-
est” argument for these compulsory
actions, despite any perceived coer-
cion that may result. By addressing
both the qualitative and quantitative
data sets, a clear view of the lived ex-
perience associated with coercion and
the possible correlates associated
with perceived coercion can be
reached.

Methods
We conducted a systematic review of
the literature in order to access all
studies that have empirically exam-
ined perceived coercion of psychi-
atric patients. By undertaking a struc-
tured systematic review, we hoped to
overcome any potential for bias that
may exist within narrative reviews.
We therefore defined inclusion crite-
ria for extracting data and collating
them in a uniform manner.

Inclusion criteria
The inclusion criteria for adding an
article to this review were kept broad
to ensure that all articles reporting on
the subjective experience of patients
were included. Inclusion criteria
were as follows: participants were
adults between age 16 and 65; pa-
tients were in secondary psychiatric
services (or coercion was reported
about such care); the article identi-
fied how information on coercion was
gathered; the study was reviewed for
ethical processes and received ap-
proval; for qualitative studies, the pa-
tient’s personal experience of coer-
cion was the primary focus; the article
was written or published in English;

peer-reviewed tools were used for
quantitative data collection; and pub-
lished peer-reviewed methods were
used for qualitative data.

No specific exclusion criteria were
identified at the onset of the system-
atic review.

Search strategy
In light of the diverse nature of the
literature on coercion and the report-
ing of it, a broad-based search strate-
gy was used. The search was conduct-
ed electronically, and the references
in identified articles were examined
for other potential papers. MED-
LINE, PsycINFO, and CINAHL
bibliographic databases were ac-
cessed on February 22, 2009, via the
EBSCO platform. The key words “co-
erci∗,” “liberty,” and “duress” were
used to identify articles on coercion.
The term “psych∗” was used to iden-
tify the psychiatric literature. Search-
es were conducted in free-text. These
sets of articles were combined with
the Boolean term “AND,” and the ti-
tles of all identified articles were
read. The abstract of any article that
was considered to be a candidate for
inclusion was then read, as was the
full text of all articles deemed suitable
after review of the abstract. The ref-
erences of all read articles were then
examined to identify other papers to
include.

Data extraction
Data were extracted with a standard
tabulated form in order to ensure that
similar data were extracted from
every paper. The inclusion criteria
were checked first to confirm that the
paper qualified for inclusion. On con-
firmation, the data were extracted in a
structured fashion.

For qualitative studies, major
themes were recorded with key words
or phrases that the articles’ authors
identified. Considering the diversity
of thematic interpretation, we ex-
tracted the themes that the authors
identified and followed the order of
importance that the authors assigned
to these themes. We then collated the
results for side-by-side comparison,
rather than synthesizing them togeth-
er, so that we could examine the com-
plete set of concepts identified.

Quantitative data were extracted in

two ways. For correlational and cross-
sectional data, all correlations be-
tween coercion and other variables
were extracted, and the direction and
magnitude of connection were noted.
For longitudinal data, the primary
outcome, an action under investiga-
tion, was extracted and its relation-
ship to coercion assessed.

We decided not to undertake sec-
ondary analysis of data sets in this re-
view because such analyses would be
likely to falsely increase the rates of
perceived coercion and thereby make
interpretation of the results more dif-
ficult. Where it was not clear how
data related to coercion—for exam-
ple, in some articles reporting coer-
cion and multiple outcomes—the au-
thors were contacted for clarification.

Data synthesis
Qualitative and quantitative data
were assessed separately—the for-
mer to identify themes and the latter
to measure correlations and, if possi-
ble, effect size. For outcome data,
the primary study end points provid-
ed the outcomes considered most
important by the researchers who
conducted the studies. Combination
statistical analysis, such as regression
analysis, was considered only if the
data sets identified were sufficiently
homogeneous.

Results
Outcome of the search
The initial electronic search terms
identified 5,032 articles. After review
of the titles and abstracts, 75 articles
were read in full. Of these, 27 articles,
providing data on 23 studies, were in-
cluded in the final analysis. Five of
these articles were qualitative and ex-
plored the themes of patients experi-
encing coercion. Twenty-one articles
examined coercion by using a broad
number of biopsychosocial correlates.
Five articles included outcome data.
Some studies undertook a variety of
quantitative analyses, although none
of the qualitative articles included
quantitative data. The total number
of patients per study ranged from 11
(7) to 733 (8). A number of authors
were contacted for further informa-
tion about their studies, although only
two (Priebe and Lidz) provided addi-
tional information. Others either did

PSYCHIATRIC SERVICES � ps.psychiatryonline.org � May 2011   Vol. 62   No. 5446666



not respond or no longer held the
original data.

Characteristics of the patients 
and studies analyzed
Four of the five thematic articles orig-
inated from Nordic countries, and one
was from the United States. The arti-
cles were published between 1993 and
2007. A total of 145 patients were in-
cluded. All five studies examined the
views of patients regarding coercion in
association with their hospital care for
a major mental disorder. All articles
used a formal qualitative analysis tech-
nique to extract major and minor
themes. These articles focused on pa-
tients’ lived experiences, rather than
objective intervention, although the
experiences reported tended to cover
forced hospitalization and the involun-
tary use of psychotropic medications.

The quantitative studies were sig-
nificantly more diverse in their geo-
graphical setting, the care provided,
and the methodological design and
follow-up. The studies came from ten
Nordic, three other European, eight
American, and two Australasian re-
search teams. Of these studies, four
examined an outpatient population,
whereas the remainder looked at co-
ercion associated with hospital-based
care. All of the included articles ex-
amined perceived coercion as a vari-
able of interest but as part of broad
statistical analyses of correlates asso-
ciated with varied psychiatric inter-
vention, including forced medication,
forced admission, and community-
mandated treatment. The statistical
methods used were heterogeneous;
therefore, it was not appropriate to
use meta-analytic tools to combine

the data for analysis. Although most
articles reported simple correlations,
some reported regression analyses of
various types. Nonetheless, the data
provided could be compared in a
side-by-side manner. All articles re-
ported on patients in secondary psy-
chiatric care whose treatment was be-
ing managed by a consultant psychia-
trist. The quality of reporting was in-
consistent as to the specific disorders
of individual patients, although meas-
ures of psychopathology were present
for most studies.

Thematic analysis
Characteristics of the five thematic
articles (7,9–12) are shown in Table 1.
The aspects of care leading to the ex-
perience of coercion were broad, but
all involved the forcing of “treatment”
onto patients against their will. The
themes from these articles highlight
feelings of violation, disrespect, and
not being heard by their clinicians.
The most common conceptualization
was that of being dehumanized
through a loss of normal human inter-
action and isolation. Using a wide
range of thematic analyses, we found
that these themes emerged in each
article for a range of treatment inter-
ventions; this finding was robust. Pos-
itive themes were mentioned in three
of the five articles from a minority of
patients. These tended to emerge in
retrospect, well after a patient’s hos-
pitalization, and focused on the need
or rationale for treatment. These pos-
itive themes tended to reflect the so-
cial norms and explanations for com-
pulsory care’s leading to coercion,
rather than the emotive or subjective
responses elicited by such care.

Longitudinal analysis
Five articles (8,13–16) examined pa-
tients’ subjective experience of coer-
cion in prospective trials. These stud-
ies, by geographical location, meas-
ures used, reporting of data, and time
frames, were too heterogeneous to
permit meaningful statistical analysis.

Wallsten and colleagues (13) stud-
ied coercion in the context of brief in-
patient admission, to a maximum of
three weeks, using change in Global
Assessment of Functioning (GAF)
scores to measure outcome. Coercion
was measured with the MacArthur
Perceived Coercion Scale (MPCS)
and Coercion Ladder. Increasing lev-
els of coercion were not associated
with improved or poorer well-being
as measured by the GAF. The article
gave no indication that coercion was
therefore associated with an im-
proved or poorer outcome. Priebe
and colleagues (8) studied one-year
outcomes of a large cohort of com-
pulsorily admitted patients after dis-
charge from psychiatric hospitals in
Britain. The MPCS was used to meas-
ure coercion. In this study readmis-
sion was the principal outcome,
which was used as a proxy measure
for overall well-being; as readmission
increases, well-being decreases. This
study found no relationship between
readmission and coercion once other
variables were taken into account by
multilevel analysis. The experience of
coercion was not associated with
readmission, suggesting that feeling
coerced into treatment was not asso-
ciated with improved well-being,
which was indicated by a lower rate of
hospital readmission.

Using a note-review process to col-
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TTaabbllee  11

Thematic articles on coercion and themes related to patients’ experiences of coercion

Compulsory
Study action N Analytic method Major theme Minor theme Positive theme

Olofsson & Jacobsson, Forced hospital care 18 Qualitative interpret- Disrespect; inferior Meaningless care None
2001 (10) ive content analysis human

Kuosmanen et al., Hospital care 51 Inductive content Humiliation Hubris (of staff) Rationale for 
2007 (11) analysis treatment

Haglund et al., 2003 Forced medication 11 Content analysis Violation of Fear Retrospective 
(7) integrity approval

Hoge et al., 1993 (12) Hospital admission 44 Focus groups Persuasion Unheard None
Olofsson & Norberg, Hospital care 21 Narrative analysis Loss of human Violation; lack of To protect

2001 (9) contact information



lect data, Bindman and colleagues
(14) studied engagement with com-
munity services at one year after hos-
pital admission. Coercion was meas-
ured in relation to the compulsory act
of admission. The investigators used
engagement as the proxy measure of
overall well-being from a mental
health perspective. As with the above
studies, no positive or negative out-
comes were associated with per-
ceived coercion. The Health of the
Nation Outcome Scale scores, time
out of contact with services, degree of
compliance, and length of hospital
stay all provided no correlation. Using
psychopathology as an independent
variable in regression analysis, Link
and colleagues (15) examined the as-

sociation at multiple time points be-
tween MPCS score and both quality
of life and social functioning. Unlike
the above studies, which were em-
bedded in the British social context,
the Link and colleagues study was
based in America. This study also dif-
fered from the above studies in that it
examined coercion as experienced in
an outpatient setting, both voluntary
and involuntary, as opposed to being
linked to involuntary hospitalization.
Link and colleagues found that the
experience of coercion was weakly
and negatively related to both quality
of life and social function. This effect
was independent of whether patients
were mandated by a court to receive
treatment. The study showed that

over time, poorer quality of life was
linked with perceived coercion. The
researchers concluded that perceived
coercion, “generates a cascade of un-
toward consequences” and is best
considered both a consequence of
and factor in compulsory psychiatric
care over time.

Swanson and colleagues (16) looked
primarily at the effects of involuntary
outpatient commitment, examining
the relationship between this and
quality of life in the context of per-
ceptions of coercion. As part of their
analysis they were able to show that
although involuntary outpatient treat-
ment improved quality of life, this ef-
fect was attenuated by perceived co-
ercion. They noted a relationship be-
tween an increase in the assertiveness
of treatment providers and mandated
community treatment and pointed
out that the perception of coercion
was not solely related to the judicial
requirement of treatment. Their find-
ing raises the vexing question of
whether the treatment gains among
the patients who experience coercion
are unavoidably linked to practices
that necessarily lead to perceptions of
coercion.

Correlational analysis
The 19 articles providing correlation-
al data (6,14–32) were extremely di-
verse in their reported findings.
Characteristics positively correlated
with coercion in one study would
have no such correlation, or a nega-
tive correlation, in another. Table 2
summarizes the articles indicating
correlations between coercion and
mixed biological, psychological, and
social comparators. These compara-
tors were either direct measures or
proxy measures of wellness as meas-
ured in the three domains.

The results of our analysis of the lit-
erature indicate that no demographic
factor has been consistently found to
be associated with coercion (Table 2).
Age, gender, and race all provided
mixed results. This was not the case for
psychological factors. The objective
measures of psychological symptoma-
tology and global functioning provided
mixed results; however, the subjective
patient-measured tools used in the
studies showed a clear link between
poorer psychological functioning and
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TTaabbllee  22

Studies showing a correlation or lack of correlation with perceived coercion, by
characteristica

Characteristic Correlation present Correlation absent

Age Bindman et al., 2005 (14) Poulsen, 1999 (25); Iversen et
al., 2002, 2007 (29,30)

Gender Bindman et al., 2005 (14) Poulsen, 1999 (25); Iversen et
al., 2002, 2007 (29,30)

Race (in a minority group) Bindman et al., 2005 (14); Lidz et al., 1995 (19); McKen-
Swartz et al., 2001 (34) na et al., 2003 (22)

Symptoms Swartz et al., 2001 (34) Poulsen, 1999 (25); Iversen
et al., 2002, 2007 (29,30);
Link et al., 2008 (15)

Dissatisfaction with Svensson & Hansson, 1994 Iversen et al., 2002, 2007
service (24) (29,30)

Poor objective quality of Link et al., 2008 (15); 
life Swanson et al., 2003 (16)

Poor global functioning Svensson & Hansson, 1994 Nicholson et al., 1996 (18)
(24)

Having no “voice” McKenna et al., 2003 (22); 
Lidz et al., 1998 (27); 
Shannon, 1976 (28); 
Sorgaard, 2007 (32)

Readmission Sorgaard, 2004 (31); Link Iversen et al., 2002, 2007 (29,
et al., 2008 (15) 30); Bonsack & Borgeat, 

2005 (21); Priebe et al., 
2009 (8)

Legal detention Bindman et al., 2005 (14); Sorgaard, 2004 (31); Iversen
Lidz et al., 1995, 1998 (19, et al., 2002, 2007 (29,30); 
27); Kjellin et al., 2006 (6); Link et al., 2008 (15); Poul-
Bonsack & Borgeat, 2005 sen, 1999 (25)
(21); Nicholson et al.,
1996 (18); Eriksson & 
Westrin, 1995 (23)

Social dysfunction Iversen et al., 2002, 2007 (29,
30); Link et al., 2008 (15)

Physical force Lidz et al., 1995, 1998 (19,
27); McKenna et al., 2003 
(22); Sorgaard, 2007 (32)

Social leverage Van Dorn et al., 2006 (20)

a Separate cohorts were studied in the following pairs of studies: Lidz et al., 1995 (19), and Lidz et
al., 1998 (27); Sorgaard, 2004 (31), and Sorgaard, 2007 (32). The same cohort was studied by
Iversen et al. (29,30).



experiencing coercion (15,16,22,27,
28,32). More specifically, these studies
measured general psychological func-
tioning (15) and a broad domain of
“being heard” or “not being stigma-
tized.” These studies used a variety of
tools to measure this domain and pres-
ent data, using both simple correla-
tional analysis and regression to ac-
count for potential confounders. So-
cial measures used as a proxy for well-
being included readmission, deten-
tion, social functioning, the use of
force, and “social leverage.” Unsur-
prisingly, the use of force and social
leverage were clearly positively corre-
lated with coercion. In a similar man-
ner, poorer social functioning was as-
sociated with coercion (15,29). This
was not the case for readmission, an
objective measure of symptom con-
trol, or legal detention.

Discussion
Although good reviews of objective
interventions (compulsory care) have
been conducted, this is the first sys-
tematic review of the literature on pa-
tients’ experiences of coercion in
mental health, a literature that
stretches back more than three
decades. As such it gives an overview
of what is known about the themes
and correlates of coercion. This re-
view highlights patients’ perspective
on action that leads to coercion and
the difficulties in trying to minimize
coercion’s impact on patients’ lives.

The thematic articles provide a
clear indication that for patients, co-
ercion is associated with negative
concepts, such as feeling dehuman-
ized and unheard. These negative
themes do not appear to be in pa-
tients’ best interests, and this sup-
ports the notion that an endeavor to
reduce the perception of coercion
that may result from interventions is a
worthwhile goal. Although some arti-
cles report positive themes, these
tend to be based on patients’ reflec-
tions some time after their inpatient
experience, indicating a degree of un-
derstanding as to why an intervention
was undertaken, rather than support-
ing the notion that patients do not see
coercion in a negative way. The con-
ceptualization of coercion for benefi-
cial treatment that some clinicians
have proposed (33) therefore re-

quires a greater body of evidence
supporting the notion of beneficial
treatment. It could be argued that
without such proof, this notion is
somewhat flawed.

The longitudinal studies reviewed
above do not overwhelmingly suggest
that increased benefits can be found
over time for patients who experience
coercion. Taken as a whole the stud-
ies suggest that there is little im-
provement among patients to offset
the negative experience of coercion.
The study of Link and colleagues
(15), however, clearly demonstrated
the correlation between assisted out-
patient treatment and positive out-
comes, and this finding is mirrored in
the North Carolina study (34). Of in-
terest to this review is that these stud-
ies also found a negative association
between coercion and improved out-
comes. This can be interpreted to
mean that the beneficial effects of
this particular compulsory interven-
tion (community treatment orders)
are attenuated by the perception of it
as coercive. It also raises the question
as to whether it is possible to mini-
mize coercive influences further to
increase the benefit that such com-
pulsory actions may have.

Despite a significant heterogeneity
in results from associative studies,
these articles provide some insight
into the patient groups that most
commonly experience coercion. Per-
haps unsurprisingly, physical force
and social leverage were closely cor-
related with perceived coercion.
These are explicit examples where
one’s options are directly reduced in
order to garner compliance. This is,
almost by definition, compulsion in
action: the necessary action for the
perception of coercion. Similarly, the
patient’s lack of a “voice” in treatment
decisions was repeatedly associated
with perceived coercion, and this
finding is mirrored by the qualitative
studies suggesting that the process of
feeling dehumanized is closely linked
to feeling coerced.

What these studies do not make
clear is what group, or subgroup, of
patients is at greatest risk of perceiv-
ing coercion. Intuitively, we might ex-
pect, for example, that groups that
have been historically marginalized
would be at greater risk of feeling co-

erced. However, the correlational
data examined do not support this hy-
pothesis. We might equally expect in-
voluntary commitment to be very
strongly associated with perceived co-
ercion, but again, the data were
mixed. Because predicting who will
feel coerced is difficult, clinicians
should routinely consider that their
patients may perceive their interven-
tions as coercive and assess this.

This review has a number of limita-
tions that may have affected its find-
ings. Perhaps the greatest difficulty in
undertaking a review such as this is ac-
curately identifying studies and data
that examined the subjective experi-
ence of patients. The empirical litera-
ture in this area tends to blur objective
compulsory actions and subjective co-
ercive perceptions, even within the
same article. It is not sensible to con-
sider coercion from an empirical per-
spective without considering the ac-
tion to which it is linked. Nonetheless,
in much the same way that considera-
tion of metabolic syndrome when pre-
scribing antipsychotic medication is
important both in research and prac-
tice, so too is the patient’s experience
of coercion, particularly in areas of
psychiatric practice that might be sen-
sibly thought to increase the likelihood
of perceived coercion, such as mandat-
ed treatment or forced medication
during hospitalization.

This review specifically examined
only studies that directly dealt with
patients’ own experiences, and the
quantitative studies we examined
used only the MPCS and Coercion
Ladder, effectively providing a homo-
geneous group of patients who expe-
rienced coercion as defined by these
instruments. Of note also is the fact
that no studies in the review were
from low- or middle-income coun-
tries. They did, however, come from a
wide range of Western countries, and
as such are potentially generalizable
to this patient demographic. The vari-
ability in legislation, practice, and in-
tangible variations in patient expecta-
tion and experience make interpreta-
tion of the data difficult. This issue
can be exacerbated by assuming that
the failure to find a correlation indi-
cates that the opposite correlation ex-
ists, an assumption tempting to make
but clearly not supported by evi-
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dence. However, each article stands
alone and is comparable with the oth-
ers. This comparability allows us to at
least outline the current understand-
ing in the field, even if any conclu-
sions are best considered speculative.
Finally, this review focused on pa-
tients’ experiences of coercion, and
these internal experiences are liable
to change as society changes around
our patients. Whether the experience
of coercion can be reduced or miti-
gated will become clearer from stud-
ies that examine which details of com-
pulsory treatment contribute to this
experience.

Conclusions
There is, potentially, an element of
coercion in every clinical encounter,
and it has been argued to be an in-
escapable component of any human
relationship (35). In psychiatry, per-
ceived coercion has a variety of deter-
minants, many of which are depend-
ent on the quality of the relationship
with the clinician, and so is not whol-
ly predicated by a patient’s care
(15,20,29). It is important that the ex-
perience of coercion is assessed rou-
tinely and considered as a part of clin-
ical care. More nuanced research is
needed to understand the individual
experience of psychiatric patients in
their own context to enable psychia-
trists to optimize treatment manage-
ment of their patients while maximiz-
ing their autonomy.
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