
atric screening practices have been,
and may still be, suboptimal in identi-
fying personnel with a history of men-
tal disorders (1,2). Moreover, Dr.
Nevin cites an example of an enhanced
predeployment program developed by
Warner and colleagues (3) that in-
creased the rigor of predeployment
screening without causing substantial
numbers of personnel to be disquali-
fied for deployment. In light of possi-
ble deficiencies in current screening
practices and evidence of potentially
better screening paradigms, Dr. Nevin
challenges our apparent reluctance to
change the status quo.

However, we believe that the rec-
ommendations in our article have
been misconstrued. We stated, “Any
attempt to further restrict deployabil-
ity of service members with psychi-
atric diagnoses might lead to greater
avoidance of care. Therefore, tighten-
ing of current deployment policy
might have severe and unintended
negative consequences.” Thus we
have no opposition to more rigorous
screening; rather, our concern lies
with subsequent decisions that overly
restrict deployment. We applaud the
work of Warner and colleagues be-
cause it has improved the accuracy of
screening without substantially re-
stricting deployability. The latter is
key, because military surveys indicate
that service members worry that re-
ceipt of mental health care may limit
their deployability.

Gerald E. Larson, Ph.D.
Emily A. Schmied, M.P.H.
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CCooeerrcciioonn  iinn  TTrreeaattmmeenntt::  
RReesseeaarrcchheerrss’’  PPeerrssppeeccttiivveess

To the Editor: In her Taking Issue
commentary in the May issue, Dr.
LeBel (1) asserts that “the orientation
of the researcher biases the study. Re-
search findings are inherently flawed
—and our understanding of coercion
along with them—unless the study
and the data analysis are conducted by
consumers who have experienced co-
ercion.” Does Dr. LeBel really be-
lieve that research conducted by
trained researchers who have not been
patients coerced into treatment is
flawed and therefore somehow of less
value, or that research conducted by
consumers is somehow unbiased?

A different perspective is offered in
several related articles in the May is-
sue. For example, the study by Link
and colleagues (2) suggests that assist-
ed outpatient treatment reduces arrest
rates, and Sheehan and Burns (3) re-
port an inverse relationship between
perception of coercion and the quality
of the therapeutic relationship. Per-
haps Dr. LeBel’s conclusions would
have been more balanced had she also
considered these findings. As I sug-
gested in a letter in 2009 (4), and as
Link and colleagues (2) discuss in
some detail, coercion is not a categori-
cal variable but a dimensional one. As
such, it cannot be considered an all-or-
nothing phenomenon. Similarly, re-
search into this complex phenomenon,
which is potentially present in all rela-
tionships, must be multifaceted and
must value all relevant perspectives.
Although there is certainly a need for
research into coercion from a con-
sumer perspective, we know far too lit-
tle about this complex process to con-
clude that any research is “flawed” be-
cause the researchers are observers
but not participants.

Erik Roskes, M.D.

Dr. Roskes is director of forensic services
at Springfield Hospital Center, Sykesville,
Maryland.

Disclaimer

The opinions expressed are those of the author
alone and do not necessarily reflect those of the
Maryland Mental Hygiene Administration or
Springfield Hospital.
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In Reply: I agree with Dr. Roskes:
coercion is a complex phenomenon
with multiple dimensions. The ques-
tion that he poses in his letter has
three parts, which I address below.

Is research conducted by noncon-
sumers who have not experienced co-
ercion flawed? Yes. Work in the area of
emancipatory research has shed more
light on the inherent power imbalance
between those who conduct social in-
quiry and those who experience it (1).
In addition, measurement bias, instru-
ment bias, and interviewer bias are all
basic challenges in conducting re-
search (2). Research design is compro-
mised when the construction of tools
does not include the input of con-
sumers with direct experience of coer-
cion. Moreover, the research process
itself can have an impact on outcomes.
This is confirmed by the Hawthorne
effect—or its corollary in physics, the
Heisenberg effect—where observation
affects the object of study (3). Funda-
mentally, all research is flawed (4).

Is research by nonconsumers of
less value? No. Studies by consumers
and nonconsumers are both valued.

Is research conducted by consumers
unbiased? Yes and no. Consumers who
have experienced coercion bring an
unassailable veracity and credibility to
any study. Each person’s unique expe-
rience cannot be regarded as “bias”
when it is first-hand knowledge of co-
ercion. Jonathan Delman, a leading
consumer advocate and consultant, re-
counted, “I would compare my experi-
ence of coercion to torture, with
medication changes that have left me
in a zombie-like state; coercion causes
a sane person to feel insane or akin to
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