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Introduction
In a specialty that so acutely wrestles with perception and identity, compulsory treatment is often regarded
as an unfortunate necessity. Ethically, modern medicine revolves around the principle of informed consent
– the idea that patients have the right to understand and either agree or disagree with their proposed
treatment. While this process is suitable for most conventional specialties, the boundaries are less clear
in psychiatry. Mental illnesses commonly present with impairment of what Markova and Berrios (1992)
term ‘insight’: the ability to recognize one’s condition and the need to treat it. For example, diagnosed
asthmatics generally understand the triggers that precipitate their shortness of breath, and carry puffers
to manage their symptoms. In contrast, patients experiencing psychosis may reject their prescribed
medication, or deny that they are sick at all. Compulsory treatment aims to address this lack of insight by
intervening when patients are at their most vulnerable, and is now employed in hundreds of health
jurisdictions worldwide (Light et al., 2012). However, the practice remains highly contentious, with
detractors often criticizing it as paternalistic, misguided and impersonal. This essay aims to examine the
strengths and weaknesses of compulsory treatment in psychiatry, as well as strategies to reduce harm
and promote ethical medicine.

The Benefits of Compulsory Treatment
The primary benefit of compulsory treatment is to protect patients and the people surrounding them. Mood
disorders are associated with increased levels of self-harm and suicidality, which can be acutely
dangerous to patients’ physical safety. Similarly, conditions such as bipolar I disorder are characterized
by periods of impaired and altered inhibition, occasionally with disastrous consequences. In one case
report, Grall-Bronnec et al. (2017) recount the tragic tale of a 48-year-old patient who grew obsessed with
the stock market and lost 270 000 euros – his life’s savings – in a single week. Compulsory hospitalization
can therefore help to constrain irresponsible and harmful behaviour until patients’ situations can be
properly assessed. Corroborating this, Agerbo (2007) and Hunt et al. (2013) present epidemiological
evidence that involuntary admission is effective at reducing rates of attempted suicide and self-harm.
Moreover, untreated psychiatric conditions are prone to rapid and eventually irreversible deterioration. In
a longitudinal study on patients with schizophrenia, Bottlender et al. (2003) demonstrate that a treatment
delay of greater than six months from symptom onset is associated with significantly poorer long-term
outcomes, including decreased function and greater risk of unemployment and relapse. Similarly,
Meczekalski et al. (2013) outlines the prognosis of untreated anorexia nervosa, including comorbid
depression and anxiety as well as physiological complications such as osteoporosis, arrhythmias, and
infertility. Therefore, in addition to treating patients’ current conditions, early compulsory intervention also
acts to preserve long-term function and wellbeing.
While certainly not its main goal, compulsory treatment offers an opportunity to develop therapeutic
relationships with patients who might otherwise slip through the healthcare system. Mental illness
continues to be stigmatized on a global scale, resulting in very low rates of healthcare access; Thornicroft
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(2007) estimates that up to 70% of individuals with mental illness do not receive treatment for their
condition. This is particularly alarming given that regular healthcare access and continuity of care are
known to promote better outcomes across a range of psychiatric conditions, including major depressive
disorder (Solberg et al., 2006) and bulimia nervosa (Rushing et al., 2003). In a study on patients with
schizophrenia, McCabe et al. (2012) further identify the benefits of cultivating a strong patient-provider
relationship, including improved medication adherence and reduced symptom levels. When applied
cautiously and considerately, compulsory treatment thus has the potential to greatly expand the reach and
efficacy of mental health services.

Where Compulsory Treatment Falls Short
Compulsory treatment inherently subverts the ethical guidelines of informed consent and autonomy, and
is consequently criticized as being paternalistic and authoritative. It is usually associated with abysmal
rates of patient satisfaction (Holikatti et al., 2012). In one study on involuntary hospitalization, over 60% of
patients at 1-year follow-up felt that their initial admission was unjustified (Priebe et al., 2009). Sheehan
(2009) argues that the coercive nature of compulsory treatment may damage therapeutic relationships,
leading disgruntled patients to disengage from their services and providers. While some level of
intervention is clearly supported, poorly executed programs may compromise patient outcomes by
reducing treatment adherence and healthcare access over the long term.
Similarly, compulsory treatment has been accused of promoting stigma against mental illness. Involuntarily
admitted patients commonly report strong feelings of exclusion and devaluation in their personal
relationships, as well as self-directed shame at their perceived lack of autonomy and input (Livingston and
Rossiter, 2011). Furthermore, there is some evidence that a history of compulsory treatment is associated
with future unemployment (Schaub et al., 2010) and reduced satisfaction from private relationships
(Hughes et al., 2009). As above, fear of continued stigmatization often causes discharged patients to
detach from mental health services entirely. Psychosocial stability is a key factor in mental illness recovery,
and compulsory treatment runs the risk of perpetuating a vicious cycle of decreased function and eventual
readmission.
Another concerning aspect of compulsory treatment is the role of forced detainment in facilitating social
and medical abuse, especially given many patients’ psychiatric vulnerability. In a systematic review of
involuntary drug rehabilitation, Werb et al. (2016) reports on cases of physical and sexual abuse at drug
detention centres, as well as patients being held for up to five years past their authorized treatment period.
This issue is further compounded by social and health-related discrimination. Although eligibility for
compulsory treatment is generally highly regulated, checklists and criteria all too commonly fail to exclude
human subjectivity. For example, Vinkers et al. (2010) found that ethnic minority patients were involuntarily
admitted to Dutch hospitals at a proportionally higher rate than Caucasian patients, with the discrepancy
being attributed to higher perceived danger. Taken together, these findings paint a bleak picture, and
stress the need for accountability and oversight in implementing compulsory treatment initiatives.

Moving Forward
While involuntary treatment is occasionally necessary, it is clear that harm reduction requires health
providers to respect patients’ rights and involve them in the treatment process. Promisingly, and perhaps
surprisingly, psychiatric inpatients initially tend to report neutral-to-positive attitudes towards compulsory
treatment (Wallsten et al., 2008). Gilburt et al. (2008) corroborate this, but comment that patients often
become disillusioned by poor communication, unnecessary physical restraints, or perceived threats to their
safety. Strategies to improve this include maintaining open lines of communication; actively listening for
and applying patient input, allowing as much freedom as is safe; and promoting an atmosphere of trust
and safety. Another crucial aspect of effective compulsory treatment is maintaining confidentiality,
particularly given the impact of stigmatization on patients’ social and occupational wellbeing (Schaub et
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al., 2010). Compulsory intervention can very readily facilitate strong and sustainable therapeutic
relationships, especially if patients are consistently treated as the human beings they are.
On a broader scale, preventative awareness and diagnostic initiatives have the potential to greatly reduce
the burden of compulsory treatment. Jarrett et al. (2008) identifies that candidates for compulsory
treatment disproportionately belong to poorer socio-economic classes, and thus have correspondingly
limited access to mental health services. Targeted surveillance in this demographic could allow for early
intervention in at-risk patients, decreasing the number of cases that go on to require compulsory treatment.
Even in cases where mandatory treatment is indicated, Nakhost et al. (2012) and Noordraven et al. (2016)
demonstrate strong support for starting with less invasive measures, such as depot medications or
community treatment orders. These programs promote greater patient autonomy and independence than
involuntary hospitalization, and therefore achieve higher levels of patient satisfaction and follow-up
adherence (Nakhost et al., 2012).
Research and primary studies are necessary to inform all of medicine, and psychiatry is no exception.
However, there is a paucity of evidence on the outcomes of compulsory treatment, especially given the
heterogeneity in different health jurisdictions’ implementations (Sheehan, 2009). A significant gap in the
current literature involves the optimal duration of involuntary hospitalization, and whether it varies across
different psychiatric conditions. Furthermore, patients belonging to an ethnic minority (Vinkers et al., 2010)
or lower socio-economic class (Jarrett et al., 2008) are over-represented in compulsory treatment.
Additional investigation in this niche would be important to determine the exact cause of this phenomenon,
as well as identify specific considerations for compulsory treatment in these patient groups.

Conclusion
Compulsory treatment is a band-aid solution to a much deeper problem: under-recognition and undermanagement of mental illness in the community. From this perspective, what it manages to achieve is
legitimately admirable. Compulsory treatment protects vulnerable patients from physical, psychological,
and financial harm; precludes the development of psychiatric sequelae; and provides a foundation to
establish long-term therapeutic relationships. Encouragingly, many involuntarily admitted patients report
positive outcomes at follow-up, and go on to access treatment services voluntarily. However, compulsory
treatment also has the potential to alienate and stigmatize patients, dissuading them from accessing
further mental health services. Overall, a holistic approach to improvement would involve identifying atrisk patients and intervening before they require compulsory treatment, as well as using alternatives to
full-scale hospitalization where possible.
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