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Introduction: Coercion is frequent in clinical practice, particularly in psychiatry. Since it overrides some fundamental rights of patients (notably their liberty of movement and decision-making), adequate use of coercion requires legal and ethical justifications. In this article, we map out the ethical elements used in the literature to justify or reject the use of coercive measures limiting freedom of movement (seclusion, restraint, involuntary hospitalization) and highlight some important issues.

Methods: We conducted a narrative review of the literature by searching the PubMed, Embase, PsycINFO, Google Scholar and Cairn.info databases with the keywords “coercive/compulsory measures/care/treatment, coercion, seclusion, restraint, mental health, psychiatry, involuntary/compulsory hospitalization/admission, ethics, legitimacy.” We collected all ethically relevant elements used in the author's justifications for or against coercive measures limiting freedom of movement (e.g., values, rights, practical considerations, relevant feelings, expected attitudes, risks of side effects), and coded, and ordered them into categories.

Results: Some reasons provided in the literature are presented as justifying an absolute prohibition on coercion; they rely on the view that some fundamental rights, such as autonomy, are non-negotiable. Most ethically relevant elements, however, can be used in a balanced weighting of reasons to favor or reject coercive measures in certain circumstances. Professionals mostly agree that coercion is only legitimate in exceptional circumstances, when the infringement of some values (e.g., freedom of movement, short-term autonomy) is the only means to fulfill other, more important values and goals (e.g., patient's safety, the long-term rebuilding of patient's identity and autonomy). The results of evaluations vary according to which moral elements are prioritized over others. Moreover, we found numerous considerations (e.g., conditions, procedural values) for how to ensure that clinicians apply fair decision-making procedures related to coercion. Based on this analysis, we highlight vital topics that need further development.

Conclusion: Before using coercive measures limiting freedom of movement, clinicians should consider and weigh all ethically pertinent elements in the situation and actively search for alternatives that are more respectful of patient's well-being and rights. Coercive measures decided upon after a transparent, carefully balanced evaluation process are more likely to be adequate, understood, and accepted by patients and caregivers.
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INTRODUCTION

Coercive measures, defined as any measure applied “against the patient's will or in spite of his or her opposition” (1), are commonly used in clinical medical practice, particularly—but not exclusively—in psychiatry (2, 3). The definition of “coercive measures” is complex. These include formal coercion, such as actions limiting freedom of movement (restraint, seclusion), involuntary hospitalization, and forced treatment (4). Informal coercion is another part of the concept and includes any form of influence, pressure, or manipulation of the patient's decisions (5). Formal and informal coercion are conceived as a continuum ranging from persuasion, interpersonal leverage, inducements, and threats to compulsory treatment (5–7). However, this distinction between formal and informal coercion may not be clear, and in practice, there are “gray areas” with sometimes unclear boundaries between a strong incentive and coercion (5, 6). Coercion is also defined according to the subjective perceptions of patients, caregivers, or other stakeholders (lawyers, relatives), which may differ from the objective measures used (8, 9). Different understandings of coercion have an impact on the care provided and are hence important to consider (10, 11). For instance, Trachsel et al. (12, 13) distinguished between curative and palliative psychiatric care based on the definition of palliative care given by the World Health Organization (WHO). From this perspective, the use of coercion may be legitimate or not, depending on whether it is used for a palliative or curative reason (7, 12). In addition, coercive measures with more serious consequences call for greater justifications (6, 12).

Coercive measures infringe on several fundamental rights based on ethical principles (autonomy, freedom of movement and will, bodily integrity). Fundamental rights are guaranteed by the Declaration of Human Rights, the European Convention on Human Rights and Bioethics (14, 15), the Convention on the Rights of Persons with Disabilities (CRPD) (16), and the laws of most countries (1, 17–19); they underpin professional guidelines such as the World Psychiatric Association's Madrid Declaration (20). Despite this, there are crucial variations across (and sometimes within) countries in local legal frameworks and in the ways in which coercion is applied (10, 11, 21).

Allowing coercion involves giving priority to some reasons and principles at the expanse of the fundamental rights and principles infringed by coercion (11, 22). This raises ethical questions about the primacy of the ethical principles used to legitimize coercive measures (4, 23) and about the way in which the principles ought to be properly “balanced” (12, 24, 25). This task is not easy as there is no consensus on the appropriate moral theory to apply (26, 27). For instance, the more we value the personhood of a disturbing patient, the greater the justification required to restrict his/her fundamental rights for the sake of protecting others (care providers, other patients, citizens) (6). Moral theories diverge in the comparative importance they place on different values (e.g., autonomy vs. liberty, community vs. individual rights vs. duties toward others or vs. community rights) (6, 26, 27).

Compared to the 18th century and to many contemporary states, modern Western societies tend to stress the importance of personhood, the individual's place in the community, and the development and prioritization of the principles of self-determination and autonomy (26, 28–30). This societal evolution has changed society's way of thinking about psychiatric care and the identity and vision of psychiatry as a discipline (26). Recent emphasis on the right to autonomy involves questioning the legitimacy of the paternalistic attitude that used to be the norm in medical care. Patient's best interests are increasingly taken as critical elements for deciding upon or justifying coercive measures (26, 28). Consequently, caregivers who assume that they know better than patients what is good for them tend to be considered authoritative and paternalistic. The risk of abuse of power associated with paternalism is now taken seriously (31, 32). The issue of paternalism is hotly debated in medical ethics (28, 33), especially in psychiatry (27, 34) and the context of coercive interventions (4, 6, 7, 35, 36). Distinctions between strong/hard vs. weak/soft paternalism and social (for the good of the community) vs. medical (for the good of the individual) paternalism have been made (4, 7, 27, 28, 33, 34). Moreover, new approaches to ethics of care have emerged, such as relational ethics (37–39), which have helped people to reconsider the individual in a relational context within society. New concepts have appeared such as relational autonomy, which may help us to view coercion in a new light as a practice of care. Indeed, one may try to protect the patient by providing coercive treatment with the aim of facilitating the long-term recovery of autonomy, even if it implies a temporary override of the patient's self-determination (4, 26, 28, 37). This approach of coercion can be conceived of as soft paternalism (7, 40, 41).

Apart from the debates around medical paternalism, ethical discussions regarding the tensions between coercion and the respect of fundamental rights are understudied in psychiatry (4), which is paradoxical since limitations on one's freedom occur more often in medical (including psychiatric) contexts than in other civil or social areas (4, 9, 42). This infringement of freedom, present in coercive care, hinders patients from exercising their autonomy. The notion of autonomy is also complex and diversely understood in the literature, which may affect the evaluation of coercive measures. Studies often associate autonomy with decision-making capacity (4). However, this is not always the case. Autonomy can also be understood as being able to make choices (even people with decision-making capacity might not be autonomous) and to realize one's priorities and values (23, 43, 44). It seems, therefore, that autonomy and decision-making capacity are interdependent but in a complex modality, depending on the individual's temporality and identity (45). This complex relationship between autonomy and decision-making capacity deserves an in-depth analysis (27, 34).

In practice, evaluating the acceptability of a coercive measure often implies evaluating the patients' decision-making capacity (DMC). DMC is an important element to take into account because it refers to the principle of autonomy, and coercions imply overriding patient's autonomy (37, 46–48). In some countries, the laws regulating coercion do not specifically refer to DMC, but in most countries and legal systems, one of the conditions for justifying coercion with a patient is his/her lack of DMC (26, 27, 34, 47). From a legal point of view, DMC involves patient's cognitive abilities (46) and is presumed to exist in adults (49–52). In case of doubt, its evaluation depends on the situation (intervention, time) and on the particular decision that the patient is expected to make (49, 53). However, in detail, the way DMC is regulated differs across countries. In the US, the definition developed by Grisso and Appelbaum is widely used (54): DMC requires understanding, appreciation, reasoning, and making a choice (54–57). In Switzerland, DMC requires understanding (grasping the fundamental elements of the information relevant for a decision), evaluating information (assigning personal meaning to a situation in light of the options available), making a choice (deciding on the basis of the information available and one's own experience, motives and values), and expressing a decision (communicating and defending a choice) (58). In England and Wales, DMC is regulated by the Mental Capacity Act (MCA) of 2005 and requires understanding, retaining, using or weighing information, as well as giving an option (49–51, 59–62). In this model, appreciating and reasoning (Grisso and Appelbaum) are replaced by using or weighing (51, 63–66), but it is not obvious that these terms are equivalent (51). Independent of the particular definition of DMC, a common controversy surrounds its evaluation for people suffering from mental disorders, whether they are decompensated or not (14–16, 31, 67).

Furthermore, the principles of “evidence-based medicine” require scientific evidence of the effectiveness of coercion. When a coercive measure is supposed to guarantee safety (to protect others from a patient's aggressive or disturbing behavior), evidence for risk reduction and forensic or social outcomes should be provided (68). Similarly, when a coercive measure is advocated as a way to treat a patient, it should be demonstrated that coercive measures benefit patients by contributing to their therapy or diagnosis in the short, medium, or long term (69). Indeed, some coercive measures may facilitate the treatment of symptoms or allow for the precise and formal detection of a pathology. The implementation of coercion's efficacy in terms of diagnosis or therapy is much debated, and current scientific data are the subject of controversy (4, 21, 32, 70). From an ethical standpoint, the absence of scientific evidence of therapeutic effectiveness does not necessarily indicate that a type of therapy is illegitimate. This has been discussed in the literature (71) and in psychiatry (69), but little has been written about the particular case of coercion. It therefore seems worthwhile to more closely examine the ethical foundations of legitimate coercive measures.

Being able to justify a coercive measure is not only ethically significant; it also helps to alleviate tensions in clinical practice. Notably, it is critical to distinguish therapeutic and diagnostic goals from safety-based or protective goals (for the patient or others) and to recognize that the latter are not necessarily sufficient reasons to justify coercion. Conversely, safety and risk reduction may be conceived of as a means to achieve therapeutic goals because living in a safe environment favors individual reconstruction. This underlines the importance of thinking about coercion in the global context of long-term care. It would be interesting to see if professionals make these distinctions when discussing the adequacy of coercive measures.

In this article, we map out the ethical reasons used in the literature to assess coercive actions that impose limits to freedom of movement; that is, involuntary admission, seclusion, and restraint. To avoid covering an area that is too broad, we will exclude discussions related to informal coercion and coerced medication. We present the results of our literature search and of our qualitative analysis of the selected articles: We map out the ethical elements used in the literature to justify or reject the use of coercion. We then examine and weigh these elements, and address their relevance for assessing the acceptability of coercion in particular clinical settings. Finally, we highlight a series of important issues.



METHODS


Literature Search Strategy

In line with a previous systematic review on the efficiency of coercive measures (70), we focused our literature search on formal coercive measures limiting freedom of movement; that is, involuntary admission, seclusion, and restraint. From this perspective, we conducted a narrative (exploratory and non-systematic) review of the literature by searching the PubMed, Embase, PsycINFO, Google Scholar and Cairn.info databases with the keywords: [(coercion) OR (compulsory) OR (seclusion) OR (restraint) OR (coercive measure) OR (involuntary admission) OR (involuntary commitment) OR (coercive care) OR (coercive treatment) OR (compulsory care) OR (compulsory treatment) OR (compulsory admission) OR (compulsory commitment)] AND [(psychiatry) OR (mental health)] AND [(ethics) OR (legitimacy)]. In addition, we cross-checked the references of the selected articles to identify more relevant articles.



Article Selection

We selected articles by checking the relevance of their titles and abstracts, and then by assessing the remaining full articles to identify those that specifically addressed ethical issues related to formal coercive measures limiting freedom of movement used in a general adult psychiatric inpatient setting. We also included articles on the difficulties inherent in deciding whether to apply coercive measures and the circumstances that may justify their use. We excluded articles on coerced medication, case reports, specifically legal analyses, coercion reduction strategies, and clinical settings outside general psychiatry (addictions, eating disorders, neurological pathologies such as dementia or mental retardation, outpatient commitment, and assisted dying). We also excluded populations with specific outcomes and ethical issues, as they would require their own analyses (i.e., children and adolescents, older patients, forensic institutions, and other medical specialties). We excluded articles that did not describe ethical issues or reasons for or against coercion; for example, those that only mentioned descriptive elements or subjective perceptions on the use of coercion without giving adequate reasons. The first author made the initial selection. In case of doubt or uncertainty, the first and last authors talked about which decision to make.



Data Extraction and Synthesis

We read the selected articles in detail, took note of all arguments and ethically relevant assertions, and initially classified them into two simple categories: elements in favor of coercion (pro) and elements against coercion (contra). We then decomposed these arguments and assertions into underlying ethical “elements” (values, rights, practical considerations, relevant beliefs about mental disorders, pertinent feelings, expected attitudes, risks of side effects, etc.), using key words and concepts employed by the various authors. We then grouped together elements that were thematically close into different group levels (or families). In regular meetings involving all authors, we reviewed the set of elements to ensure that concepts were clearly defined, that the elements were being used consistently, and that coherence was maintained between higher- and lower-level families of elements. When necessary, we relabeled, merged, or reallocated elements in different families. We successively narrowed our grouping until all elements were classified in a simple, interpretable tree (Table 1).


Table 1. Ethical elements used in the literature to discuss the acceptability of coercion, classified under different levels of families (thematic groups).
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RESULTS


Literature Search and Selection

We obtained 1,614 articles by searching databases with our research terms. After checking the titles and abstracts, 245 articles remained on the list, including articles in English, French and German. A cross-check of the references allowed us to identify 37 more relevant articles.

We read the 282 articles; 99 articles in English, French and German fulfilled our selection criteria.



Data Extraction and Synthesis

From our empirical analysis of the retrieved literature, four main categories (“non-negotiable rejection,” “acceptability under conditions: elements in favor,” “acceptability under conditions: elements against,” and “decision-making procedures for clinicians”) and three levels of ethical elements emerged. Table 1 outlines the ethically relevant elements found in the 99 selected articles. Several groups of elements are conducive to an absolute prohibition on coercion when the authors are not willing to balance them against contradictory elements. Other elements speak a priori against the use of coercion, but most authors agree that it is possible to override them in exceptional circumstances when other major moral values can be fulfilled thanks to coercive measures. Coercion is then justified (or not) depending on the respective weight of the elements that speak against or for it. The different ethical elements are presented as applicable components to be considered and weighed against each other when deciding whether to use coercion in clinical practice.


Non-negotiable Rejection

In the literature that we found, a minority of authors argue in favor of an absolute ban on the use of medical coercion (see Table 1, main category 1, non-negotiable rejection). The reasons they put forward are that coercion violates fundamental rights (including dignity and integrity), as well as major bioethical principles (autonomy, beneficence, and non-maleficence), which, in their view, do not support any concession. They are not convinced that infringement of these fundamental rights and principles can be legitimately overridden in a psychiatric context, regardless of the reasons provided (31, 72, 73). In those articles, the authors doubt the justification of using ever medical coercive measures to prevent a potential and/or indirect risk to others, thereby limiting this capacity to law enforcement.



Acceptability Under Conditions: Elements in Favor

Most authors of the retrieved literature specify that coercion may be an adequate measure, but only in certain circumstances. They then provide details about reasons to favor and reasons to reject coercion. We grouped together all ethically germane elements mentioned as reasons to tolerate coercion (see Table 1, main category 2, acceptability under conditions: elements in favor).

Regarding elements in favor of coercion, some authors point out that moral values such as the patient's autonomy, dignity, and integrity are not necessarily violated by the use of coercion (86, 87). This is the case, for example, if special and benevolent attention is provided during the period of care under coercion, and if coercive measures are used to safeguard the patient's values and long-term wishes (4). According to the Swiss Academy of Medical Sciences (SAMS), autonomy corresponds to respect for a person's free choice and self-determination, dignity corresponds to respect for the whole person, and integrity is primarily understood as respect for bodily integrity (1). However, the literature is far from uniform in the definitions of these ethical concepts (141).

Other moral values are put forward in the literature to justify the occasional use of coercion in different contexts in which the overriding values change (45): major bioethical principles (23) such as beneficence (promoting well-being), non-maleficence (avoiding harm), and justice/equity (the fair distribution of goods among individuals according to need) may counterbalance the infringement of autonomy (1, 9). The safety of patients or others (caregivers, other patients, relatives, society) is another moral value mentioned by some authors to justify coercion (42, 81). The serious disruption of communal life (particularly in hospital units) is a criterion permitted by the Swiss Civil Code for instituting a coercive measure (1). However, as claimed by the SAMS, legal permission does not mean that it is ethically justified, especially if the restriction on the patient's rights is grounded in the aim to ensure the “comfort” of other patients and/or caregivers (inconveniences due to behavior management, noise caused, disturbances, etc.) (1). Protection from violence is a key reason to use coercive measures limiting freedom of movement in psychiatry (2, 3); several authors state this as a reason in favor of such measures, often as the central reason (1, 4, 6, 9, 17, 18, 29, 31, 40, 42, 47, 72–76, 81, 88, 89, 91–93, 96–98, 105, 113, 114, 127, 128, 134). Psychiatry is caught between expectations of care, safety, and even sometimes a degree of social control (judicial authority) (26, 42, 87, 91, 110, 123). This generates tension and pressure that clinicians should be aware of to make an ethical decision. Using coercive actions to prevent a potential and/or indirect risk to others is, in any case, not the same as punishing a person who has already attacked someone else, a role clearly outside the scope of psychiatry (31, 72, 73).

A second group of ethical elements used to justify coercion involves the need to secure a safe, livable environment. Indeed, some authors believe that a peaceful communal life implies that some forms of coercion are necessary (17, 73) and already present (e.g., according to libertarian principles, one can act freely as long as one does not restrain the freedom of others). This implies that everyone should accept a certain form of self-coercion for the sake of communal life. From this perspective, coercion—in the sense of (self-) limitation of a potential omnipotence—is more ordinary than exceptional (77, 87). As pointed out by these authors, it does not seem possible to live in a community without constraints or to enjoy one's rights in an absolute manner without restrictions. Coercion is thus conceived of as a necessary tool for the proper realization of peaceful life in the community. The authors recognize, however, that coercive measures can encroach upon people's rights, and the kinds of coercive measures referred to in medical contexts (particularly in psychiatric ones) are likely to be more intrusive than those needed for an ordinary communal life. Thus, decisions over the need to use intrusive coercive measures must be made on a case-by-case basis (31, 74). The overriding of fundamental rights is regulated by clear laws and official recommendations (1, 32). Nevertheless, this legal dimension is often insufficient for ethical legitimization. Critical situations encountered in clinical practice—especially when the patient's informed consent and right to self-determination are overridden—require a more differentiated evaluation than what the law provides (42). From a legal perspective, only “formal” coercion is considered a serious matter and is precisely regulated (4, 77). That said, “informal” coercion also occurs in medical contexts; it is described as more insidious, often hidden, and more common than one might think; sometimes, caregivers do not realize that they make use of it (9, 31). The authors point out that informal coercion also violates patient's rights. It is thus important to be aware of it and to justify it ethically (1, 4).

Another element used to legitimize coercion is the therapeutic relationship. Patient-caregiver interactions are valued and, in certain circumstances, may be improved by using coercion (4, 72, 74). For instance, this is the case if the patient, in an advanced care planning phase, has agreed with the caregiver that coercion is the best therapeutic means to overcome a crisis. Arguably, coercion can then be seen as a way to enhance the patient's condition and/or therapeutic relationship (89). Many authors consider the relational dimension to be a vital element to take into account when evaluating whether coercion is appropriate (9).

Indeed, when a coercive measure is introduced (regardless of its nature), the authority of the physician (as an individual) exceeds the patient's right to autonomy and self-determination. This overstepping must be defendable as such. Some authors insist that the way in which physicians exercise their authority over their patients must be carefully examined since patients tend to be unduly influenced by health care authorities (1, 91).

For some authors, in the case of conflicting views, the subjective perception of the patient (rather than of the caregiver) is the most relevant factor for deciding whether coercion is beneficial (4, 9, 29).



Acceptability Under Conditions: Elements Against

In contrast to the abovementioned list of elements in favor of coercion, the literature describes many ethically relevant elements against the use of coercion (see Table 1, main category 3, acceptability under conditions: elements against). The most obvious reasons to reject coercive measures lie in the fact that they tend to infringe upon fundamental rights such as freedom, autonomy, dignity, and integrity. In some cases, coercion violates beneficence, non-maleficence, or safety (e.g., coercive measures may cause physical harm). These are strong reasons to actively search for alternatives to coercion that make its use unnecessary.

Furthermore, many authors make it clear that coercion, when used for punitive or comfort purposes (for caregivers or others), is not justifiable, except in rare cases that must be carefully substantiated (4, 17, 92). Some authors point out that it is critical to be aware of the risks of abuse of power and of using coercion for the interest of others before that of the patient (31, 73, 89).

Moreover, the frequent, significant side effects of coercion (e.g., post-traumatic stress disorder (PTSD), an increase in psychotic or anxiety symptoms, deep vein thrombosis, strangulation, death, etc.) are described as reasons to refrain from using it (4, 31). In relation to the abovementioned distinction between informal and formal coercion, the absence of decision-making capacity should not facilitate the use of coercion (1, 4, 9). Indeed, an absence of decision-making capacity is necessary to use coercion but is not sufficient (1, 4, 9, 10, 17, 18, 29–32, 74, 75, 77, 81, 86, 89, 91, 105, 137). Decision-making incapacity alone is not enough to coerce someone; paternalism and power abuse would appear (31, 32). Further, some authors consider informal coercion to be just as ethically illegitimate as formal coercion since it impacts patients; while leaving them only the appearance of choice, it is sometimes used in a concealed manner and may even induce stronger negative feelings than formal coercion (9).

In addition, there is the risk of misconstruing crucial notions such as coercion or mental disorders. Some misconceptions cloud the importance of relevant ethical considerations that should be taken into account when assessing the adequacy of coercion. For instance, caregivers who believe coercion to be a usual or normal procedure, or who perceive decision-making capacity as a precondition when speaking about coercion, are unlikely to fairly evaluate the adequacy of coercion (especially when treating patients suffering from mental disorders) (1, 18, 76).

If there are other, more human rights-friendly alternatives, this will constitute a reason not to use coercion (18, 32, 72). Some authors attribute the use of unjustified coercion in psychiatry to an inadequate assumption of authority-with-the-right-to-impose (42, 91). Such an erroneous view of caregiver's authority over the patient is also described as having negative effects on the patient-caregiver relationship (4, 72) and as denoting a lack of competence on the part of caregivers (9, 81).

Another element against the use of coercion is the negative, subjective perceptions reported by caregivers and their patients. These negative feelings accompanying the use of coercion are described in the literature as detrimental or even deleterious. Coercive practices may create more harm than good, making their use highly controversial (73–75).



Decision-Making Procedures for Clinicians

In addition to the ethical elements for or against the use of coercion, authors also cover vital procedural values and provide advice for clinicians who need to make decisions (see Table 1, main category 4, decision-making procedures for clinicians).

The authors elaborate on the fair application of coercion, which requires one to take the time to balance the reasons for and against its use. Such an evaluation needs to be undertaken anew in each situation. The authors point out that to make a fair, unbiased evaluation in clinical situations, it is important to identify and consider all elements pertinent to that situation, to weigh them properly, and to balance them out. Such a procedure helps one to make ethically acceptable choices about coercive measures (74) (Table 1) and lowers the risk of deciding alone based on gut feelings.

In this context, principles of proportionality, necessity, and subsidiarity are highlighted (81, 93). The overall process of care or the medium-term objective into which the coercion is inserted is explained as making it possible to reinscribe the measure in a broader context than simply managing the crisis, and thus to give it a place as a means of providing care to the patient (18, 77). Furthermore, the degree of justification required can vary according to the extent of coercion or influence used (which can be placed on a continuum) (4, 29). The perspective of the clinician, including his/her moral values, is also considered a relevant aspect for decision-making (29, 74). In addition, there are pertinent conditions that need to be considered in the evaluation; even if taken into account separately, they are not sufficient to make a choice. These conditions include the presence of a severe mental disorder, an incapacity of discernment, being a danger to oneself or others, and/or a need for care (1, 17, 86). Numerous articles point out the use of coercion as a means to recover autonomy based on relational ethics of care and using concepts such as relational autonomy and interpersonal interactions (4, 9, 17, 26, 37–39, 74, 77, 81, 87, 106, 114).

In concrete clinical scenarios, it is necessary to balance the different moral values at stake while making an assessment. Some authors favor certain elements over others: autonomy over safety, beneficence, or non-maleficence, and beneficence over non-maleficence, the safety of others, or fairness (4, 91, 127). When we ignore fundamental elements in the evaluation, we can expect strong moral disagreements between those involved (patients, caregivers, relatives), as well as risks of abuse of power and errors in weighing the benefits and risks of the measure (74, 89). According to some authors, a misconception of patient refusal or mental disorder as an a priori disability also leads to errors in the assessment (31, 77). On the other hand, the caregiver may be caught up in the choice to be made between different moral values (4, 87), and may be misled by the patient's verbalization of what the caregiver expects (29).





DISCUSSION

Our analysis revealed relevant ethical elements (e.g., rights, values, practical considerations, the feelings of the actors involved, risks of side effects) in the literature for establishing the adequacy of coercion. Among these elements, some tip the balance against the indication for coercion, while others tip the balance in favor of an exceptional indication for coercion. This means that for each case of coercion, we should weigh the appropriate elements.

Our results imply that the main justifications for or against the use of coercion vary according to the moral elements defended (mostly principles such as autonomy, integrity, dignity, beneficence, non-maleficence, equity, and safety) and the relative weight given to them. In the literature, some authors especially stress certain elements (e.g., autonomy) over others (e.g., safety), while some ignore arguably germane elements in their assessment (e.g., patient's need/right to treatment or to protection in crisis situations).

We found strong agreement on the idea that coercive measures should only be used in exceptional circumstances and that in each unique case, they should be legitimized by a fair balance of reasons given the legislation, official recommendations, and all ethical elements pertinent to the situation.

Some authors defend the view of an absolute prohibition on coercion, but this is due to an exclusive focus on fundamental rights that are described as non-negotiable (e.g., the duty to respect autonomy in all circumstances). Most authors recognize that even fundamental rights such as autonomy and self-determination may be infringed upon in exceptional clinical situations. However, this can only be done when all other alternatives that are more respectful of the patient's rights have failed and when coercion helps to achieve the greater good (e.g., cases of immediate risk to the patient or others). The fact that coercion is always presented as a rare option of last resort (often in urgent situations) and that it needs to be thoroughly justified underlines how much importance authors give to patient's autonomy and self-determination. However, we found substantial variability in the evaluation of available alternatives. In some cases, authors do not mention relevant ethical elements in their evaluation. For instance, they may refer autonomy and safety but not benevolence, non-maleficence, or justice (9), or the absolute respect of fundamental rights but not the problem of managing a potential risk to others (31, 72, 73). Justice is often an underevaluated principle in studies on coercion (4). In other cases, they diverge on which ethical element should be prioritized or on how much weight should be attributed to a given element.

Based on the retrieved literature, we propose examining several recurrent points of reflection: the use of different argumentative strategies in the literature; the different categories of models used to assess the adequacy of coercive measures; the need to clarify certain concepts used in psychiatric practice; an analysis of whether there are circumstances or limits beyond which coercion is not acceptable or proportionate; and the importance of considering the manner and means in which coercion is applied. Finally, we propose discussing the use of coercive measures limiting freedom of movement in the context of relational ethics of care through the concepts of relational autonomy and interpersonal relationships.

First, in the retrieved literature, different argumentation strategies legitimize the use of coercion. Many ethical reasons are formulated according to a modality of exception. Coercive measures are considered fundamentally prohibited, but their use may be tolerated in exceptional circumstances detailed in laws, conventions, and national or cantonal regulations. Scientific evidence for the therapeutic effectiveness of coercive measures is highly polemical (70). Their justification and acceptance for use based on recommendations of good practice are most often rooted in expert consensus (32). Another argumentation modality found in the selected articles is the tendency to justify one's action a posteriori based on observed consequences. For example, by justifying the measure by the patient's later subjective reaction (improvement of symptoms; recognition a posteriori of the need for the measure; positive emotions reported) or that of the caregiver (exculpation by justifying the measure via the absence of alternatives to coercion; certainty that otherwise there would have been a dangerous act for the patient or others; that leaving the patient without care would have been deleterious for the latter in the future) (4, 9, 29, 73–75). A third argumentative strategy found in the literature is that of discrediting a posteriori the choice to use coercion by considering that the caregiver lacked competence and misused his/her authority (9, 81). This is an external judgment without necessarily understanding all the issues at stake in real situations, which would require a more detailed analysis of the issues facing the caregiver, who has to make the decision. These argumentation strategies reflect the way in which the authors weigh the various ethical elements at stake.

We would like to highlight one particularly relevant analysis proposed by Torbjörn Tännsjö. In an effort to group argumentative elements together, he worked out four different theoretical models that can be used to assess the adequacy of coercive measures (18, 81, 86). The identified models differ regarding the ethical elements they prioritize:

(1) According to the “need model,” “people suffering from a mental illness, who need medical treatment for it, and who do not assent to treatment, should be coercively treated for their illness” (18).

(2) Based on the “life rescue model,” “a more restricted model would be that only people who suffer from mental illness, who need medical treatment for it, whose lives are put at risk if they are not treated and who do not assent to treatment, should be coercively treated for their illness” (86).

(3) According to the “incompetency model,” “only people who suffer from mental illness, who need medical treatment for it, who are not capable of making an autonomous decision about their medical needs and who do not assent to treatment, should be coercively treated for their illness” (18, 86).

(4) The “full responsibility model” underlines the importance of providing the same care and rights to all patients (e.g., having responsibilities toward patients with mental disorders as any person would ordinarily act” (18). Tännsjö discusses the respective value of these models and favors the “incompetency model” since it respects patient's autonomy as much as possible (18, 86). More research is needed to compare and assess the ethical relevance of these models.

A third interesting point to note is the need, reported by several authors, to clarify concepts used in psychiatric contexts (4, 9, 82). Indeed, we found great disparities in the definitions in the literature, and sometimes, the definitions proposed are unclear (21). For example, coercion is defined according to a dichotomous modality, either as emanating from an external authority or by the limits that one can impose on oneself internally (29, 77); in contrast, it is sometimes defined as a continuum with different degrees of intensity and constraints on freedom (1, 4, 31, 81). Most commonly, a distinction is made between formal, informal, and subjective coercion (4, 17, 77). Other notions need to be clarified for better psychiatric practice, such as person (4, 81, 82), identity (77), freedom (1, 32, 74, 77), or integrity (9, 75). The relevance of using the concept of “dignity” is a matter of debate (90, 142, 143). Regarding coercion, its definition includes the notion of paternalism, which has a pejorative connotation in the common sense, while being understood in a more nuanced way by some authors; “soft paternalism” is seen as a way to take care of patients with mental disorders, at least when the aim is to restore their autonomy (75). While it is important to clarify concepts, the plethora of existing definitions may lead to confusion and misinterpretation. In the domain of psychiatry, more collective work is needed to unify the terminology and concepts used in relation to coercion.

Assuming that coercion can be justified in some circumstances (e.g., when it is the only way to fulfill a fundamental value or right) (9, 17, 42), a crucial question is to identify whether there are limits above which coercion is not proportionate or circumstances in which coercion is not acceptable. Some authors argue that some forms of violations are prohibited whatever other value they may fulfill. For instance, it is never permitted to violate the physical integrity of a competent person (1), to torture a person, or to impose inhuman or degrading treatment (144, 145). The latter risk is the most common in psychiatry. For instance, if a caregiver actually intended to harm, humiliate, or punish a patient with coercive measures, this could not be justified by referring to therapeutic benefits. Clinical settings, however, are full of gray areas of which it is important to be aware. This reflection highlights the relevance and difficulty of virtue ethics: Caregiver's intentions, personality, and responsibility matter when we evaluate the acceptability of a coercive measure (32).

Further, the manner and means of coercion need to be considered while evaluating its adequacy. Even in the case of a purpose that is considered legitimate (e.g., ensuring the safety of, and protecting, the patient or others), the way in which coercion is employed might make it unacceptable. Legislation and professional recommendations provide clear, useful safeguards. There is less ethical conflict about how coercion should be used compared to when it is indicated to use it. Nevertheless, clear, uncontroversial instructions on how to utilize coercion do not alleviate the urgency of developing alternative strategies designed to reduce the use of coercion in the first place (de-escalation techniques, advance directives, a Joint Crisis Plan, a trialogue) (21, 146–148).

Finally, one of the most common arguments in the literature is that the patient's autonomy is a critical element in evaluating the justification of coercive measures limiting freedom of movement (4, 86, 87). Some authors go further: Based on the concept of relational autonomy and on the theory of the social construction of the individual through interpersonal ties, one might perceive coercion as a constructive component of a more global process of the recovery of autonomy (4, 9, 17, 26, 37–39, 74, 77, 81, 87, 106, 114). Rethinking coercion within the relational ethics of care may open up new perspectives on care. This is a promising avenue for future studies.


Strengths and Limitations

To our knowledge, this article is the first to review the ethical elements mentioned in the literature to justify (or not) the use of coercive measures.

Our approach is based on a non-systematic—and thus non-exhaustive—review of the literature or of all ethical justifications for coercion. Nevertheless, most elements that we found are referred to in several sources, which indicates that we are close to data saturation. Our review thus seems to consider the main reasons for the use of coercion reported in the literature.

The literature we found includes few articles focusing mainly on the ethical issues raised by the use of coercion. Most articles address ethical problems in their discussion section only. It would be worth devoting more conceptual and ethical analysis to these crucial issues to clarify key notions and develop sound, applicable evaluation tools (4, 9, 82). Following the reviewers' comments, we added keywords to our search during the review process and reiterated all the steps of the article selection in the subsequent literature. The articles included based on the revised search strategy resulted in a greater volume of literature, but did not yield additional arguments for our result's structure.

We did not aim to investigate whether there might be different language uses and ethical trends across professional groups of authors (philosophers, lawyers, ethicists, clinicians) or across times (contemporary vs. older articles). Our findings did not reveal clear patterns, but it might be interesting to investigate the matter more closely.



Conclusions

This narrative review of the literature shows that most authors of the included publications advocate for limiting the use of coercion to well-defined, exceptional circumstances. However, evaluations of acceptability vary and depend on the moral values prioritized by the authors, on the content of local laws, and on official recommendations. When there are no available alternatives that are more respectful of the patient's rights as a whole, clinicians need to be able to justify their choice of using coercion. To this end, it is crucial to be able to identify all relevant ethical elements needed for the assessment. Prior knowledge of existing arguments, conceptual nuances, and controversies allows creating the appropriate distance and making sound decisions when difficult situations arise. In this way, the patient's well-being and autonomy can be preserved as much as possible. Thinking of coercive measures not only as safety and risk reduction methods, but also as part of a process aiming to rebuild identity and autonomy in the medium term, could result in coercion processes that are more acceptable to patients and caregivers. In addition, it remains vital to develop alternatives and to ensure continuous ethical assessment to evaluate whether the negative consequences of a coercive measure can be justified over time.
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Autonomy as an intrinsic human value, to be respected at all costs (4, 17, 29-31, 72, 73, 76, 82, 83)
Violating integrity is prohibited if decision-making capacity s present (1, 17, 73)

Respect for human dignity
Respect for autonomy

Respect for bodily integrity

Coercion prohibited if decision-making capacity is present
(1,4,17,31,74)

Mental disorder does not exist; hence, there is no legitimacy for the
use of coercion (76, 82, 84, 85)

Respect for moral values

Ontology of (a) mental disorder(s)

Acceptability under conditions
Elements in favor of coercion
Prioritized moral values. Autonomy Absence of contradiction between autonomy and coercion (86)
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Respect for autonomy not absolute (32)

Supported autonomy (4)

Coercion of autonomous patients (1, 17, 77)

Integrity Avoid darmage to integrity if coercion is used (87, 88)

Coercion is possible, but integrity may not be violated if autonomy is present (1, 17)
Dignity to be respected, even if patient is coerced (1, 9, 42, 73, 74, 87, 88)
Coercion can bring a greater perception of dignity (4, 29, 81, 87, 89)

Dignity as an outcome of coercion assessments (32, 90)

Institutions and their measures are beneficial (1, 9, 41, 42, 77, 87, 88)

Coercion is necessary if there is no other possibilty of respecting benevolence
(1,4,9,17, 18,31, 41, 42, 47,68, 77, 81, 88)

Coercion is needed to protect the patient's interests (paternalism)
(4,9, 18,29, 31,32, 36, 40, 42, 47, 48, 73, 75, 77, 80, 86, 87, 89, 91)

The relational nature of the person allows one to intervene in his/her life (4, 39, 82)

Coercion is needed if there is no other possibilty to respect non-maleficence
(1,4,17,31,42,77,81)

Coercion as an alternative to the occurrence of other damage or harm
(1,4,9,18, 29, 47, 73-75, 81, 88, 89, 92, 93)

Not using coercion would be non-assistance to a person in danger (17, 72, 86, 91, 94, 95)
Less frequent coercion for non-maleficent purposes (17)

Respect for dignity

Benevolence

Non-maleficence

Justice/faimess Coercion for society's protestion and well-being (9, 31, 72)
Coercion to regulate with justice and fairmess (1, 9, 11, 32, 77, 87)

Indivicual rights are to be balanced with the common good (74, 81, 91)

Coercion: Little reference to justice (4)

Safety Safety of others (1, 4,9, 31, 42, 47, 72-74, 81, 83, 89, 91, 93, 96, 97)

Patient safety (4, 9, 25, 42, 72, 73, 81, 86-89, 91, 93, 98-102)

‘Community primacy (good of the many) (1, 29, 42, 72, 73, 81, 103)

Overstepping is allowed under certain circumstances (1, 9, 17, 29, 30, 77, 80, 95)
Restrictions on freedom to be adapted to the need for treatment (42, 47, 80, 104)
Dichotomous approach: Rights are respected or not (2)

Community well-being

Authorized infringement of rights Overriding fundamental rights and freedoms:

Necessary cosrcion Unavoidable coercion (1,9, 17, 42, 73, 88, 93, 96, 105, 106)
To consider coercion as unethical s too simplistic (9, 17, 32, 73)
Coercion as naturally present Coercion is present in daily lfe (77, 87)

Goercion is present in daly clinical practice (67)
Coercion is common in psychiatry (9, 32, 42, 75, 91)

Legislative norms regulate coercion (1, 4,9, 17, 22, 37, 41, 42, 47, 73-75, 107, 108)
Legal standards take the principle of autonomy into account (9, 32, 86)

Legal basis and official recommendations

Guidelines are based on scientific evidence and ethical outcomes (32, 109)
Factors influencing the justiication of the infringement of rights Dichotomous approach: Coercion is ethical (or not) (29)
The conception of freedom changes the justification (74, 77)

Limits to the authorization of
coercion

Fundamental rights to be respected, even under coercion (9, 42)

Coercion requires ethical justification (1, 17, 31, 78, 110, 111)

Relational factors to consider Physician’s responsibility Moral and legal responsibity toward the patient (9, 29, 42, 91, 95, 112)
Duty of care (25, 99, 103)

Necessary moral and professional qualities (4, 26, 32, 74, 87)

Avoid role-based confiicts (1, 38, 86)

Patient-caregiver relationship (1, 4, 9, 29, 32, 74, 82, 86-89)
Communication (1, 4, 9, 74, 87, 88, 112-117)

Caregiver competence (1, 4,9, 82, 72, 74, 87)

Debriefing in anticipation of the future (72, 74, 117)

Lack of health care personnel (72, 89, 93, 109)

Relatives to be involved in decisions (1, 4, 11, 87)

Goercion when relatives are exhausted or overwhelmed (1, 9, 29, 86, 91)
Of caregivers (4, 9, 29, 72-74, 93)

Of patients (1, 4, 9, 29, 72, 74, 75, 87, 89, 116)

Patient-caregiver interactions

Place of relatives

Beneficial, subjective perceptions

Elements against coercion

Respect for fundamental rights Infringement of fundamental rights Rights are to be respected, but can be overstepped in certain circumstances (31, 77, 81, 118)

Respect for moral values

Respect for human dignity
Respect for bodly integrity
Respect for autonomy

Risk of losing dignity with coercion (72, 87, 89, 90, 93)
Goercion as a violation of integrity (73)
Coercion affects autonomy (4, 17, 31, 74, 77)

Respeoting autonomy allows one to decrease coercion (4, 31, 77, 100)

Autonomy to be respected unless there is danger or decision-making incapacity
(1,9, 18, 25,31, 73, 81,82, 103, 104, 112, 119-122)

Amental disorder does not imply a lack of autonomy (4, 9, 24, 31, 82, 76)
Coercion is contrary to the patient's interests (4, 31)

Unjustifiable paternalism (4, 9, 29, 31, 82, 73, 76,91, 104, 128, 124)
Benevolence often comes first in psychiatry, but is not enough (9, 29, 31, 76, 82)

Benevolence

Non-maleficence Coercion is contrary to the principle of non-maleficence (32, 72, 125)
Prevention of damage in advance is not justifiable (9, 73)
Safety Unjustifiable coercion for safety (72, 126)

Institutionalization for safety is not justifiable (9, 17)

Other elements weighing against
coercion

Punitive coercion is unacceptable Punitive use of coercion (4, 42, 73, 92)

Punitive perception of coercion (4, 31, 74, 89, 93, 102)
Difference between punishment and care (18, 32, 82, 126)

Abuse of power (4, 31, 72, 81, 87, 92)

Global process Coercion prevents an increase in self-esteem and a sense of identity (31, 72)

No proven efficacy (4, 17, 18, 31, 72, 75, 76, 82, 100, 126)

Anticipation/comfort of caregivers (1, 9, 31, 73, 89, 93)

Safety of others is important (6, 9, 18, 40, 42, 73, 76, 89, 127, 128)

Relatives involved in coercion-related decisions (1, 89, 93)

Negative and traumatic experiences (1, 4, 31, 72, 74, 89, 93, 96, 108, 129-131)

Risk or aggravation of somatic disorders (4, 17, 31, 75, 87, 89, 92, 93, 125, 130)

Personality changes (4, 18)

Coercion can impair decision-making capacity (4)

Informal coercion to be considered as coercion i its own right, therefore to be justified (1, 9, 31)

Informal coercion leaves the patient in a position of no choice (4, 9, 75)

More serious consequences require more justification than informal coercion (4, 6, 77)

The interests of others are put before the patient's interests

Adverse effects of coercion

Informal coercion

Formal coercion
Banalization (1, 38, 87)
Elements of inadmissibilty of the Decision-making capacity

justification of coercion

Decision-making incapacity is not sufficient to justify coercion (1, 17,31, 77, 123)

Ontology of (a) mental disorder(s) Amental disorder does not justify coercion (1, 9, 24)
Identical mental and somatic disorders (18, 32)

Coercion not as the first phase of treatment (72)

Prevention, de-escalation, communication (4, 17, 18, 109, 117)
Recovery and advance directives (18, 32)

Respect for the patient’s rights (25, 32, 42)

Research to be pursued (11, 18, 32, 86, 105, 132)

Hospital discharge: The gray area of no choice (9, 32)

Preventing coercion Alternatives (125)

Relational factors to consider Need for clearer recommendations to respect the patient

Place of psychialry and psychiatrists The only discipline where treatment can be provided against the patient’s wil, so be careful

(42,72,76)

Psychiatry is caught between different norms (social, legal, medical), so there are tensions and
pressures to be aware of for an ethical decision (26, 42, 87, 91, 110, 123)

Coercion alters the therapeutic relationship (4, 17, 31, 72, 120, 130)
Coercion is used to avoid caregiver involvement (72, 89)

Astrong relationship can reduce coercion (4, 10, 32, 93)

Lack of ability to assess dangerousness (81)

Problem evaluating decision-making capacity (4, 9)

Negative emotions and guit (4, 17, 74, 87, 89, 93, 132)

Ambivalent feelings to be analyzed for a patient-centered decision, not the caregiver's seff-interest
(32, 74)

Coercion as the omnipotence of caregivers (1, 72, 73)

Other people’s eyes (4, 75)

Negative experiences of coercion (4, 31, 72, 74, 75, 89, 93, 117, 120)

Patient-caregiver relationship

Caregiver competence

Subjective perceptions of caregivers

Subjective perceptions of patients
Subjective perceptions may differ from objective measures, to be considered for the care and
support of the patient (9, 75)
Principle of the least restrictive measure not appiicable because assessment is subjective (74, 133)
Decision-making procedures for clinicians
Conditions for the fair application  Principles of proportionaiity and necessity
of coercion (1,17, 42, 47,74, 81, 88,93, 112)
Principle of subsidiarity Coercion as a last resort (1, 17, 26, 72, 75, 89, 91, 105, 134)
Least restrictive method (1, 4, 9, 31, 41, 81, 93, 102, 135)
Choice of method with the best or least negative consequences (29, 74, 77, 81, 136)
Non-cumulative (but altemative) measures of coercion (1, 17, 81, 88, 93)
Severe mental disorder (1, 4,9, 17, 18, 29, 82, 47,74, 75, 77, 81, 86, 88, 91)
Decision-making incapacity (1, 4,9, 10, 17, 18, 29-32, 74, 75, 77, 81, 86, 89, 91, 105, 137)
Danger to oneself or others: the right to protection
(1.,4,9,10, 17, 18, 29, 42, 73-75, 77, 81, 86-89, 91, 105, 113, 115, 134)

Need for care: the right to treatment
(1,4,7,9,17, 18,29, 31, 42, 47, 72, 74, 80, 81, 86-88, 91, 92, 94, 105, 124, 137, 138)

Emergency (1, 17, 18, 42, 81, 87, 91, 105)
Agitation/violence (1, 17, 73, 81, 89, 91-63, 98, 105, 113, 114, 134)
Efficiency (1, 4, 9, 10, 17, 18, 29, 31, 32, 72-75, 77, 81, 86-89, 92, 93, 98, 105, 139)

Necessary (but not sufficient) conditions.

Justification according to the overall process of care in which the
measure fits

Coercion as a care setting (4, 9, 17, 72,73, 77, 81, 91-93, 135, 139)
Recovery of autonomy, relational autonomy (4, 9, 17, 26, 87-39, 74, 77, 81,87, 106, 114)
Post-acceptance (29, 77, 81)

Distinction between punishment and care (1, 18, 74)

Degree of the coercion continuum (1, 4, 9, 29, 31, 77, 81, 87, 92)

Degree of influence (4, 29)

Informal coercion to avoid formal coercion (4, 9, 31, 74, 77, 87)

Formal coercion varies (42, 47, 75)

Evaluation according to dichotomous criteria (29)

Individual assessment (1, 31, 42, 47, 74)

Level of justification required

Proper evaluation criteria

Decision-making capacity assessment (1, 4, 9, 29, 72, 77, 86, 91)
Intervention assessment (17, 74, 116, 118)

Assessment of future danger (4, 9, 29, 72, 73, 77, 91)

Evaluation of the lifting of the measure (1, 47, 73, 81, 87)
Assessor competencies (1, 29, 74, 87, 115)

Conflicting standards According to the moral weight at stake

(1,4,9,17,82,42,78,74,77, 81, 87, 83,91, 136, 140)
Autonomy-safety (1, 4, 9, 32, 42, 74, 87, 91, 93, 97)

Benevolence-autonomy
(1,4,7,17, 26,29, 31, 42, 48, 74, 87-89, 91, 93, 136, 137, 140)

Non-maleficence-autonomy (1, 4, 17, 42, 74, 88, 91)
Beneficence-non-maleficence (4, 87)
Benevolence-safety of others (18, 40, 42, 73, 127, 128)
Benevolence-equity (4, 9)

Risk of abuse of power (4, 31, 74, 87, 130)

Balance of benefits and adverse effects (17, 74, 101)
Internal caregiver conficts (4, 7, 25, 42, 74, 89, 93)
Value conflicts for relatives (87, 89, 91, 93)

Evaluation Patient refusal does not imply decision-making incapacity
(1,9, 17,24,29, 31,74, 77,87, 91)

Mental disorder does not imply decision-making incapacity
(1,4,9,18,31,75,77,81, 86)

Evaluation paradoxes

Choice of measure

Choice between moral values (4, 87)
Patients say what caregivers want to hear (29)
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