http://researchspace.auckland.ac.nz

ResearchSpace@Auckland

Copyright Statement
The digital copy of this thesis is protected by the Copyright Act 1994 (New
Zealand).
This thesis may be consulted by you, provided you comply with the
provisions of the Act and the following conditions of use:
•
•
•

Any use you make of these documents or images must be for
research or private study purposes only, and you may not make
them available to any other person.
Authors control the copyright of their thesis. You will recognise the
author's right to be identified as the author of this thesis, and due
acknowledgement will be made to the author where appropriate.
You will obtain the author's permission before publishing any
material from their thesis.

To request permissions please use the Feedback form on our webpage.
http://researchspace.auckland.ac.nz/feedback
General copyright and disclaimer
In addition to the above conditions, authors give their consent for the
digital copy of their work to be used subject to the conditions specified on
the Library Thesis Consent Form.

PERCEPTIONS OF COERCION OF PATIENTS

SUBJECT TO THE NEW ZEALAND MENTAL
HEALTH (COMPULSORY ASSESSMENT AND
TREATMENT) ACT 1992

Brian G. McKenna

Thesis submitted in partial fulfilment of the requirements for
the degree of Doctor of Philosophy in Psychiatry
The University of Auckland, 2004

Abstract

The use of mental health legislation to'determine involuntary treatment for people
suffering from mental illness (civil commitment) is a controversial issue, centred on the

abiliry of civil commitment to be coercive by limiting patients' choice, autonomy and
self-determination

The intent of the New Zealand Mental Health (Compulsory Assessment and Treatment)

Act 1992 was to limit coercion by emphasising informed consent (even

if

treatment can

be administered without iQ; recognising the civil rights of patients subject to civil
commitment; and encouraging involuntary treatment in the least restrictive environment
(the community). However, there is no evaluative research that considers the extent to
which patients subjected to the legislation perceive coercion.

The aim of this thesis was to consider the extent to which mental health legal status
equates

with coercion, the factors that impact on patients' perceptions of coercion and

the factors that have the potential to ameliorate such perceptions.

Empirical cross-sectional comparison srudies, measuring perceived coercion using

validated psychometric measure, were undertaken
implementation

of civil commitment. These

at

three points during

involved

a

the

comparison between

involuntary and voluntary patients admitted to acute inpatient psychiatric services,
comparison between involuntary patients admitted

to

a

a

acute psychiatric inpatient

services and involuntary patients admitted

to

forensic psychiatric services, and

a

comparison between involuntary and voluntary outpatients.

The studies found that legal status is only a broad index of the amount of coercion
perceived by patients. Some voluntary patients feel coerced and some involuntary

patients found the process non-coercive. Perceptions

of

coercion cannot be fully

explained by socio-demographic and clinical characteristics, or by coercive incidents
that occur throughout the process of civil commitment. Rather, the perceptions relate to

the total experience

of civil commitment,

including the interactive processes with

clinicians. In this regard, involving patients in proceedings that are experienced as fair
and

just (procedural justice) has a marked impact on reducing patients' perceptions of

coercion.

In conclusion, the findings are underscored by legal requirements and ethics in order to
provide clinical guidelines for implementing civil commitment.
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Chapte r 1 : Introduction

"Treating people with rnental disorders without their consent has always been the
defining human rights issue in mental health law" (Monahan, Swartz, & Bonnie,2003,
p.23).

Civil commitment or the use of mental health legislation to determine involuntary
treatment for people suffering from mental illness is a contentious and controversial

issue. Views concerning its appropriateness are to some extent influenced by the
impassioned anecdotal accounts of mental health service users who have experienced

civil commitment

as an imposition.

One such account recalls personal experience of inpatient psychiatric hospitalisation in

New Zealand in the 1980s (Stevens,2003). There is explicit reference to involuntary
hospitalisation involving the use of physical force, abuse and deceit that undermined the
autonomy and self-determination of the person concerned. The writer then goes on to

reflect on an episode of voluntary hospitalisation and states,

"l

believe that because I

was not involuntarily detained and had been able to leave at my request this last
admission was a turning point for

me. It marked the beginning of my ability to gain

control over my life and accept my experiences, thereby ensuring that I would never be
locked up again" (Stevens,2003, p. 102).

This account reinforces the a priori assumption that patients' perceptions of lack of
choice, autonomy and self-determination (i.e. coercion) accompanies involuntary

admission

to psychiatric inpatient

services, but that the experience

of

voluntary

treatment based on informed consent escapes coercion. This is despite commentators

who argue that coercion exists on a continuum from legal coercion through to coerced
voluntarism (Lovell, 1996).

It is important in the above account to reflect

on the date: the experience refers to

compulsory inpatient treatment in New Zealand under the Mental Health Act 1969.

Legal commentators have highlighted the dominance of the medical profession in
decisions made concerning involuntary hospitalisation under this legislation,

to

the

extent that the legislation is viewed as fostering unbridled medical patemalism (Bell,
2003; Dawson, 1987a). In contrast, the current mental health act in New Zealand, the

Mental Health (Compulsory Assessment and Treatment)

Act 1992, reflects an

of the civil rights of

patients subject to civil

international trend in the recognition
commitment, and the protection

of

these rights through legal process

(Bell &

Brookbanks, 1998).

A requirement of the Mental Health (Compulsory

Assessment and Treatment) Act 1992

is for compulsory assessment and treatment to occur in the least restrictive environment.
Compulsory assessment and treatment should occur in the community

if

at all possible

under Community Treatment Orders. Yet the same consumer of mental health services

makes this comment about this least restrictive alternative,

"I liken a Community

Treatment Order to ankle bracelets used for home detention" (Stevens, 2003, p.103).

Over the past eight years,

I

alongside patients subject

have practiced as a mental health nurse.

I

have worked

to the Mental Health (Compulsory Assessment

and

Treatment) Act 1992. From my own discussions with patients, I am aware of variation

in the extent to which they perceive their legal status as being coercive. lt appears that

there are also many factors apart from legal status that potentially impinge on patients'
perceptions, though it is often difficult to determine what these are. Given the presence

of coercion, I have also reflected on the need to focus on

aspects

of my practice that

ameliorate such perceptions. It is an interest in these matters, which led me to consider
the perceptions of coercion of patients subject to mental health legislation as the topic

for this thesis.

Civil commitment is a crucial component of mental health service delivery in New
Zealand and yet there is no research that highlights patients' experiences of the process.

Given the potential coercive nature

of civil commitment,

there

is an ethical

responsibility for clinicians to address such coercion when it arises. Yet there is also a
paucity of evidence-based research that informs appropriate interventions.

The intent of this thesis is to clariff the issue of patients' perceptions of coercion by
applying an empirical research methodology to answer the following questions:

o

Does mental health legal starus equate with coercion?

r

What other variables impact on patients' perceptions of coercion?

o

What factors have the potential to ameliorate patients' perceptions of coercion?

As the progress of legal status is variable, a prospective study following patients along
the pathway of civil commitment was not possible. Therefore this research attempts to

explore these questions, through three independent yet interrelated studies These

involve quasi-experimental cross-sectional comparison research designs comparing
patients' perceptions

of

coercion at three crucial points

in the process of civil

commitment. These points were chosen as they are times at which the patients
perception

of the legislation is liable to be accentuated. First, the perceptions of

coercion between involuntary and voluntary patients admitted

to acute inpatient

psychiatric services were considered. Second, the perceptions of coercion of patients

involuntarily admitted to acute psychiatric inpatient services were compared with
patients admitted involuntarily to forensic psychiatric services. Finally, a comparison
between the perceptions

of

coercion

of involuntary and voluntary oupatients was

considered. This is the first time that such research has been undertaken in New
Zealand.

Section 1 - inpatient psychiatric services
Mental health legislation permits legal coercion in the form of involuntary detention and
compulsory assessment and treatment (Harding, 1993). Historically, the emphasis

of

this treatment option has been within inpatient psychiatric services. The first study
compares the perceptions of coercion of patients being admitted involuntarily to acute

inpatient psychiatric services with those entering under their own volition as voluntary
patients.

ln New Zealand, the only related

studies that consider inpatients' perceptions of

coercion are a dissertation involving a descriptive survey of 43 involuntary patients
(Wyness, 1995) and a quasi-experimental pilot study in the form of a thesis using the
same research design as proposed for this study (McKenna, 1998).

This section of the thesis commences with a review of the literature (Chapter 2) that
sheds light on the history and purpose

of inpatient civil commitment, within

both

national and international and national context. The review reveals the polarised nature

of the

debate on

civil commitment and is a necessary background to the following

chapter that reviews the research on patients' perceptions of coercion (Chapter
research is centred

3). This

in two localities - the United States and the Nordic countries of

Europe, and is critiqued in order to derive the research questions to be asked and to
suggest an appropriate methodology to approach the questions. The methods chapter
(Chapter 4) outlines the cross-sectional comparison research design that is the basis

of

all three research studies and is followed by Chapter 5 that outlines the findings from an
analysis

of the data gathered. The final chapter in this section (Chapter 6) is

discussion of the comparison

of the coercion

a

experienced by the two samples and a

detailed consideration of the factors that influence the perceptions of coercion. A focal

point in this regard is a discussion of the role of 'procedural justice' (patients'
perceptions of involvement in fair decision making processes) in diminishing patients'
perceptions of coercion. Limitations of the research are discussed.

Section 2 -forensic psychiatric seruices
The increased incarceration rates of those suffering from serious mental illness since the

commencement

of the process of deinstitutionalisation are well recorded in

the

international literature (Hiday, 2003a; Monahan et al., 2003). In the New Zealand

context, recent epidemiological research reinforces this trend (Simpson, Brinded,
Laidlaw, Fairley,

& Malcolm, 1999). Yet in New Zealand, involuntary

cannot take place

in

prisons and requires inmates being transfened

ffeatment

to forensic

psychiatric facilities (Brinded, 2000).

Given the international trends regarding the incarceration of people experiencing

a

mental illness already mentioned, one would expect to find research into the perceptions

of coercion of such inmates during the process of admission to forensic psychiatric
services. However, there is no such published research. This section of the thesis
addresses this research gap

by focusing on the experiences of coercion of involuntary

patients admitted to forensic psychiatric inpatient services. Intuitively, inmates would

be expected to experience high levels of coercive interactions in their daily lives prior to
the process of admission and it is predicted that this population would have experiences

of coercion different to patients admitted to general psychiatric services. This study
explores this notion.

This section of the thesis first reviews the background to the increased incarceration
rates of people experiencing a serious mental illness and then describes the coercive

nature

of the prison environment from which

psychiatric services (Chapter

7).

these people are admitted

to forensic

The research design involves an adapted version

of

that explained in the first section. Included, though, is consideration of a range of
potential confounding variables

in the prison context not previously

contemplated,

embracing the use of solitary confinement prior to admission, antisocial propensity, and
a

history of criminality. This expanded design is outlined in Chapter 8. The findings

of

the research, which largely reinforce the findings from the first section, are presented in

Chapter

9.

The final chapter in this section of the thesis (Chapter

l0)

extends the

discussion conceming the relationship between legal status and patients' perceptions

of

coercion, and concerning the range of factors, which mediate patients' perceptions

of

coercion. ln considering the latter relationships, the data analysis allows a detailed
discussion of the relationship between the occurrence of objective coercive events and
the degree to which patients perceive these events as being coercive.

Section 3 - community mental health services
Since deinstitutionalisation, the focus

of

psychiatric treatment has shifted from

inpatient-based to community-based psychiatric services. Correspondingly, a shift has
occurred from a consideration of the application of civil commitment in acute inpatient
settings to its application in outpatient community settings (Dennis

& Monahan,

1996).

In New Zealand, Section 29 of the Mental Health (Compulsory
Treatment)

Act

Assessment and

1992 defines outpatient commitment as 'Community Treatment

Orders'. Community Treatment Orders

espouse treatment

in the least restrictive

environment with the presumption that committal should occur in the community.

There is research in the United States, rvhich considers patients'perceptions of coercion

concerning outpatient commitment. However. there is only one descriptive qualitative

study that informs the understanding of this important legislative innovation in New
Zealand (Dawson

&. Romans. 2001). Section three of this thesis adapts

the

methodology used in the previous two sections to empirically compare the perceptions
of coercion of involuntary outpatients with voluntary outpatients.

This section of the thesis commences with a review of the literature that sheds light on

the history, purpose and potential benefits of outpatient commitment (Chapter I I ).
Again this reveals a polarised debate, which highlights that outpatient commitment is
one of the most contentious issues

in mental health law. This chapter includes a

discussion of the development of outpatient commitment in New Zealand and an outline

of the model of oupatient commitment

adopted

in the present legislation.

The

following chapter (Chapter 12) reviews the research on outpatients' perceptions of
coercion and develops the research questions. The research study design is outlined in

Chapter 13. This design addresses some of the limitations highlighted in the previous

two studies, including the need to develop a psychometric measue of patients'
perception of procedural justice. The outcome of this process is described in Chapter

14. This includes the findings from the comparison between the samples and the impact
of mediating variables on outpatients' perceptions of coercion. This section concludes

with Chapter 15, which explores the notion that a degree of coercion is required in

outpatient commitment, how we might know when this level is reached and how

it

is

maintained.

Conclusion

- the impact of theory on practice

It is now twelve years since the introduction of the New Zealand Mental Health
(Compulsory Assessment and Treatment) Act 1992 and five years since its amendment

in 1999. The legislation reflects

an increase in the recognition of the civil rights of

patients subject to civil commitment and the protection of these rights through legal

process. Furthermore, the philosophy of treatment within the least restrictive
environment, using Community Treatment Orders, was a new innovation. Evaluative
information of the effectiveness of such approaches is crucial for both those involved in
the development of health policy, and those in service provision. Patients' perceptions
are a vital part of this evaluation. It is this need that this research attempts to address.

Chapter l6 concludes my thesis, by bringing the findings of the three studies together to
provide evidence that guides clinical practice for those working with patients subject to

civil commitment. Consideration is given to the extent that this evidence is supported
by legal requirements and underscored by reference to medical ethics.

Chapter 2: Literature Review - Background to
Givil Gommitment

Introduction
Mental health legislation permits legal coercion in the form of involuntary detention and
compulsory assessment and treatment (Harding" 1993). Historically, the emphasis for
this treatment option has been within inpatient psychiatric settings, thus it is fitting that

this thesis commences with an evaluation of patients' perception of coercion during
involuntary admission to acute inpatient psychiatric services.

This chapter presents a literature review on the background of civil commitment, and

a

literature review considering the relationship between involuntary legal status and
patients' perception of coercion on admission to acute inpatient psychiatric services is
the focus of the next chapter. This chapter begins by clariSirrg the strategies used in the

literature search for both chapters followed by a definition of the terms coercion and

civil commitment. Civil commitment is controversial with a continuous debate over its
appropriateness and efficacy, clouded by moral stances presenting as antinomies, which

tend to polarise commentators into proponents or opponents of civil commitment. An
understanding of this controversy is important in order to understand the models of civil

commitment that have traditionally evolved. This chapter also gives a historical
overview of the development of models of civil commitment, with an emphasis on the

rise of the 'new legalism'. The majority of the background literature to this chapter
pertains to commentary and research undertaken in the United States and the United

Kingdom. Therefore, the historical background and contemporary emphasis on civil
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commitment is discussed, in relation to these rwo countries. The chapter concludes with
an outline of the development of the new legalism in New Zealand and an overview

of

the Mental Health (Compulsory Assessment and Treatment) Act 1992.

Literature review strategy
Inpatient

civil commitment is referred to by a variety of terms

jurisdiction

in which it is

depending on the

being discussed. These terrns include 'inpatient civil

commitment', 'involuntary treatment', 'compulsory treatment'o 'involuntary
admission', and 'compulsory admission'. Furthermore, a discussion of inpatient civil
commitment can be subsumed within a more generic discussion of 'civil commitment',

'commitment/committal', 'psychiatric hospitalisation (hospitalization)' or 'psychiatric
hospital admission' In this thesis, the terms inpatient civil commitment or involuntary
admission are used.

All of the above terms were included in the literature search as keywords along with the
word 'coercion'. The search, revealing 7,742 publications, involved the following databases:

-

PsychINFO (1872 to date), MEDLINE (1966 to date), Sociofile (1974 to

date), EMBASE (1980 to date) and CINAHL (1982 to date). A screening of the titles
and a subsequent critique of selective abstracts limited the review to 884 publications.

An auto-alert was established for the keywords with each of the data-bases, so that the
most current articles were e-mailed to me as they were published. This process
continued until June 2004.

A definition of coercion
In its broadest

sense, the concept

of coercion relates to the exercise of power, or the

ability of a person(s) to control the behaviour of others (Carroll,

l99l). A variety of

different human interactions which are designed to influence someone else's behaviour
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can occur; the term leverage is applied to the broad array of strategies designed to
influence people to act against their will (Susser & Roche, 1996). When such sffategies

result

in the recipient experiencing limited

choice, limited autonomous decision-

making, or limits to the ability to act in relation to their own volition, then the event is
considered to be coercive. "Coercion implies forcing individuals to choose to do things
they might not otherwise do were choice more broadly allowed" (McCord, 1995,p.2).

Coercion limits choice by reducing, in a number of ways, the possible options that
people can

take. lt

can occur by removing one or more courses

of

action, by

psychologically reducing the desirability of the options that people have to choose from,

or by reducing the ability of the person to choose or act (Solomon, 1996).

It is also

possible to coerce a person by offering so many choices or so much information that the
person simplifies the choice by relying on the other person's recommendations (Carroll,

l99l).
Early explanations of coercion took a behaviourist viewpoint and emphasized observed
antecedent stimuli, which were thought to cause coercion.

A

sense

of coercion

was

viewed as being maintained by the application or withdrawal of such stimuli (Snyder,

1995). Therefore, coercive action was viewed as independent of the intentions of the
people involved in perpetrating the behaviour, or the perceptions of the recipient of the

behaviour (Wertheimer, 1987). This behaviourist viewpoint posrulated that coercion

could be observed and then described empirically. Furthennore, behavioural
interventions could be developed to counteract or prevent coercion (Wertheimer, 1993).

This interpretation

of

coercion led

to the

behaviour with the nomenclature relating

development

of

typologies

of

to the source of coercion.

coercive

'Observed

coercion' primarily relates to the use of physical force to influence choice. Within the
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context of mental health care delivery, this includes the use of calming and restraining
strategies, the use

of seclusion, and the use of forced medication. 'Legal coercion'

relates to the use of state authority in legislation to limit choice through involuntary
detention, and compulsory assessment and treatment (Gardner, Hoge, Bennett, Roth,

Lidz, Monahan,

& Mulvey, 1993). Legal coercion is differentiated from 'exffa legal

coercion', which refers to a wide range of actions by clinicians, families, and support
systems, which are independent of a legislative framework but which restrict a patient's

autonomy. These include restrictions on entry and access to hospital premises,
compulsory hygiene requirements, rules conceming eating times and restrictions on
telephone access (Poulsen, 2002). Extra legal coercion includes 'economic coercion',

which controls choice by limiting assess to economic resources (Miller, 1997).

The behaviourist explanation

of

coercion was challenged by the theory

of

social

interactionism (Tedeschi & Felson, 1994\, which considers the intent and perceptions

of

participants involved in meaningful social interaction. In this view, coercion involves

the conscious decision of a person to be coercive, arising from the interpersonal
objectives and desired outcomes of the person undertaking the coercive action.

It also

involves the perception of the recipient through their interpretation as to whether the
behaviour is coercive or not. Since the intent of the agent and the interpretation of the
recipient may not be congruent, the perception of coercion is role dependent and varies
depending on whether a person is inflicting, receiving, or observing the action. As

Wertheimer (1987,

p.

189) states, "coercive claims do not have one set

of

truth

conditions".

Social interaction also challenges assumptions about what

it is that

precipitates a sense

of coercion, by extending the discussion beyond a consideration of observed coercive
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action

to the processes of

interaction

itself. This includes the use of

communication styles, threats, persuasion and inducements

forceful

to limit choice.

Such

interactive processes are referred to in the literature as 'process variables' (Tedeschi

&

Felson, 1994'). Attention is also given to the psychological impact that mental illness

itself has in limiting choice. ln this regard mental illness is viewed as potentially
constituting'internal coercion' (Hiday, 1992).

The value of the social interactionist interpretation of coercion is that

it

highlights

coercion as both observable behaviour, and the subjective experience of those involved

in the interaction. Given the above explanation, observed coercion may not necessarily
be perceived as being coercive (Solomon, 1996; Wertheimer, 1987, 1993). Therefore in

understanding coercion, there

"analytical" perspective

is a need to consider the concept from both an

of "what constitutes or counts as coercion", and from a

'Justification" perspective of what the experience actually means for those involved
(Wertheimer, 1993, p. 239).

A definition of civil commitment
The State has two justifications for intervening coercively in the lives of its citizens.
First, under police powers! the state has a duty to protect citizens from the damaging
behaviours of others and to punish wayward behaviour. Second, under what is termed
parens patriae, the state has a responsibility to intervene in the lives of people on the

grounds that they are unable to make decisions adequately for themselves (Mordini,
1997; Shah, 1989; Wyness, 1995).

Civil commitment involves both of

these

justifications in aiming to provide therapeutic

treatment for persons suffering from mental illness; to provide sustenance, shelter and

self-protection for those people experiencing a mental illness incompetent to meet their
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own needs; and to provide protection for the community against those such people, who

are at risk of harming others (Appelbaunr. 1992a: Durham

& La Fond, 1988;

Richardson, 2003). The state does so by limiting patient choice, autonomy and selfdetermination (i.e. applying coercion) through legally mandated involuntary detention,
and compulsory assessment and treatment (Gunn, Maden,
|

& Swinton, l99l;

Harding,

993).

ln the clinical practice of health professionals, coercion in the form of civil commitment
presents as a paradox to the value placed upon the ethical principle of respect for patient

autonomy. Respect for autonomy acknowledges the patient's personal right to selfdetermination and freedom

of choice, in relation to what is done to his/her

body

(Mackay, 1990). Patient participation in decision-making concerning treatment and
care is obtained through the process of acquiring informed consent (Coverdale,1996).
Thus, obtaining informed consent places both a moral and legal obligation on the health

professional

to involve the patient in

decision-making processes that acknowledge

patient autonomy (Mackay, 1990).

Two basic requirements are necessary in the process of obtaining informed

consent.

First, the patient giving informed consent must have the capacity to exercise choice
based on his or her ability "to weigh up and assess the pros and cons" of the information

given (Mackay, 1990, p.1150). Second, the choice of the patient must be given
voluntarily, and must be given without "any element of force, fraud, deceit, duress,
over-reaching,

or other ulterior form of constraint" ('1947 Nuremberg Code'

in

Cartmight, 1988, p. 132).
Ideally patients should voluntarily enter into treatment of their own volition. Howevero
because

of mental illness, some patients may not understand the nature of their illness,
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or the implications of treatment. In such circumstances, patients are deemed to

be

incompetent to make decisions on their own behalf (Gardner et al., 1993; Wexler

&

Winick, l99l ). The determination of incompetency

as a justification

for the use of legal

coercion is in itself contentious in that suclr decisions are subjective (Wexler & Winick,

l99l; Winick, 2003b).

The concept of "chronically and variable impaired autonomy"

highlights the variations in patients' decision-making capabilities as the severiry of their
mental illnesses varies (Coverdale, 1996, p. 68); even when psychotic, autonomy may
be only partially impaired. Some strong elements in decision-making capabiliry may
remain, though these "may vary to differing degrees over time with the same patient"
(Coverdale, 1996, p. 68).

Furthermore, individual autonomy looses legitimacy when

it infringes on the safety of

others (Giordano, 2000). Justification for legal coercion must be qualified by the

patient presenting as a danger

to self or

others, irrespective

of the presence of

incompetency. Legal coercion can be applied to those with capacity who, by refusing
care and treatment, put themselves or others at risk (Richardson, 2003). However, this

gives rise to the potential ethical conflict for the health professional involved, that

of

'walking the tight rope' between the juxtaposed clinical roles of therapist and agent of
social control (Rosenman, 1998).

Furthermore, the ability of health professionals to detemrine or predict the risk of harm

to self or others is debatable (Monahan, 2003). Although this ability is improving with
research gains in the field of risk assessment, it remains problematic given that clinical

judgements

in predicting risk are "at best, only moderately greater than chance"

(MacArthur Foundation Research Network on Mental Health and the Law, 1996, p. l).
The perceived ability of health professionals to fulfil this role stems from the modest
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correlation that exists between mental illness and behaviours. which result in harm to
self or others. The ability to determine this correlation is complicated by the diversity
and number of biological, psychological, social, cultural and environmental variables
that can influence the relationship. Therefore the tendency is for health professionals to

be over-cautious, to over-predict and therefore potentially unjustifiably apply civil
commitment.

Finally, the use

of civil commitment by health

professionals evokes

a

perennial

contentious debate involving diametrically opposed moral positions. At one exffemeo
proponents adopt a 'utilitariano or 'consequentialist' moral stance. This stance views

civil commitment and its associated potential for treatment against a person's will
(coercion) as justifiable on the basis of therapeutic outcome both for the individual
concerned and society at large (Chodoffi 1984; Wertheimer, 1993). Temporary loss

liberty is considered

a

of

minor infringement in the pursuit of these goals.

At the other extreme, critics adopt a 'deontological' or 'civil libertarian' moral

stance,

which views coercion by non-consensual hospitalisation as a gross infringement of the
human right to liberty (Wertheimer, 1993). Liberty alongside other fundamental ethical

principles such as fairness, respect for persons, justice, autonomy and self-determination
must not be compromised in the pursuit of a concept of therapeutic outcome, which is

viewed as nebulous and spurious. Any deviation from these basic principles can only
be remotely considered when illness is coupled with a threat to the safety of the person
concerned or to others within society (Chodoff, 1984).
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Models of civil commitment
Historically, the aforementioned opposing moral positions have been reflected in the
development of mental health policy and shifts in the philosophical underpinnings

of

mental health legislation. Mental health legislation has oscillated between extremes on
a continuum. At one extreme of the continuum is legislation that favours unconfrolled

health professional discretion in the exercise of coercion for the presumed benefit

of

their clients. This model is justified philosophically by adopting a utilitarian or
consequentialist position (Group for the Advancement of Psychiatry, 1994) and is also

referred to as the'medical model'of mental health legislation (Levine, 1989). At the

other end of the continuum is legislation that views health professional intervention

with suspicion, given the potential for such interventions to impinge on the basic human
right to liberry. This emphasis placed on human rights is justified philosophically by
adopting a deontological position (Group for the Advancement of Psychiatry, 1994) and

is referred to as the 'civil libertarian model' of mental health legislation (Levine, 1989;
Wyness, 1995) or'legalism' (Unsworth, 1987).

Historically, shifts

in the legislative

focus between these extremes have been in

response to social, political, and economic factors

within society at large. When public

optimism in the therapeutic benefits of psychiatry coincides with a political ideology
that subjugates individualism for broad social welfare goals, mental health legislation
has been enacted giving mental health professionals over-riding discretion in the pursuit

of utilitarian objectives. When a public distrust of psychiatry coincides with a political
ideology that focuses on liberal individualism, health professional discretion is seen

as

facilitating social control rather than therapy, and professional discretion is limited by
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the legal profession governing the processes of civil commitment (Bean, 1986;
Hamilton, 1984; Unsworth, 1987).

The new legalism
Since the 1960s, there has been increasing recognition
ideological entrenchment associated with extremes
academics have attempted

to

articulate

a

in

of the need to avoid

the

moral positioning. Legal

compromise between the diametrically

opposed positions. 'Therapeutic jurisprudence' is such an attempt, being a form

analysis

of the structure

and practice

of

of law, which allows a critical analysis as to

whether the law achieves therapeutic or anti-therapeutic ends (Wexler

& Winick, l99l;

Wexler, 1996). Similarly, academics from the medical profession have advocated for

a

marrying of civil libertarian concerns with health professional discretion in the exercise

of civil commitment (Doutney, 1986; Ellard, 1990; Mullen, 1985).
This balance acknowledges both the value of therapeutic intervention and the human

rights of people subject to mental health legislation. Coined the new legalism, this
legislative model places legal and procedural checks and balances

on health

professional discretion in the exercise of legal coercion, but in a manner which does not
negate therapeutic intent (Appelbaum,1994: Bean, 1986; Bell

&

Brookbanks, 1998;

Gostin, 1983; Unsworth, 1987). Civil commitment does not exist in a contexfual
vacuum, but is guided by international tenets reflected in such agreements as the United

Nations Principles

for the

Protection

of

Persons

with Mental lllness and for

the

Improvement of Mental Health Care (Bell & Brookbanks, 1998).

Such checks and balances begin with the definition of 'mental disorder' that is required

in order for civil commitment to be applied. Mental illness can be defined in terms of
'tautologies'

(a psychiatric condition that

requires care and treatment

by

health
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professionals) or in terms of \nental abnormalities' (the absence of phenomenological
capacities required for normal mental functioning) (Dawson, 1996). When mental

illness is defined in terms of tautologies, wide agreement exists that mental illness
includes psychotic illness, major depression, mania and usually dementia and head

injury. However, the definition of mental illness in terms of mental abnormalities lists
areas of mental functioning, which need to be abnormal before the criteria

of mental

disorder are met. These areas of functioning include emotions, behaviour, perceptions,

cognition, beliefs and volition. Legal arguments define what mental functions
viewed as abnormal and hence qualifr civil commitment (Shah, 1989).

are

It is this

phenomenological definition that is favoured in contemporary mental health legislation

(Bell, 1996).

The human rights of patients subject to civil commitment are embodied in

the

legislation encompassing the new legalism. One of the basic rights is the right to
treatment, which includes

a humane physical and psychological environment for

treatment, qualified staff provided in sufficient numbers, and individualised ffeatment

planning. This, along with other rights such as the right to assessment and feafment in
the least restrictive environment, visitation rights, communication rights, privacy rights
and economic rights, are spelt out in the legislation (Kaplan, Sadock,

& Grebb,

1994).

Civil rights and procedural due process go hand-in-hand (Solomon, 1996; Winick,
2003b). Rights are reinforced by elaborate

processes

of clinical reviews,

tribunal

reviews, counsel hearings and judicial hearings that provide the checks and balances
against the potential misuse of coercive power (Department of Health, 1992).
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Historical examples
The United Kingdom
The oscillation betrryeen the extremes of mental health legislation and the search for the
compromise can be exemplified by considering mental health legislative developments

in the United Kingdom.

It was the Lunacy Act
process

1890, which epitomised the triumph of legal controls over the

of civil commitment. This legislation highlighted the role of the magistrate

in presiding

rather than the medical professional
concerning, committal (Barnes, Bowl,

&

over! and making decisions

Fisher, 1990; Bean, 1986; Unsworth, 1987).

This emphasis was associated with a public perception of the time that asylums had
become detrimental to the well-being

of their

concern was fuelled by pressure groups
message

occupants (Unsworth,

of ex-patients and their

1987). This

advocates, whose

of alarm was readily disseminated to the general public through an increased

literacy rate and the advent of inexpensive magazines and newspapers (Unsworth,

1987). This concern coincided with a pervading political ideology that focused on
liberal individualism. This ideology championed the right of the individual to make
personal choice, and that

it was the duty of the legal processes to make

sure that the

exercise of individual will was maintained (Unsworth, 1987).

Conversely, the primacy
determining

of the discretionary power of the medical profession in

civil commitment was epitomised in the Mental Health Act

1959 (Bean,

1986). This primacy arose from public optimism in the therapeutic benefits of
psychiatry. Public confidence stemmed from the success of psychiatric treatment of
shell-shocked soldiers rerurning from the Second World War; advances

in

general

medical knowledge and technology, notably the advent of neuroleptic medication in the

20

1950s; the successful move toward voluntary treatment within instirutions; and the
establishment of successful communiry outpatient and after care facilities (Bean, 1986;

Hamilton, 1984; Unsworth, 1987).

The socio-political ground again shifted prior to the most recent mental health
legislation in the United Kingdom, the Mental Health Act 1983. A political ideology

that focused on liberal individualism developed, due to the "exhaustion of social
democracy" (Unsworth, 1987, p. 3a3). This ideology emphasized the maintenance of
social order through the pursuit of individual goals. Legislative control was placed on
agents

of the state (such as psychiatrists) who had the potential to limit individual

choice (Unsworth, 1987). This political ideology was coupled with the pervading
public perception that professional discretion had resulted in a number of potentially
dangerous patients being

at large in the community (Unsworth, 1987).

Public

confidence was also eroded by government enquiries into breaches of human rights

within institutional settings (Gostin, 1986; Hamilton, 1984). These concerns were
fuelled by powerful advocacy groups. notably The National Association of Mental
Health

(MfND).

These pressure groups advocated

for legal reform to uphold

and

protect the human rights of patients and to place restrictions on professional discretion
in decision-making concerning civil commitment.

However, in England and Wales, the Mental Health Act 1983 did not signal a complete

rejection of professional discretion for legalism (Bean, 1986). Legal and procedural
checks and balances placed limits on health professional discretion in decision-making

concerning civil commitment, but not in a manner that negated therapeutic intent (Bean,
1986; Unsworth, 1987). Medical profession discretion was limited by defining mental
disorder more precisely, in order to facilitate legal debate on the conclusions reached by
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clinicians (Gostin, 1986); a 'right to treatment' clause providing a safeguard against
people being detained for mental illnesses for which there is no featment available; the
need

fbr consent and second opinion especially in relation to treatments whose efficacy

are contentious or associated with adverse side effects; an obligation for treatment to

occur in the least restrictive alternative (in environments which least restrict the persons

rights to liberty); the right of every detained patient to legal representation funded by

the state; and the right for a variety of review opporrunities through which legal
representation can be exercised.

A multi-disciplinary focus was also evident in

this

legislation as a way of diluting the medical profession's role in clinical decision-making
(Gostin, 1986; Unsworth, 1987).

The United Sfates

ln the United States, mental health legislation also reflects a ffend toward the new
legalism (Appelbaum. 1994; Group for the Advancement of Psychiatry, 1994), and is
viewed as leading this trend internationally (Sedgwick, 1982; Verdun-Jones & Gordon,

1986). As in the United Kingdom, there was historical waxing and waning between
legal control and professional discretion in goveming the processes of civil commitrnent

(Appelbaum, 1994).

The shift toward legislation emphasising a human rights perspective stemmed from the

Civil Rights Movement that focused on the human rights of African-Americans,

and the

feminist movement. in the 1950s and 1960s. These concems were extended to other
disadvantaged minority groups in society including those suffering from mental illness.

This shift in emphasis was precipitated by the efforts of a group of academic
sociologists who espoused labelling theory, which questioned the very existence

of

mental illness, seeing it as a label placed on behaviour rejected by mainsueam society
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for the purposes of social control (Appelbaum, 1994). This theory was supported by
small group

of influential

a

psychiatrists, notably Thomas Szasz, who believed that

mental illness was a social construct designed to benefit certain elements of sociefy by

controlling others (Szasz, 1989). The political will to initiate reform was fuelled by the
need for fiscal responsibility regarding the costs of hospitalisation, a general ideological

focus on legal solutions to social problems, and a favourable political climate that
anticipated political gain from backing the issue of mental health law reform. The latter

related to a growing public mistrust in professional discretion stemming from media
exposure in the 1960s of "institutionalised abuse of patients" who were "warehoused

without effective treatment" (Hoge. Appelbaum,

&

Geller, 1989, p. 432), and the

highlighting of such occurrences through the popular culture, for example through the
dramatisation of Kesey's "One Flew Over the Cuckoo's Nest" (Appelbaum, 1994).

This reform was embodied in legislation following the precedent set in case law in

v. Schmidt 1972, This class action on behalf of all patients

Lessard

under civil

commitment in Wisconsin resulted in the federal district court ordering a full range

due process requirements to accompany the process
O'Regan

averted

of civil

of

commitment (Greer,

& Traverso,1996: Hoge et al., 1989). However. a full swing to legalism was

by health professional opposition to the process of reform (Group for

the

Advancement of Psychiatry, 1994). The voice of opposition highlighted that patients
had the potential of "dying with their rights on" (Appelbaum, 1994, p.30), during the

subordination

of therapeutic intent for human rights. In

state jurisdictions that did

embrace legalism, there were indications that legislative changes did not have the
desired effect of decreasing the number of committed patients. Instead a commonsense
approach was adopted by both lawyers and clinicians who refused to put "rights before

suffering" (Appelbaum, 1994, p. 421. The result was a legislative focus on the new
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legalism, which advocated for legal and procedural checks and balances to be placed on

health professional discretion, but not in a manner which negated therapeutic intent
(Group for the Advancement of Psychiatry, 1994).

New legalism in New Zealand

As the

20th century progressed so

did support for the new legalism. A comparative

analysis of the mental health statutes in 20 jurisdictions in a variety of Commonwealth

countries in the 1980s indicated that the new legalism had emerged as the dominant
approach

to mental health law reform

(Verdun-Jones

&

Gordon, 1986). In New

Zealand, the most recent legislative reform that culminated

(Compulsory Assessment and Treatment)
professional discretion in exercising

Act

in the Mental

Health

1992 emphasised a shift from health

civil commitment to a model based on the new

legalism (Bell, 1996, 2003).

Toward reform
Historically, New Zealand mental health legislation has adopted trends in the United
Kingdom, albeit at a slow pace. Mental health legislation was introduced with the
Lunatics Ordinance
and

l9l I

in

1846, and subsequent reviews of the legislation

in 1868, 1882,

emphasised legalism with involuntary admission to hospitals being ordered by

the courts (Brunton, 1985).

However, the predecessor to the 1992 legislation, the Mental Health Act 1969, favoured
professional discretion in the decision-making concerning civil commitment (Brunton,

1985). The impact of this legislation on the basic human rights of people experiencing
a mental illnessl can be exemplified by consideration of legislative restrictions placed
on patients committed under the 1969

Act.

The estates of involuntary patients were

automatically controlled by the Public Trustee or the Maori Trustee. Furthermore, the
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legislation made

it an offence to have sexual

intercourse with a 'mentally disordered'

female, or to supply alcohol to 'mentally disordered' patients (Department of Health,
l e8s).

The need for reform of the Mental Health Act 1969 was spearheaded by pressure groups

of legal professionals and academics. Most influential were the Task Force on Revision

of Mental Health Leeislation and the Mental Health

Foundation

of New Zealand.

Research was undertu,l"n on the committal process under the Mental Health

Act 1969 to

give weight to the need for reform (Dawson. 1987a). Data was collected from
studies, observations and interviews
Island over a four month period

in

in four major

case

psychiatric hospitals in the North

1984, and included a review of the national health

statistics on involuntary hospitalisation (Dawson, 1987a). The case studies involved

"following the legal careers of

a sample

of commifted patients" (Dawson,1987a, p. 28).

This process also involved a review of all relevant documentation and structured
interviews with those who had applied to have the patient committed and health
professionals involved in the committal process. Observations were recorded of any

judicial hearings in which the person was involved.
The findings of the study highlighted the dominance of the medical profession in
decisions made concerning involuntary hospitalisation; the processes under the 1969
legislation relied heavily on self-regulation by health professionals. Within the judicial
hearings that did occur, "deference to medical opinion" was suggested (Dawson,1987a,

p. 139), with only legal process being questioned and not the clinical judgement of the
medical staff. No judicial hearing was witnessed in which a patient was discharged
contrary to medical advice (Dawson, 1986). In some hearings, the rules of natural

justice, which include legal representation, transcription

of

proceedings, appeal
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processes, the challenging of the evidence for committal, and the calling of witnesses on

the patient's behalf, were breached. Hearings were sometimes held in private without

notification of the family, and for Maori and Pacific Island patients

it

was rare for

people of their own culture to be present at the hearings.

An analysis of statistics from the National Health Statistics Cenffe suggested a high
percentage

of involuntary hospital admissions compared to similar statistics available

from European countries (Dawson, 1987a, 1987b).

In

1984, 2I.4Yo

admissions to psychiatric hospitals were committed under the

of the total

Act. Of the demographic

and diagnostic variables associated with people committed to psychiatric care, the
patients tended to be single, male, aged 20-39. of Maori and Pacific lsland ethnicity and

to have a diagnosis of schizophrenia or affective psychosis.

The need for legislative reform was also fuelled by publicised Government inquiries
into clinical incidents. The inquiry following the death at Oakley Hospital in 1982 of

Michael Watene, after the administration

of

elecffoconvulsive therapy, highlighted

deficits in his care and treatment, and the need for better protection of patients' rights
(Gallen, 1983; Street & Walsh, 1996).

ln

1988, homicides committed by persons who

were refused admission into psychiatric services sparked another Government inquiry

(Mason, 1988). This report highlighted limited scrutiny of medical staff decisions to
admit, treat and discharge psychiatric patients to and from hospital. Inadequacies with

the delivery

of

mental health care were also highlighted following the death of

Manihera Watene at Oakley Hospital

in 1989.

Watene died from aspbyxiation during

an attempt by staff to physically restrain and seclude him (Laurenson,

l99l).

These

mental health inquiries occurred at a time when the health care system in general was
being challenged to address patients' rights including informed consent, autonomy and
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respect for cultural values and beliefs, following an inquiry into cervical cancer research
at National Women's Hospital in Auckland (Cartwright, 1988).

Concern was also expressed through the popular media, which added to a public
perception of the need for change. The semi-autobiographical writing of Janet Frame
included accounts of her personal experiences of involuntary psychiatric hospitalisation.
Frame described her experiences of "forced submission to custodial capture" in which

"the attitude of those in charge who unfortunately wrote the reports and influenced the
treatment was that of reprimand and punishment" (Frame, 1961, p. 8l).

In the political dimension, there was a need to consider the development of mental
health legislation in relation to post World War

II

instruments of principle drafted by

the United Nations. The United Nations Principles for the Protection of Persons with

Mental Illness and for the Improvement of Mental Health Care outlined the human

rights' requirements of those with mental illness (Bell, 2003; Mclean,

1996).

Furthermore, the government was also required to respond to a review of the Mental
Health Act 1969 initiated by the Department of Health

in I982 that highlighted the need

for reform (Delaney, 1985).

The Mental Health (CompulsoryAssessment and Treatment) Act 1992
Late 1992 heralded the introduction of a new mental health act in New Zealand. The
Mental Health (Compulsory Assessment and Treatment) Act 1992 reflects the trend in
international legislation toward the new legalism. The new legislation included an
increase in the recognition of the civil rights of patients subject to the legislation, and
the protection of these rights through legal process (Ministry of Health, 1997a; Wyness,

l99s).
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The importance in the legislation of upholding the human right to liberty is paramount,
and the intent of the legislation is to articulate and limit those who can be compulsorily
assessed and treated (Street

& Walsh, 1996). The legal definition of mental disorder

requires a person to present with both "an abnormal state of mind" and also pose as

serious risk

to self or others (Section 2)

"abnormal state

of mind"

abnormalities (the absence

relates

of

to

(Department

of Health,

mental illness defined

in

1992,

An

of mental

terms

phenomenological perspectives required

p.3).

a

for

normal

mental functioning). This phenomenological perspective lists areas of mental
functioning, which need to be abnormal before the criteria of mental disorder are met.
These areas

of functioning cover emotions, behaviour, perceptions, cognition, beliefs

volition.

These terms are to be understood as they are interpreted in normal speech

and

(Freckelton, 2002). This definition of mental disorder facilitates legal debate on the
conclusions reached by clinicians (Gostin, 1986; McCarthy

&

Simpson, 1996). The

'exclusion criteria' (Section 4) reduce the potential for the legislation to be used as
means of social control by excluding the application of the legislation on the grounds

a

of

political, religious and cultural beliefs; sexual preference; criminal behaviour; substance
abuse; and intellectual handicap. The Act also determines short, clearly defined periods

of

compulsory assessment and treatment, which are subject

to

regular review by

clinicians (Sections 76,77,78), the Review Tribunal (Sections 79, 80,

8l)

and the

judiciary (Sections 16, 18, 34, 83, 84). The outcomes of these reviews are sent to
designated people who have the right to appeal the decisions made. Assessment and

treatment must also take place

in the least resffictive environment, ideally in

the

community to which the person belongs (Bell, 1996; Bell & Brookbanks, 1998).

The Act attempts to uphold the patient's right to self-determination and autonomy in
decision-making by focusing on patients' consent. "Throughout the Act there is a

28

presumption, consistent with the emplrasis on patients'
rights, that an attempt

will

be

made to gain the patient's consent, even if the treatment
can be administered without it,,

(Bell, 1992, p'

l8).

Compulsory freatment onty applies to the assessment phase

(Section 58) and one month into a Compulsory
Trearment order (Section

59). After

this time informed consent to treatment, or a second opinion from psychiatrist
a
appointed

by the Review Tribunal, is

required

for

treatment

to continue non-

consensually (Department of Health, 1992).

Specific patient rights are spelt out in the legislation. These
include the right ro respect

of the cultural beliefs,

values and practices

of the patient (Section 5); the right

to

treatment and information concerning it (Sections
66 and 67); the right to independent

psychiatric opinion (Section 69); the right to company
and to receive visitors (Sections
7

|

and

72\:

and the

right to communication by mail and telephone (Section 72, 73 and

74) (Ministry of Health, 1997a). However, Betl ( tgg2) points
our that patients

are

entitled to these rights, which does not mean they are necessarily
guaranteed. The only
mandatory right that is guaranteed is that of information
concerning the implementation

of the Act (Section 64).

In the Mental Health (Compulsory Assessment and Treatment)
Act lgg1,legal process

is clearly defined throughout

each step

of

compulsory assessment and treahnent.

Patients have access to both legal assistance paid by
the state (section 70), and District
Inspectors (Section 94) who provide legal advocacy (Wyness,
1995). Formal hearings

under the Mental Health (Compulsory Assessment and Treatment)
intended

Act 1992 are

to be inquisitorial to facilitate patient involvement (O,Brien,

Mellsop,

McDonald, & Ruthe, 1995).
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Gonclusion
This chapter provides a background understanding of civil commitment. It began with a

definition of coercion. When behaviour results in the patients experiencing limited
choice, diminished autonomous decision-making, or limits to the ability to act on their

own volition, then coercion is present. Legal coercion or civil commitment relates to
the use of state authority to involuntarily detain, and compulsorily assess and treat those
people experiencing a mental illness who meet the criteria for its application (Gardner et

al., 1993).

Civil commitment by its very nature is potentially coercive, although it has gone
through a number of transformations in order to limit this potential. The most recent

transformation is the new legalism. The new legalism places legal and procedural
checks and balances on health professional discretion in the exercise of legal coercion,

but in a manner which does not negate therapeutic

intent. The new legalism has

emerged internationally as a dominant approach in mental health law reform and is
depicted in the most recent legislative reform

in New

Zealand

-

the Mental Health

(Compulsory Assessment and Treatment) Act 1992.

It is now twelve years since the introduction of the Mental
Assessment and Treatment)

Health (Compulsory

Act 1992. Evaluative information of the effectiveness of

the Act is required for both those involved in the development of health policy, and
those

in

service provision. Patients' perceptions are a vital part

of this

evaluation

including their perceptions of the degree to which the legislation is perceived as being

coercive. An important component of civil commitment is the application of legal
coercion within acute inpatient psychiatric services. This thesis now turns to a critique

of the international research on patients'

perception

of coercion during involuntary
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admission to acute inpatient psychiatric services, in order to
infbrm both the research
questions that must be addressed and the means by which
they should be researched.

3l

Ghapter 3: Literature Review - Inpatient
Psychiatric Seryices

Introduction
This chapter reviews intemational research on the application
of legal coercion in acute
inpatient psychiatric settings. This review refutes the assumption
that the application

of

civil commitment automatically leaves inpatients with a sense of being coerced.
Both
first generation studies that focused on the use of patient satisfaction surveys,

and

second generation studies that attempted to measure patients' perceptions
of coercion
suggest that legal status only gives a broad indication of such perceptions.
Therefore,

it

is important to substantiate what

a

sense

it is about the admission process

that influences

of coercion- This requires an exploration of the role of a range of mediating

variables including demographic and clinical variables; the presence

of

observed

coercion; and the influence that process variables have on patients'
perceptions of

coercion' It is the findings from this critique that give direction to
both the nature and
type of research that is required in order to determine how inpatients
in New Zealand
perceive compulsory hospitalisation.

Does legal status equate with perceived coercion?
The initial assumption in the research on the clinical application
of civil commitment

was that legal status equated with coercion during admission to acute inpatient
psychiatric services. Therefore, empirical studies focused
on the ratio of involuntary to
voluntary inpatients (otherwise called informal inpatients) as
an indicator of the level of
coercion within a given jurisdiction. Furthermore, this ratio was
used as an indicator

of
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the qualiry of treatment in comparing mental health services between countries
(Monahan, Hoge, Lidz, Roth, Bennett, Gardner,

Hoge, Mulvey, Eisenberg, Roth, Gardner,

&

& Mulvey,

1995; Monahan, Lidz,

Bennett, 1999). Such comparisons are

meaningless given variations in legal frameworks across jurisdictions (Riecher-Rossler

& Rossler, 1993). This a priori

assumption that legal status equates with coercion was

dispelled in subsequent research, discussed below, which considered
the direct impact

of legal status on coercion.

First generation studies
The first generation of studies that considered the relationship between
legal status and
coercion focused on how inpatients perceived their legal status. These
studies were
either descriptive accounts of the perceptions of involuntary inpatients
or comparisons
between the perceptions of involuntary and voluntary inpatients predominantly
using
patient satisfaction survevs.

These studies can be divided into three groups depending on when patients
were
accessed to determine their perceptions. There are those studies
carried out at the time

of

admission' those carried out after patient discharge and those that
interviewed

patients longitudinally (Monahan et al., 1995).

The first of the admission studies (undertaken in Victoria, Australia) supported
the
assumption that negative experiences

of

hospitalisation were primarily voiced by

involuntary rather than voluntary patients (Shannon, 1976). However,
other studies
challenged these findings.

A survey of first time involuntary admissions to hospital in

ontario found that the sample generally viewed the committal process favourably
(Bradford, McCann,

& Merskey, 1986; Conlon, Merskey, Zilli, & Frommhold, 1990).

Further studies found that involuntary and voluntary patients sometimes
had similar
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views toward hospitalisation, with the perceptions of a significant
minority of voluntary

patients indicating coercion and

a significant number of involuntary patients not

experiencing coercion during inpatient hospitalisation (Hoge,
Lidz, Mulvey, Roth,
Bennett, Sinrinoff, Arnold,

&

Monahan, 1993; Spence, Goldney,

&

Costain, lggg).

Furthermore, in some studies, a significant minority of patients
were not even aware

of

their legal status (Bradford et al., l9g6; Toews, el-Guebaly, Leckie.
& Harper, l9g4).
Discharge studies obtained data on patients' views of admission
refrospectively upon
patients leaving hospital (Coursey, Fanell, & Zahniser,

lggl; Edelsohn & Hiday,

1990;

Gove & Fain, 1977; Ito, Eisen, Sederer, & Tachimori, 2000;
Lucksted & Coursey, 1995;

Rogers, 1993; Rooney, Murphy, Murvaney,

werme,

&

o, &

Langsley, 1974; Toews, er-Guebary,

discharge (Naber, Kircher,

&

Larkin, 1996; Spensley, Barter,

& Leckie. lggr)

or just prior to

Hessel, 1996). These studies generally found that the

experience of hospitalisation was more positive at the time
of discharge than admission,

with improved numbers of patients at discharge acknowledging beneficial
therapeutic
outcome from the process of hospitalisation.

Furthermore' Edelsohn and Hiday (1990) found both involuntary
and voluntary patients

had positive views about the experience, feeling that

it

was helpful and necessary,

although the authors conceded that a substantial minority viewed
their experience

negatively' Toews (1981) and Coursey et al. (1991) concluded most patients
retrospectively

felt neutral or

ambivalent about the experience

of

involuntary

hospitalisation. Spensley, Edwards and white (1980) and Gove
and Fain (]g77)found

no significant difference in the views of voluntary and involuntary patients.
While
outside

of North America,

patients

in the United Kingdom, concluded that there was a substantial minority of

Rogers (1993), who gathered data from 4I2 psychiatric
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informal patients (44%) who "indicated elements of coercion associated with
their care
and treatment" (Rogers, 1993, p. 263), while in Japan both voluntary
and involuntary
patients expressed satisfaction with their hospitalisation (lto
et al., 2000).

Longirudinal studies also highlighted that patients become more positive
the longer the
length of time the interview is from the point of admission (Kaltiala-Heino,
1996; Kane,

Quitkin, Rifkin, Wegner, Rosenberg.

& Harper, l936).

&

Borenstein. 1983; Toews. el-Guebaly, Leckie,

Furthermore, the views of voluntary and involuntary patients toward

hospitalisation became more similar over time, with improved numbers
acknowledging
beneficial therapeutic outcome from the process of hospitalisation (Beck
1988; Eriksson

&

Westrin, 1995; Kjellin

& Nilstrum,

1993;

Kjeflin

&

&

Golowka,

Westrin, l99g;

Wesfrin, 1997). One study, however. did find that those that felt
coerced at admission
remained so over time (Kaltiala-Heino. Laippala,

&

Salokangas, 1997). Alt the studies

reinforce that a significant portion of voluntary patients felt coerced
and conversely a
significant minority of involuntary patients did not feel coerced
during hospitalisation.

In New Zealand', Snelling and Walker (1978) undertook a retrospective

descriptive

survey of patients after discharge to gauge their attitudes to "conditions
in an (acute)
psychiatric unit which had been in operation tbr five years" (Snelting

p'94)' A questionnaire

& Walker,

197g,

was mailed to ex-patients, and resulted in a 62o/oresponse rate.

overall, a general satisfaction with care and treatment in the unit was
however there was no mention

expressed,

of the legal status of the sample during their

hospitalisation, or the views of those interviewed of their legal status.

The only attempt to consider patients' views

of the New Zealand Mental

(Compulsory Assessment and Treatment) Act 1992
(Wyness,

1995)' This descriptive survey used a

is an unpublished

Health

dissertation

semi-structured questionnaire to
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interview 43 involuntary patients in two inpatient psychiatric
units in Auckland, and
was directed toward determining broad views of the legislation.
Of those surveyed,
760/o

of the patients agreed with the general need for mental health legislation,
but half

(51%) agreed that it should have been applied in their specific
cases (Wyness, 1995,
p.47).

Methodologicat critique of first generation studies
Although these first generation studies refute the blanket assumption
that legal status
equates

with coercion, there are a number of methodological flaws that have

the

potential to undermine their findings. The majoriry
of the studies show a potential
selection bias associated with determining competence to participate
and refusal to
participate, and in the longitudinal studies with attrition
rates throughout the course

of

the studies' This tendency is compounded by the data collection
methods chosen, which

included telephone interviewing and mail out questionnaires.
In these studies, over
40Yo

of potential participants frequently did not participate (Kane et al., l9g3;
Shannon.

1976; Toews et al.,

l98l; Toews

et al.. l9g6).

Furthermore, the majority of the studies had small sample
sizes from limited clinical
settings, which compromised the representativeness

of the samples (Monahan et al-,

1995)' There is also a lack of a methodical approach to the application patient
of
satisfaction surveys since few studies had their surveys replicated.
The use of diverse
patient satisfaction survey approaches limited the ability
to make comparisons between
studies.

There is a theoretical debate between these studies as to what
is the appropriate time to

collect data from patients. As stated, the timing of the data collection
ranged from
admission to discharge and includes longitudinal data collection.
Admission studies
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were initially dismissed on the erroneous belief that opinions
when people were acutely

ill were unreliable

because patients were unable

"to give a sensible, informed opinion,'

(Snelling & Walker, 1978, p.95). However there is also
concern fbrthe potential for
re-call bias when data is collected at a time distant from the
event (i.e. after discharge).

Although longirudinal studies incorporate both approaches and counter
the limitations
of each' the benefits of this collection process is offset by difficulties
retaining patients
in research over time (el-Guebaly, Toews, Leckie,

& Harper, t 9g3; Kalman, l9g3).

In considering the appropriate research desigrr to further clarifr
the relationship between

legal starus and coercion, the first generation studies helped refine
an appropriate
methodology. The literature supports the value of comparison studies.
This method
compares the perceptions

of

those admitted under mental health legislation with a

comparison group of patients who are admitted voluntarily to
hospital (el-Guebaly et

al'' 1983). Furthermore, the perceptions of patients
considered

to be more

close to the time of admission are

relevant when compared with interviews undertaken post

discharge and longirudinally.

Second generation studies
The first generation research highlighted difficulties comparing
studies due to the use of

a variety of different patient satisfaction surveys. Given these difficulties,

research

developed a psychometric measure of patients' perceptions
of coercion, which would
enable comparison across different treatment settings (MacArthur
Foundation Research

Network on Mental Health and the Law, 1996; 1998). Analysis
of qualitative data
collected from patients, families and clinicians during the admission
process highlighted
that the term coercion itself was not well understood, given
that it is not a term referred

to in every day life (Bennett et al.. 1993; Hoge et al., 1993). A
clearer understanding
existed

in relation to the antithesis of

coercion, which

is autonomy.

Autonomy
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describes the degree of influence, control, choice and freedom person
a
exhibits in their

own life: when autonomy does not exist. coercion is perceived as being

present

(Gardner et al., 1993).

Gardner

et al. (1993)

approached the need

for a psychometric test of

patients,

perceptions of coercion by developing a semi-structured
interview called the Admission

Experience Interview. From the use
develop

of this interview, the researchers were able to

a brief MacArthur Admission Experience Survey (MAES), the findings of

which were internally consistent with the use of the longer interview.
Within this
schedule, five items relate to patients' perceptions of autonomy
during the admission

process' These items are reverse scored as a measure of patients'
perceptions of
coercion. The resulting scale (the Perceived Coercion Scale) measures
from 0-5, with
five indicating the highest level of perceived coercion. The psychometric properties
of
validity and reliability of the Perceived Coercion Scale were deterrnined
in follow-up
studies (cascardi

&

Poythress, 1997; Hiday, 1992; Hoge, Lidz, Eisenberg, Gardner,

Monahan, Mulvey, Roth,

&

Bennett, 1997: Lidz, Hoge, Gardner, Bennett, Monahan.

Mulvey, & Roth, 1995; Nicholson, Ekenstam, & Norwood, 1996).

one criticism of focusing on measuring patients' perceptions of coercion is
perceptions can

be influenced by self-serving bias, or altered by mental

(Monahan, Hoge, Lidz, Eisenberg, Bennett, Gardner,
Murvey,

&

that

illness

Roth, 1996). An

important consideration is the degree to which patients' perceptions
of coercion are an
accurate representation of what took place.

ln srudies by Lidz et

al. (1997b) and Lidz et

al' (1998), data consisting of written files, and interviews with patients, clinicians
family members of

l7l

cases

plausible factual account

and

of involuntary admission were used to construct the most

of what took place. This was then compared with

the
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perceived coercion of those involved (patients, clinicians
and others) as measured on the
Perceived Coercion Scale.

It was patients' perceptions that most closely approximated

with the most plausible facrual account.

Sfudr'es

in the ltnited Sfafes

Hoge et al. ( 1997) undertook a study with 157 participants (involuntary

:91)

in the states of Virginia (r = 55) and Pennsylvania (n

: 660 voluntary

= 102). These participants

were interviewed within one day of their hospital admission.
There was a significant
difference in the perceived coercion scores with involuntary patients
having a higher
sense

of coercion (see Table I, p. 43). Furthermore, legal status was predictive of

perceived coercion in the regression analysis for the
data from Pennsylvania but not in
the data from Virginia (Lidz et al., 1995). However, a significant
minority of voluntary

patients (10%) felt coerced and were referred to as coerced
voluntaries (Hoge et al.,

1997,p. 167), and a significant minority of involuntary admissions (35%)
didnot feel
coerced and were referred to as uncoerced involuntaries (Hoge
et al., 1997,

p.

16g).

This snrdy undertook a qualitative analysis of interviews with coerced
voluntaries (z

:

7) to determine possible reasons for their f'eelings of coercion. The reasons were
located outside of the clinical setting and involved primarily the
influence in the process

of family members. A similar analysis of uncoerced involuntaries showed

coercion

occurred within the hospital context and was primarily due to
cognitive processes
(confusion and disorganisation). Some involuntary patients
sought admission knowing

that agreeing to involuntary treatment meant they would receive transportation
to
hospital. However, Lidz et al. (1995) indicate that although legal status is
not totally
predictive of patients, perceptions of coercion, it remains a strong
indicator.
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Hoge et al' (1998) undertook a larger study in the same states primarily
to compare the
perceptions

of coercion

between involuntary patients, families and clinicians. The

participants in this study were 433 inpatients (involuntary:
140, voluntary
states

of Virginia (n

:

196) and Pennsylvania (n

= 293)in the

= 237). There was a significant

difference in the perceived coercion scores with patients admitted
involuntarily having a
higher sense of coercion compared to voluntary patients (see
Table

l).

Legal status also

predicted patients' perceptions of coercion.

A further study was designed to replicate the Lidz et al. (1995)
perceptions of coercion of involuntary patients (n

:

study comparing the

60) and voluntary patients (n

:

60)

in Florida. Patients under civil commitment in this state are admitted involuntarily
to
hospital for two 2 days after which they decide to admit themselves
voluntarily or are

admitted involuntary

(if

they are not discharged). Involuntary patients felt more

coerced (see Table 1), and in a hierarchical regression analysis,
the model for prediction

included legal status (Cascardi & poythress, 1997).
Nicholson et al. (1996) found a significant difference on the perceived
Coercion Scale
between involuntary patients

(r = 84) and voluntary

patients

(r : 39) admined to a

psychiatric and substance abuse service in Oklahoma.
Involuntary patients had a higher
sense

of

perceived coercion, though the actual rates

of

coercion were not given.

Although the researchers conceded that 25o/o of involuntary patients felt
negligible
coercion, they concluded that there was a "substantial correlation
between legal status
and scores on the Perceived coercion Scale" (Nicholson et

al.,

1996, p. 212).

Finally, a study of 331 involuntary inpatients suffering from serious
mental illness
awaiting entry into a randomised clinical trial of outpatient commifrnent
in North
Carolina were surveyed to determine their perceived level of coercion.
In this study
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scores on the Perceived Coercion Scale were bimodal and reinforced
that a significant

minority of the participants were uncoerced involuntaries and that legal
status therefore
needs to be approached

with caution in considering its predictive ability in determining

patients' perceptions of coercion (Hiday, Swartz, Swanson, &
Wagner, lggT)(see Table

l).

Nordic sfudies
Parallel to the research being undertaken in the United States was research
undertaken

in the Nordic countries of Denmark. Sweden, Iceland, Finland and Norway.
However,
the research published within this region uses a variefy of means of
measuring patients,
perceptions of coercion including the use of a visual analogue
scale called The Coercion

Ladder' the Perceived Coercion Scale and the Admission Experience Scale
within
which the Perceived coercion Scale is subsumed (Hiday et al., 1997; Hoyer,
1999;
Hoyer, Kjellin, Engberg, Kaltiala-Heino, Nilstun, Sigurjonsdottir,

variety makes comparison between the research studies

& Syse. 2002). This

difficult. The researchers

themselves concede that a "more systematic approach has been
initiated,, by those
studies undertaken in the United States (Kjellin, Westrin, Eriksson.
Axelsson-Ostman.

Candefiord, Ekblom, Machl, Angfors, & Ostman, 1993, p. 331).

In

Sweden, a stronger sense

of coercion was surprisingly found in voluntary than

involuntary patients during admission to hospital using the perceived
Coercion Scale
(Seigel, Wallsten, Torsteinsdottir.

& Lindstrom, lggT). However, some caution

is

warranted, as this was a pilot study involved in translating the
Admission Experience
Survey (which contains the Perceived Coercion Scale) into Swedish,
and there has been
reservations expressed about the validation of the Perceived Coercion
Scale as used in

this study (Lidz, Hoge, & Monahan, 1997a).
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In Denmark.
patients

(n

:

Poulson (1999) compared the perceptions

(n:47) with patients who were

of coercion of

involuntary

voluntary throughout their hospital experience

48) and those who entered hospital voluntarily but were later detained
when they

attempted to leave (n

= 48). Involuntary patients had a significantly higher mean score

on the Perceived Coercion Scale than both voluntary samples (see Table

I

).

Detained

voluntary patients were more coerced than those patients who were
voluntary
throughout their hospitalisation as measured on the visual analogue
scale (The Coercion

Ladder), but not the perceived Coercion Scale (poulsen, 1999).

A combined Nordic study involving 995 participants
means

used The Coercion Ladder as a

of measuring patients' perceptions of coercion. Preliminary findings indicate

that measurements on this scale were bimodal even when samples
according to legal
status were considered separately (Hoyer et al., 2002). This
indicates that as

in the

studies in the United States, there are a number of both uncoerced
involuntaries and
coerced voluntaries within these jurisdictions. Full research
reports on this study await

publication.

Other sfudies
In Brazil, a comparison of the perception of coercion of involuntary psychiatric
patients
(n

:

28) with voluntary psychiatric patients (rr

: 36) was undertaken as part of a larger

study that compared the perceptions of psychiatric and non-psychiatric (medical
and
surgical) patients (Taborda, Baptista, Gomes, Nogueira,

& chaves, 2004). Involuntary

psychiatric patients had a significantly higher mean score
on the perceived Coercion
Scale than the voluntary psychiatric sample (see Table I
).
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Table

l.

Perceived coercion scores as measured by the perceived coercion
in various populations (adapted from poythress, petrila,
*"t:
McGaha, & Boothroyd (2002)).

Legal status

Study site

Perceived
mean t

Involuntary inpatients
Hoge et al. (1997)

Pennsylvania

66

coercton

3.27 (2.t6)

Virginia
Hiday et al. ( 1997)
Cascardi er al. (1997)c
Hoge et al. (1998)

North Carolina
Fiorida

331

2.gb

Pennsylvania

140

3.

r (2.0)

Virginia

Poulsen (1999)
Taborda et al. (2004)

Denmark

Brazil

41
28

3.5 ( r.4)
3.54 ( t.6)

Quasi-voluntary inpatientsd
Cascardi er al. (1997)
Poulsen ( 1999)

Florida

6C)

Denmark

48

2.3s (1.79)
2.r (1.5)

Pennsylvania

9l

0.64 (r.a7)

Voluntary inpatients
Hoge et al. (1997)

Virginia
Hoge et al. (1998)

Pennsylvania

Poulsen (1999)
Taborda et al. (2004)

293

0.5 ( 1.2)

Virginia
Denmark

Brazil

48
36

1.7 ( t.5)

r.64 (1.3)

u

As measured using the perceived coercion Scale developed by
Gardner er al. ( I 993 ).
Standard deviation not reported.
" Data from cascardi et al. ( r 997) was recoded by poythress et ar. (2002).
d
In.cascardi et al' ( 1997), involuntary patients were subsequently permitted
to sign in on a voluntary
basis' In Poulsen ( 1999), these patienti were aclmitted voluntarily tut
were detained when they attempted
to leave.
b

Summary of second generation studies
The second generation of studies considering the relationship
between legal status and
patients'perception of coercion reinforce the findings of
the first generation of studies,

that there are

a

significant minoriry

of both coerced voluntaries

and uncoerced

involuntaries. However, second generation studies demonstrate that involuntary
patients' experience significantly higher rates of perceived
coercion and that legal status

also plays a significant role in the models of prediction of patients' perceptions
of

coercion. Taking these two findings into consideration,

it is concluded that the
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relationship between legal status and the experience of coercion is modest, with legal
status serving as

a blunt index or crude proxy of perceived coercion (MacArthur

Foundation Research Network on Mental Health and the Law, 1998). Given these
conclusions,

it is acknowledged that "understanding the determinants and correlates of

perceived coercion in mental hospital admission

- what makes

people coerced

- is a

prerequisite to understanding coercion as an independent variable (i.e. whether and how
coerced hospitalisation is effective

in producing therapeutic outcomes)" (Monahan

et

al., 1995, p.250).

The effect of mediating factors on patients' perceptions of

coercion
Given the above findings of the modest relationship between legal status and patients'
perceptions of coercion, there is a need for consideration of a range of mediating factors

that may influence the experience of coercion during admission to acute psychiatric
inpatient services (Monahan et al., 1995).

Demographic and clinical variables
These potential mediating variables include demographic and clinical variables. Lidz et

al. (1995) and Hoge et al. (1997) found no relationship between such variables and
patients'perceptions of coercion. Nicholson et al. (1996) stated females and those with
fewer admissions perceive the admission process as more coercive. Hiday et al. (1997,

p. 237) found "white, female, unmarried respondents with more education...

more

likely to perceive higher levels (of coercion)". Cascardi and Poythress (1997)
associated high levels

of

education with

a

greater sense

of

also

coercion during the

admission process.
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Observed coercion
Observed coercion refers to the process whereby the acts associated with admission are

by an outsider observer. However, such processes

evaluated as being valid

are

problematic to determine, given both ethical concerns regarding privacy and the twenty-

four hour daily surveillance required to accurately depict what is occurring. Therefore,
quantitative researchers look for markers or retrospective indicators that coercive events
have happened. These include indicators of the use of restraint, the use of seclusion, the

use of enforced medication, or the presence of law enforcement agencies such as the

police during the admission process. Studies indicate police accompaniment as being
associated
(Cascardi

with a significantly higher level of coercion for involuntary

&

patients

Poythress, 1997; Hoge et al., 1997). There is an increased incidence

of

observed coercive behaviour (primarily restraint and seclusion) with police involvement

(Reinish & Ciccone, 1995).

Who is coercive?
Studies have attempted

to determine

determined roles are associated

whether certain socially

or

professionally

with perceived coercion. Studies of

patients'

perceptions of coercion have focused on the role of the clinician, though the role of

family members has also been considered (Rogers, 1993; Wertheimer, 1993)). [n

a

study in the United Kingdom of patients' perceptions of coercion during the admission
process, 64Yo of 412 patients identified health professionals as being coercive, while

36% identified family members (Rogers, 1993,

p.264). Hoge et al. (1993) found

that

psychiatrists during psychiatric hospital admission were perceived to be the most
coercive followed by general practitioners and nurses. These findings were supported

in a study consffucting the most plausible factual account of what takes place during the
admission process (Lidz et al., 1997b:Lidz et al., 1998). Health care professionals were
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found to be the most coercive, thouglr the coercion was not confined
to the primary
health professional overseeing the admission but others involved in
on-going care and

treatment. Family played only a small role in relation to perceived coercion.
These
findings justifu focusing on the role of health professionals during
admission to acute
inpatient psychiatric services.

Process variabres

-

positive and negative pressures

Aftention has focused on the role of health professional interaction during
hospital
admission' to determine

if variation in the interaction process impacts on patients'

perceptions of coercion. Four categories of interaction,
or process variables, have been

found in qualitative analysis of transcripts recorded of actual interactions
between
health professionals, patients and family members during hospital
admission (Lidz,
Mulvey, Arnold, Bennett, & Kirsch, 1993). These are the use of persuasion,
the use of
inducements or promises, the use of threats, and the use of force.
The last involves the

clinicians using an interactional style based on non-negotiable statements
and limit

setting' Persuasion was the most common category used in acute inpatient psychiatric
seftings while inducement was seldom used (Hoge et al., 1993

; Lidzet al., 1993).

The same researchers collapsed these results into two categories
of potentially coercive

interactions. Persuasion and inducement were combined and called positive
pressures
because

of their mutual focus on the benefits of being admitted. positive pressures

use

reason or rewards in an attempt to get patients to accept admission.
Threat and force

were combined and referred to as negative preszures because of
their mutual focus on
patients becoming more unwell
pressures, which

is

associated

if

they resisted admission.

It is the use of negative

with patients' perceptions of being coerced, while

positive pressures have no impact (Hoge et al., 1997; Lidzet
al., 1995; Monahan et al.,

1996)' Negative pressures also feature with legal status in models of prediction
of
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patients' perceptions of coercion (Cascardi

& Poythress,1997; Hiday er al., 1997:Lidz

et al., 1995).

Procedural justice
The use of negative pressures during hospital admission is antithetical
to the concept

procedural
experiences

justice.

of

Procedural justice involves strategies that enhance patients'

of involvement in fair

and just decision-making. This concept evolved

from research on participants in legal proceedings, which suggests that

it is too

simplistic to assume that participation in such proceedings is influenced
only by selfinterest in the outcome of the event. Participants are psychologically
aflected by their
inclusion or otherwise in just processes subsequent to the outcome decision.
Inclusion

in proceedings that are experienced as fair has the effect of making any final decision
more acceptable to participants (Lind

&

Tyler, l98S). Professional adoption of

procedural justice has the potential to ameliorate conflicts of
interest by acknowledging

social status and by enhancing psychological feelings of self esteem,
self worth and a
sense of personal security

(Lind & Tyler, lggg; Tedeschi & Felson, 1994;Tyler,l99z),

which in turn influence attitudes, values and behaviours (Tyler & Blader, 2003).

It was suggested that

these findings from legal proceedings are transferable to decision-

making between health professionals and patients regarding civil commitment (Tyler,

1992)' A pilot study of nine involuntary patients during civil commitment hearings
found that the patients positively perceived procedural justice principles
in relation to
lawyers and judges, but not clinical staff (Greer et al., 1996). However,
it is important
to realise that procedural justice principles have significance outside of formal judicial
hearings. A study undertaken in Maryland with 42 involuntary inpatients
found patients

had more satisfaction with clinical processes of dispute resolution with
nurses than
legally mandated conflict resolution (Susman, 1996).
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A more comprehensive understanding of patients'

awareness

of procedural justice was

gained from studies of recently admitted patients' responses
to videotaped vignettes

commitment hearings involving either a presence or absence

of

of

procedural justice

principles. The participants responded favourably to the hearings when procedural
justice principles were present (Cascardi, Poythress,
& Hall,2000). Furthermore, such
perceptions were not affected by the presence of psychosis
or negative attirudes toward
the committal process.

Procedural justice has been applied to

civil commitment in qualitative research.

Data

collected from 157 psychiatric patients highlighted three moral themes perceived

as

important during the admission process (Bennett et al., 1993). The
term.inclusion,
relates to involving patients in the decision-making process by allowing
them voice.
'Beneficent motivation' refers to clinicians being motivated
by concem and exhibiting a

caring attitude. 'Good faith' involves the patient's perception of being
treated with
respect and honesty.

If

these moral themes are present then they are viewed as having a

marked positive influence on patients' perceptions of coercion (Bennett
et al., 1993).
Procedural justice places obligations on health professionals

to fulfil their starutory

responsibilities under mental health legislation by including patienrs
in fair decision-

making processes' The experience

of procedural justice is multi-faceted, involving

patients' perceptions of the fairness of the process but also that
they are able to express

their views (voice) and that these views are seriously considered (validation). ln
experiencing procedural justice, patients feel that they are ffeated with
respect (respect), and politeness and concern (motivation) (Lind

dignig

and

& Tyler, lggg).
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Measurement of procedural Justice

Lidz et al. (1995) linked these moral themes together by taking the initial steps in
developing

a

Procedural Justice Scale, based on testing the perceptions

of

voice,

validation' concern, respect and fairness. They found a strong inverse correlation
between perceptions

of

procedural justice and perceptions

of

coercion,

for

both

voluntary and involuntary patients admitted to inpatient psychiatric services (Lidzet
al.,

1995). This strong inverse correlation has been tbund in other sfudies in the United
States (Cascardi

&

poythress, 1997; Hiday et al., 1997;
Nicholson et al., 1996).

Procedural justice also featured in the models of prediction of patients' perceptions

coercion alongside legal starus and negative pressures (Cascardi

&

of

poythress, 1997;

Hiday et al., 1997;Lidzet al., 1995).

An important factor associated with procedural justice not considered in these studies

is

the importance of people receiving accurate information on the admission process.
Studies that indicate patient dissatisfaction with the information they
receive during
hospitalisation, highlight the need to include this factor when considering procedural

justice (Shannon, 1976; Snelling & walker, l97g; Toews
et al., lggl; wolpe, schwartz,

& Sanford, l99l). These studies found patient dissatisfaction
treatment (Snelling

&

about information on

Walker, 1978); patient dissatisfaction about information on the

process of committal (Shannon, 1976): patient dissatisfaction
with information given on

patient rights (Toews et al.,

l98l);

and patient dissatisfaction with the way that

information was given, for example the reading to a person of their rights
at admission
(Wolpe et al.,

l99l).

Experiencing procedural justice includes being given accurate and

relevant information about the procedures in which the patient is involved (information)

(Lind, Kanfer, & Earley, 1990) and this aspect needs to be included in the
construct.
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The findings of these studies suggest that procedural justice serves as potential
a
buffer
against patients' experiences of coercion for both involuntary and voluntary
admissions.

Others have suggested that the

link between perceptions of procedural justice

and

perceptions of coercion are conclusive and that there is a need
to consider experimental
research, which enhances procedural justice to reduce patients' perceptions

of coercion

(MacArthur Foundation Research Network on Mental Health
and the Law, l99g).
However. this research is dogged by methodological issues that are required
to be
addressed before the research proceeds in this direction (Hoyer,
1999; Monahan et al.,

1995). Measurement of procedural justice lacks the required determination of validity
and reliability. Another methodological limitation is that little is
known about patients,

perceptions

of

procedural justice beyond the time

of

admission and there

is little

understanding of mediating variables that may impinge on this variable.
There is no
published Australasian research which evaluates the application
of procedural justice
principles during civil commitment.

Proceduraljustice in the New Zealand context

ln the New Zealand context, attention to procedural justice is currently enshrined in
mental health legislation. The Mental Health (Compulsory Assessment
and Treatrnent)

Act 1992 places an obligation on health professionals to observe aspects
of procedural
justice in exercising their responsibilities under the
Act. Sections 5g and 59 of the Act

allow for compulsory treatment without consent; however, there remains an obligation
on health professionals to attempt to gain consent (Bell, 1992; Bell

&

Brookbanks,

1998). This obligation relates to patients' rights to self-determination and autonomy
in
decision-making, which implicitty require the ability of patients to
have voice and for
this voice to be taken into consideration in the decision-making process.
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Section 64 emphasises the obligation of health professionals to provide information
concerning the patient's mental illness, proposed treatment. legal status, changes
in

legal starus' and review and appeal processes. This includes a written statement
of
patients' rights. The role of health professionals as Duly Authorised
Officers to assist in
the practical application of the Act (Section 93) also includes a statutory obligation
to

inform patients about civil commitment (Department of Health, 1992: Ministry of
Health, 1997a; Street

& Walsh, 1996).

Section 5 and Section 65 of the Act place an

obligation on health professionals to treat people with respect regarding their cultural
identity, language, and belief systems (Belt & Brookbanks, 1998). In New Zealand,the

Bill of Rights Act 1990, Section 23 (5), also places statutory obligations on srare agents
to treat those deprived of liberty with respect and humanity (Mason,lgg4).
The Mental Health (Compulsory Assessment and Treatment) Act l992also
outlines due

legal process, which embodies the concept of procedural justice. This process
includes
the patients' right to legal representation tluoughout the process (Section 70),
regular

review and appeal mechanisms, and the appointment of independent lawyers under
the

Act (district inspectors) to serve as watchdogs in the implementation of the intent of the
Act (Bell & Brookbanks,

1998; Department of

Health,lgg2).

Outcome
The focus on mediating factors that influence patients' perceptions of coercion
has been
undertaken as a prerequisite to determining the effect that perceived
coercion has on

therapeutic outcome (Nicholson et

surprising then that there

al., 1996; wexler & winick, lggD. It is not

is limited research that considers the effect of civil

commitment during inpatient hospitalisation on therapeutic outcomeo and that the
findings of this research are equivocal. Fennig et al (1999) reported a large scale
follow

5l

up srudy of first admissions of patients suffering from schizophrenia in Israel. They
found that compulsory status at first admission was not associated with a more severe
course of illness as measured by the total number of readmissions, but was
associated

with an increased likelihood of future compulsory admission. Ramsay et al (1999)
compared

8l compulsorily admitted patients with anorexia

nervosa with

8l voluntarily

admitted in terms of short and long term outcome. The compulsorily admitted patients
had a more chronic history prior to admission, but benefited to the same degree
from

admission. However. they suffered a higher mortality at follow up (mean duration
of
5.7 years).

There is speculation on the potential harmful effects of patients' perceptions
of coercion

on therapeutic outcome.

It is postulated

that the use of coercion places the therapeutic

alliance between clinician and patient in jeopardy by creating mistrust (Wyness,
1995).

This mistrust in turn encourages a sense of patient alienation, which is manifest
internally as anger or depression (Monahan et al., 1995), or externally as a
negative
response

to mental health services. The latter involves rejection of the psychiatric

definition of the problem; rejection of mental health services; and non-compliance
with
medication and continuity of care in the community (Rogers, 1993; Shannon, 1976).
Gardner et al' (1993) indicate that the sense of alienation may even lead patients
to
encourage others to avoid mental health services.

In

support

of this speculation, a study considering the retrospective reflection on

involuntary admission
diagnosis

of

of

104 patients with serious mental illness (primarily with a

schizophrenia) found 36% thought that previous involuntary inpatient

experiences prevented future engagement. A reluctance to engage was
associated with

a lifetime history of involuntary hospitalisation (Swartz, Swanson, & Hannon, 2003a).
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Similarly Kaltiala-Heino et al. (lgg7) found coerced ffeatment aroused negative
feelings, negative expectations and mistrust in the therapeutic relationship.
There is also speculation on the potential benefits of patients' perceptions of
coercion in
accordance

with the 'thank you theory' (Stone, lg75), which justifies coercive action in

the form of civil commitment on the basis of a significant number of

patients

retrospectively being happy or grateful for the acrion taken (winick, 2003b).
The support for this theory comes from the positive retrospective reports
of participants

in the frst generation studies already outlined (Kane et al., 1983; Lucksted & Coursey,

1995; schwartz, vingiano,

&

Bezirganian, lggg; Toews

et al., 19g4,

19g6).

Furthermore' one of the second generation sfudies considering the impact of coercion
on

beneficial outcome (albeit outcome

in a limited capacity) found "no

outcomes for 'coerced' patients were worse" (Nicholson et al., 1996,

evidence that

p.Zl4). However,

a follow up study of the sample in Hoge et al. (1998) extended the interview

at

admission to follow up interviews at rwo to six weeks following discharge and
found
that although many patients had revised their beliefs about the need for
hospitalisation,

this did not involve a sense of gratitude toward the health professionals concerned.
Those who were coerced at admission felt coerced following discharge,
and although

they conceded the need for treatment, they were not grateful (Gardner et al., 1993;
Gardner

& Lidz,200l;

Gardnero

Lidz, Hoge, Monahan, Eisenberg, Benneft, Mulvey, &

Roth, 1999).

Gonclusion
There is international consensus on the need to understand coercion as a
dependent

variable (MacArthur Foundation Research Netrvork on Mental Health and the Law.
1996; Winick, 1997a\ and this approach is endorsed as the research direction
taken in
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this study- Furthermore, guidance is given as to the appropriate research
design. Value

is given to cross-sectional comparison studies based on legal status and situated
when
the impact of mental health legislation is felt rhe sfrongest (Monahan
eral., 1995). In

such studies. consideration must also be given to a range of potential confounding
variables including demographic, clinical and process variables. Finally,
the perceived

coercion scale is the preferred measurement of the outcome variable.
Findings from the international studies conclude that legal starus is only a
blunt index

of

patients' perception of coercion (MacArthur Foundation Research Nefwork
on Mental
Health and the Law, | 998). The most significant finding in the research
to date is the
extent to which the amount of coercion experienced by patients is associated
with the

degree

to which the process of being admitted to

hospital

is

perceived

to be

procedurally just (MacArthur Foundation Research Network
on Mental Health and the

Law, 1998). Patients perceive procedural justice when they feel they are included in
fair decision-making processes

In New Zealand, the only relevant research involves a descriptive survey of voluntary
patients (Wyness, 1995). There has been no attempt to date to
compare the perceptions

of

those people admitted under the Mental Health (Compulsory Assessment and

Treatment) Act 1992 with that of people admined voluntarily. This is rhe
intent of the

first section of this thesis.
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chapter 4: Methodology

- Inpatient psychiatric

Services

Aims
The primary intent of this first stage of the thesis is to describe the impact
of civil
commitment on patients' perceptions of coercion during admission to acute
inpatient
psychiatric services in New Zealand. The null hypothesis is that "there
is no significant
difference in the perceptions of coercion between patients who are admitted
under the

Mental Health (Compulsory Assessment

anrd

Treatment) Act 1992 and those admitted

voluntarily to acute inpatient psychiatric services".
The research was also designed to enable the testing of other null hypotheses
arising

from themes highlighted during the literature review. In the literature, there are
equivocal findings concerning the role
variables

of a

number

of

demographic and clinical

in influencing patients' perceptions of coercion. Furthermore, in inpatient

settings, process variables involving perceptions of force or threat (negative pressures)
increase patients' perceptions

of coercion, while the use of procedural justice principles

diminishes a sense of coercion (Cascardi & Poythres s, 1997; Hiday et al-,
1997; Hoge et

al', 1997;Lidzetal., 1995; Monahanetal., 1996). Littleisknownabouttheinfluence
of these factors within the application of civil commitment in the New zealandcontext.
There are three secondary aims: the first is to examine the relationship
between a broad

range of demographic and clinical variables, and patients' perception
of coercion, on
admission to acute inpatient psychiatric services. The null hypothesis
is that'.there is no
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significant relationship between demographic and clinical variables and perceptions
of
coercion, for patients admitted to acute inpatient psychiatric services".

The second considers the relationship between negative pressures (primarily
the use of

threat and force) and patients' perception

of

coercion during admission

to

acute

inpatient psychiatric services. The null hypothesis is that "there is no
significant
relationship between patients' perceptions

of negative pressures and perceptions of

coercion, for patients admitted to acute inpatient psychiatric services."

The third secondary aim considers the relationship between patients' perceptions
of
procedural justice and patients' perceptions

of coercion. The null hypothesis is that

"there is no significant relationship between patients' perceptions
of procedural justice
and patients' perceptions of coercion, for patients admitted to
acute inpatient psychiatric

services."

Research design
Ideally a randomised clinical trial would have been the desired approach in
testing the
primary relationship of the independent variable of legal status
to the outcome variable

of patients' perceptions of coercion.

However, the random application

of

civil

commitment within the New Zealand context is not possible, since such randomisation

could potentially constitute a breach of legal obligations to treat implicit in
the mental
health legislation. Further, it is ethically unjustifiable given that

criteria for inpatient commitment, failure

to

implement

it

if

a person meets the

may lead to

adverse

consequences involving that person's mental health status and/or
harm to him^terself or

others (Dawson, King, Papageorgiou,

& Davidson, 2001). A study in the United

States

in which there was the potential to assign participants to random comparison groups
based on manipulating legal status indicated that clinicians were reluctant
to do so on
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the basis of the reasons just outlined (Zwerling, Conte, Plutchik,

&

Karasu, lgTg).

Therefore the quasi-experimental design adopted in this study focused on developing
a
comparison group without the use of randomisation.

An empirical cross-sectional comparative research design was developed to

assess the

perceptions of inpatients during admission to acute inpatient psychiatric
services. This

design compares the perceptions
comparison group

of

of

those inpatients admitted compulsorily with

inpatients receiving ffeatment voluntarily

from

inpatient

psychiatric services. In considering the selection of the samples in
such a study,
imperative that the two samples are comparable (Hennekens

a

& Buring, lggT).

it

is

Given

that in Auckland there is a small number of voluntary patients in inpatient
services at
any one time (Abas, vanderpyl, Le prou, Kydd, Emery,

& Foliaki, 2003), matching of

the comparison group on the basis of key demographic and clinical variables was
compromised; matching could only occur tbr the service the person was admitted
to.
Thus, every consecutive voluntary admission into the same service as the involuntary
admission during the same period of time was considered in the study
and the potential

for variability betrveen the samples accounted for during the statistical analysis.

The comparison study was cross-sectional in its temporal design.
measurement

It

confined the

of the outcome variable of patients' perceptions of coercion to a time

when significant decision-making processes occur, which could potentially heighten
such perceptions. This is the time immediately preceding admission
to hospital. This is

the time when decisions are made concerning admission and legal status.

To date, no cross-sectional comparative research studies have been undertaken in
relation to the use of the New Zealand, Mental Health (Compulsory Assessment
and
Treatment) Act 1992, during admission to acute inpatient psychiatric services.
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Interview schedule
The Inpatient survey euestionnaire on patients' perceptions of
Goercion and procedural Justice
Researching perceptions usually signals a qualitative research approach.
Such research

on patients' perceptions of coercion has already been undertaken in the United States
under the auspices of the MacArthur Foundation Research Network on Mental
Health
and the Law (Gardner et al., 1993). This study collected data using a semi-structured

interview schedule consisting of two components. There were open-ended questions
and structured questions considering the concepts of patients' perceptions
of coercion,

positive pressures, negative pressures and procedural justice. Gardner
et al. (1993)

found that there was internal consistency

in the replies obtained from structured

questions with the themes derived from open-ended questions. As
a result, a structured

interview schedule was developed to facilitate a quantitative methodological
approach

to researching the concepts. This

schedule was called the MacArthur Admission

Experience Survey (MAES).

The MAES consists

of

15 true/false items. which take approximately

l0 minutes

to

complete. The replies are converted to scores and related back to rating scales.
These
are the Perceived Coercion Scale, the Negative Pressure Scale and the
Voice Scale. The

MAES also contains items that elicit a yes/no/don't know response to a range of
emotions that the participant feels during admission

to hospital. These cover the

emotions of being angry, sad, happy, relieved, confused and frightened.

An interview

schedule

for this srudy was developed called the Inpatient Survey

Questionnaire on Patients' Perceptions of Coercion and Procedural Justice, which uses
the MAES as its basis (see Appendix g).
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Measurement

of patients, perception of coercion

Five of the items from the MAES are summed to give a rating on the perceived
Coercion Scale- Direct reference to the term coercion is not made in these items as it is

not a word understood by the lay person. Instead items consider influence, control,
choice, freedom, and idea that the patient perceives during decision-making about their
inpatient admission. These terrns relate directly to the degree of autonomy the person
experiences. The rationale for this approach is that when autonomy does not exist, then
coercion is perceived as being present (Gardner et al., 1993). These items are:

I./blt./ree to do what J u,anl about being treated (freedom).

I

chose to be treated (choice).

It

is m-v idea to be treated (idea).

I

have more control that qnyone else on whether

I

have more influence than anyone else on v,hether

I

am trested(control).

I am treatecl (influence).

The score on the Perceived Coercion Scale is calculated by summing the number of
false responses, each of which is given a score of one. This leads to a 0-5 score
on the
Perceived Coercion Scale with a high value indicating high perceived coercion (Gardner
et al., 1993).

The Perceived Coercion Scale has high intenral reliability and retesr stability (Gardner
et al., 1993)' The robustness of this tool was validated in further studies (Bennett et
al.,
1993; Hoge et al., 1993) and has subsequently been used by a number of researchers
in

a variety of jurisdictions in which the psychometric properties of the perceived
Coercion Scale have been considered (Cascardi & Poythress, 1997; Hiday et al.,1997;
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Hoge et al., 1997:Lidz et al., 1995; Nicholson et al., 1996\. Furthermore" its use has
been piloted in New Zealand and minor alterations made to the wording of some

of the

items in response to this pilot (McKenna, I99g).

Measurement

of

negative pressures

Given that studies have found no relationship between the perceptions of inducements
and persuasion (positive pressures) during admission
services (see discussion Chapter 3, p.46), indicators

included

in the schedule. The MAES

to acute inpatient

of positive

considers the presence

psychiatric

pressures were not

of negative

pressures

during hospital admission through the use of a rating scale called the Negative pressure
Scale, which focuses on determining the extent to which force and threat are perceived

by patients during the admission process. These items are:
People tried to.force me to come into hospital.

Someone threatened me to make me come into hospiral

Someone tried to physically make me come into hospital.

No one tried to force me to come into hospitar(reverse scored)

I was threatened with commitment.
They said they would make me come into hospital

The score on the Negative Pressure Scale is calculated by counting the number of true
answers except for the reverse score already mentioned, which is given a value

of

I for

a false answer- This gtves a 0-6 score with a high value signifoing a strong sense of
negative pressure. However, there is limited research considering the psychometric
properties

of

the Negative Pressure Scale apart from Hiday et al. (lgg7) and this
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analysis was confined to a sample comprised only of involuntary admissions. Given

this concern, the Negative Pressure Scale was not used in this study. However
indicator

of force and an indicator of

schedule. These were

threat were both included

an

in the interview

l

People tried to./brce me to conte into hospital.

Someone threatened me to make me come into hospital.

Measurement

of procedural justice

The MAES also considers the presence of aspects of procedural justice, primarily the

ability of the patient to be able to have their say (voice) during the admission process.
Three items in the MAES relate to determining voice. These are:

I had enough oJ'a chance to sav whether I wanted to come into

the hospital.

I got to sa1'what I wanted qbout coming into hospital
M1t opinion about coming into hospitat

didn't matter (reverse scored).

The responses to these questions are related back to the Voice Scale, which
determined by counting the true answers

scoring the

signiffing

is

to the first two items above and reverse

last. This gives a 0-3 score on the Voice Scale with a higher score

a greater sense of proceduraljustice.

Lidz et al. (1995) considered additional quantitative items about aspects of procedural

justice other than

voice.

These items were designed

to

determine the patients'

perception of whether what they say has been taken seriously (validation), whether they
believe they are treated fairly (fairness), whether they feel they are treated with respect
(respect), and whether they feel they are treated with genuine concern (motivation).

6l

These four items were added to a single item on voice along with an item concerning

the antithesis to aspects of procedural justice (deception), which was reverse scored.
The result was the development of a six point procedural Justice scale.

However, there is no definitive research that has determined the validity and reliabiliry

ofthese aspects ofprocedural justice in relation to a cohesive construct (see discussion
Chapter 3,

p. 47). Therefore, the aspects of procedural justice were

considered as

discrete entities within the analysis of the data from this research. Furthermore. the

literature on procedural justice acknowledges the importance

of information

giving,

which is not evident in the measurements of procedural justice mentioned. Therefore
an
item on information-giving was added to consideration of aspects of procedural justice.
The intent was to initiate further developments of a Procedural Justice Scale during
the

third section of this thesis. The items on aspecs of procedural justice were:
I got to say whar I wanted about coming intt hospital (voice).
Those involved in admining me to hospital did so out of concern.for

ne (motivation).

Those involved in admitting me to hospital treated me with respecl (respect).

Those involved

in admitting me to hospital

seriouslT, considered what

I

had

to sav

(validation).

Those involved in admitting me to hospital treated me
fairly (fairness).

Those involved

in admitting me into hospital provided me with enaugh information

about what was happening (information).

The item on the antithesis of procedural justice was also included:
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Did

ant

one tt , to trick vou, lie to

1,671,

or -fool you into coming into hospital

(deception)?

These items required a yes, no or don't know response. The items were scattered

throughout the schedule to avoid responses to one item cueing the respondent into
subsequent items on a similar field of interest.

Potential confo u nd i n g

va

ri a btes

Data on demographic variables, and clinical variables were obtained from the patients'

medical files following informed consent. Demographic variables included gender,
age,

ethnicity, marital status, educational achievement, employment, and living
arangements. Clinical variables included current primary Axis I psychiatric diagnosis;
diagnosis of personality disorder; past experience of psychiatric hospitalisation;
suicidal

thoughts, threats and actions; violent thoughts, feelings and actions; and

if the patient

was offered voluntary admission (see Appendix g).

Data was also gathered from the files on markers of objective coercion. These
included

the patient being brought to hospital accompanied by the police, the use of handcuffs

during transportation, evidence of restraint prior to admission, the use of enforced
medication during admission, restraint following admission and seclusion following
admission (see Appendix 8).

Summary
In conclusion, the Inpatient Survey Questionnaire on Patients' Perceptions of Coercion
and Procedural Justice is an interview schedule of

2l items: the 15 items from the

Admission Experience survey, the five items on aspects of procedural justice (Lidz et

al-' 1995); and the additional item on information. This schedule was designed to take
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approximately l5 minutes to complete, given the busy environment of inpatient settings
and the associated difficulty of finding the tinre for patients to be involved in research

projects. Accompanying the questionnaire is a schedule to assist the gathering of data
on 26 demographic and clinical variables, and markers of objective coercion, from the

patients'files.

Sampling
Seruices sampled.
The Waitemata District Health Board (initially called the Waitemata Crown Health
Enterprise when the research began) serves approximately 400,000 predominantly
urban dwellers in the northern and western areas of Auckland, New Zealand. This

District Health Board has two acute psychiatric inpatient services for the adult
population. These are Taharoto Acute Admission Unit and Te Atarau Acute Admission

Unit, which admit patients befween the ages of 18 and 65. Taharoto is a 37 bed unit
with 7 intensive care beds and Te Atarau is a 22 bed unit with 4 intensive care bed. It
was from these services that the study samples were obtained.

The Waitemata District Health Board also manages inpatient psychiatric services
for the

elderly, and forensic psychiatric services. Both these services admit patients under
the

Mental Health (Compulsory Assessment and Treatment) Act 1992, though

these

patients were not considered for this studv

Determination of sample size
A comparison was undertaken between involuntary admissions to the services under the
Mental Health (Compulsory Assessment and Treatment)

Act

1992,

and, voluntary

patients admitted as informal patients to the same services over a similar time
frame.

&

The number of participants

in the study was determined by

undertaking

a

power

analysis using the Statistical Package for the Social Sciences, version I L5 (SpSS Inc,

2003) with reference to a study that focused on patients' perceptions of coercion in
acute psychiatric inpatient services using the same outcome measure

of

perceived

coercion (Lidz et al., 1995). Lidz et al. (1995) surveyed 157 patients with a mean score

on the Perceived Coercion Scale

of

1.75 (,SD

= 2.07). The effect was a one-point

difference in the scores between the involuntary and voluntary samples. The analysis
was undertaken to determine the number of subjects needed to detect the effect when
the power was set at .80 and the alpha level at .05. Ideally the ratio of the numbers in
the comparison groups should be

l:l

(Hennekens

& Buring,lg87,p. lal). The result

determined the need to survey 69 involuntary inpatients and compare the results with
69

voluntary inpatients recently admitted to hospital

(N:l3g).

Inclusion and exclusion criteria
The feasibility of gaining this number of participants was derermined by gathering
statistics from the Medical Records Departments in each of the two services concerned.

From January to March 1997, the average monthly number of people admitted to both

the units combined was approximately 40: the number

of informal admissions

was

approximately one third of the total. Similar international studies have been associated

with a high number of patients refusing to participate or being considered incomperenr
to participate' A selection bias involving approximately 40% of potential participants is
discussed in Chapter 3, p.

that

36. Taking these factors into consideration, it was predicted

it would take approximately nine months to gain

consent for the 138 participants

required for this srudy.

From April 23 1997, all admissions into the nryo services were eligible for inclusion in
the study, until the sample size of each group was reached. Some participants

(n:

14)
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were admitted to hospital more than once during the period of data collection. Each
admission was considered as a unique experience and was counted toward the total
required.

The commencement of data collection coincided with a shortage of acute psychiatric
inpatient beds throughout the country. During this time the number

of

informal

admissions to the units decreased, with informal patients being cared for in community

respite facilities to release inpatient beds for those requiring involuntary admission.

This high ratio of involuntary admissions to total admissions was an on-going issue
during the data collection and appears to be still evident in Auckland acute inpatient
psychiatric services (Abas et al..

2003). The final participant interviewed was a

voluntary admission who completed the survey in February 1998. This was

l0

months

after data collection began, rather than the 9 months anticipated.

The exclusion criteria for participation in the study were patient refusal to consent;
patient incompetence to participate as determined by the patient's responsible
clinician
and primary nurse; and inability to locate the patient due to unit procedures (systems
error).

Clinicians made decisions of incompetence based on disorganised thinking processes,
Ievels of anxiety, or level of dangerousness^

If a patient

was initially deemed to be

incompetent, reassessment of the level of competence was undertaken by the clinicians

up until one week after the admission date. Multiple assessments of competence were
sought because of the variable nature of competence when people are experiencing
a

mental illness (Coverdale, Chervenak, Mccullough,

& Bayer, 1996). Three patients,

who were considered competent by the clinicians, were considered incompetent by me

during the interview process, and had their interviews terminated. Of these. two

66

participants could not remember what had happened during the admission process, and

the other expressed anxiety that

I

was interviewing her for transfer to the forensic

psychiatric services.

Systems error refers to a variety of service related reasons. which result in missed cases.

These reasons were outside of my control. Non-participation due

to

systems error

related to transfer or discharge before the patient could be seen; flexible inpatient
freatment conditions, which meant the patient spent limited time in the service; and an

inability to contract time to interview patients due to service treament programmes. If
patients could not be located within one week of their admission date then they were
excluded from the study to avoid the potential for recall bias (Toews et al., 1984).

Refusal to participate occurred both before

I

was able to explain the snrdy, and after

consideration of the study information. No inducements were provided to participants

for their involvement in the study. Of the total eligible persons (n = 229), I}.Syo (n =
24) could not provide informed consent (i.e. were considered incompetent) and l}.Syo
(n

:

24) could not be located because of service processes outside of my conffol. Of the

consumers approached for informed consent (n

: l8l), 24% (n :

43) refused consent.

The overall response rate of those able to be contacted or able to be involved in
informed consent was 76%o (ff

= 138). It is common in studies of this kind for a

potential selection bias involving approximately 40% of potential participants (Kane et

al., 1983; Nicholson et al., l99d; Shannon, 1976; Toews et al., lggl; Toews et al.,
1986). Therefore the response rate for participation in this sfudy was considered
favourable.

67

Analysis
The data wsle anallzed using sPSs, version

ll.5

(SPSS Inc,2003). The distribution

of participants by the outcome measure of perceived coercion was
relatively evenly
distibuted across the scores on the Perceived Coercion Scale (see
Figure

l).

However,

grven that the validity of r tests and analysis of
variance are affected only sligbtly by
even considerable deviations from normal d.istribution, parametric
analyses of the data

were undertaken (Zar, 1996). Categorical variables were
used to create grogps that

could be compared on any differences

in their ratings of perceptions of

coercion.

Continuous variables were correlated with scores of patients'
perceptions of coercion

using Spearman's rho, because of the aforementioned deviation
from normal
distribution' Pearson's Chi-squared test of association was used
to compare differences
in the distribution of categorical variables between involuntary
and voluntary inpatients.
General linear regression analysis was undertaken on the
total number of participants to

determine the association of legal status with perceived
coercion, in relation to other
variables.
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Figure

l.

Distribution of scores on the Perceived Coercion Scale for inpatients
in general psychiatric services
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Procedure
A meeting was held in each of the services explaining the research. An agreement was
made with each service to undertake

a staff development training

session on the

findings of the research and the implications for clinical practice.

A list of new admissions was accessed at least twice

a week on each

responsible clinician and their primary nurse were consulted

unit. The patient's

to determine patients'

competence to give informed consent to participate in the study. Both clinicians were
approached because although blanket decisions can be made regarding the patient's

Ievel of competence by the responsible clinician, it is the primary nurse who is aware

of

the momentby moment changes or stresses that determine the suitability of approaching
the patient at any given time.
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If

patients were deemed to be competent, they were approached by both the primary

nurse and

me- At this time the patient was given a written information sheet (see

Appendix 4): verbal information about the contents of the sheet; and the opportuniry to
ask queries about the research and participation in

it.

The potential participant was

offered the option of an interpreter; during the study an interpreter was required on one
occasion.

The patient was given 24 hours to consider voluntary participation before being
approached

for informed consent, with the primary nurse acting as a witness to

the

process. This consent form was approved by the Ethics Committee of the North Health
Regional Health Authority (see Appendix 2).

If

informed consent was obtained, the survey was undertaken.

All surveys were

undertaken by me during face-to-face interviews in a private location within the service.

Prior to asking the questions,

I

reiterated that answers were only based on this

admission; that the time in question should be immediately prior to the admission, when

important decisions about admission were being made; that there were no right or

wrong answers to the questions; that information given or obtained from files was
confidential and that participation did not affect the participant's treatment. During the
interview process, the participant was given the option of having a support person(s) of

their choosing in attendance. The majorify of participants chose to complete

the

interview alone. At the completion of the interview the key worker was contacted to
inform them of the completion or otherwise of the process.

After the survey was completed, demographic and clinical information was gained from
the patients' files; no information about the patient was obtained until after the survev to

70

avoid the potential

for

interviewer

bias. This information was entered onto a

spreadsheet and statistically analysed.

A small number of participants

(rz

= 4) requested access to the outconre of the research

once completed, and consented to their address being obtained at the completion of the
study, in order that an overview of the findings could be posted to thenr.

Ethical approval and rreaty of waitangi obligations
Ethics approval was granted in February 1997 (see Appendix I l).

I was aware of the over representation of Maori within acute mental health services (Te
Puni Kokiri, 1993), and sought advice from Maori within the Waitemata District Health
Board about approaching Maori patients for informed consent and Maori participation
in the research. The proposal, and a verbal explanation of the research, was given to Mr

Erika Edwards, a kaumatua and culrural adviser within the Waitemata District Health

Board. On Mr Edwards' advice, a copy was sent to Mr Wayne Mulligan, the manager
of Maori mental health services in the Waitemata District Health Board. His approval
was given with no further procedural requirements (see Appendix

l2). A request was

made to the managers of the fwo services to work with cultural advisers in the services
when approaching Maori clients.
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Ghapter 5: Results - Inpatient psychiatric
Services

lntroduc{ion
This chapter firstly outlines the total number of participants
on socio-demographic and

clinical variables, before comparing the samples split on legal
status, to determine
differences that might need to be considered in firther
analysis (Hennekens

& Buring,

1987)' The analysis then examines the impact of the use
of civil commitment (i.e. legal
status) on patients' perceptions
psychiatric services

of

coercion during admission

to

acute inpatient

in New Zealand. Other factors that might influence

patients,

perceptions of coercion are then examined. These
include demographic and clinical

variables, the presence

of

observed coercion, the influence

of

process variables

involving force or threat (negative pressures) and the impact
of aspects of procedural

justice' Using these findings, a linear regression was
undertaken to determine
association

of legal status with perceived coercion in

relation

the

to other potential

confounding and interacting variables. In conclusion,
the findings are related back to
the null hypotheses outlined at the beginning of the
rast chaprer.

Demographic characteristics of participants
Ages of participants ranged fiom r 7 to 64 years
ord (M=33.g, sD = 9.4)(see Figure 2).
There were more males (58yo,n 80) than femal
=
es (42%o,n = 5g) in the total sample.

In

considering ethnicity (see Figure

European/Pakeha (75yo, n

2l)

=

104),

3), the majority

identified as being

with the percentage of Maori participant s (15 %o, n
=

being similar to the percentage of Maori in the total
residential population in the
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1996 census (16%) (Statistics New Zealand, 1997). There were seven people of pacific

lsland culrures, four people identified as Asian and two as other (not known),

Figure

2.

Histogram of age of inpatients in general psychiatric services
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Only ten percent (n

= 14) were married or living with

a partner; 30% (n:41) were

divorced, separated or widowed; and 60% (n: 83) were single. [n considering current
residential atrangements, 23Yo (n
friends, 22%

(n:

:

32) lived alone , 52Yo (n

:

73) lived with family or

30) in boarding houses or structured living environments and 2Vo

(n:

3) were homeless prior to admission.

Forty-one percent of participants

(n:

56) had no academic qualification, while l8% had

attended a tertiary educational institution

(n:25).

Seventy-one percent of participants

(n = 98) were either unemployed or sickness beneficiaries. Twenty
-nine percent (z =
40) were in full time or part time work and incruded one student.
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Figure

3.

Pie chart of ethnicity of inpatients in general psychiatric services

Other

Clinical characteristics of participants
The participants were evenly spread over the two services in the study. Sixty-seven
percent of participants (n

Sixty-five percent (n

:

:

92) had previously been admitted to a psychiatric hospital.

89) had been previously committed under mental health

legislation. Sixty-one percent of participants (n

:

84) were experiencing psychotic

illness at the time of the admission. Psychosis was determined by either a primary
differential diagnosis of psychosis, for example, schizophrenia, or a primary differential
diagnosis with

a qualifier that

indicated psychosis

for example major depressive

disorder with psychotic features. Nine percent of people admitted (n

=

13) had

a

diagnosis of a personality disorder.
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comparison between involuntary and voluntary patients
Socio.demographic variables
ln considering demographic characteristics. involuntary patients were more likely to be
female and more likely to live in structured living conditions, such as boarding houses

and community group homes than voluntary patients (see Table

significant differences between the groups on the basis

2).

There were no

of ethnicity, marital

status,

educational achievement, employment and income.

Glinical variables
In considering key clinical variables, the samples were matched on inpatient service the
patients were attending. The involuntary inpatients were significantly less likely to
have a diagnosis of a personality disorder and less likely to have documented evidence

of suicidality (suicidal ideation, threats or ideation) than voluntary patients (see Table

2)- Of the voluntary patients who had evidence of suicidal ity (n: 4l ), fourteen (34%)
involved suicidal behaviour, eight (20%) suicidal threats and ninete en (460/o) suicidal
ideation. In considering documented evidence of violent thoughts, threats or behaviour
toward others, it was involuntary inpatients who were more likely to have documented
evidence

of violence than voluntary patients (see Table 2). Of

patients (n

:

these involuntary

29), seven (24%) were involved in violent behaviour, seventeen (5g%\

threatened violence and

five (17%) had violent ideation. In regard to the overall

emotional response to the process of their admission, involurr-tary inpatients were more

likely to feel angry and conversely less likely to feel happy and relieved (see Table 2).
There was no significant difference between the groups on the basis of primary Axis I
diagnosis, past hospitalisation and past experience of civil commitment.
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Table 2.

significant differences in demographic and crinicar variables
hetween involuntary and voluntary inpatients
Involuntary inpatients

Voluntary inpatients

Male

J-t

48

36

52

47
22

68

Female

46

4l

59

36

r0

l5

20
19

29

4l

59

7l

28

41

29

42
58

l8
5l

26

Value

P value

Characteristics

Socio'demographic variables
Gender

Living situation
Supportive living
Structured

')<

5.8

.02

8.7

.01b

13.0

<.001

3.9

.048

4.2

.M

9.7

.oo2

4.9

.03

9.6

.oo2

32

Clinical variables
Suicidalily (action, threats or ideation)
yes
No
Violence (action, threats or ideation)

yes

No
Personality disorder

40

yes

74

t
J

I

l0

t4.5

66

96

59

85.5

Yes

JI

No

54
46

l9

32
26
43
30
39

27.5
72.5
56.5
43.5
70
30

No

Emotional response to treatment
Angry
Happy

Yes

No
Relieved

Yes

No

38
62
43.5
56.5

50
39
30

48

2l

Observed coercion
Objective coercion (in the form of the controlled use of physical force to bring about
compliance) is permissible during the assessment phase of civil commifment in New
Zealand

law. The identification of such events was determined through the presence of

markers documented in the patients' files. Involuntary patients were more likely than
voluntary patients to be accompanied to hospital by the police; be handcuffed during the
process; be restrained prior to admission: be restrained following admission; and
be
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secluded following admission (see Table

3). It is surprising that some voluntary

patients were restrained or secluded following admission, given that there is no legal

authority for this to occur. However, little is known about the context

in which

individual events occurred (whether for instance they occuned within the context of

a

change in legal status after the person had been admitted involuntarily).

Table 3.

significant differences of observed coercion between involuntarv and
voluntary patients

I

nvoluntary inpatients

Voluntarv inpatients

Observed coercion
(1t

Admitted with police
yes
No
Handcuffed prior to admission
yes
No
Restrained prior to admission
Yes

=

691

o/o

(1t

=

69)

3l

45

38

)f

6
63

9

0

0

9l

69

100

2

3

bI

97

7

t0

I

1.5

90

68

98.5

yes

t6

No

53

23
77

66

Restrained after admission
3

33.5

<.001

6.3

.01

4.8

.03

-

10.3

.001

t9.2

<.001

96

Secluded after admission

yes

25

36

A

6

No

44

64

65

94

Negative pressures
Corresponding to a greater exposure to objective coercion, involuntary patients were
more likely to perceive the use of force in the interactive processes they were a part of
(see Table

patients

4).

(n:

However, a minority of both involuntary patients

P velue

t

Vo

62

No

Value

(n:

16) and voluntary

15) experienced threats during the process of admission to hospital.
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Aspects of procedi.rral justice
The majority of the total sample experienced aspects of procedural justice. It was the
aspects of respect and motivation that patients felt occurred the most frequently (both
84o/o,

tt:

I

l6), while 80% of all patients (n :

I

l0) reported that they were treated with

fairness during admission. Of the remaining aspects of procedural justice that were
reported, information and validation was experienced
voice in

640/o

of cases (n

Table

4.

Process

variable

:

in 66% of cases (n :

90) and

88).

Patients' perceptions of process variables by legal status.
lnvoluntary inpatients
(n = 69)

(n = 69)

nohno/o'i

Negative pressures

Force

Yes
No
Deception Yes
No

4t
28
24
45

59
4t
35
65

15
54
13
56

Fairness Yes
No

48
21

70
30

62
7

lnfonnation Yes

No

40
29

58
42

50
t9

28

Yes
No

34
35

49
5t

54
15

22

Validation Yes 37
No
32
Motivation Yes 52
Nol725S7
Respect Yes 49
No202923

54
46

54
15

22

iS

64

93

|

67

97

Aspect

of

22

20.3

iB

19

<.001

4.5

.035

g.g

.003

3.2

.074

8l

procedural

justice

Voice

o

Pearson Chi-square (dJ'=

7

90
tO

72
7g
7g

12.5

<.001

g.3

<.001

7.g

.005

.5

<.001

tj

l).

Table 4 shows the comparison of aspects of procedural justice by legal status. With

voluntary patients over seventy percent of patients positively acknowledged every
aspect of procedural

justice. With involuntary patients

70Yo

or more acknowledged
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fairness, motivation and respect. Less than 600/o of involuntary patients acknowledged

information, voice and validation. There were significantly more indications of
perceptions

of

fairness, voice, validation, motivation and respect

for the voluntary

sample, and a significantly greater indication of deception for the involuntary sample.
The one variable that was not significantly different between voluntary and involuntary
patients was the perception of information.

Legal status and patients' perceptions of coercion
The Perceived Coercion Scale in this sample had an alpha coefficient of 0.82 indicating
high internal reliabiliry (Hiday et al., 1997).

The maximum score on the Perceived Coercion Scale is
had a mean score of perceived coercion of 3.4 (SD
had a mean score of 2.0

:

5.

The involuntary inpatients

1.7), while voluntary inpatients

(.SD: 1.8). There was a significant difference

samples in relation to the dependent variable of perceived coercion

:

(t:

4.9,

between the

df :

136, p

<.001), with the involuntary patients having a statistically higher mean perception

of

coercion.

The distribution for voluntary patients tended to be positively skewed toward
minimum score on the Perceived Coercion Scale

of 0, while the distribution

a

for

involuntary patients tended to be negatively skewed toward a maximum score of 5 on
the Perceived Coercion Scale. However, there were eleven (16%) of the voluntary
patients (n

=

69) who scored the maximum on the Perceived Coercion Scale and six

(9%) of the involuntary patients (n

:

69) who had no measurement of perceived

coercion. This provides evidence of the presence of both coerced voluntaries

and

uncoerced involuntaries (see Figure 4).
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When voluntary inpatients were singled out for analysis, there were a number of
voluntary patients on admission

(re

:

14,20%) who in the week after admission prior to

being interviewed had their legal starus changed from volunltary to involuntary. These
inpatients were interviewed after becoming involuntary, but were asked to reflect on the
experience of admission as voluntary inpatients. The mean score of perceived coercion
was significantly higlrer for this group of people (M

voluntary patients (n

:

55, M

:

1.7,

SD:

1.8;

:

3.1, SD

:

| : 2.7, d.f: 67,p

1.6) than for the other

:

.01). However

the

small sample size negated further attempts to locate the source of these perceptions in
the data gathered.

Figure 4.

clustered bar chart of scores on the Perceived coercion Scale bv
legal status for inpatients in general psychiatric services
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Mediating variables and patients' perceptions of coercion
Socio-demographic variables
In considering the demographic variables, there was only one variable that showed a
significant relationship to scores on the Perceived Coercion Scale. Those patients who
were educated at tertiary institutions had a significantly higher mean score of perceived
coercion than those who were educated at a secondary level (see Table 5).

Clinical variables
Of the clinical variables considered, none showed significance in relation to scores on

the Perceived Coercion Scale. Only Axis
significance (see Table

5).

I

diagnosis showed

a trend toward

Psychosis was defined by either a primary differential

diagnosis of psychosis for example schizophrenia, or a primary differential diagnosis

with a qualifier that indicated psychosis for example major depressive disorder with
psychotic features.

ln considering emotional reaction to the process of admission,

those patients who were

angry at the time of admission had a greater sense of coercion than those who were not.
Conversely, those who were happy or relieved experienced significantly less coercion
than those who did not experience these emotions (see Table 5).
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Table 5.

comparison of clinical variable categories with scores of patients'
perceptions of coercion

Demographic variables
Education

Terliary
Secondary only

Clinical variables
Axis I diagnosis
Anger
Happy
Relieved

Observed coercion
Accompanied by police
Restraint afler admission

a

tt

25

3.5

1.9

il3

2.5

r.8

84

2.9
2.3
3.4
2.2

2.3

.02

r.9

.056

1.8

3.8

<.001

-7.6

<.001

-7.3

<.001

Psychosis
Non psychosis
Yes

54
56

No

82

Yes

65

1.6

t.8
t.5

No

I3

J.t

1.6

Yes

78

1.8

t.6

No

60

3.8

1.6

J_f

3.6
2.4

1.6

t.6
t.9

Yes

No

t05

Yes
No

l9

3.5

l19

2.6

lndependent sample t tests (df
: 60.4

=

t.9
1.9

3.5

.001

2.1

.o4

r.9

136. unless oftrer*rse specif,eAl

df

Observed coercion
The data indicated a number of observed coercive events that occurred around the time

of admission.

These included being accompanied

restrained before admission (n
restrained after admission (n

:

:

by the police (n

8); bein_e handcuffed prior to admission

l9); and being secluded after admission (r

:

33); being

(n:

:

6); being

Zg). It was

anticipated that all of these events would be associated with higher levels of subjective
coercion as experienced by the patients. However, a higher sense of coercion only

related

to two specific events.

Those who were accompanied

by police had

significantly higher experiences of coercion than those that were not, while those who
were restrained following admission had a significantly higher perception of coercion
than those who did not experience restraint (see Table 5).
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Negative pressures
There were two items in the interview schedule concerning patients' perceptions of
negative pressures during inpatient admission. These required dichotomous responses
as to whether the patient felt forced into treatment and whether they felt threatened into

treatment. With both variables, those that felt the negative pressure experienced higher
levels of perceived coercion than those who did not experience the negative pressure.

With both variables, the mean score on the Perceived Coercion Scale was relatively
high when compared with all of the other variables analysed (see Tables 5 and 6).

Aspects of procedural justice

In the studies undertaken in inpatient settings, there is a strong correlation between
measures of procedural justice and scores on the Perceived Coercion Scale (MacArthur

Foundation Research Network on Mental Health and the Law, 1998). In this study,
those experiencing each of the aspects of procedural justice felt significantly lower rates

of perceived coercion than those who did not experience the aspect. In all

aspects, for

those who did not experience the aspect, the mean score on the Perceived Coercion
Scale was relatively high compared with all of the other variables analysed (see Tables
5 and 6).

PHILSOI{ LIBRAHY
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Table 6.

comparison of process variables with scores of pafients' perceptions
of coercion

Negative pressures
Force
Yes

56
82

4.1

1.4

r.8

t.6

Yes

3l

4.0

1.6

No

r07

2.3

t.8

Yes

JI

l0l

3.9
2.2

1.5

No

No

8.9

r36

<.001

5.1

)5

<.001

5.4

79

<.001

-6.1

53

<.00t

-3.7

136

<.001

-9.8

133

<.001

-8.7

t23

<.001

Threat

Deception
1.8

Aspects of procedurrl jusdce
Fairness
Yes

lt0
28

2.3
4-2

1.8

No

90
48

2.3

1.8

3.5

1.9

88
50

4)

Ll

2.0
4.2

t.2

ll6

2.4

1.9

22

4.1

t.4

Yes

l15
22

2.4
4.3

1.8

No

t.4

lnformation
Yes

No
Voice
Yes

No
Validation
Yes

9l

No
Motivation
yes
No

47

1.9

1.7

t.7

-4.8

37.7

<.001

-6.2

44.1

<.001

Respect
1.2

Lndependent sample t tests
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Regression analysis
As in the North American studies (Cascardi & Poythress, 1997; Hiday et al., 1997; Lidz

etal',

1995), multiple linearregression analysis was undertaken on the total numberof

participants to determine the association

of legal

status with perceived coercion in

relation to other potential confounding and interacting variables. Categorical variables
were used to create groups that could be compared on any differences in their ratings
perception of coercion. All variables with

a

of

p value < .2 were considered for the model.

These variables were divided into subsets. However, there was the potential that
variables within each subset were associated to the degree that they might affect the

stability or validity of the multiple linear regression. Therefore binary categories were
created and a Phi co-efficient measure of association

(/)

considered between subset

variables. Decisions were made to include or exclude variables based on this analysis,
the association with the outcome variable of perceived coercion and with reference to
the literature on the findings from previous similar studies.

In considering demographic variables, gender
siruation

(t:1.96,

df

:

136

p:

(t:

-1.4, df

:

136

p:

.18) and living

.05) were considered for the analysis. In the initial

comparison between the samples based on legal statuso these two variables were

significant. Involuntary patients were statistically more likely to be female and more
likely to live in structured living conditions (such as boarding houses and community
group homes) or supportive living sinrations with family and friends, than voluntary

patients. Voluntary patients were more likely to live alone (see Table

2).

For this

reason these variables were retained in the analysis through to the final model. Level

of

education was dichotomised to consider the relationship between those inpatients who
had attended university and those who had undertaken secondary education

only. Given
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the association of this variable with perceived coercion (see Table 5), it was included in
the analysis.

With clinical variables, only Axis

I

diagnosis had a p value

of < .2 in relation

to

patients perception of coercion (see Table 5) and was included in the analysis.

The emotional responses to treatment can be divided into positive and negative
emotions. Negative emotions included feeling angry, sad, and confused. Of these,
feeling angry was most strongly associated with the outcome variable (see Table 5) and
feeling confused showed a trend toward significance

(/:

1.9, df

angry also had a weak association with feeling sad (Q

:

:

136

.20,

p:

.06). Feeling

p : <.02) and no

association with feeling confused. Positive emotional responses of feeling happy and

relieved were strongly associated (Q

:

.65.

p : <.001), and feeling

strongly associated with perceived coercion (see Table

5).

happy was more

Therefore feeling

anry,

confused and happy were retained in the analysis.

The negative pressures of perceived force and threats are treated as distinct entities in
the literature (Hoge et al., 1997;Lidz et al., 1995) and although they were moderately
associated
sense

(Q: .40,p:

<.001) they were both retained. The relationship between

a

of deception and a perception of force and threat were also considered. There was

a weak association befween deception and threat
association between deception and force

(Q: .22,p :

(Q: .47,p = <.001).

<.009) and a moderate

Therefore deception was

excluded from the study.

Observed coercion,

in the form of inpatients being accompanied to hospital by

the

police and being restrained following admission, both resulted in patients experiencing
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higher levels of perceived coercion (see Table

5).

There was no association between

these two events, so both were retained in the analvsis.

Finally, aspects of proceduraljustice were considered in the one subset. Although there
were weak to strong correlations between all of these aspects, they are considered as
distinct entities in the literature and were retained in their own risht.
Variables were entered into the equation under the rationale of eliminating nuisance
variables first (Cascardi

& Poythress, 1997). As stated, legal status,

gender and living

situation were retained in the analysis at each step. The demographic variable of level

of education was entered in the first block. These variables accounted for 18.5% of
variance. In the second step the addition of clinical variables (Axis I diagnosis) and the
emotional responses to admission of feeling angry, confused and happy improved the
prediction of coercion to account for 39Yo of variance. At this stage, Axis I diagnosis,

feeling angry and feeling confused were removed from the analysis as they did not
reach significance and the negative pressure

of force and threat and the objective

coercion events of being accompanied by the police and restrained following admission

were entered. This accounted for 47% of the variance.

At this point

threat, being

accompanied by the police, restraint following admission and level of education where

removed from the model as they did not reach significance and the aspects of
procedural justice added

in.

The new model accounted for 58

o/o

of the variance. At

this stage the aspects of procedural justice of motivation, fairness, respect

and

information were removed from the model, as they did not reach significance. Table 7
shows the model of prediction derived from this process. This model includes the two
aspects

of procedural justice, which related to a sense of inclusion in the admission

process i.e. voice and validation.
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Table

Regression analysis of perceived coercion for all patients

7.

Variables in final

Beta

Constant
Gender (malel

P valae.
<,001

t0.2
0.09
0.03
0.12

1.61

Living situation (st,ltcnred/ supportive)
Legal status (involuntan.)

.ll

0.47

.64

|,97

.05

Happy (r'es)

-0.26

-3.99

<.001

Force (r,es)

0.23
-0.31
-0.171

-4.58
-2.46

Voice (r'es)
Validation (1,es)

3.t2

.002
<.001
.02

" Adjusted t':.SS

The aspects of procedural justice, a perception of being forced into treatment and of
being happy about being committed all feature strongly in determining the rate of
perceived coercion. Legal status had been significant in each of the steps up until the

introduction
difference

of

aspects

of

procedural

justice. Given that there was a

significant

in the samples determined by legal status on the basis of both voice

validation (see Table 4),

it

and

was decided to undertake a further analysis developing a

general linear model, which included the interaction of legal status and voice, and legal
status and validation (see Table 8).

Table 8.

General linear model analysis of perceived coercion including
interaction terms for legal status and aspects of procedural justice

Varialles in final block

".

Corrected model
Gender (male)
Living situation (strztctured/ xrpportive)

Legal status (i nvolu
Happy 1_1,s5;

n

tarlt)

Force (r'es)

Voice [ve.r)
Validation [r's5)
Legal status/v oice (interactiotr)
Legal status/validation (interactiotr)
u

df

F
23.97
3.76
.92
.91

13.77

8.36
26.67
8.23
6.63

P value.
<.001
.06
.34
.34
<.001

.005
<.001
.005

.02

.01

.90

Adjusted ri = .60

The significance of the interaction between legal status and voice provided justification

for considering the role of aspects of procedural justice within the separate

samples
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based on legal status. Therefore the variables in the regression linear analysis in Table

7 were reconsidered foltowing a splitting of the total sample on legal status. Table 9
shows the regression model for involuntary admissions and Table

l0

the model for

voluntary admissions.

Table 9.

Regression analysis of perceived coercion for involuntary inpatients

Variables in final step "

Beta

P value.

Constant
Gender (malel

0.17

7.6
2.01

Living situation (struchred/ supportive)

0.t7

1.93

Happy [ves)

-0.23

Force [ue.s)

0.30

-0.l8

-2.32
2.93
-1.81

-0.21

-1.84

Voice (ues)

Validation

(r,.es)

" Adjusted rr:

<.001
.05
.06
.02
.005
.08
.07

.51

With involuntary patients, aspects of procedural justice do not feature in the model of
prediction for patients' perceptions of coercion. Rather it is the degree of force patients
perceive that plays a major part in increasing their sense of coercion, whilst a sense

of

being happy about being admitted decreases the perceptions of coercion.

Table 10.

Regression analysis of perceived coercion for voluntary inpatients

Variables in final step ".
Constant
Gender (malel

Beta
.04

t

Pvalue.

9.30

<.001

Living situation (structured/ supportive)

-.09

.49
- 1.13

Happy (ves)

-.28

-2.88

Force fire5)

.08

Voice (r'e.s)

.t)

.63
.26
.005
.46

-.46

4.71

<.001

Validation fves)

-.21

-2.30

.03

" Adjusted

Rr = .57

With voluntary patients, aspects of procedural justice feature strongly in the model of
prediction for patients' perceptions of coercion, especially the perception of being able

to have voice during the decision-making process. Again knowledge of the emotional
state of feeling happy about being admitted provides strong indication of the extent that

patients feel coerced.
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Conclusion
The primary intent of this study was to determine the impact of the use of the Mental
Health (Compulsory Assessment and Treatment) Act 1992 on patients' perceptions of
coercion during admission to acute psychiatric inpatient services. The findings of this
study reject the null hypothesis that "there is no significant difference in the perceptions

of coercion between patients who are under the Mental Health (Compulsory Assessment
and Treatment)

Act 1992 and those receiving voluntary treatrnent during admission

to

acute inpatient psychiatric services". The importance of legal status in determining the

level of coercion perceived by the patients in this study was supported by multiple
regression analysis even though in the final step legal starus did not achieve significance
(see Table

7). Therefore it is concluded that legal

status only serves as a crude proxy in

determining patients' perceptions of coercion.

This study considers the relationship between a broad range of demographic and clinical

variables, and patients' perception

of

coercion on admission

to

acute inpatient

psychiatric services. The null hypothesis was that "there is no significant relationship
befween demographic and clinical variables and perceptions of coercion, for patients

admitted to acute inpatient psychiatric services". This null hypothesis was rejected in
that there were several variables that did impact significantly on patients' perceptions

of

coercion. These were the demographic variable of level of education; the emotional
responses to admission

of feeling anBT, happy and relieved; and observed coercive

events involving being accompanied to hospital by the police and being restrained

following admission. Of these variables, only the emotional response of feeling happy

at being admitted to hospital was significant in the model deterrrining the most
influential variables in relation to patients' perception of coercion.
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The study was also designed to enable the testing of other null hypotheses arising from
themes

in the literarure on inpatient civil commitment. This study

considered the

relationship between negative pressures (primarity the use of threat and force) and
patients' perceptions of coercion during inpatient admission. The findings rejected the

null hypothesis that "there is no significant relationship between patients' perceptions of
negative pressures and perceptions of coercion, for patients admitted to acute inpatient

psychiatric services." When inpatients experienced the use of force, and threat they
perceived higher levels

of coercion.

Furthermore the perception

of force reached

significance in the model to determine the most influential variables in relation to
patients' perceptions of coercion.

This study also considers the relationship between patients' perceptions of aspects of
procedural justice and patients' perceptions

of coercion. The null hypothesis is that

"there is no significant relationship between patients' perceptions of procedural justice
and patients' perceptions of coercion, for patients admitted to acute inpatient psychiaric

services." This null hypothesis was rejected, as there was a strong relationship between
each aspect of procedural justice and patients' perception of coercion. Furthermore,

two aspects of procedural justice (voice and validation) featured in the model to
determine the most influential variables in relation to patients' perceptions of coercion.

The most marked impact in this regard related to the experience of voluntary inpatients
during the admission process.
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Ghapter 6: Discussion - Inpatient Psychiatric
Services

The use of civil commitment
Civil commitment is intended as a therapeutic intervention for those that present with
serious mental illness and who constirute a risk to themselves or others. However. in

this study, there is no clear association by legal status of the presence or absence of
these

criteria. The majority of involuntary patients suffered from psychosis at the time

of admission and involuntary patients were nlore likely than voluntary patienrs ro pose
as a risk to others. However, there was no significant difference

in the presence of

psychosis between involuntary and voluntary admissions, and voluntary patients were

more likely than involuntary patients to present with suicidal behaviour, threats or

ideation. The clinical complexity associated with voluntary inpatients was further
exemplified by those who had an Axis II diagnosis of a personality disorder.

Inpatients' perceptions of coercion
It is plausible to predict that involuntary

legal status equates with coercion, and that

informal admission based on informed consent escapes a perception of coercion. The
mean score of perceived coercion for involuntary patients in the New Zealand context,
as with involuntary patients in other jurisdictions (see Table

l, p. 43), was relatively

high with scores tending to be negatively skewed toward a maximum score on the
Perceived Coercion

Scale. These findings are consistent with the philosophical

underpinning of the Mental Health (Compulsory Assessment and Treatment) Act 1992,

which is based on treatment

in the least restrictive environment, presumably the
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community. Acute psychiatric inpatient services constitute restrictive environments
where patients can be detained

for the

purposes

of compulsory

assessment and

treatment: therefore this level of coercion is to be expected.

However, the results of this study support only a modest relationship between legal
status and patients' perceptions

of coercion for those admitted to hospital under the

Mental Health (Compulsory Assessment and Treatment) Act. Although a relationship
between legal status and perceived coercion was established on the basis of bivariate
analysis, legal status lost significance

in regard to perceived coercion when it

was

considered with other potential confounding and interacting variables during linear
regression analysis. Furthermore, the difficulty of predicting the level of coercion based

on legal status was reinforced by the presence of uncoerced involuntaries during
admission. Coercion exists on a continuum from legal coercion to coerced voluntarism.
Coerced voluntarism is not uncommon within acute inpatient services (Lovell, 1996).
Coerced voluntarism in acute psychiatric inpatient settings is confirmed by the findings

of this study, in that sixteen percent of the voluntary patients scored the maximum

on

the Perceived Coercion Scale.

These findings parallel those

in the international

research, which use the same

psychometric measure of perceived coercion in jurisdictions in the United States and in

Denmark. These latter studies consistently found that involuntary patients experienced
significantly higher levels of perceived coercion and in some cases that legal status also
plays a significant role in the models of prediction for patients' perception of coercion
(see discussion Chapter 3, p.

39). However the strength of

these findings is offset by

equally consistent findings that there are a significant minority of coerced voluntaries

and uncoerced involuntaries during admission to hospital. This study supports the
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finding that the relationship between legal status and the experience of coercion

is

modest with Iegal status serving as a crude proxy of perceived coercion (MacArthur
Foundation Research Network on Mental Health and the Law, 1998).
Howeveq the comparison of the level of perceived coercion experienced by voluntary
patients within the New Zealand context, with that of voluntary admissions within the

international literature, is not as concordant. The mean score of perceived coercion for
voluntary patients appears higher than voluntary patients in other studies. The level

of

coercion experienced by voluntary patients in the New Zealand context appears to be

similar to quasi-voluntary patients who were admitted voluntarily but detained when
they aftempted to leave hospital or were admitted as involuntary patients but were
permitted to sign in as voluntary at a later date (see Table l, p. 43).

This finding does relate in part to a group of voluntary patients in this study who could

be considered quasi-voluntary patients in that their legal status was changed to
involuntary status within a week of being admined to hospital. This group of inpatients

had a higher perception of coercion than other voluntary patients. However

an

explanation for the relatively high level of coercion experienced by voluntary patients in

the New Zealand context could also. in part, lie in adjustments to the threshold for
admission to hospital,

in

response

to a shortage of acute psychiatric inpatient

beds

throughout the country, which coincided with the cornmencement of the study. Bed
shortage meant that some voluntary patients who might have otherwise been admitted

were instead cared for in community respite facilities to release inpatient beds for those
patients requiring involuntary admission. This resulted in a reduction of the number

of

informal patients admitted to acute inpatients psychiatric services at the Waitemata
District Health Board during the time of the study. It is argued that given such bed
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demand, that the "voluntary patient, however unwell,

is a relatively

unassertive

competitor for the bed against the rigours of legal obligation" (Mason, Johnston, &
Crowe, 1996, p. 30). It may be that voluntarv patients who were admitted were the more

clinically complex and this complexity may have contributed to the level of coercion
experienced.

Furthermore, once admitted, involuntary legal status provides a standard of treatrnent

and clearly defined legal responsibilities and protections for involuntary patientss,
which are not afforded to voluntary patients. Recognition of this sense of disadvantage
may have further compromised voluntary patients' sense of autonomy regarding their
care and treatment.

Mediating factors
Given the modest correlation between legal status and patients' perceptions of coercion,

it is important to consider a range of determinants and correlates of perceived coercion
during psychiatric hospital admission i.e. what makes people feel coerced (Monahan et

al., 1995). The international literarure highlights that there is little indication in

the

socio-demographic or clinical profile of patients, as to who may or may not experience

coercion. However the variable of educational achievement does attract attention. In

a

sample of involuntary patients just prior to discharge, Hiday et al. ( 1997) found that

high educational attainment correlated with perceptions of coercion. This was also the
case in this study,

in that those patients who were educated at tertiary institutions had

a

significantly higher mean score of perceived coercion than those who were educated at

a secondary level. Hiday et al. (1997) suggest well educated admissions tend to
experience autonomy in their daily

lives. It is feasible to postulate that this tendency

would equate with a high expectation

of

autonomy when these people are admitted to
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hospital. When this autonomy is compromised, albeit slightly, then this compromise
could register as a high score on the Perceived Coercion Scale.

Conversely,

it is surprising

that ethnicity did not feature as a variable that relates to

higher levels of patients' perceptions of coercion. Maori are over-represented in mental

health services (Brunton, 1996; Te Puni Kokiri, 1993). Maori experience of
colonisation, and specifically the forced alienation

of Maori from their land, are

highlighted as being responsible for this over-representation (Street & Walsh, 1996;Te

Puni Kokiri, 1993). According to Durie (as cited in street

& walsh, 1996, p.5), the

result of this experience is a contemporary predicament in which "some Maori are part

of Maori society: some Maori are part of general society; and some Maori are alienated

from both." Furthermore, Maori experience a disproportionately high rate of fnst
admissions to inpatient psychiatric services through referral from law enforcement and

welfare agencies (Brunton, 1996, p. 52).

Hiday et al. ( 1997, p.230) state that disadvantaged groups "expect less control of their

lives". Hospital admission

maybe just another coercive interchange, which is no worse,

or no befter, than other coercive events in their lives. Therefore, the sense of being
coerced may

not register as a high score on the Perceived Coercion

Scale.

of

qualitative methodology in

conjunction with the quantitative approach adopted

in this study, would enable

Methodological triangulation involving the use

clarification of the position of Maori in this regard.
Given the counter intuitive results of the relationship between patients' perception of
coercion and the demographic variables of education and ethnicity,
suggest that expectation may

it is reasonable

to

modiff the experience of perceived coercion, and that the

existing empirical methodology, which focuses on the experience of admission, rather
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than the expectation of the experience, may need to take the role of expectation into
consideration (Hiday et al., 1997). Therefore structured questions about participants'
expectations

of having control over the major

decisions that affect their lives are

considered in section three of this thesis.

Finally, it is common sense that emotional responses to the process of treatment would
give an indication of the level of coercion perceived. In this study, patients who were

angry about the treatment process were more likely to experience higher rates of
perceived coercion and those who were happy

or relieved were more likely

to

experience lower rates of perceived coercion.

Observed coercion and negative pressures
The use of necessary physical force is permitted under the Mental Health (Compulsory
Assessment and Treatment)

Act 1992 for the purposes of transportation, detention and

treafinent of involuntary patients (Bell

& Brookbanks, 1998). ln considering a range of

actual coercive events. there was no clear relation between the occurrence
events and patients' subjective perceptions

of

these

of coercion, as one would expect. Being

brought to the hospital by the police and being restrained after admission did relate to

a

significantly higher sense of coercion. whereas being brought to hospital handcuffed,
being restrained prior to admission and being secluded following admission, did not.
Potential complications resulting from the transportation of involuntary patients by the
police were highlighted in an inquiry into the death of psychiatric patient Mathew lnnes

(Mason, 1994). This study further highlights the need for on-going education
concerning the role of the police in civil commitment.

Although it was involuntary patients who experienced these coercive events, perceived

the use of threat and force (negative pressures), and experienced anger, these
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perceptions and feelings cannot be fully explained by identifiable incidents during the

admission

process. Rather they relate to the total experience of

hospitalisation, which includes the processes

of

involuntary

interaction benveen patients and

clinicians specifically clinicians' use of interactional styles based on non-negotiable
statements and

limit sefting (Hoge et al., 1993:Lidz

et

al., 1993).

In regard to the perception of force and threat, it is important to note the relatively high
mean levels

of

perceived coercion

to which they are linked. These levels appear

excessive and therefore possibly counterproductive to the therapeutic intent. There is

speculation that those who perceive treatrnent as coercive may harbour long term

negative responses

to menal health services,

resulting

in

non-compliance with

medication and non engagement with services (Monahan et al.,

1995).

Therefore

clinicians need to be cognisant of the presence of patients' perceptions of negative
pressures and take steps to alleviate them.

Procedural justice
The results of this study support other findings (Bennett et al., 1993; Hiday et al., 1997;

Lidz et al., 1995) that patients' perceptions of aspects of procedural justice have a
marked positive influence on their perceptions of coercion for both involuntary and

informal patients. In the New Zealand context, this appears to especially apply to
voluntary patients, the importance of which is critical, given that voluntary admission is
devoid of the legal checks and balances associated with civil commitment.

Voluntary patients generally thought they were involved in fair and just decisionmaking processes during admission

to

psychiatric hospital. This finding

is

not

surprising given that voluntary admission should be based on the principle of infonned
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consent. However, it is surprising that this perception is so prevalent given the number
of voluntary admissions who did not feel they received enough information.

ln addition, most involuntary

patients thought they were involved

in fair

and just

decision-making processes. This is encouraging, given the acuity of their illnesses and

the requirement

of

legislation

to initiate compulsory assessment and treatment.

Nevertheless, there was a minority

of both voluntary and involuntary

patients who

reported being unfairly treated in the decision-making processes; clinicians are ethically

required to actively enhance procedural justice principles

to reduce and minimize

patients' perceptions of coercion.

Voice relates to the perceptions of patients that they are able to have their say during the
process of admission. Validation relates to patients perceiving that they are listened to,

and that what they say is taken seriously in the decision-making process. This study
suggests that around half

of involuntary patients did not perceive voice or validation

during the admission process. This is despite a statutory requirement for these aspec$

of procedural justice to occur. Sections 58 and 59 of the Mental Health (Compulsory
Assessment and Treatment)

Act 1992 allow for compulsory treatment without

consent.

However, there remains an obligation on health professionals to attempt to gain consent

(Bell, 1992; Bell & Brookbanks, 1998), which implicitly requires the ability of patients
to have voice, and for this voice to be taken into consideration in the decision-making

process. Considerable clinical skill is required in conveying clarity, listening with
intent, and then making decisions, which validate the process of open, constructive

dialogue. Professional development through post-graduate education or clinical
supervision

is

needed

to

assist health professionals

to

develop the advanced

interpersonal communication skills required in such complex situations.
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For both voluntary and involuntary groups, a substantial minority of patients perceive

that insufficient information was given to them during the admission process. For
involuntary patients, Section 64 of the Mental Health (Compulsory Assessment and
Treatment) Act 1992 emphasises the obligation

of health professionals to provide

information concerning the patients' mental illness, proposed treatment, legal status and
changes in legal status, and review and appeal processes (Department of Health, 1992;

Ministry of Health, 1997a; Srreer & Walsh, 1996).
Patients' perceptions that not enough information was given to them during admission

may relate to the depth of information given; the frequency of information-giving

during the potentially stressful admission process: and the mode
transmission

of

information

in relation to individual patients' preferred learning styles.

There is

certainly a need for health professiorrals to regularly evaluate the ability of patients to
retain information provided.

Despite the above-mentioned legislative requirements

to

implement aspects of

procedural justice during civil commitment. legislation is only as effective as the people

who are applying

it. Situations involving

the admission of people under mental health

legislation are complex; situations do arise when intrusive and forceful actions are
deemed necessary. Perceptions of coercion may be expected and unavoidable in such

siruations. Considerable clinical skill is required to initiate aspects of procedural justice

to reconcile these situations and ameliorate the experience of coercion. The greatest
need is for the identification of effective interpersonal communication strategies that

can be used

in

these difficult situations, and the teaching

of these sffategies to all

professionals who are involved in the admission process (including the police).
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Research limitations
In the New Zealand context, legal starus has a modest influence on patients' perceptions

of coercion during admission to acute inpatient psychiatric services. However, we do
not know the effect of these perceptions on treatment outcomes, or whether

these

feelings persist for those who continue to be subject to Compulsory Treatment Orders in

inpatient services. There remains

a

research priority

to consider the effect that

subjective coercion has on therapeutic outcome fNicholson et al., 1996; Wexler &

Winick, l99l).
The majority of contemporary studies of patients' perceptions of coercion involve
collecting data from participants close to the actual time of admission. This is to avoid
the potential for recall bias, which occurs when patients' involvement and impressions

about an event alter over time (Hennekens

& Buring, 1987). To avoid this potential,

participants were accessed within a week

of their

date

of admission.

However,

accessing patients during the acute phase of their mental illness, when competency is

more likely to be compromised, increases the potential for selection bias. In this study,

this potential was accentuated by the number of potential participants deemed to

be

either incompetent or unable to be located due to systems elror. Although the overall
response rate for this study was comparatively favourable, the balancing of recall bias

vis-i-vis selection bias remains a research design priority.
This potential bias may have been reduced

if I

had been permanently based

in

the

clinical areas. This would have aided greater flexibility in continuous assessment of
patients' competenceo and gleater availability to approach people admitted for brief
periods of time. Consideration in future research needs to be given to enlisting existing

staff who are able to be more actively involved in obtaining consent and collecting data.
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Furthermore, the determination of competency was left to the treating clinician or key

worker. There was no consistent format used in such determinations. Screening tools
do exist to assist in determining competency and

it has been suggested that greater

reliability could be gained by researchers applying such tools and making decisions
based on empirical evidence (Poulsen, 1999).

ln considering the selection of the samples in a comparison study, it is imperative that
the samples are comparable (Hennekens

& Buring, 1987). Matching of the samples on

the basis of key demographic and clinical characteristics was not possible with the low

admission rates of voluntary patients. Although differences between the groups were
accounted for in the statistical analysis,

it is desirable that matching occurs to enhance

the comparability of the groups. This need is addressed in section three of the thesis.

A number of mediating variables were included in this study though the list

used is by

no means exhaustive. There is room for the inclusion of a more comprehensive set of
variables in future studies in New Zealand. Furthermore, of those variables chosen,
there was often an artificial reduction of complex phenomena to resffictive responses to

aid analysis. This had the potential to oversimpliff the findings and make explanation

of such findings difficult to discuss. Furthermore, in this study, observed coercion was
based on the presence

of markers of such events that were found in the patients' files.

There exists the potential for the presence

of such markers to give an inaccurate

indication of the actual event that took place.

Part

of the difficulty of undertaking this

coercion as embodied

in civil

research

is separating the effects of legal

commitment from other forms

of both formal and

informal coercion (Draine, 1997). Involvement of the police gives a clear indication of

the extent to which the involvement of other agencies can impact on patients'

r02

perceptions

of coercion. During an informal discussion following an interview,

one

participant mentioned that her child was under the auspices of the Child, Youth and
Family Services and how this relationship was used as leverage to influence her consent

to hospital admission. There is increasing recognition of the use of formal social
mechanisms including social welfare agencies and criminal justice mechanisms as
leverage to achieve treatment objectives (Monahan et al., 2003; Petrila, Ridgely, &
Borum, 2003). Such mechanisms were not taken into consideration in this studv.
Data collection for this srudy took longer than anticipated because of the shortage

of

informal patients admitted into acute inpatient psychiatric services in the Waitemata
District Health Board. This difficulty related to an acute shortage of beds (Ministry of
Health, 1997b). Motels were used to provide respite beds for the less acutely ill, who
under normal circumstances may have been admitted to hospital as informal patients.

This information was only discovered inadvertently at the completion of the sfudy.
Although there was a significant difference in the level of coercion experienced by
involuntary and voluntary inpatients,
may have been more pronounced,

if

it is reasonable to speculate that this difference

the voluntary sample was enlisted prior to this bed

shortage.

This study also needs to be considered in the light of measurement limitations. There is
a lack of consistency in the international research in measuring procedural justice. A
prudent approach was taken in considering aspects of procedural justice rather than a
construct of procedural justice comprising of the sum of presumably inter related parts.

Although the aspects have content validity in the literature, there is a need to determine
the validity and reliability of a measure of the construct of procedural justice. Steps
toward initiating this process are undertaken in section three of this thesis.
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Finally, this research was undertaken within a distinct geographical location in New

Zealand. Little is understood of the representativeness of the sample to the wider
context of patients admitted to acute inpatient psychiatric services throughout the
country. Furthermore, there is difficulty in replicating this study to determine the
external validity of the findings. These difficulties relate to changes in the legislation

over time and differences in the models of legislation developed benveen jurisdictions
(Draine, 1997).

Conclusion
Despite the Mental Health (Compulsory Assessment and Treatment) Act being in place

for twelve years, there is little

research that informs the implementation

of the

legislation through the critical phase of admission into hospital. Evaluative information

of current medico-legal

processes is crucial

provision. Patients' perceptions of the

for health policy formation and serice

experience are

a

necessary part

of this

evaluation. This study takes tentative steps toward a consideration of this need by

highlighting the potential

for

replicating overseas studies

to

achieve

a greater

understanding of the national context.

Although the beneficial outcome of civil commitment in New Zealand has not been
researched, there exists a prior research need before determining efficacy. This is the
need to consider patients' perceptions of coercion as a dependent variable within the

context of hospital admission (Draine, 1997). This research goes some way toward

fulfilling this

need.

This study is the first in New Zealand that empirically explores the levels of perceived

coercion

of

people admitted

to acute inpatient

psychiatric services.

intemational studies, legal status is only a partial index

of patients'

As

with

perceptions

of
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coercion, and patients' perceptions of procedural justice have a significant impact on

regulating patients' perceptions

of

coercion during adrnission

to acute

inpatient

psychiatric services.

The use of civil commitment to admit patients to acute psychiatric inpatient services for

the purposes of compulsory assessment and treatment is contentious. The Mental
Healtlr Commission in New Zealand is presently "embarking on a project to invesrigate

the use of compulsory assessment and treatment with a view of encouraging its
reduction" (O'Hagan, 2003, p.

l2).

However. this study indicates that it is too simplistic

a notion to believe that perceptions of coercion will be automatically reduced by

a

reduction in the use of civil commitment. There are a number of extra legal variables

that enhance patients' perceptions of coercion. Even more important is the need to
recognise that

it is not applying civil commihnent alone that contributes to perceptions

of coercion. Rather it is how patients are respectfully and fairly included in

the

decision-making towards this end. These points need to be considered carefully in any

deliberations concerning the benefits and risks

of civil

commitment, which may

influence mental health law reform.

At the same time

as the Mental Health Commission is considering the reduction

of the

use of civil commitment, there are indications intemationally of the expansion of civil

commitment. ln the United
preventive

Fond,

States, sixteen States have passed laws involving

civil commitment for sexually violent predators released from prison (La

2003). AII bar one involve involuntary

Richards, Arnold,

inpatient treatment (Meyer, Molett,

& Latham,2003). Depending on the evaluation of such initiatives, it

is reasonable to predict that preventive civil commitment for sexually violent predators
may be also considered within the New Zealandjurisdiction.

It is important

that the
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debate on attempk to expand the legislative frarnework also takes into csnsideratio'n thE

findings of this study. However, this study does not adequately inform this debate, as it
does not focus on the expedence o'f those

in prison Msntal hEalth legislation in New

Zealafr currently applies ts those tliat suffer mental illness while
Seotion two

of the thesis cffrsiders at length the perceptions

b,nir

e,lrvironment,

of, coercio.n of inmates

experiencing a mental il-lness and the process of their admiesion to forensie psychiafiic
service$,
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Chapter 7: Literature Review - Forensic
Psychiatric Services

lntroduction
The first study in this thesis measured the perceived coercion of patients admitted to
acute inpatient psychiatric services. This study found that involuntary legal status is a

broad indicator

of higher levels of

perceived coercion, but that the prediction of

coercion cannot be nrade on the basis of legal status alone, as some involuntary patients
do not feel coerced and some voluntary patients do.

The use of necessary physical force is permitted under the Mental Health (Compulsory
Assessment and Treatment)

Act 1992 for the purposes of transportation, detention and

treatment of involuntary patients (Bell

& Brookbanks, 1998). However,

there was no

clear relationship between the occurrence of these events and patients' perceptions

of

coercion. Being brought to the hospital by the police and being restrained after
admission did relate to a significantly higher sense of coercion; whereas being brought

to hospital

handcuffed, being restrained prior

to admission and being secluded

following admission did not.
The experience of coercion of patients admined to inpatient psychiatric services cannot
be fully explained by identifiable incidents that occur throughout the admission process.

Rather, they relate to the total experience of involuntary hospitalisation including the
processes

of interaction between patients and clinicians. During admission to inpatient

psychiatric services, section one

of the thesis highlights the ability to reduce the
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experience

of coercion through the applicatiorr of procedural justice principles

that

enhance patients' experiences of involvement in fair decision-making processes.

However, inpatient psychiatric services are not the only environment to which patients

are admitted for assessment and treatment under the Mental Health (Compulsory
Assessment and Treatment) Act 1992. Section 45 of the Act enables the involuntary

admission

of inmates experiencing a mental illness in prison to forensic psychiatric

services. There have been no published studies nationally or internationally that seek to

either empirically evaluate the coercive experiences or to determine the influence of
procedural justice principles,

for those patients admitted to forensic

psychiatric

hospitals. Furthermore, consideration of admission of patients from the coercive
environment of prison provides the opportuniry to further explore the role of objective
coercion in influencing the subjective experience of coercion.

This chapter discusses the results of a comprehensive literature review that provides the
background to studying the perceptions of coercion of inmates experiencing a mental
illness during their admission to forensic psychiatric services. The chapter begins by

outlining the strategies used in the literature search. The literature review includes
studies, which highlight the high prevalence

of

serious mental illness

in

prison

populations. The cause of these prevalence rates is partially explained by the social
phenomenon called the criminalisation of people experiencing a mental illness. This

phenomenon

is

outlined

in depth.

However the coercive nature

of the prison

environment also has the ability to induce or exacerbate mental illness- The evidence

for this occurrence is discussed. Given the treatment needs for inmates experiencing

a

mental illness , it is important to understand the provision of services intended to meet
these needs. Although these services are designed to address unmet need, there is some
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indication that service provision (or more specitically the lack of it) can negatively
impact on patients' perception of coercion. Finally, there are two studies that although

they do not measure patients' perceptions

of coercion on admission to

forensic

psychiatric services, measure perceived coercion in contexts that inform this process.
These studies will be discussed in detail. Finally, the aims of this second section of the
thesis will be outlined.

Literature review strategy
Initially the same literarure search strategy was employed

as that outlined

in chapter two

of this thesis. A broad sweep of relevant data-bases was undertaken using the keywords

'inpatient

civil

commitment', 'involuntary treatment', 'Compulsory treatment',

'invOluntary admission', 'compulsory admission' 'civil

commitment',

'commitment/committal', 'psychiatric hospitalisation (hospitalization)', 'psychiatric
hospital admission' and 'coercion'. As this study focuses on the experience of those

patients being admitted from prison,

a

broad sweep

undertaken using the key words 'prison'. 'gaol',

of the data-bases was also

Jail' and 'correctional institution(s)'.

It was then necessary to determine the intersection between

these generic subject areas'

which markedly reduced the amount of relevant literature. For instance, in the search of
PsychINFO, this intersection comprised only 25 publications.

The literature search involved the following data-bases

- PsychINFO

(1872 to date),

MEDLINE (1966 to date), Sociofile (1974 to date), EMBASE (1980 to date)

and

CINAHL (1982 to date). This search led to 73 articles being reviewed. An auto alert
was established for the keywords with each of the data-bases, so that the most current

articles were e-mailed to me as they were published. This process continued until June
2004.
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Prevalence of mental illness in prisons
Epidemiological studies of prison populations internationally show higher prevalence
rates of psychiatric disorders for inmates in prisons, than for people

population (Birmilgham, Mason,
1990; Gunn et al.,

&

Grubin, 1996; Bland, Newman, Dyck,

l99l: Hardie, Bhui. Brown, Watson, & Parrott,

1999; Teplin, Abram,

in the

general

&

Orn,

1998; Simpson et al',

& McClelland, 1996). A meta-analysis of 62 surveys studying

the prevalence of mental illness of prisoners in t2 westem countries (totalling 23,000
participants) determined that there is a two to four fold increase in the prevalence rates

of psychosis and major depression in prison than in the general community (Fazel &
Danesh,2002\.
Included in this meta analysis is a national epidemiological study undertaken in New
Zealand

in

1997 and 1998 (Simpson et

inmates and a random sample

of

18%

al., lg99). All female prisoners and

of sentenced male inmates (N:

interviewed using standardised measures,

to

determine those

remand

1248) were

with mental

illness

including personaliry disorder. This study found a disproportionate number of inmates

with schizophrenia, major depression, bipolar affective disorder, obsessive compulsive
disorder, post traumatic stress disorder, alcohoV substance abuse and personality
disorders, compared to the general community (Brinded, Simpson, Laidlaw, Fairley,

&

Malcolm,200l; Simpson et al., 1999).
There is also international evidence concerning the complex clinical presentation of
inmates experiencing a mental illness. ln a comparison study, such inmates (n

:

69) in

to hospital, on
euebec were matched with people experiencing a mental illness admitted

the basis of clinical diagnosis and age (Cote, Lesage, Chawky,
Standardised interviews were undertaken

to

&

Loyer, 1999)'

diagnose psychiatric disorders in

ll0

accordance

with the DSM III-R. lnmates experiencing a mental illness were more

likely to have a co-morbid substance abuse disorder or anxiety disorder' Similarly in
the New Zealand prison context, the clinical presentation of serious mental illness is

complicated

by high

rates

of

co-morbidiry with substance abuse

or dependence

(Simpson et al., 1999).

The criminalisation of people experiencing a mental illness
There are many causes tbr these high prevalence rates of mental illness in prison,
including deinstitutionalisation. This refers to the process whereby large psychiatric

of

hospitals were decommissioned and dismantled, and a network

institutional community services in the form
established to meet the needs

of

specialist non-

community mental health centres

of those people with mental health

issues (Lamb &

Bachrach. 2001; Scheid-Cook, 1987). The process of deinstitutionalisation reflected a

socio-political concem

for the quality of hospital care

coupled

economic cost containment (Hiday, 1996a, 1996b; Munetz

with a drive fbr

& Geller, 1993)'

Deinstitutionalisation commenced in the United States in the 1950s and was formalised
as

public policy with the Community Mental Health Center Act of 1963 (Brown' 2003).

From 1955 to 1998, the inpatient population in state psychiatric hospitals in the United
States dropped

from 559.000 to 57,151 (Grudzinskas,2002, p.218). On apopulation

basis, bed numbers decreased from 339 per 100,000 of the population in 1955 to

2l

per

100,000 in 1998 (Lamb & Bachrach,200l, p. 1039).

With adequate funding, the ideals of deinstirutionalisation may have been realizedHowever, the funding of the community mental health structure in many states was
inadequate and concem was voiced from the 1980s about the perceived difficulties
associated

with lack of adequate resources. The dismantling of large psychiatric
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institutions without the creation of adequate community mental health services was seen
as contributing to the occurrence in the United States of the criminalisation of people

experiencing

a mental illness (Brooks, 1987; Durham & La Fond, 1996;

Gerbasi'

Bonnie, & Binder, 2000; Hiday,2003b; Wilk, 1988a, 1988b).

The term criminalisation of people experiencing a mental illness was first coined in

lg72 (Miller, lgg/). Prior to deinstitutionalisation, civil commitment in

large

psychiatric hospitals served as a means of controlling deviancy. People experiencing a
mental illness were admitted early in the exacerbation of their mental illness and often
detained for long periods of time away from mainstream society. In the absence of such
means

of social control, increasing numbers of people experiencing a mental

illness

committed offences, which led to contact with the criminal justice system. Most people

with mental illness commit minor nuisance and survival crimes like shop-lifting or
leaving restaurants after eating without paying (Hiday, 2003a). Most of this offending

is either diverted from the criminal justice system by police or by diversion

systems

located in the courts. However, suspects experiencing a mental illness are arrested at

higher rates than non-mentally disordered suspects and this is reflected

in

detention in the criminal justice system (Hiday, 2003a; Lamb, Weinberger,

rates

&

of

Gross,

1999). This is borne out in statistics from the United States which indicate that 10-15%
of all prison inmates have a severe mental illness (Lamb & Weinberger, 1998).

The criminalisation of people experiencing a mental illnessl in the New
Zealand context
In New Zealand. deinstitutionalisation commenced in the 1960s and gained momentum

in the 1970s and 1980s. Figure 5 tracks the trend in decreased mental health hospital
beds from 1970 to 2000 (Simpson, McKenna, Moskowitz, Skipworth, &Barry-Walsh'

2003). Although there is no documented evidence that substantiates the link between

rt2

trhis trend and the afor,imentioned high prevalence rates

of

m€Nltal illness

in Nes'

Zealmdpisong given ttre intemational comparissns it ls reasouatle to sottcludo this
relationehip.

Figurc

5.

Residente in psyehiatrie hospitalsr 197tr2000 (Simpton et at,2003).
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The contrlbution of imprisonment to mental illness
Cause of the high prevalence rate of,,mental illns.ss in prisons also lie in the exper.ieope

of prison itcelf, which rnay be psychologically
oorreotional population

in tlie Unit€d

(I\4€fzner, Cohe.q Grossrnan,

prison popuilatior grew

83,500 by ?00s (tsirmingbam, 2003,

for

oome

States increased 2.5 times

& Wettst€in,

fron ,[4,000 in

darnaging

1998' p'

2ll).

inmates- Tbe

from

1980-1993

ln the United Kiagdom" the

1993 to 71,200 in 2002 arrd is projeeted to be

p. 192). In New Zealan4 the population of

remand and senteoced innates in 1991 w"as 423i2whicrh gr-ew to 5,780 b,y 2001
average annust growth lplte of 32Vo(Departnent of'CorreCtions,2003,

wift

an

p.4).
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lncreased rates
incarceration

of incarceration

of

occurred at the same time as increased lengths

for convictions (Reeder & Meldman, l99l). The result of this rapid

increase in prison populations is overcrowded prison systems with deteriorating living

conditions, prison life becoming increasingly disorganised and unpredictable, increasing

surveillance

to maintain safetyo and prison

inmates under increasing amounts of

psychological distress (Birmingham, 2003; Felthous. 1994; Kolstad, 1996; Reeder &
Meldman, l99l).

Several studies have related such environmental variables to attempted suicide or
completed suicide. Such research includes a qualitative study analysing data from
interviews with inmates in the United Kingdom who attempted suicide and self harm
attempts

in l6

prisons

(r :

62) compared with interviews from a comparison group

inmates who were not suicidal

(n:

of

la2) (Liebling & Krarup, 1993); a similar study in

the United Kingdom comparing the experience of a group of inmates who attempted
suicide

(n:62)

a review

with a random comparison group of inmates (r = 80) (Liebling. 1995);

of the cases of suicide in one large prison in Detroit from 1967 to 1992 (n

cases) (DuRand, Burtka, Federman, Haycox,

& Smith,

:

37

1995); and a review of suicides

(n = 48) undertaken by inmates in the custody of the New York City Department of
Corrections between 1980-1988 (Marcus & Alcabes, 1993).

In these sfudies, the predisposing factors to suicide are attributed to a combination of the
personal characteristics

of the inmate, situational factors and environmental

factors.

Personal factors relate to the young age of offenders, mental illness and poor coping

strategies. Situational variables include a charge of murder or manslaughter, the first 30
days of incarceration in which the inmate is adapting to prison life, proximity to court
appearance, and long sentence. Apart from the overcrowding issue already discussed,

l14

environmental factors include a sense of boredom with prison life; exposure to antisocial peers who may engage in victimising behaviour (Ogloff, 2002); pressure from

staff rules and regulations, and the isolation experienced by solitary confinement
(Felthous, 1994,lggT; Hayes, 1994; Liebling, 1995; Liebling

& Hall, 1993; Liebling &

Krarup, 1993; Marcus & Alcabes, 1993).
Of these factors, considerable research effort has been invested in considering the extent
of the correlation and causal relationship between prison isolation and mental illness. In
early research, Grassian (1983) undertook a detailed psychiatric assessment
prisoners

in a correctional service in

ranging from I I days

of l4

male

Massachusetts, following solitary confinement

to l0 months. The results found that solitary confinement not

only carries psychiatric risk but can also create. what was coined, solitary confinement

syndrome. This syndrome involves symptoms such as sensory disturbances

and

distortions, ideas of reference and paranoid ideation, aggressive fantasies, anxiety with
disturbances of memory and concenffation, and de-realisation experiences.

All of these

symptoms occurred with inmates with no overt pre-existing mental illness (Grassian,
l 983).

However, studies to date have been inconclusive in determining a uniform causative

link betrveen solitary confinement and mental illness, due to methodological problems
in the design of the research. It appears that the response of inmates to the process of
solitary confinement
decrease

is

unique

to the individual, with some inmates experiencing

in their psychological functioning, some no change and some experiencing

improved functioning (Bauer, Priebe, Haring, & Adamczak. 1993; Bukstel & Kilmann,
1980; Deans, 1998; Farrell

& Daves,

1996; Felthous, 1997; Goethals,

1983; Haney, 1997; Hayes, 1994; Kaufman, 1980; Kennedy, williams,

l98l;
&

Grassian,

Pesut, L994;

It5

Lapornik, Lehofer, Moser, Pump, Egner, Posch, Hildebrandt,

&

Zapotoczky, 1996;

Rogers, 1993; Sestoft, Andersen, Lillebaek, & Gabrielsen, 1998; Zdenkowski

& Brown.

1982)

Regardless of these inconclusive findings,
use

it is therapeutic common

sense

to limit the

of solitary confinement with those inmates suffering from mental illness. Yet there

is evidence of the contrary. Deans (1998) describes the use of so-called safe cells in

New South Wales Australia, with inmates who pose the potential to suicide and self
harm. In these cells. all furnirure is removed as is clothing, which could potentially be
used to inflict harm. lnmates experiencing a nrental illness are placed in these locked
rooms with tear-proof gowns, pyjamas, underpants or are naked. There is virrually no

contact with prison officials except for observation (through observation windows in
locked doors) and feeding purposes. Furthermore, there is limited attendance to the
social factors that may have precipitated the suicidal ideation (Deans, 1998). The use
such facilities is also reported in the United Kingdom (Liebling

United States (Hayes, 1995).

& Hall,

of

1993) and the

ln a qualitative analysis of inmates' accounts of

experiencing safe cells, inmates saw the experience as detrimental to their well-being.

Atthough the intent is safety, and through this beneficial outcome for the patients,
patients themselves experienced the intervention as punishment and not therapy
(Liebling & Krarup, 1993).

Provision of seruices for inmates experiencing a mental illness
There exists a United Nations declaration released by the Committee on the Prevention

of Torture and lnhuman or

Degrading Treatment

or

Punishment that states that

prisoners are entitled to receive health care equivalent to that available to those in the

community outside of prison (Reed

& Lyne, lg97). Yet many prison systems fail

to
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achieve this right. Given that the provision of services to people experiencing a mental

illness in New Zealand is modelled on the provision of similar services in the United

Kingdom (Brunton, 1996),

it is first necessary to consider the ability of the prison

system in the United Kingdom to meet this need.

The rights of prisoners to equivalent health care to that of people in the National Health
Service have been articulated in government policy in the United Kingdom since

l99l'

prison health care services in England and Wales are subject to independent review by
Her Majesty's lnspectorate of Prisons. Such an audit
1996

to

of l9 prisons was undertaken in

1997 against the expectations of the lnspectorate (Reed, 1997\, and in the

following year a similar audit of 13 prisons against standards published by the Prison
Service or the National Health Service (Reed

& Lyne, 2000). Both audits found that the

quality of service was below that experienced in the National Health Services, that
prison health care services were generally poorly co-ordinated and that they were
staffed by health professionals without the specialist knowledge required to competently
meet mental health care needs. Multi-disciplinary services only existed in one prison,

and therapy for people experiencing a mental illness was generally
findings were seen as being indicative

limited-

of "second class health caren'

Such

(Birmingham,

2003,p. 198).
Calculations based on the findings

of

prevalence studies

in the United

Kingdom

indicated that approximately 2000 male prisoners were in need of immediate transfer to

psychiatric hospital (Birmingham, 2003). Howevero may of these inmates remained on

waiting lists for unacceptable lengths of time. Furthermore, some of those with severe
mental illness were not identified by the prison health care system and resided in
mainstream prison facilities rather than specialty units (Reed, 2003). Such waiting lists

n7

provide evidence of deficits in providing quick assessment and treatment services for
those inmates experiencing a mental illness most at need. Problems in the interface
between the three large bureaucracies of health, justice and corrections, and lack of
resources were blamed for these inefficiencies (Robertson, Dell, James'

&

Grounds,

1994).

Provision of services for inmates experiencing a mental illness in New
Zealand
The rights of inmates to equivalent mental health care are also part of the policy
direction of correctional services in New Zealand. The Department of Corrections,
which is responsible for prison services states "mental health care provided to inmates

must be reasonably equivalent to the standard
(Department of Conections, 2004, p.

l).

of care available to the public"

Although some prisons in New Zealand have

developed specialised units for prisoners experiencing a mental illness, and established

outpatient clinics held

in prison by

specialist mental health professionals (Brinded,

2000; Simpson et al., 1999), the care of these prisoners remains under the auspices
prison authorities and prison staff whose primary function is to

of

fulfill the institution's

punitive role (Mullen, Briggs, Dalton, & Burt, 2000).

In New Zealand,

there are six regional forensic psychiatric services

for a

total

population of 3.8 million people (Wilson. 2000). Admissions to forensic psychiatric
hospitals are from three sources: from prisons, courts and general psychiatric hospitals
(Simpson et al., 1999). The latter source involves patients who manifest major risk of
violence to others, but the most common admissions to forensic psychiatric hospitals are
remand and sentenced prisoners. Patients from prison are admitted under Section 45

of

the Mental Health (Compulsory Assessment and Treatment) Act 1992, which initiates

the same legal mechanisms and protections as involuntary admissions to

general
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psychiatric services and those patients transferred from general psychiatric services to
forensic psychiatric services (Bell

& Brookbanks,

1998)-

lnternationally, there is concern expressed about inmates experiencing an acute mental

illness remaining in prison because of delays in transfers to hospital under mental
health legislation (Binningham, 2003). There are some indications of similar delays

within the New Zealand context. The national epidemiological study on the rates of
mental illness in prisons found

l2l

inmates with a current diagnosis of a schizophrenia

related disorder and 54 with bipolar affective disorder. The majority of these

needed immediate transfer

(n:

135)

to a forensic psychiatric service (Brinded et a1.,2001;

Simpson et al., 1999). However, a census of the forensic psychiatric services

in

1999

indicated that transfer difficulties were regional rather than national. Inpatient forensic

psychiatric facilities nationally were not functioning to capacity, while in some regions,
such as Auckland and Waikato, the services were operating to

full capacity (Ministry of

Health, 2001). Notwithstanding this regional variation, this waiting list is indicative of
undesirable unmet need experienced by those inmates with acute serious mental illness.

It is intuitive to speculate

that this service deficit could be translated into a sense of

coercion by those inmates involved.

Patients' perceptions of coercion
It is a challenge to provide

care and treatment

within the prison context whose primary

role is that of humane confinement. The goals of the penal system are punishment,
incapacitation to protect society and rehabilitation to prevent future offending (Group

for the Advancement of Psychiatry, lgg4). However, there is a contemporary emphasis

on the punitive function of prisons, which may further compromise

inmates'

psychological well being (Haney, 1997; Kolstad, 1996). This emphasis is in response to
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a public perception that inmates are imprisoned because they deserve to be punished
(Haney, 1997).

ln prison, inmates have no control of the environment, let alone over the course of
purpose
events and outcomes that affect their lives (Ogloff, 2002). Prison by its very

encompasses

a closed

authoritarian r"nilieu, which limits choice and

is

therefore

coercive. It has been suggested that no decisions by inmates can be considered free
from coercion, when the very release from tfie institution may depend upon cooperating
with institutional authorities (Winick, 1997a).
From the discussion to date,

it is clear that prison

constitutes an authoritarian coercive

environment, the very nature of which contributes to the mental illness of some inmates'
The prison system is burdened by high rates of psychiatric illness and

it is difficult to

needs'
transfer some of these inmates to appropriate services that can best manage their

Within this context, it is reasonable to suggest that decisions made to transfer inmates
experiencing a mental illness to rnedium secure forensic psychiatric services facilities
may be perceived by such prison inmates to be coercive'

Although there are no studies measuring the level of coercion experienced by patients
that the
transferred to forensic psychiatric services, there are two studies that indicate
speculation on this high level of perceived coercion may not necessarily be self-evident'

In the United States and Canada, there has been a dramatic rise in the development of
Health
specialist mental health courts over the past five years. The Broward Mental

Court in Florida was the first of these specialist courts to be developed in the United
States (poythress et

al., 2002). People with serious mental illness are often anested for

minor misdemeanors. Therefore the aim of such courts is to intemrpt the cycles of
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offending and incarceration, by facilitating access to treatment and social support in
way that still considers public safety.

The Broward Mental Health Court was cognisant of the research on patients'
perceptions

of coercion in the establishment of the service. lnitiatives have been

implemented, which engage the defendant

in the process of fair

decision-making

processes and hence enhance their perception of procedural justice in order to
sense

limit their

of coercion. The outcome of these proceedings is usually voluntary treatment for

which a judicial disposition is wavered. Research was undertaken which measured the
level of perceived coercion of defendants engaged in the Broward Mental Health Court

(n

:

l2l ) compared with defendants in a court in another state counfy, which had no

such systems

(r: l0l).

The samples were matched for offence and mental illness

characteristics (Poythress et al., 2002).

It is not surprising given the emphasis in the

court system on procedural justice that the defendants in the mental health court had a

low level of perceived coercion

:

as measured on the Perceived Coercion Scale (0.69, SD

1.3). However, for the purposes of this study, it is significant that these low levels of

coercion were perceived irrespective of the defendants being in

jail or being arrested in

the previous 72 hours. One may have expected that this latter experience may have
been perceived as being coercive and therefore registered in the defendants' perceptions

of the mental health court. However this did not seem to be the case.

The presence of coercive authority within the prison environment presents as a tension

for clinicians treating in this environment.
component

lt

is suggested that coercion is an integral

of every aspect of prison life including the decision-making processes

(Winick, 1997a).

It

has been stated that even consent for participation

of

inmates

experiencing a mental illness in prison treatment programmes can hardly be considered

tzr

(Rigg'
voluntary when such treatment may be perceived as being a condition of release

2002). A study in two correctional institutions in Canada used the Perceived Coercion

(n
Scale to determine differences in the level of perceived coercion of inmates

:

30)

were low
entering a sex offenders treatment programme. Levels of perceived coercion

at the commencement of the programme and after its completion (i.e. there was no
significant difference

in levels of

coercion bepeen the nvo measurement points)'

Furthermore, scores overall were positively skewed toward a minimum score on the
scale. which indicated that inmates

felt that they were able to exercise choice in

influencing the decision to enter into treatment and felt they were free to exercise the
right to refuse. There were, though, a minority of inmates (r

:

5) who did feel coerced

into voluntary treafinent (Rigg, 2002).

Gonclusion
Although

it is reasonable to suggest that decisions

made

to

ffansfer inmates

experiencing a mental illness to medium secure forensic psychiatric services may be
perceived

by such inmates to be coercive, the findings of the two studies which

not
measured perceived coercion in related contexts indicate that this speculation may
be self-evident. The intent of this study is to describe the experience of coercion for
test the
those admitted to a forensic psychiatric hospital. Furthermore, the intent is to

hypothesis that admission

to

forensic psychiatric services

is

associated with

group of
significantly greater perceived coercion than that perceived by a comparison

involuntary patients admined to general psychiatric hospitals.

A

further goal is to

determine which aspects of proceduraljustice (if any) might have the potential to reduce

patients' perceptions of coercion on admission to forensic psychiatric services'
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There is speculation in the first section of this thesis that expectation of the experience

of involuntary admission may modiff the experience of perceived coercion (Hiday

et

al., 1997\. For groups of people in societv who do not experience a sense of autonomy

in their daily lives, hospital admission maybe just another coercive interchange, which
is no different than others that are experienced.

[f

so, they may not rate the experience

as subjectively coercive as someone used to a higher sense of autonomy

in their

One way of testing this speculation is to focus on the experiences of

everyday

life.

coercion

of marginalised

groups

in society.

lnmates

in prison

constitute one such

group. Given the presumption that exposure to prison indicates high levels of
coercion. we would expect this population

to manifest high levels of

actual

perceived

coercion. A rejection of this hypothesis would highlight the need to further investigate
the role of expectation.

The prison sample also consists of a large number of Maori, many of whom access
menral health services via the prisons because their mental illness goes undetected until

they have offended (Mental Health Commission, 1998). The legacy of a colonial
history involving the alienation of tribal land has relegated Maori people to economic
and social disadvantage in contemporary New Zealand society (Street

& Walsh, 1996;

Te Puni Kokiri, 1993). Intuitively this sub-sample would also experience a high level

of coercion in the process of forensic psychiatric service admission. A rejection of this
hypothesis would also highlight the need to further investigate the role of expectation'
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Chapter 8: Methodology - Forensic Psychiatric
Services

Aims
The prirnary intent of ttre second section of the thesis is to determine the impact of the

use

of civil commitment on patients'

perceptions

of coercion during admission

to

forensic psychiatric services in New Zealand,. The nutl hypothesis of this study is that

"there is no significant difference in the perceptions of coercion between patients who
are admined to forensic psychiatric services under the Mental Health (Compulsory
Assessment and Treatment)

Act 1992 and those admitted to acute inpatient psychiatric

services under the same legislation."

The research was also designed to enable the testing of other null hypotheses arising

from themes highlighted during the literature review and from the first section of this
thesis. ln the literature, there are equivocal findings concerning the role of a number of
demographic and clinical variables

in influencing patients'

perceptions

of

coercion'

Furthermore, in inpatient settings, process variables involving perceptions of force or
threat (negative pressures) increase patients' perceptions of coercion, while the use

of

of coercion (Cascardi &

Poythress,

1997; Hiday et al., 1997; Hoge et al.. 1997:Lidz et al., 1995; Monahan et

al', 1996)'

procedural justice principtes diminishes a sense

Little is known about the influence of

these factors

within the context of admission to

forensic psychiatric services.

This study considers the relationship between a broad range of demographic and clinical

variables and patients' perceptions

of

coercion on admission

to inpatient

forensic
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psychiatric services and acute inpatient psychiatric services. The null hypothesis is that

"there is no significant relationship between demographic and clinical variables and
perceptions of coercion, for patients admitted under mental health legislation to forensic

psychiatric services and acute inpatient psychiatric services".

This study considers the relationship beween negative pressures (primarily the use of
threat and force) and patients' perceptions

of coercion during admission to forensic

psychiatric services and acute inpatient psychiatric services. The null hypothesis is that
..there is no significant relationship between patients' perceptions of negative pressures
to
and perceptions of coercion, for patients admitted under mental health legislation
forensic psychiatric services and acute inpatient psychiatric services'"

This study also considers the relationship between patients' perceptions of procedural
justice and patients' perceptions of coercion. The null hypothesis is that "there is no
significant relationship between patients' perceptions of procedural justice principles

and patients' perceptions

of

coercion,

for patients admitted under mental

health

legislation to forensic psychiatric services and acute inpatient psychiatric services."
The use of necessary physical force is permitted under the Mental Health (Compulsory
Assessment and Treatment)

treatrnent

section

Act 1992 for the purposes of transportation, detention and

of involuntary patients (Bell & Brookbanks' 1998). However, in the first

of this thesis, there was no clear relationship between the occurrence of

objective coercive events and patients' perceptions of coercion. There are a number

of

routes by which patients enter forensic psychiatric services, via prisons, holding cells in
these
courts, police holding cells and ffansfer from general psychiatric services in which

patients may be

in seclusion. ln

each

of

these environments, objective coercion

regularly occurs. Therefore, this study gives a further opportunity to consider the
r25

relationship befween objective coercion and subjective experience

of

coercion'

Therefore, a further null hypothesis is that "there is no significant relationship between

the occurrence of objective coercive events and patients' perceptions of coercion, for
patients admitted under mental health legislation to forensic psychiatric services and
acute inpatient psychiatric services."

Finally, there is speculation arising from the first section of this thesis, that expectation

of the experience of involuntary admission may modiff the experience of

perceived

coercion. For groups of people in sociery who do not experience a sense of autonomy

in their daily lives, hospital admission maybe just another coercive interchange, which
is no different than others that are experienced.

If

so. they may subjectively rate the

experience lower than someone used to a higher sense of autonomy in their everyday

life.

One way of reinforcing this speculation is to focus on the experiences of coercion

of marginalised groups in society. lnmates in prison constitute one such group. Given
the presumption that exposure to prison involves high levels of actual coercion, we
would expect this population to manifest high levels of perceived coercion. lf this were
not the case, then such a finding would strengthen the need for clarification of the role
of expectation in subsequent research.

Research design
An empirical cross-sectional comparative research design was developed to

assess the

perceprions of patients during admission to forensic psychiatric services- This design

compares the perceptions

of those inpatients admitted under mental health law

to

forensic psychiatric services with a comparison group of involuntary inpatients admitted

to acute general psychiatric services subject to the same legislation. ln considering the
selection of the samples in comparative research,

it is imperative that the contrasting
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samples are comparable (Hennekens

& Buring. 1987).

Given that the number of

(Ministry
admissions to forensic psychiatric services at any given time is not substantial
of Health,200l), matching of the samples on the basis of key demographic and clinical
variables was compromised. Consequently. differences between the two gloups were
determined statistically and the variabiliry between the samples accounted for during
further statistical analYsis.

This comparative research was cross-sectional in its temporal design. It confined the
measurement

of the outcome variable of patients' perceptions of coercion to a time

when significant decision-making processes occur, which could potentially heighten
such perceptions. This is the time immediately preceding admission to hospital, when

the decisions are made concerning the legal status under which the patient

will

enter

into hospital.
in
To date no cross-sectional comparative research design studies have been undertaken

relation to those admitted to forensic psychiatric services under the Mental Health
(Compulsory Assessment and Treatment) Act 1992. In fact, there are no such similar
srudies in the intemational literature.

lnterview schedule
The Inpatient Survey Questionnaire on Patients' Perceptions of
Goercion and Procedural Justice

A

structured interview schedule was developed for the first section of this thesis to

facilitate a quantitative methodological approach to researching patients' perceptions

of

coercion. This schedule is called the lnpatient Survey Questionnaire on Patients'
Perceptions

version

of coercion and Procedural Justice (see Appendix 8) and is a modified

of the MacArthur

Admission Experience Survey (MacArthur Foundation

Research Network on Mental Health and the

Law, 1998). The section two study used
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and
the same schedule with the addition of items to account for prison-specific variables

to account for the occurrence of objective coercive events that may have

happened

immediately preceding admission to hospital. This schedule was designed to take
approximately l5 minutes to complete, given the busy environment of inpatient settings
and the associated difficulry of finding the time for patients to be involved in research

projects. For the detail on the rationale for the development of the Inpatient Survey
Justice see Chapter
Questionnaire on Patients' Perceptions of Coercion and Procedural
Four, p. 58.

lncluded in the schedule is the validated psychometric measure of patients'perceptions

of

coercion (the Perceived Coercion

participant's true

Scale). This measurement

requires the

or false response to five statements concerning the degree of

influence, control, choice and freedom the patient has in the decisions to enter hospital.

Coercion is determined by a lack of perceived autonomy in these decisions. False
responses to the items are counted,

with a score of 5 on the Perceived Coercion Scale

indicating maximum coercion. A full account of this measure is given in Chapter Four,

p.59.
The concept of procedural justice lacks a validated psychometric measure to enable it to
be considered as a construct comprising of distinct yet inter related aspects (Bora, 1997;

Rennig, lggT'). Items on presumed aspects of procedural justice were developed from
the research of Lidz et al. ( 1995). Items were worded in order to elicit dichotomous tme

or false replies to statements as to whether the participant felt they had voice, validation'

faimess, motivation, respect and information in the decisions to enter hospital. A full
account of this measure is also outlined in Chapter Four, p' 6l '
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Items concerning patients' perceptions of the use of threat, force and deception during
interactions to determine admission, and patients' affective responses to the admission
process, were also included in the schedule. These constructs were dichotomised and

refer to the overall experience of admission to hospital (see Chapter Four p. 58 for
detail).
patients'
Data on demographic variables, and clinical variables were obtained from the

medical files following informed consent from the participants. Demographic variables

included gender, age, ethnicity, marital status, educational achievement, employment,
and living arrangements. Clinical variables included current primary Axis I diagnosis;
diagnosis of personality disorder; past experience of psychiatric hospitalisation; suicidal

thoughts, threats and actions; violent thoughts, feelings and actions; and

if

the patient

was offered voluntary admission (see Appendix 8).

Prison-specific items
Items were added to the schedule to accommodate the need to account for specific
prison variables (see Appendix

9).

The responses to these items were also obtained

from the patients' files. These items covered the following variables:

Prison admitted from.

Past admission to a.forensic

psltchianic hospital'

Past imprisonment.

Number of past imprisonments.
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Most serious ofence ever convicted .fot (violence againsl person, property offence'
involving dntgs, o.flbnce again.st order, offence against iustice e.g. breach of bail,

trffic,'other'

as specified).

Most serious

o.ffence

currentlv convicted .fbr/charged n'ith (violence against person,

propertlt offence, involving dntgs, offence against order, offence against iustice e'g'
breach of bail,

trffic,

'other'as speci/ied).

Current prison status (sentenced prisoner ar remand prisoner)'

Markers of objective coercion

The Inpatient Survey Questionnaire on Patients' Perceptions
procedural Justice also includes items that indicate markers

of

Coercion and

of objective

coercion.

These include the patient being brought to hospital accompanied by the police, the use

of handcuffs during transportation, evidence of restraint prior to admission, the use of
enforced medication during admission, restraint following admission and seclusion

following admission (see Appendix 8). Additional markers were added to the schedule
of objective coercion related to imprisonment (see Appendix 9). These include whether
the patients were involved in the following events immediately prior to hospitalisation:

In a special unit in prison prior to admission.
In a special cell (e.g. round room) prior to admission
Restrained by prison staff prior to admission.

Experienced coercive events .from other inmates

prior to hospital (ph1''sical abuse,

sexual abuse, threats).

Decision to admit to hospital occttrred at the time of pending release.
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Sampling
Services sampled.
participants in this study were drawn from the acute adrnitting units of the Auckland
the
Regional Forensic Psychiatry Service (the Mason Clinic) which is administered by

Waitemata District Health Board. The Kauri Unit is a

l5 bed all male admining unit,

while Totara Unit is a 15 bed sub-acute unit, which has four admission beds for female
patients. The Mason Clinic at the time of the study accepted all admissions from a large
prison with both sentenced and remand inmates and a female prison serving 1.4 million
people, and New Zealand's only maximum-security prison for men serving 3'8 million
people.

Waitemata District Health Board is a health provider servicing approximately 400,000

predominantly urban dwellers in the northem and western areas of Auckland, New
Zealand. This District Health Board has two acute psychiatric inpatient services for the

adult population. These are Taharoto Acute Admission Unit and Te Atarau Acute
Admission

Ulit, which admit patients

Chapter 4,

p. 64). lt was from

between the ages

of l8

and 65 (for details see

these services that the comparison group was obtained'

This was the same sample of involuntary admissions considered in section one of the
thesis.

for the
The Waitemata District Health Board also manages inpatient psychiatric services

elderly. This service admits patients under the Mental Health (Compulsory Assessment
and Treatment)

Act 1992, though these patients were not considered for the study.

Determination of samPle size.
power
The number of participants in the study was determined by undertaking the same
analysis as outlined in section one of the study (see Chapter Four'

p' 64)' The result
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determined the need

to survey sixty-nine involuntary patients admitted to

forensic

psychiatric services under the Mental Health (Compulsory Assessment and Treatment)

Act I 992, and compare the results with sixty-nine involuntary
general psychiatric services under the same legislation

patients admitted to

(N:138)'

lnclusion and exclusion criteria.
The feasibility of gaining the required number of participants was detemrined by
gathering statistics from the Medical Records Departments

in

each

of the services

concerned. From January to March 1997, the average number of patients admitted
monthly to both the inpatient psychiatric services combined was approximately 40 (the

majority being involuntary patients). Although the admission rate into forensic
psychiatric services was considerably lower and

a high non-response

rate

was

considered, it was predicted that data collection would take l2 to l8 months to meet the
required number of participants.

The survey was undertaken from April 1997 to September 1999. Every consecutive
person admined to the services was considered for inclusion in the study within their

first week of hospitalisation, until the required sample sizes were reached; the sample
requirement from the general psychiatric units was met by October 1997. The exffa

time required to meet the sample requirement for the forensic psychiatric services
related to a low admission rate over the time of the study, which reflected difficulties in
discharging existing patients into mainstream mental health services.

The exclusion criteria for participation in the study were patients' refusal to consent;
patients' incompetence to participate as determined by their responsible clinician and
primary nurse; and inability to locate the patient due to unit procedures (systems error)'

Details regarding the decision-making concerning incompetence to participate and
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determination of systems error are outlined in Chapter 4, p. 66. No inducements were
made to participants for their involvement in the study.

Some participants (n

=

16) were admitted to hospital more than once. Each admission

process is unique containing specific interactions that may influence perceptions

of

coercion. Therefore, these participants were included in the study on each separate
occasion. Of the total eligible admissions (n = 251), l5o/o (n = 38) could not provide
informed consent (i.e. were incompetent) and l0% (n = 25) could not be located due to

unit programs. Of the patients approached for informed consent (n
50) refused consent. The overall response rate was 73o/o (N

=

=

188),27o/o (n =

138).

Analysis
The data were analyzed using SPSS version I 1.5 (SPSS Inc, 2003). The distribution

of

participants by the outcome measure of perceived coercion was negatively skewed (see

Figure

6).

However, given that the validity

affected only slightly
parametric analyses

of t

tests and analysis

of variance

are

by even considerable deviations from normal distribution,

of the data were undertaken (Zar, 1996). Categorical

variables

were used to create groups that could be compared on any differences in their ratings

of

perception of coercion. Continuous variables were correlated with scores of patients'
perception of coercion using Spearman's rho, because of the aforementioned negatively
skewed nafure of measurement on the outcome variable. The frequencies of responses

to aspects of procedural justice were calculated. Chi-squared statistics were used to
compare differences between the general psychiatric hospital patients and the forensic

psychiatric hospital patients. Hierarchical regression analysis was used to consider
which variables had predictive value in relation to patients' perceptions of coercion.
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Figure 6.

Distribution of scores on the Perceived Coercion Scale for inpatients
in forensic and general psychiatric services
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Procedure.
The same procedure for initiating contact and interviewing patients as outlined for
inpatient psychiatric services in Chapter Four (see p. 71) was applied to the interview
process

in forensic psychiatric services. Similarly a feedback loop of the findings from

the research was negotiated with those services involved. The services of an interpreter

were not required in forensic psychiatric services. No patients

in the forensic

psychiatric services requested the outcome of the research once completed'

Ethical approval and Treaty of waitangi obligations
Ethics approval was granted at the same time as the first section

of the thesis in

Four p' 73
February 1997. The process of endorsement by Maori as outlined in chapter
of this thesis also applied to the implementation of this study.
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Chapter 9: Results - Forensic Psychiatric
Seruices

lntroduction
This chapter firstly outlines the socio-demographic and clinical profile of the total
number of participants in this cross-sectional comparative srudy. A comparison is then
is
made between the legal status samples on the basis of key variables. This analysis

important in order to determine statistical differences that might need to be considered

in further analyses (Hennekens & Buring, 1987). The analysis then

of this study primarily to

determine the impact

addresses the aims

of the use of civil commitment

on

patients' perceptions of coercion during admission to forensic psychiatric services in
New Zealand. Other aims are then systematically addressed through an analysis of the

data. These involve detennining the role of a number of demographic and clinical
variables, the presence

of observed coercion in influencing patients'

coercion, the influence

of

pressures) and the impact

process variables involving force

or

perceptions of

threat (negative

of aspects of procedural justice on patients' perceptions of

coercion. Using these findings, a linear regtession was undertaken to determine

the

variables that have predictive ability in relation to the outcome variable of perceived

coercion. In conclusion. the findings are related back to the null hlpotheses stated at
the beginning of Chapter 8.
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Dem og raph i c

characteristics of parti

Ages of participants ranged from

ci

pants.

l7 to 64 years old (M= 32.1, SD = 9) (see Figure 7).

Gender was weighted towards males (670/o, n

= 93). Thirty-six

percent of

participants
I

(n

=

49) identified as Maori (the indigenous people

of New Zealand). Thirteen percent

of participants (n = 18) were fiom Pacific Island cultures (who primarily migrated

to

r

New Zealand from the 1960s), and four percent (n = 5) identified as Asian (see Figure

8). Fifty-eight percent (n = 8l)

had not gained the

initial state educational

examination,

which in New Zealand is sat at the end of year I I of formal education. Eleven percent
(n = 25) had attended a tertiary educational institution.
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Figure

7.

Histogram of age of inpatients in forensic and general psychiatric
services
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Of the total participants only I lo/o

(n:

their present circumstance; 24.5o/o (n
64.5%

(r:

:

l5) were married or living with

a partner

prior to

32) were divorced, separated or widowed; and

89) were single.

Given that the forensic psychiatric admissions had been residing in prison, residence
these,
and employment were only considered for acute inpatient hospital admission. Of
46.5% (n

=

32\ lived in situations supported by family or friends, 36%

alone and 17.5% (n

:

12)

(n:25)

lived

in boarding houses or structured living environments. In

considering current employment, 68yo (n

:

47) were either unemployed or sickness

beneficiaries, while 32% (n -- 22) were in full time or part time work.
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Figure

8.

Pie chart of ethnicity of inpatients in forensic and general
psychiatric services

Clinical characteristics of participants.
In considering major clinical

variables. 70o/o of participants (n

:

97) had previous

admissions to a psychiatric hospital. Si-xty-nine percent (n = 95) had been involuntarily

admitted to hospital

in the past. Sixry-eight percent of participants (n : 94) had a

psychotic illness at the time of admission. Psychosis was determined by the clinician's

with a qualifier
documented primary differential diagnosis, or a differential diagnosis
that indicated psychosis.
a similar
The sample gloups were determined by involuntary admission to hospital over

time frame under the Mental Health (Compulsory Assessment and Treatment) Act

lgg2. All of the general

psychiatric patients (n

-- 69) were admitted

under the

involuntary assessment phases of the mental health legislation.
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not
Although the forensic psychiatric hospital patients were also involuntary, they did

(n
constitute a homogeneous group. Of the forensic psychiatric patients 75%
were admitted from prison, 22%
percent

Qt:

(n:

l5) from general psychiatric hospitals and

:

52)

three

2) were diverted to forensic psychiatric services from police holding cells'

Of the forensic sample, 46% (n

:

32) had experienced past imprisonment and 4lo/o

(n:

28) had experienced past admission to a forensic psychiatric hospital.

Comparison between the samples
SociodemograPhic variables

A

significant difference was found between patients admitted to forensic psychiatric

the socioservices and patients admitted to general psychiatric services on the basis of
forensic
demographic variables of gender, ethnicity, level of education and age' The

psychiatric hospital patients were significantly more likely to be male, were more
commonly self-identified as Maori and fronr Pacific Island cultures, and were less
educated and younger than those patients admitted

to general inpatient

psychiatric

services (see Table I l).

The highlighting of the socio-demographic variables of age, ethniciry, gender and level

of education are indicative of the potential for confounding in the comparison of

the

was
samples to the outcome variable of perceived coercion. Therefore careful attention

paid to the need to control for these variables in further analyses reported in this
chapter.

Clinical variables

In considering key clinical variables, the forensic psychiatric hospital patients

were

and
significantly more likely to experience suicidality (ideation, threats and attempts)

have an Axis

II diagnosis of personality disorder

(see Table I l)'

Of the patients
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admitted to forensic psychiatric services who had evidence

of suicidality (n :

34),

twelve
eleven (32.5%) involved suicidal behaviour, eleven (32.5%\ suicidal threats and

(35%) suicidal ideation. In considering documented evidence of violent thoughts,
forensic
threats or behaviour toward others, there was no significant difference between

psychiatric patients (n

= 36,52%)

and general acute psychiatric patients

(r = 29' 42o/o)'

ln regard to the overall emotional response to the process of their admission, forensic
psychiatric patients were more likely to feel happy and conversely less likely to feel
angry about admission (see Table I
samples

l).

There was no significant difference between the

on the basis of primary Axis

I

diagnosis, past hospitalisation and past

experience of civil commitment.

Presence of observed coercion
about
Objective coercion (in the form of the controlled use of physical force to bring

in New
compliance) is permissible during the assessment phase of civil commitment
Zealand

law. The identification of such events was determined through the presence of

markers documented in the patients'

files. Forensic psychiatric inpatients were

more

likely than general psychiatric inpatients to be accompanied to services by the police or
prison officen; be handcuffed during the process; and be restrained prior to admission
(see Table I I

).

There was no significant difference in those who were secluded after

admission (forensic psychiatric patients n

:

:
28, 4lVo; general psychiatric patients zr

25,360 ),however general psychiatric patients were more likely to be restrained'
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Table

Significant differences in variables between the involuntary patients
admitted to forensic psychiatric services and general psychiatric

ll.

services
Forensic psychiatric
inpatients (n = 69)

General psychiatric
inpatients (n = 69)

Value

"

P value

Characleristics

Socio-demographic variables
Male

60
9

l3

Ethnicity

Female
NZ European (Pakeha)

t7

Maori

37

25
53

Pacific lsland cultures
Asian
Completed year I I
Did not complete year I I.

l3

l9

2

5

l9

27

Education
Age

Yes

34

49

No

35

Axis II diagnosis Yes

l2

5I
t7

Happy

t2

Restrained

prior

Police/ prison

officer

3

38
31

4

55
45

M=34-0(SD=9.41
20
49

29

32.0b

<.001

10.8

<.001

J

r=-2.4
6.0

.015

.014

66

4
96

6.r

83

5I

52

4.2

.03

4.9

.02

No

44

Yes

39

tl

26

38

No

30

43

+J

62

Yes

)t

54

9

No

32

46

6
63

Yes

l5

22

7

No

54
54

78
78
22

62

48

32.5

<.001

9l
l0

3.5

.05

3t

90
45

16.2

<.001
<.001

38

55

J

t6

/.5

t2.5

ot

97

53

2l

30

60

I1.7

.001

No

48

Yes

58

70
84

6.5

.009

u

l6

transfer No
after Yes
No

Process variables
Yes

Force

No

7

4t
28
45
24

40

65
35

hdePendent samPle l-test for age

"
'

.016

7l

36
64

Yes

<.001

t8

51
25

Restrained

Deception

7l

24.0

5

Observed coercion

Handcuffed

48
s2

Yes

No

Angry

36
49

IJ
M = 30.3 (.SD: 8.4)
50

Clinical variables
Suicidality'

33

87

Gender

(df= 136).
df--3.
Suicidal ideation, threat and attempt.

T4I

Process variables

-

negative pressures

Given the experience of coercive events by tbrensic psychiaftic patients prior to
admission, the perceptions of threat, force and deception would be expected to have
been significantly greater than that of the patients admitted to acute general psychiatric

services. This did apply to perceptions of deception' Eighry-four percent of the
to,
forensic psychiatric hospital patients believed they were deceived (i.e' tricked, lied

or fooled into coming into hospital), compared with 65% of generalpsychiatric hospital

patients. However there was no significant difference befween the samples with
perception of threat and surprisingly significantly fewer forensic psychiatric patients

(30%) felt forced, than those admitted to general psychiatric hospital (59%) (see Table
I t).

Process variabtes

-

aspects of proceduraljustice

Table 12 shows that there was no significant difference between the samples in the
perceptions

of any of the aspects of procedural justice. A

participants experienced respect (n

:

(n : 102, 74o ). The remaining

105,

7

6%\ motivation (n :

aspects

approximately half of participants; voice (n
information (n

:

7

:

of

large number

107

of

all

,78o/o) and fairness

procedural justice were reported by

67, 49oh), validation (n

:

73,53%) and

6, 55%).
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Table

12.

Patients' perceptions of aspects of procedural justice by legal status

Aspect of procedural justice

General

psychiatric
admissions (n = 69)

admissions (n = 69)

Fairness
48
1r

Yes

No

70

>4

30

t5

lnlbrmation

78
22

58

36

)t

No

40
29

4)

33

48

Yes

Ja+

49

33

48

No

35

)l

36

52

Yes
No

37

54
46

36

48

JJ

52

Yes

52

75

55

80

No

t1

25

I4

20

Yes

49
20

tl

56

8l

29

l3

l9

Yes

Voice

Validation

Motivation

Respect

No
o Pearson Chi-square (df =

|

P value

Forensic Psychiatric Value

.47

.50

.03

.87

.03

.8'1

.37

.54

.16

1.9

in each analysis)'

Relationship between service entered and patients' perceptions
of coercion
The maximum possible score on the Perceived Coercion Scale is
psychiatric hospital sample had a mean score of 3.7

5'

The forensic

(SD: l-6)' while the general

psychiatric hospital sample had a mean score of perceived coercion of 3'4

There was no significant difference

in comparing the samples in

dependent variable of perceived coercion

(l

:

(SD: l'7)'

relation to the

l.0l ' dJ'-- 136,p: '30)' This was despite

the forensic psychiatric patients experiencing significantly more coercive

events

immediately prior to admission (see Table I I ).
perceived
Both samples were negatively skewed toward a maximum score of 5 on the

coercion Scale. However, there were five

(7o/o)

of the forensic psychiatric patients and

Coercion
six (9%) of the general psychiatric patients who scored zero on the Perceived
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Scale (felt no sense of coercion). This provides evidence of the presence

of a small

minority of uncoerced involuntaries (see Figure 9).
Figure 9.

Clustered bar chart of scores on the Perceived Coercion Scale
comparing inpatients to forensic and general psychiatric services

o
c
o

810

Service

o
o

@rorensic

services

zo

ffiG"n"r"l

services

-o
E

Perceived Coercion Score

Influence of mediating variables on patients' perceptions of
GOerclon
As perception of coercion does trot significantly differ in comparing admission to
forensic psychiatric services and admission to general psychiatric

services,

within the
consideration was given to which variables do impact on perceived coercion,
total number of patients.
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Sociodemographic variables
There were no correlations or significant differences between categories

of

socio-

on
demographic variables inctuding ethnicity and perceptions of coercion, as measured
the Perceived Coercion Scale.

Clinical variables
Of the clinical variables considered, only emotional reaction to the process of admission
showed significance

to

scores on the Perceived Coercion

admitted who experienced anger

or fear during the

Scale' Those

patients

admission process perceived

significantly more coercion than those who did not, while those admissions who
(see Table
experienced feeling happy or relieved perceived significantly less coercion

l3).

Givel the number of coercive events experienced by forensic psychiatric patients prior
to admission (see Table l l), it is intuitive to predict that exposure to such events would

elicit a reaction of anger or fear. Yet signiticantly more general psychiatric inpatients

(54%) experienced anger than the forensic psychiatric hospital inpatients (30%).
(57%)
Conversely, significantly more forensic psychiatric hospital inpatients
experienced being happy with being admitted than the general psychiatric hospital
admissions (38%) (see Table I l).

A further analysis of the emotions of anger and being happy was undertaken

by

the
considering each emotion in the sample in which it was prevalent (for being happy

forensic psychiatric patients and for anger the general psychiatric patients). Those who
experienced the emotion were compared with those who did not have the emotion, on

all of the independent variables considered in the study.
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In considering the emotion of feeling happy, amongst patients admitted to

forensic

psychiatric services. significantly more patients admitted from prison felt happy

(n:33

of 52, 63%) compared to those admined to forensic psychiatric hospital from general

psychiatricservices(n:6of17,35%)V=4.l,df:l,p:.04).Furtheranalysisof
prison variables (including present conviction, admission
assessment units and admission

to

special psychiatric

to safe cells), to attempt to isolate variables that

impacted on this sense of feeling happy, was hampered by small numbers.

In

considering the emotion

of anger,

there was no significant difference

in

the

:

69)

perception of anger between patients admitted to general psychiatric services (n

and those admitted to forensic psychiatric hospital from general psychiatric services

:

17)

gf :

t.6,

d.f

= l, p

:

.21). When both of these groups were combined (r

:

(r

86)

in the
and comparisons made on categories of all the independent variables considered
study, the source of the anger appeared to lie in the interactive experiences of being
forced and threatened. Those who felt forced (n

:

52 of 86, 60%) were more inclined

to feel anry than those who did not experience force (n

: l,p

:

34 of 86, 40%)

=.<001). Similarly, those who felt threatened (n =

19

likely to feel angry than those who did not experience threats (n

4.B,df =

l,p:.03).

(€ :2t'3, df

of 86,22Vo) were more

:

67 of 86, 78%)

(t :

Feelings of anger could not be located in specific demographic

and clinicalvariables or specific coercive events.

Observed coercion
The data indicated a number of observed coercive events that occurred around the time

of admission. These included being accompanied by the police, being restrained before
and
admission, being handcuffed prior to admission, being restrained after admission

being secluded after admission.

It

was anticipated that all of these events would be

r46

(see
associated with higher levels of subjective coercion. However this did not occur

example of being handcuffed at the time of admission in Table 13).

Process variables

-

negative pressures

of
There were two items in the interview schedule concerning patients' perceptions
negative pressures during inpatient admission. These required dichotomous responses
as to whether the patient

felt forced into treatment; and whether they felt threatened into

treatment. Deception (the antithesis of procedural justice) was considered alongside
these variables. In

all areas, those who felt the negative pressure or sense of deception

the
experienced higher levels of perceived coercion than those who did not experience

negative pressure. In all cases, the mean score on the Perceived Coercion Scale was
relatively high when compared with all of the other variables analysed (see Table l3)'

r47

Table

13.

Comparison of variable categories with ratings of patients'
perception of coercion (for variables with p value < '2)

VariaUles

n (N =

Socio-demographic variables
Completed year I I
Education
Did not complete year I I

57

8l

138) M
3.8
3.4

t.7

Clinical variables
Violent acts/ ideation
Angry
Happy
Relieved
Confused

Yes

65

3.8

1.5

No

t)

3.4
4.0
3.2
2.8

t.8

4.3

t.2

Yes

62

No

76

Yes

No

65
73

Yes

7l

Observed coercion
Admitted handcuffed

Threat

1.7

|;l

No

61

4.3

Yes

86
52

3.8

1.6

3.3

t.7

No

72
66

Yes

43

Yes

No

95

Yes

62

No

76

Yes

27

No
Deception

t.7

2.9

3.8

1.6

3.3

t.7

3.9
3.4

1.6

Negative pressures
Force

1.6

t.3

No
Frightened

Yes

No

lll

35
103

4.3
3.0
4.5

Ethniciw

.15

1.6

136 .ll

-2.7

136

5.7

lll

<.001

5.3

128

<.001

.009

-1.8

136

.08

-2.0

136

.045

1.4

136

.16

-5.15

t32

<.001

-5.0

78

<.001

-2.6

72

.01

1.7

J.J

4.1

3.4

F value
Socio-demographic variables

136

-1.5

1,6

b

p value

.t7

1.69

lndependent sample t tests..

ANOVA.
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Aspects of procedural justice
ln the studies undertaken in acute psychiatric inpatient services comparing the coercion
experienced

by involuntary and voluntary adnrissions, there is a strong correlation

Scale
between measures of procedural justice and scores on the Perceived Coercion

(MacArthur Foundation Research Network on Mental Health and the Law, 1998)' A
in this section
strong relationship was also found in section one of this thesis. Similarly.

two study, those experiencing every aspect of procedural justice felt significantly lower
rates of perceived coercion than those who did not experience the aspect. ln

all aspects,

for those who did not experience the aspect, the mean score on the Perceived Coercion
(see Table
Scale was relatively high compared with all of the other variables analysed

l4).
Table 14.

Comparison of aspects of procedural justice with scores of patients'
perceptions of coercion

Fairness

J

94

<.001

_t.l

7l

<.001

4.0

78

<.00t

t.8

5.1

108

<.001

l1

6.1

t23

<.001

136

<.001

1.7

Yes

102

J.J

No

36

4.4

Yes

107

t.7

No

3l

3.4
+.J

Yes

105

3.3

t.7

No

JJ

4.1

t.2

Yes

67

2.9

Motivation

Respect

Voice

No
Validation

7l

A1
n.L

65

2.9
4.4

Yes

No
lnformation
Yes

No

76
62

.+.

l.l
1.2

l.l

l.l

3.1

t.7

4.1

1.4

Independent sample t tests.
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Regression AnalYsis
In North American srudies in acute general psychiatric services, hierarchical regression
justice in a
analysis was undertaken to consider the significance of aspects of procedural
model of prediction for patients' perceptions of coercion (Cascardi

&

Poythress, 1997;

study
Lidz et al., 1995). As aspects of procedural justice were also significant in this
(see Table

l3), hierarchical regression analysis was also undertaken'

Categorical variables were used

to create groups that could be compared on any

differences in their ratings of perceptions of coercion.

All

variables with a p vahrc < '2

13 and
were considered for the hierarchical reglession model (see variables in Table

Table

l4).

These variables included ethnicity and level

of education. As these

were
variables were among those identified as potential confounding variables, they

kept in the analysis through to the final model. Ethnicity was reduced to a dummy
(because of the
variable categorised by combining Maori and Pacific Island cultures

with
disproportionate numbers of these ethnic groups in the total sample compared
general population statistics) and combining all other ethnic groups.
nuisance
Variables were entered into the equation under the rationale of eliminating

variables first (Cascardi

& Poyrhress. lgg7). Demographic variables (ethnicity and level

for
of education) were entered in the hrst block. These variables only accounted

4o/o

of

variance. In the second block, the addition of clinical variables (violent thoughts and
and
behaviour, and the affective responses of feeling angry, happy, relieved, confused
24%o of
frightened) significantly improved the prediction of coercion to account for

variance. Only feeling happy was significant in this block and retained in

the

(handcuffed in the
refinement of the model. The addition of an objective coercive event
admission process) in the next block increased the percentage of variance by

2%' This
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further
variable along with feeling happy was significant and both were retained for

only
analysis. The addition of the interactive variables of force, threat and deception
force
improved the prediction of coercion to account for 30% of variance and only
and being
reached significance and was retained in the analysis alongside feeling happy
aspects
handcuffed for the final block. The final block involved the addition of the

of

model
procedural justice, of which voice and validation gained significance' The final
of prediction accounted for 38% of variance (see Table l5)'
closely to
As feeling happy featured in this model, and has already been shown to relate
to
being admitted from prison, a further hierarchical regression analysis was undertaken

detennine

if

the coeffrcients for feeling happy differed significantly between those

model
patients admitted from prison and other patients. Analysis incorporated into the
and
already mentioned, the main effects for being a prisoner and feeling happy,

the

I

alter
interaction between being a prisoner and feeling happy. This did not significantly
the model of prediction.
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Table

Regression analysis of perceived coercion for all patients

15.

Variables in final
21.14

,000

-.02
-.06

-.30

.21

-.3 |

2.92
-3.89
-2.97

.76
.42
.006

')<

-3.t7

Constanl

Ethnicily (Maori ancl Pacific Island cuhures)
Education did not complete war I I )
Admitted handcuffed /-t,esl
Happy at being admitted (ues/
Voice (res)

Validation (r'es)

"

Adjusted

r':

-.8 I

.000
.003

.002

.38

Summary.
The primary intent

of this study was to determine the impact of the use of

the

coercion
Compulsory Assessment and Treatment Act 1992 on patients' perceptions of

of patients'
during admission to forensic psychiatric services. Although the mean score
perception of coercion on admission to forensic psychiatric services was greater than

the mean of patients admitted to general psychiatric seryices,

it

was not statistically

significant. The statistical findings of this study support the null hypothesis "that there

is no significant difference in the perceptions of coercion between patients who are
admitted

to

forensic psychiatric services under the Mental Health (Compulsory

Assessment and Treaffnent)

Act 1992 and those admitted to acute inpatient psychiatric

services under the same legislation."

This study considered the relationship between a broad range of demographic
clinical variables and patients' perception

of

and

coercion on admission' The null

and
hypothesis was that "there is no significant relationship between demographic

clinical variables, and perceptions of coercion, for patients admitted under mental health
legislation to forensic psychiatric services and acute inpatient psychiatric seryices"'
This null hypothesis was supported on the basis of demographic variables but rejected
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related to
in relation to clinical variables. Clinical variables of significance specifically
experienced
the emotional response to the process of admission. Those patients who

who
being angry or being frightened sensed higher levels of coercion and those
these variables'
experienced feeling happy or relieved had a lower sense of coercion' Of

only the emotional response of feeling happy at being admitted to hospital

was

in
significant in the linear regression model determining the most influential variables
relation to patients'perception of coercion.
arising
The research was also designed to enable the testing of other null hypotheses
the
from themes in the literature on inpatient civil commitment. This study considered

relationship between negative pressures (primarily the use

of threat and force)

and

the
patients' perceptions of coercion during inpatient admission. The findings rejected

perceptions of
null hypothesis that "there is no significant relationship between patients'

to mental
negative pressures and perceptions of coercion, for patients admitted subject

health legislation

to forensic psychiatric services and acute inpatient psychiatric

services." When inpatients experienced the use of force and threat, they perceived
did not reach
higher levels of coercion. However, the perception of negative pressures
significance in the model to determine the most influential variables

in relation to

patients' perceptions of coercion.

Given that prison is an environment in which objective coercion continuously occurs'
and subjective
the study further considered the relationship between objective coercion

experience

of coercion. Surprisingly, there was no direct relationship between

the

occurTence

of coercive events and patients' perceptions of coercion' However

the

occurence

of being

handcuffed prior

to

admission was significant

PHILSON LIBRAHY
Faculty of lrledicine & thalth Schrrcn
Park Road, Grafton
AUCKISND

in the linear

r53

outcome
regression model determining the most influential variables in relation to the
measure.

This study also considers the relationship between patients' perceptions of aspects of

is that
procedural justice and patients' perceptions of coercion. The null hypothesis
..there is no significant relationship between the occurrence

of

aspects

of procedural

justice and patients' perceptions of coercion, for patients admitted under mental health
legislation to forensic psychiatric services and acute inpatient psychiatric services"'
This null hypothesis was rejected as there was a strong relationship between each aspect

of
of procedural justice and patients' perceptions of coercion. Furtherrnore' two aspects
procedural justice (voice and validation) featured in the model to determine the most

influential variables in relation to patients' perceptions of coercion'
Finally, there is speculation arising from the first section of this thesis that expectation

of the experience of involuntary admission may modiS the experience of perceived
coercion. For groups of people in society who do not experience a sense of autonomy
in their daily lives, hospital admission maybe just another coercive interchange, which
is no different from others that are experienced. If so, they may not rate the experience

as subjectively coercive as someone used to a higher sense
everyday

life.

of

autonomy

in their

One way of testing this speculation is to focus on the experiences of

this study
coercion of marginalised groups in society. Inmates in prison and Maori in
were expected to manifest high levels of perceived coercion in relation to comparison
samples. The findings that they did not, highlight the need to further investigate of the
role of expectation.
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Chapter 10: Discussion - Forensic Psychiatric
Services

lntroduction
with
Civil commitment is intended as a therapeutic intervention for those who present

serious mental illness who also constitute
Epidemiological studies

of prison

a risk to

themselves

or

others'

populations nationally and internationally show

for people
higher prevalence rates of psychiatric disorders for inmates in prisons, than

in the general population (Birmingham et al., 1996; Bland et al., 1990; Gunn et al',

l99l;

Hardie et al., 1998; Simpson et al., 1999; Teplin et al., 1996)' Therefore'

imperative that the therapeutic intent

of civil commitment is

extended

to

it

is

inmates

suffering from serious mental illness irrespective of the barrier created by institutions
whose prirnary role is punishment rather than to provide therapy.
this
This imperarive remains a challenge given the demographic and clinical profile of

population. This study highlights that inmates experiencing a mental illness are more

likely to be male, younger, less educated and of Maori and Pacific Island ethnicities
than their counterparts

in

mainstream mental health services. Although patients

pose a
admitted to both forensic psychiatric services and to general psychiatric services,

risk to others, this risk is more likely to be complicated with forensic psychiatric
patients

by a co-morbid diagnosis of a

personality disorder and the presence of

suicidality.

ln this chapter, the discussion will initially focus on the comparison of

perceived

services and
coercion between patients admitted involuntarily to forensic psychiatric
155

there is no
those admitted voluntarily to acute inpatient psychiatric services. Although

significant difference between the samples, the levels of perceived coercion experienced

by both is high. Consideration is given for the possible explanations of this finding'
justice in diminishing
The focus then turns ro a consideration of the role of procedural
the
coercion within the context of admission to forensic psychiatric services. Finally

limitations

of the study are briefly

discussed befbre section two

of the thesis is

concluded.

Patients' perceptions of coercion
The Mental Health (Compulsory Assessment and Treatment) Act 1992 has

a

philosophical underpinning that assessment and treatment should occur in the least

with the
restrictive environment (Bell, 2003). Given the loss of autonomy associated
institutions
restrictive authoritarian environment of prisons, the punitive intent of these
purposes
and the secure nanlre of the services that inmates are ffansferred to for the

involuntary assessment and treatment,

of

it is reasonable to assume that such inmates

would perceive high levels of coercion.

This was the case as indicated by the high mean score of coercion, as measured by the
perceived Coercion Scale, for patients admitted to forensic psychiatric services. This
mean score was high

in comparison with that experienced by samples of involuntary

(see Table
admissions to acute inpatient psychiatric services internationally

3, p.

l,

Chapter

43). However, it was not statistically higher than that experienced by involuntary

samples,
admissions to acute psychiatric services in New Zealand. Furthermore in both
a maximum
the scores on the Perceived Coercion Scale were negatively skewed toward

score of perceived coercion. Therefore, the experiences

of patients admitted to both
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viewed as
forensic psychiatric services and acute inpatient psychiatric services can be
being markedly coercive.

However, this does not mean that a prediction
automatically determined on the basis

of a high level of coercion can be

of involuntary admission' There are a small

are
minority of 'uncoerced involuntaries' on admission to both services. That is, there

This
involuntary patients in both services who did not feel coerced during admission.

from
questions the suggestion that no decisions by inmates can be considered free

with
coercion when the very release from prison may depend upon cooperating
instirutional authorities (Winick, 1997 a).
between
Furthermore, it is concluded in the international literarure that the relationship

with legal
legal status (compulsory treatment) and the experience of coercion is modest
Research
status serving as a blunt index of perceived coercion (MacArthur Foundation

by this
Network on Mental Health and the Law, 1998). These findings are reinforced
study given the presence ofuncoerced involuntaries'

What accounts for the high levels of coercion?
The process of involuntary hospital admission and the process of forensic psychiatric
admission are both coercive events, therefore
determinants and correlates

it is important to consider

a range of

of perceived coercion in order to try to determine what

is little
makes patients feel coerced. The international literarure highlights that there
may or
indication in the socio-demographic or clinical profile of admissions as to who

may not experience coercion (Monahan et al., 1995). This was supported by the
findings of this study.
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The occurrence of obiective coercion.
about
Objective coercion (in the form of the controlled use of physical force to bring

in New
compliance) is permissible during the assessment phase of civil commitment
events
Zealand law. Furtherrnore, prison constitutes an environment in which coercive

prior
are common. lnmates were subjected to a number of coercive events immediately

to forensic psychiatric hospital admission including physical restraint, seclusion and
half of the
transfer to hospital handcuffed by prison officers and police. Approximately
participants in each sample experienced violent thoughts, threats or behaviour toward

to be
others prior to admission, yet general psychiatric admissions were more likely
the overall
restrained for such behaviour following admission. This may be due to

emotional response

to being

admitted

or the effectiveness of

preventative risk

assessment and managements processes' which are a core competency

within forensic

psychiatric services. Howevero none of these events directly equated with significantly

higher rates of perceived coercion, although being handcuffed prior to admission did
events in
feature in the model of prediction forperceived coercion. Therefore, coercive
themselves do not explain the levels of coercion perceived'

Negative pressures
There were two items

in the interview schedule concerning patients' perceptions of

negative pressures during inpatient admission (these being perceptions

of force and

threat). Perceptions of deception (the antithesis of procedural justice) were considered
sense of
alongside these variables. In all areas, those that felt the negative pressure or

deception experienced higher levels

of perceived coercion than

those who did not

the Perceived
experience the negative pressure. With each variable, the mean score on

Coercion Scale was relatively high when compared with all

of the other

variables

was especially
analysed (see Table 13, Chapter 9, p. 148). The perception of force
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with the
evident with general psychiatric service inpatients and the perception of deceit
fbrensic psychiatric patients.
occur
However, these feelings cannot be fully explained by identifiable incidents that

throughout the admission process. Rather they relate

to the total

experience of

patients
involuntary hospitalisation. This includes the processes of interaction bet'ween
and clinicians (Hoge et al., 1993;Lidz et al-. 1993)'

As stated, the perception of force and threat was associated with relatively high mean
possibly
levels of perceived coercion. These levels appear excessive and therefore
counterproductive

to the therapeutic intent. There is

speculation that those who

perceive treatment as coercive may harbour long term negative responses to mental

with
health services resulting in non-compliance with medication and non-engagement
services (Monahan et al.,

1995).

Therefore clinicians need to be cognisant

of

the

them'
presence of patients'perceptions of negative pressures and take steps to alleviate
are
The high levels of deceit experienced by admissions to forensic psychiatric hospital

of concem. Although prison culture is not notable for inclusiveness in decision-making,
the
mental health legislation requires clear information to proposed patients regarding
process of compulsory assessment.

Ethnicity
it is
ln searching for explanations to account for the high levels of coercion experienced,
high sense of
important to consider those variables that inruitively should equate with a
the thesis
coercion but do not statistically feature as such in the analysis. Section one of

implies, surprisingly, that ethnicity did not feature as a variable that relates to higher

Maori in
levels of patients' perceptions of coercion given the marginalised status of
one
New Zealand society (as discussed in Chapter 6, p. 96). The discussion on section
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some
suggests that we may not be able to accurately determine the position of

the
marginalised groups in society in relation to levels of perceived coercion, because
than the
existing empirical methodology focuses on the experience of admission rather
expectation of the experience (Hiday et al., l9g7\. An analysis of the disproportionately
1998)
high rate of Maori in forensic psychiatric services (Mental Health Commission,

limitations
revealed similar findings, which reinforced these concerns. Methodological
coercion
could be impeding the understanding of what contributes to the high level of

psychiatric
experienced by involuntary patients admitted to forensic and general
services.

Emotional response
It

would
is reasonable to assume that exposure to coercive events prior to admission

services
induce an angry response. Although patients admitted to general psychiatric

happy about
reacted in this way, patients admitted to forensic psychiatric services felt

the admission process, despite feeling coerced and especially deceived- Feelings of
that
being happy in being admined to services appear to mitigate the feelings of anger

might normally be expected to arise from the experience of deceit.
expectation may
These counter intuitive findings give further weight to speculation that

modiff the experience of perceived coercion, and that the existing

empirical

methodology, which focuses on the experience of admission rather than the expectation
1997)'
of the experience, flaY need to include the role of expectation (Hiday et al',
admissions
There are a number of factors that may intluence the role of expectation for
as prisoners'
to forensic psychiatric services. For marginalised groups in society, such

may
who do not experience a sense of autonomy in their daily lives, hospital admission

be just another coercive interchange, which is no different from others that are
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experienced.

If

so, they may not rate the experience as subjectively coercive

someone used to a higher degree

as

of autonomy in their everyday life. This explanation

may account for the level of perceived coercion but not for the expression of happiness'

It is reasonable to assume that this positive

expression

of emotion may relate to

an

prison
expectation that life in hospital offers either a reprieve from the confines of the
environmento or the prospect

of a better quality of life. When one transfers from a

hostile environment (prison) to a therapeutic one (hospital),
experience is one of feeling happy.

lt

it

makes sense that the

has been suggested that prisoners may favour

section 45 transfer to gain reprieve from the tensions of other disordered and violent
inmates within prison (Bell

& Brookbanks, 1998).

Furthermore in the New Zealand

context, admission to forensic psychiatric services is also associated with financial
benefits in the form of social welfare payments from the government' Many patients

within the forensic psychiatric sample had experienced forensic psychiatric admission
before and would have been well aware of such advantages'

However, not

all

prisoners necessarily perceive prison as

Epidemiological research

a hostile

environment'

in New Zealand has recently highlighted that the prison

post
population is highly traumatized as indicated by high rates of lifetime and current

traumatic stress disorder (Simpson et al.,
instead

lg99)- There may be some prisoners who

of perceiving prison life as intolerable, perceive prison as an escape from

catastrophic

life circumstances. Such people may be quite happy with

psychiatric service admission, as

forensic

it is expected to be an extension of the concept of a

safe haven already felt within the prison environment'

Unfortunately, the findings to date leave us with no clear understanding as to why
admissions

to both forensic psychiatric

services and general psychiatric services
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experience high levels

oi coercion. The complexity outlined above supports the need

for further research. This research needs to focus on determining factors that influence
the role of patients' expectations. This process has been initiated with a study that
considered the contributions

of locus of control

However, the process needs
expectations

to include

(Cascardi

&

Poythress, 1997)'

structured questions about participants'

of having control over the major decisions that affect their

lives,

exploration of the contribution of catastrophic life circumstances such as physical and
sexual abuse, and a more detailed understanding

environments from which people

of the physical and socio-cultural

come. This process should include qualitative

methodotogy and may determine the need to modiff existing empirical measurement.
Tentative steps in this direction are considered in section three of the thesis'

Procedural justice
The results of this study support the findings in international research that patients'
perceptions of aspects of procedural justice have a significant impact on diminishing
patients' perceptions of coercion during the admission process (Cascardi
1997, Hiday et

al.,

1997; Lidz et

&

Poythress,

al., 1995). Aspects of procedural justice involve

just decisionstrategies that enhance patients' experiences of involvement in fair and
making processes.
prediction

In our study, voice and validation

featured

in the model of

of patients' perceptions of coercion. Voice involves the patient

being

actively included in the decision-making processes by being able to have their say,
in
while validation involves the experience that what is said is taken into consideration
the decision-making process (Schmidt, 1997).

The majority of patients experienced respect, genuine concern and faimess

in the

professionals
decisions made to admit them to hospital. This is a credit to those health
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involved given the acuity

of

illnesses, the requirenrent

of

legislation

to

initiate

of the
compulsory assessntent and treatment, and in some cases the coercive nature
environment that preceded being admitted to psychiatric services.

justice
Nevertheless, clinicians are ethically required to actively enhance procedural

principles to reduce and minimise patients' perceptions

of coercion. Our study

highlights the potential to improve voice, validation and information' Voice and
making
validation are conveyed by clarity in communication, careful listening and then
hard to
decisions, which validate the process of open, constructive dialogue' This is
For
achieve in the context of coercive events that may occur at the time of admission.
instance,

it is standard

practice for inmates to be transfened handcuffed to forensic

psychiatric services. The model of prediction developed in this srudy indicated that
when this event occurred and when patients perceived a lack of voice and validation,
postthen high levels of coercion were experienced. Professional development through

graduate education or clinical supervision is needed to assist health professionals to
voice and
develop the advanced interpersonal communication skills required to enhance

validation in complex situations, such as the use of handcuffs for the purpose of
transferring people to hospital. Given the ethnic backgrounds

of those admitted

to

hospital, such education and supervision should involve expertise that enhances
understanding

of culturally specific communication patterns'

Furthermore, care

of

prison
inmates experiencing a mental illness in prison remains under the auspices of

punitive
authorities and prison staff whose primary function is to fulfill the institution's

role (Mullen et al., 2000). Therefore. it is necessary for processes of education, which

focus on improving the quality

of

communication,

to

include in-service staff

development programmes for prison officers.
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A substantial minority of patients perceived that insufficient information was given to
given;
them during the admission process. This may relate to the depth of information
process;
the frequency of information-giving during the potentially stressful admission

preferred
and the mode of information transmission in relation to individual patients'
evaluate
learning styles. There is certainly a need for health professionals to regularly

to enlist
the ability of patients to retain information provided. Again there is the need
The
cultural expertise to explore culrurally specific means of information transmission'

global over-representation

of

indigenous peoples and post-colonisation immigrant

populations in forensic mental health services (Aiyegbusi, 2000; Mullen et al', 2000)

highlight the need for the integration of culrurally specific expertise

in enhancing

procedural justice principles is an international concern'

Given the difficulties in implementing aspects of procedural justice within the ethically

fraught domain

of civil commitment,

health professional obligations should be

design
reinforced as responsibilities embedded in mental health legislation. Whether by

or good fortune, this has occurred in the New Zealand context. The Mental Health
(Compulsory Assessment and Treatment)
patients' rights
appointment

of

Act lg92

emphasises faimess through

to legal representation, review and appeal mechanisms, and the
independent lawyers

to oversee the intent of the Act (Bell &

on
Brookbanks, 1998; Department of Health,lggl). There is also an explicit obligation

(Department of
health professionals to provide information concerning these processes
the
Health, 1992; Street & Walsh, 1996). Voice and validation are emphasized through

the
obligation on health professionals to anempt to gain informed consent throughout
processes

of involuntary

assessment and treatment

(Bell, 1992: Bell & Brookbanks'

and
l99g), and respect is emphasised in regard to patients' cultural identity, language,

belief systems (Department of Health, 1992). These responsibilities apply to whether
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civil commitment occurs within the context of general psychiatric services or forensic
psychiatric services.

Research limitations
coercion
This study needs to be considered in the light of limitations in the research on

by
during general psychiatric hospital admission' This research has been dogged

artificial
methodological issues including measurement validity, selection bias, the
reduction

of

complex phenomena

to restrictive

comparison groups and difficulties

in the construction of

designs (Monahan, 1995; Hoyer, 1999). For a
Chapter 6.

p

l0l.

responses, difficulties

in

matching

prospective longitudinal

full discussion of these limitations

see

The difficulties of matching in this study and the approach to offset

8,
these difficulties during statistical analysis are discussed at length in Chapter

Furthermore, we do not know the effect

of patients' perceptions of

p' l3 l '

coercion on

to be
therapeutic outcome, or whether these perceptions persist for those who continue
subject to inpatient compulsory treatment orders. However, the favourable response
rates gained

in this study from admissions to forensic psychiatric hospital have enabled

detailed considerationo

for the first time, of the impact of coercion on a

prison

population disenfranchised from mainstream society. This discussion has highlighted

encouraging elements

of

present practice, room

for

improvement, and potential

directions for future research.

Conclusion
place for
The Mental Health (Computsory Assessment and Treatment) Act has been in

twelve years, yet there is little evaluative research on its effectiveness. Evaluative
mental
information of mental health legislation is crucial for health policy formation,
are
health law reform and service provision. Patients' perceptions of the experience

a
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necessary part

of this evaluation. Given the high prevalence rates of inmates

it is imperative
experiencing a mental illness in New Zealandprisons (Simpson, 1999),
that patients' perceptions of the experience of transfer from prison to forensic
psychiatric services for involuntary treatment are evaluated. There are no studies

nationally

in this regard and no research

internationally that directly informs this

process. This is the first study intemationally to consider patients perceptions' of
coercion on admission to forensic psychiatric services'

Although the beneficial outcome associated with civil commitment in New Zealand
remains unsubstantiated, there exists a prior research need before determining efficacy.

This relates to the need to consider patients' perceptions of coercion as a dependent
one
variable within the contest of inpatient service admission (Draine, 1997). Section

of this thesis considered this issue by comparing the perceptions of involuntary

and

voluntary inpatients in acute inpatient psychiatric services, while section two compared
the perceptions of involuntary patients in forensic psychiatric services and involuntary
patients

in acute inpatient psychiatric services. As with international studies, legal

presence
status is only a blunt index of patients' perceptions of coercion as is the

of

observed coercion. Furthermore, patients' perceptions

of procedural justice have a

significant impact on regulating patients' perceptions

of

coercion during hospital

admission.

In New Zealand, the population of remand and sentenced inmates has experienced
average growth rate over the past decade

of

3.2Yo per annum and

projected to abate (Department of Conections, 2003,

an

this growth is not

p'4). There is a disproportionate

(Brinded et al',
number of inmates experiencing a mental illness within this population
to
2001; Simpson er al., 1999). There is presently a waiting list in prisons for access
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inpatient treatnent. Furthermore, there is an indication that inmates' detention may be
prolonged by transfer to forensic psychiatric services for compulsory treatment close to
the time of their release date from prison (Simpson, 2003b)'

in
One solution to these concems is the suggestion of the use of compulsory treatment
prison (Simpson, 2003b). It is important that the debate on this suggestion is informed'
and this research provides tentative steps in providing such information. This study
on the
demonstrates that admission to forensic psychiatric services enables an emphasis

prison
respect of persons and enhancement of autonomy not readily afforded within the

context.

It is argued that such enhancement is necessary to achieve therapeutic

outcome.

This research indicates the complexity involved in creating an understanding of such
vexing clinical issues. This complexity is related to the context in which the research is
carried out, and to limitations in current research design. Further research is required,

which initially focuses on determining the need to modiff the existing empirical
in
measurement of perceived coercion. Tentative steps in this direction are considered
section three of the thesis.
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Chapte

r 11: Literature Review - Background to
Outpatient Gomm itment.

Introduction
The emphasis in psychiatric treatment has shifted from hospital-based to communitybased services.

civil

A corresponding shift has occurred in considering the application of

commitment from acute inpatient settings,

outpatient

Monahan, 1996). Outpatient civil commitment is

a

civil commitment in which the court orders an individual to comply with

a

community settings (Dennis
.oform of

to its application in

&

specific outpatient treaffnent programme" (Toney & Kaplan, 1995, p. 778).

Within the community context. the clinical goals in the use of civil commitment remain
for
the same as within the inpatient setting. These are to provide therapeutic featment
protection
persons suffering from mental illness; to provide sustenance, shelter and self

for those people experiencing a mental illness not competent to meet their own

needs;

of
and to provide protection for the communiry against such people, who are at risk
harming others (Appelbaum, 1992a). Justification for the use

of

outpatient civil

the
commitment is, as with inpatient compulsory treatment, based on therapeutic intent'

they are
state's responsibility to intervene in the lives of people on the grounds that

to exercise
unable to make decisions adequately for themselves and the state's right
police powers to limit liberty in order to protect citizens from the potentially damaging
behaviours of others (Shah, 1989).

However, the application

of

experiencing a mental illness

Parens

in

patriae and police power principles

the community, rather than

to people

in institutional

settings,
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heightens the debate as

to the appropriateness of such action' In the international

issues in
literature, outpatient civil commitment remains one of the most controversial

mental health law.
outpatient
This chapter outlines the results of a literature review of the background to

civil commitment. This is a

prerequisite

to a

literarure review considering the

the focus of the
relationship between outpatient commitment and coercion, which is

next chapter.

ln this

chapter, a historical overview

of the development of

various

lead
models of outpatient commitment is first presented. Descriptions of these models
is
to a discussion of how outpatient commitment is presumed to work. This discussion

based on theoretical speculation

in the literature rather than

evidence provided by

of the
research. Theoretical speculation can not be considered without recognition
ethical positioning that underlines such speculation. The majoriry of the background
United
literature relates to comment and research on outpatient commitment in the

States. The chapter ends with a brief overview of outpatient commitment in other
jurisdictions concluding with

a discussion

of outpatient commitment in New Zealand'

Literature review strategY
the
Oupatient civil commitment is referred to by a variety of names depending on

jurisdiction in which

it is being discussed. These terms include 'outpatient

civil

'involuntary
commitment', 'outpatient commitment', 'involuntary outpatient treatment',
Treament
oupatient civil commitment' and, in the New Zealand context, 'Community
the
Orders'. In this thesis, the term outpatient commitment is used when discussing

legislation internationally, while specific reference is made to Community Treatment
Orders when discussing outpatient commitment in the New Zealand context'
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All of

along
the terms mentioned were included in the literarure search as keywords

with the worcl 'coercion' and 'commitment of the mentally

ill'.

The literature search

publications,
involved the following data-bases - PsychINFO (1872 to date) with 204

MEDLINE (1966 to date) with 243 publications, Sociofile (1974 to date) with

33

(1982 to
publications, EMBASE (19S0 to date) with 168 publications and CINAHL
across datadate) with 35 publications. These articles were screened for duplication
bases and then reviewed.

An auto alert was established for the keywords with each of

they were
the data-bases, so that the most current articles were e-mailed to me aS
published. This process continued until June 2004.

Historical development of outpatient commitment
Guardianship and conditional release
which enables
Outpatient commitment is not a new concept. lt has existed in legislation
'guardianship' conditions and 'conditional release' from hospital to the community'

which have been

in

place since early

in the 20th century (Slobogin, 1994)'

third
Guardianship, or 'conseryatorship', involves court authorisation for an identified
on
party to consenr ro outpatient treatment for an individual incompetent to consent

their own behalf (Torrey

& Kaplan, 1995).

Decision-making is at the discretion of a

Parry &
legally appointed guardian on behalf of the incompetent person (Geller, 1990;

Beck, 1990). Legal guardianship is usually enacted as a long-term intervention for
people suffering from dementia or intellectual disability (Hiday' 1996b)'

with the
Conditional release involves the discharge of the patient to the community
The
patient remaining on the hospital census under the ongoing care of the hospital'

under
intent of this process is to test the ability of the person to live in the community
adherence
the proviso that they comply with predetermined requirements of treatment

(Slobogin, 1994). Non-adherence leads to revocation of the release (Winick' 2003a)'
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or trial
Therefore, conditional release is sometimes ref'erred to as probational discharge
release (Sjostrom. 1997)'

the dual
Conditional release has been criticised in that it requires the hospital to fulfil
additional role
roles of discharge agency and communiry health care provider. The

of

resourced
community health care provider has the ability to compromise already under

Furthermore'
inpatient services (McCafferry & Dooley, 1990; Stein & Diamond, 2000)'

conditional release

is

determined

by clinicians and critiqued for lack of judicial

of patients
involvement of procedural due process designed to protect the human rights
under civil commitment (Slobogin, 1994\-

Toward reform
response to
New models of outpatient commitment in the United States have evolved in

of mental
macro sociological processes. These processes include deinstirutionalisation
health services, the

civil rights

movement, the loss

of

inexpensive urban housing

extensive
leading tO inCreased homelessness, the advent from the 1960s onwards of an

of violence
recreational drug culture, and rising public concern over the perceived risk
from people experiencing a serious mental illness (Hiday, 2003b).

p' I I l ' This
Detail regarding deinstitutionalisation is discussed at length in Chapter 7,
civil rights
process immediately preceded and then coincided with the expansion of the
attempt to erase
movement in the United States in the 1970s (Hiday, 2003b), and the

of other
social inequalities for African-Americans was translated to the social sruggles

minority groups, including those with serious mental illness (Durham

& La Fond'

the civil
1996). Community care was seen as the least intrusive option in maintaining
rights of those who suffered from mental illness'

L7T

Least restrictive alternative model
of new models
Changes i1 the context of service delivery facilitated the development

of

communitymental health legislation. The place of outpatient commitment within new
cenhes
based services was initially questioned. New communify mental health

emphasised social determinants

of mental illness, with the vision that social action

a social
would prevent the occunence of illness. Many of these new services adopted

of social
model of mental health and were reluctant to engage in perceived processes
conffol, such as outpatient commitment (Miller, 1988)'

which
However, initial reluctance was tempered by a model of outpatient commitment'
This model
reinforced the least intrusive intent of community mental health provision'

help shift
was articulated by activist lawyers in the United States in the 1970s to
treatment from hospitals

to the community and

emphasised involuntary outpatient

treamrent as the least restrictive alternative in the use of

civil commitment (Munetz &

be
Geller, 1993). Broadly, the less restrictive alternative "requires that treatrnent should

no more harsh, hazardous, inffusive, or resfrictive than necessary to achieve legitimate
therapeutic aimso' (Keilitz, Conn,

&

Giampeffo, 1985,

p. 692). The concept of

least

within
restriction rests on the assumption that intnrsive impact relates to the context

which ffeatment takes place. Hospitalisation implies the most restrictionn while
treatment in the community the least (Brooks, 1987; Freddolino, 1990)'

The least restrictive altemative advocates the same entry criteria for civil commitment
occur in the
to inpatient and community services, but that compulsory treatment should

community

if

at all possible, to diminish what is seen as the deleterious effect of

the seffing, which
detention in inpatient services. The ideal of this model is treatment in
pursue their
is least intrusive on the human right to liberty and which allows people to

Hiday'
lives whilst complying with prescribed treabnent and services (Hiday, 1996b;
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in times of acute
2003b, 2003c; Munetz & Geller. 1993). This model assumes that even
and
mental illness, symptoms can be stabilised. the therapeutic alliance established

on the least
treament maintained, within the context of community care- The emphasis

in
restrictive alternative in the United States was supported in case law in Wisconsin
1972 (Lessard

v. Schmidt), which placed an obligation on the party recommending

(Bell,
involuntary hospitalisation to first explore community options for treatrnent
2003).

Critique of the least restrictive alternative.

ln the United

States the application

success; a nation wide survey

of the least restrictive alternative has had varying

of meltal health directors and state attorneys-general

Underhighlighted the variability of the implementation of outpatient commitment'
disinterest in
utilisation in some states was atffibuted to lack of knowledge and even
outpatient commitment expressed by some of those surveyed (Miller, 1985)'

This variability in some instances related to poor conceptualisation of the model within

of the
the legislative framework, and in others difficulties in implementing the intent
legislation (Miller, 1985; Miller

&

Fiddleman,

1984). With the threshold for

there
application being the same for inpatient commitment and outpatient commitment,
present
is clinical risk associated with applying outpatient commitment when patients

with imminent possibility of harm to self or others. The decision for
commitment within a context in which

outpatient

it is difficult to manipulate the environment

to

1986;
maintain safety assumes a greater risk of liability for psychiatrists (Appelbaum'

commitment is
Dawson, Romans, Gibbs, & Ratter. 2003). Furthermore, once outpatient
stable, the
implemented, the paradox is that the longer a person remains compliant and

harder

it is to justify

outpatient commitment on the grounds of risk (Dawson et al''
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2003; Munetz, Galon,

& Frese, 2003: Munetz, Grande, Kleist, Peterson, & Vuddagiri,

1997).

The criminalisation of people experiencing a mental illness and
homelessness

With adequate funding the ideals of deinstitutionalisation may have been realised'
was
However, the funding of the community mental health structure in many states

difficulties
inadequate and concern was voiced from the 1980s about the perceived
associated

with lack of adequate resources. The dismantling of large psychiatric

was seen
institutions without the creation of adequate community mental health services
the
as contributing to the occurrence of two social phenomena in the United States:

criminalisation

of people experiencing a mental illness and the rise of a homeless

population in large urban areas (Brooks, 1987; Durham & La Fond,1996; Gerbasi et al''
2000; Hiday,2003b; Wilk, 1988a, 1988b).

The effect of deinstitutionalisation on the criminalisation of people experiencing

mental illness

is discussed at

length

in Chapter 7, p.

II

l.

a

The failure of

United
deinstitutionalisation has also added to the sociat problem of homelessness in the
States (Leff,

2001). The closure of the large psychiatric institutions, which

housed

people experiencing a mental illness, was not accompanied by the funding required to

provide the community support services

to

adequately house

this

population'

housing
Furthermore, deinstitutionalisation coincided with the loss of inexpensive urban

in

areas where people suffering from chronic mental illness tended

to

congregate

(Hiday,2003b). It is estimated that 10-15 o/o of the homeless have a serious mental
illness (Durham & La Fond, 1996).

a sub-gtoup of
Following the implementation of the process of deinstitutionalisation,
people suffering from mental illness (those suffering from chronic and serious mental
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mental health
illness) wefe seen as placing a strain on the reduced number of inpatient

viewed
services that had been retained. People with serious mental illness were

as

noncycling through a process of admission to hospital. release into the communify'
associated
compliance with treatment services, decompensation of mental health status,

risk of harm to self or others and subsequent re-admission to hospital' Non-compliance
(1988)
with medication was seen as crucial to this process of recycling' Green

retrospectively compared the records
admissions over an

of 25 patients with at least three hospital

l8 month period with a control group of 25 patients hospitalised

on

matched by
less than three occasions, over the same time frame. The samples were

likely
gender, age and diagnosis. Those with more admissions were significantly more
to be non-cqmpliant with medication than the control group'

the'the
This process of recycling through multiple hospital admissions is referred to as
revolving door syndrome' (Appelbaum, 1986; Brooks, 1987; Geller, 1986; Hiday'

lgg6b). It is estimated that 25 to 50 percent of those with chronic serious mental
illness require re-hospitalisation within 6 months of going back into the community

(Elbogen

&

Tomkins,

2000).

Furthermore, there

is a

substantial financial cost

associated with treating continual re-admissions to hospital' One study

in Kentucky

4

year period

estimated that

between

it cost the inpatient services US$l'2 million,

l99l to

1996,

over a

to treat four revolving door patients diagnosed with bipolar

era of cost
affective disorder (Durrenberger, Rogers, Walker, & de Leon, 1999)' In an

containment, policy makels began Searching
accommodated high utilisers

of mental health

for

alternative approaches that

services

in a cost effective manner

(Hiday,2003b; Swartz & Swanson,2002; Torrey & Kaplan' 1995)'
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serious mental
There was also a growing public fear of violence caused by persons with

illness

in the community, even though

(Appelbaum,

there

is little justification for this fear

2001). This perception was fuelled by much publicised homicides

involving offenders experiencing a mental illless (Allen
Mattison, 2000; Swartz

&

& Smith,200l; Leff' 2001;

Monahan, 2001b) and was a strong motivating force for

outpatient commitment reform.

lt is not uncommon for new outpatient

commitment

with the victim
statutes in the United States to be givep proxi nomenclature associated

of incidents involving

offenders experiencing

a mental illness' In New York'

the

the death of
outpatient commitment legislation is refbrred to as Kendra's law following

Kendra Webdale (Allbright, Levy,

& Wagle, 2002) and in California

the legislation is

deaths resulting
referred to as Laura's Law following the death of Laura Wilcox, both

from the actions of offenders experiencing a mental illnss (Appelbaum'

2003;

Carpenter, 2002).

P

reventive outpatient comm itment

some
It is for the reasons just outlined that outpatient commitment legislative reform in

for those persons
states in the United States targeted the prevention of illness relapse

with serious mental illness (Hinds, 1990). This reform began with

outpatient

to as 'preventive

outpatient

commitment in North Carolina

in

1983 and is referred

commitment" or the 'need-for-treatment' model

of

outpatient treatment (Lamb &

Weinberger, 2000). This model advocates a "tincture

of coercion" (Geller' 1991' p'

with treablent
1069) in treating those with serious mental illness who are non compliant

from an emphasis
and services, which involves an altering of the committal standards
based
on current presentation of mental illness and imminent risk of harm, to standards

harm to self or
on a history of previous patterns of rnental illness and associated risk of

(Petrila et al',
others. Such standards are referred to as likely to deteriorate standards
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history
2003), predicted deterioration standards (Slobogin, 1994) and psychiatric
standards (Hiday, 1996b).

on the basis
These standards consider the application of outpatient civil commitment
a history of non-compliance, and an associated deterioration

others (Brooks, 1987;

of

in illness and risk to self or

Wilk, 1988a, 1988b). This history is used as justification for the

in
application of outpatient commitment to enforce ffeatment and prevent deterioration
the future (Appelbaum, 2001, 2003; Carpenter, 2002; Geller, 1986: Swartz

2002: Swartz

& Swanson'

& Monahan, 2001a). For example, the application of preventive

on a history
outpatient commitment in the states of New York and Califomia depends

of

violence
lack of compliance with treatment leading to an acts, threats or attempts of
resulted in
toward self or others in the last 48 months, or non-compliance which has
(Appelbaum' 2003;
hospitalisation or imprisonment at least trvice in the last 36 months
Herbert, Downs, & Young, 2003; Petrila et al., 2003)'

Critique of preventive outpatient commitment
As in the least restrictive alternative model of outpatient commitment, there is

some

statutes are under
evidence which indicates that the preventive outpatient commitment

utilised in some states (Miller, 1985, 1992; Miller

&

Fiddleman, 1984)' Furthermore'

model, which
this evidence is coupled with a vehement civil libertarian critique of this
value placed
argues that the use of preventive outpatient commitment usurps the ethical

on the patient's
incompetency

in

autonomous decision-making

decision-making ability that

ability. lt is the presence of

is an important justification for

the

of outpatient
exercise of parens patriae (Winick, 2003b). The goal of the application
people to
commitment is therefore the restoration of competency, which then allows

provision
make decisions about their on-going involvement with treatment and service
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on a voluntary basis (Carpenter, 2002, Stetan, 1987). The American Psychiatric
Association Supports preventive outpatient commitment and advocates
application of outpatient commitment ilrespective of incompetency,

if

for

the

a person has a

comply with
history of illness and associated risk resulting from a failure to seek and
treatment (Munetz, Geller,

&

Frese, 2000).

from an emphasis
Concern is also expressed about altering the dangerousness standard
l

presentation'
on imminent risk of harm to self or others associated with current clinical
past patterns
to the prediction of the future possibility of risk based on the occulrence of

of behaviour. This concern is strengthened through acknowledgement of the clinical

of
difficulties involved in predicting long-term risk (Monahan, 2002)' The remoteness
police powers
the possible risk is seen as inadequate justification for the exercise of the

of those to
inherent in outpatient commitment, which compromise the human rights
whom the legislation is applied (Schopp, 2003; Winick, 2003b)'
on
Finally, the preventative outpatient commitment is also critiqued by civil libertarians

the basis of lapses in legal due process, which is incorporated into mental health
right to liberty'
legislation as a means of protecting patients' human rights including the

A review of state outpatient commitment legislation found that outpatient commitment
due processes fell short of those
assessment and

in legislation governing compulsory inpatient

treatment. Of significant concern was the lack of a judicial hearing

when outpatient commitment was revoked and patients readmitted for compulsory
1988b)'
inpatient treatment (McCafferty & Dooley, 1990; Stefan, 1987; Wilk, 1988a'

In North Carolina, legislative reform in determining a preventive model of outpatient
to respond to
commitment was accompanied by funding to enable community services

the reform (Hiday

&

Scheid-Cook,

l99l).

However' such necessary funding is not
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always forthcoming. The introduction of a preventive model irr Califomia is not a state-

wide initiative. lndividual counties have the ability to refuse to endorse the reform,

they do not have the resources required to initiate

it.

if

The legislative reform was

introduced without additional adequate resources to fund it (Appelbaum, 2003). On an

economically pragmatic level.

application

of

it is suggested that the broadening of the criteria for

outpatient commitment extends the number

commitment, which may have funding implications

of

people subject to

for already resource strapped

community mental health services (McCafferW & Dooley, 1990; Stefan, 1987).

How does outpatient commitment work?
The intent of outpatient commitment is to engage the patient in treatment specifically to
coerce the person into taking medication. This intent is stated in survey research

of

mental health professionals working in communiry mental health centres (Scheid-Cook,

1988). However, outpatient commitment does not allow forced medication
objective coercion) as can occur

(i.e.

in inpatient settings and protects the right of the

consumer to refuse treatrnsnt (Appelbaum, 1992bl' Scheid-Cook, 1992; Stefan, 1987).

In the presence of this paradox, treatment compliance relies on subtle means of coercion
to achieve its goals.

The court order itself mandated by legal authoriry, may serve as a 'bluff , convincing
the patient that they must comply with treatment (Knoedler, 1988: Munetz et al., 1997;

Swartz

&

Swanson,

2002). However, this 'Judicial intimidation" only works

if the

patient "mistakenly assumes that the judge's order must be obeyed" (Stefan, 1987, p.
?es).

Regardless of this assumption, from a clinical perspective. outpatient civil commitment

facilitates engagement by allowing health professionals' entry to a person's premises for
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for the purposes
the purposes of treatment or to take a person to a ffeatment centre

of

status and
treatment. This contact allows the monitoring of the persons mental health

would expect that this
the oppornrnity to engage the person in treatment issues' One
process

of

engagement leads

informed consent (Hoge

to treatment compliance based on the processes of

& Grottole, 2000). However,

the literature overtly refers to

through the use
engagement providing a leverage to facilitate compliance primarily

of

theuse
persuasion(Stefan, 1987; WitenBerg&Bonnie, 1996)orthloughthethreatof

of force or threat of future hospitalisation (Scheid-Cook. 1991;

Susser, Goldfinger,

&

Swartz
White. 1990: Swanson, Swartz, George. Burns, Hiday, Borumo & Wagner, 1997;

&

Swanson,

2002). The use of threats cannot be clinically

condoned on ethical

patient
grounds, but persuasion is a common communication process used to influence
treatment
compliance with treatment during compulsory inpatient assessment and

(Lucksted & CourseY, 1995).

As well as facilitating engagement at the level of the professional-patient relationship,
patient
outpatient commitment is also seen as facilitating a systems response to address

need

by stimulating the service to engage. When people are under

commitment, requirements are mandated

oupatient

of the service, which necessitate

the

prioritisation of meeting the needs of those persons under outpatient commitment'
Resources are channelled

to these people providing

(Gerbasi et al., 2000; Simpson, 2003a; Swartz
services allow staff

to

&

enhanced services and support

Monahan. 2001a). Such enhanced

address social factors, which contribute

to non compliance'

of visits, both
Examples include the provision of transportation and increased frequency

al''
of which encourage active engagement with services (Mattison, 2000; Swanson et
1997:

Tavolaro, lgg2). The corollary of this explanation for compliance is that

if

a

there may not
systems response is evident through adequate community funding, then
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be the need for rnandatory community treahlent (Hiday, 1996b; Hoge

&

Grottole'

2000; Swanson et al., 1997; Toney &Zdanowicz, 2001)'

Ethical positioning
works
The abovementioned theoretical speculation as to how outpatient commitment
Iacks evidence and is therefore contentious. As with inpatient

civil commitment,

the

lie within the
roots of the conffoversy in the application of outpatient civil commitment
diametrically opposed philosophies of consequentialism and deontology'

Consequentialist moral stance
A .utilitarian' or'consequentialist' moral

stance views outpatient

its associated potential for treatment against a person's

civil commitment

will (coercion)

as

and

justifiable on

on the
the basis of beneficial outcome (Chodoff. 1984; Wertheimer, 1993)' Impact
pursuit of this goal'
human right to liberry is viewed as a legitirnate compromise in the
the
This position is advocated by proponents of outpatient commitment, commonly

public'
psychiatric prot'ession, family advocacy groups and' to some degree, the general
which espouse
Consequentialism is supported with reference to 'communitarian ethics',

(Munetz et al"
the communal values of public safety, humanity and health promotion

2003). In the

eyes

of the general public, the notion of beneficial therapeutic outcome

extends beyond a focus on the outcome

for the individual outpatient, to benefit for

society. Outpatient civil commitment is seen as an intervention necessary to safeguard
mental
the public against the perceived level of violence caused by those with serious
illness (Holloway, Szmukler, & Sullivan, 2000; Swartz

& Swanson,2002).

family
The utilitarian moral stance of outpatient commitment is supported by some
advocacy groups who see outpatient civil commitment as a means

of increasing

the

availability of access for family members experiencing a mental illness to treatment

l8l

options (Stefan, 1987;

Wilk, 1988a, lgSSb). This view

has been articulated through

Mentally
powerful lobby groups in the United States, like the National Alliance for the

Ill.

members
However, the extent to which this view is commonly held by family

members of those
remains largely undetermined. In a descriptive survey of 260 family

with serious mental illness in Oregon, the majority was in favour of ouFatient civil
commitment. However, the response rate in this study was only

54%o

(McFarland'

Faulkner, & Bloom, 1990).
on
Finally the psychiatric profession commonly supports a utilitarian moral stance

outpatient

civil

commitment based on its perceived ability

to

effectiveness and the perceived ability to monitor and manage

enhance treafinent

risk' In this sense'

The use
outpatient commitment is referred to as assisted treafinent (Monahan,2003)'

of

for the
legislation is viewed as part of the therapeutic package directed toward benefit
outpatient

by avoiding the untreated cycles of

illness, deterioration and re-

hospitalisation (Hiday, 2003b) and the associated social implications of homelessness
and/or imprisonment (Monahan et al., 1996).

ln exercising outpatient commitment,

a

goal is also the restoration of competency and autonomous decision-making ability
compromised by mental illness (Swartz

& Swanson,2002)'

Deontological moral stance
position
There is no consensus amongst psychiatrists in support for the consequentialist

on outpatient civil commitment. Some psychiatrists espouse the opposing ethical
approach (Moncrieff, Thomas, crawford,

&

Henderson, 1999), adopting

a

'deontological' or 'civil libertarian' rights based moral stance, which views outpatient

civil commitment

as a gross infringement on the human

right to liberty (Wertheimer'

principles
1993). This stance advocates that liberty alongside other fundamental ethical
must not
such as fairness, respect for persons, justice, autonomy and self-deterrnination'
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which is viewed as
be compromised in the pursuit of a concept of therapeutic outcome,

can only be
nebulous and spurious. Any deviation from these basic principles
of the person
considered when illless is coupled with an imminent threat to the safety
concerned or to others within society (Chodoffi 1984: Schwartz

& Costanzo, 1987)'

and restrictions
Such opponents of outpatient commitment believe the denial of choice

on liberty

associated

with outpatient commitment have the potential to

impact

patient
negatively on the self esteem of outpatients, the therapeutic relationship between

and clinician, and hence the adherence
engagement (Swartz

&

of

Swanson,2A02; Swar?

consumers

to

treamnent and service

& Monahan,200la).

Such opponents

the greater value
concede that the intent of the application of outpatient commitment is

of good over harm understood from a well-informed and rigorous clinical perspective
(Scheid(beneficience). However, there remains a concern that "benevolent coercion"

in order
Cook, 1991, p. 60) doesn't work because "efforts to do something 'to' someone

to do something 'for' someone fall short of expectations because social monitoring
Roth' 1987,
inevitably takes operational precedence over treatment" (Mulvey, Geller, &
p. 57s).
scholars
It is this notion of social control that is purported by civil libertarians and legal

who are the greatest advocates of the deontological stance (Schwartz

1987). Such opponents of outpatient civil commitment view
expansion of the doctrine of parens patriae" (Schwartz

&

Costanzo'

it as the "unbridled

& Costanzo, 1987, p- 1342) and

as "leash
refer to the extension of legal processes of social control into the community

laws" (Griffith
the basis that

& Bowen,2000, p.l5). They critique outpatient civil

it unjustifiably extends the net of surveillance

commitment on

and social control from

to get on with their
inpatient services into the community' where people should be free
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civil
own lives (Hiday, 2003b). Although opponents concede that outpatient
commitment is less restrictive in terms

of the physical environment

associated with

variety of
ilpatient compulsory treatment. they view the compromise of choice in a
(Fulop, 1995a)'
matters in the lives of people in both areas to be unacceptable
preventive outpatient
Despite this controversy, with the introduction of the most recent
commitment statute in the state of California, there are now

4l states and the District of

(Herbert et
Columbia, which have varying models of outpatient commitment statutes
aI.,2003).

I

nternational PersPective

Although most

of the literarure on outpatient

commitment

is written from the

trend
perspective of the United States, outpatient comtnitment is part of an intemational

Principles
and a reflection of the principles articulated in the United Nations document

of
for the Care and Protection of People with Mental Illness and for the lmprovement
environment
Mental Health Care, which advocates for treatment in the least restrictive

with the least interf'erence on human rights and dignity (Belt' 2003)' The international
literature does shed some light on outpatient commitment

in

Canada, the United

Kingdom, Israel, Australia and New Zealand.

Canada.
the united states is
The controversy concerning the use of outpatient commitment in

evident

in the introduction of

outpatient commitment statutes

in

most other

jurisdictions. Central themes in the debate revolve around ethical objections to the use
funding
of coercion, clinical concerns about efficacy and resource concerns about the

required

to

implement outpatient commitment (Szigeti,

2001)'

Protaganists and

in the United States'
antagonists are divided along similar lines to that which occurs
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Health professionals and family groups

are

largely supportive of change, however

patient advocacy groups are reluctant to endorse the introduction

of

outpatient

commitment (Boudreau & Lambert. 1993).

Legislative reform

in

Canada was fuelled

by

homicides involving offenders

release applies in
experiencing a mental illness (Szigeti,200l). Although conditional
outpatient
most Canadian state legislations, the least restrictive alternative model of

commitment only exists in Saskatchewan and Ontario (Everett, 2001; Gray

& O'Reilly,

though
2001). Evaluation of the introduction of the least restrictive altemative is sparse'

clinicians
there is some indication that its use in Saskatchewan is not well supported by

(O'Reilly, Keegan, & Elias,2000).

United Kingdom
In England and Wales, the psychiatric inpatient population peaked in 1954 at

150'000

(Fennell, 1992, p.205). Since that time there have been policy directives encouraging
health
de-institutionalisation and the subsequent establishment of community mental

United States' In
centres, albeit at a pace lagging behind similar developments in the

the United States, community mental health centres were established with
Community Mental Health Center Act

of

the

1963, yet similar legislation did not occur in

health structure
the United Kingdom until 1990. Since that time, the community mental
rather
has focused on the needs of the 'worried well' (people in psychological distress)

of long-term
than those with chronic disability. The policy has decreased the number

in the
stay beds, but short-term admissions have increased due to the unmet needs
community

of those people

experiencing

a

serious mental illness suffering from

revolving door syndrome (Fennell, 1992; Pilgnm & Rogers, 1994)'
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under the
In the United Kingdom, outpatient commitment in the form of guardianship

Mental Health

Act

1959 preceded deinstitutionalisation. Under guardianship

location for
legislation, the court was able to determine place of residence and the

place of
ffeatment. Health professionals were mandated access to the patient's
residence for the purposes of treatment.

[f treatment was required yet refused, then

the

(Fennell, 1992)'
legislation enabled the person to be transferred to hospital for treatment
social welfare of
Court appointed guardians were able to make decisions concerning the

that person's
the person under the legislation but could not consent to treatment on

&
behalf. However, this outpatient commitment option was seldom used (Hampson
Davison, 1994; Pinfold, Rowe, Hatfield, Bindman, Huxley, Thornicroft,

&

Shaw'

on April
2002). In a survey of the directors of social services in 132 local authorities

lst

1997, there were only 552 identified cases (Shaw, Hatfield,

& Evans,2000)'

release'
A more common approach to outpatient commitment was the use of conditional

patients
This process allowed the inpatient services to initiate controlled trial release of

into the community.

If a person's mental health

calted back to hospital. Under the legislation,

stafus deteriorated that person could be

if

the person was not recalled for six

months then the process lapsed (Hampson & Davison, 1994)'

mental illness
However, this legislation was used to target those persons with a serious
(Sensky,
who had a recent history of violence and non-compliance with medication

Hughes,

& Hirsch, l99la, l99lb). The legislation was used as de facto preventive

over
oupatient commitment whereby those with compliancy issues were monitored
were
long periods of time. When the six months order was about to lapse, people

primarily
readmitted over night to renew the order (Bean & Mounser,1994)' Treatment
therapeutic input
related to the monitoring of medication compliance with little other

186

and was dubbed a "long leash method

p.l5).

of social control'o (Griffith & Bowen, 2000'

The practice was legally outlawed in the Hallstrom judgment

in

1995 (Coffey'

Scottish
1996), Similar application of the legislation was also deemed illegal under

mental health legislation

in

1995 (Atkinson, Gilmour, Dyer, Hutcheson,

1999; Atkinson, Garner, Patterson. Llewellyn-Jones,

&

Patterson'

& Donnelly, 2000).

Orders under
ln England and Wales, this practice was replaced by Supervised Discharge
amendment to
the Mental Health (Patients in the Community) Act 1995, which was an

the Mental Health

Act 1983.

Supervised Discharge Orders do not bring the law into

1996):
line with the focus on comprehensive community care (Fulop' 1995b; Holloway'

allow for the
they require people to abide to certain circumstances post discharge' They
give access rights to
determination of living situations and locations for treaftnent, and

the treatment team for the purposes of treatment (Pinfold, Bindman' Thornicroft'
in a
Franklin, & Hatfield,200l; Pinfold et al., 2002). These requirements are embodied
noncare plan implemented by community psychiatric nurses (Coffey, 1996)' People

but not
compliant with the Order can be forcibly conveyed to a place of treatment
professionals
forced to take medication (Bindman, 2002: Pinfold et al., 2002). Health
remains
were in favour of the introduction of Supervised Discharge Orders but concern

about bureaucratic adminisffative responsibilities under the legislation, lack of
teams to
enforcement processes and the lack of properly resourced multi-disciplinary

clinically support the process (Burns, Goddard,
Bindman,

&

Bale, 1995; Franklin, Pinfold'

& Thomicroft, 2000; Hampson & Davison,1994; Pinfold et al'' 2002)'

outcome is that the option is under-utilised, with only 160 cases

in

The

1997 (Pinfold,

Bindman. Friedli, Beck, & Thornicroft' 1999).
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outpatient
Although there are those who advocate for the introduction of preventive
proposal remains
commitment in the United Kingdom (Mclaren & Cookson, 1989)' the
a source of contention (Bindman,

2002)' Rejections of such proposals have been

based

to which the
on the risk of contravening the European convention on Human Rights,
United Kingdom is a signatory (Holloway' 1996)'

lsrael
Legislation introduced

in Israel adopts a model of

outpatient commitment' which

alternative
enables both conditional release and practices based on the less restrictive

approach

to outpatient commitment (Ajzenstadt. Aviram' Kalian,

Lefkovitch, Weiser,

& Levy, 1993).

&

Kanter' 2001;

Again there is sparse evaluation of its use and

efficacy

Australia
Victoria with the
Outpatient commitment in Australia was first introduced in the state of
Mental Health Act 1986 (Hardman, 1993; Jaworowski & Guneva, 1999)' [t now exists

in all

states, though there

is little consistency in the model of outpatient commitment

that has been introduced (Power, 1999). For example,

in Victoria the legislation

model and
enables conditional release, implementation of the least restrictive altemative
use
preventive outpatient commitment. There was initial comment about the infrequent

people in
of outpatient commitment with the legislation being applied to 20 per 100,000

clarifies the current
1994 (Power, 1999). However, there is no follow-up study, which
to New
use of the legislation. In comparison, outpatient commitment was introduced
South Wales

in 1991. This model of legislation focuses on both the least

resffictive

(Vaughan' McConaghy'
altemative and preventive models of outpatient commitment

Wolf, Myhr, & Black,2000).
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Again concems regarding the introduction of outpatient commitment minor
expressed

those

in the literature from the United States. These include limitations associated

with the enforcement of the legislation (Power, 1999); whether outpatient commitment
freedom over
is the most effective use of limited community resources; restrictions on

for
potentially long periods of time; potential for overuse of outpatient commitrnent
controlling patients particularly those from ethnic minorities: increased bureaucracy
in judicial
associated with the complexity of operation: and concern about limitations
due process specifically the implementation of return to hospital options

(Mclvor, 1998;

there is
Mulvany, 1993). As in other international contexts outside of the United States,

&
a pauciry of evaluation as to the efficacy of this legislative reform (Jaworowski
Gunevao 2000;

Mclvor, 1998).

New Zealand

Act 1992
The New Zealand Mental Health (Compulsory Assessment and Treatment)
in Section
defines compulsory community fieatment as 'Community Treatment Orders'

29.

Community Treatment Orders espouse treatment

in the least restrictive

environment with the presumption that committal should ideally be initiated

in

the

the
community. The community option can follow mandatory judicial review during
at any
compulsory inpatient assessment phase, as stipulated by the responsible clinician

time during inpatient treatment, or as stipulated during the on-going legal requirement
for judicial review (Bell, 2003; Mclvor, 1998).

All

treatment under the Act should be in the community unless otherwise required.

However there

is a

stipulation that those advocating oupatient commitment

adequate to
implementation determine that the services for care in the community are

an obligation to
meet the patient's needs (Section 28 (4Xb)). This does not indicate

of
provide the services if they do not exist, rather an obligation to assess the adequacy
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what does exist, and

if ii is inadequate to opt for treatment in inpatient

services (Bell'

2003; Hiday,2003b).

Rather than adopting a single model

of outpatient commitment' the legislation

allows conditional release from hospital and

a preventive

model

of

also

outpatient

the preventive
commitment. The former approach appears to be less often used but
people with serious
model is a popular treatment option in the long term care of those

mental illness (Dawson
co-existence

&

Romans, 2001). Community Treatment Orders require the

of both mental

illness and risk

of

harm

to self or others (Bell &

articulated in the
Brookbanks, 1998). Although the preventive model is not clearly

which stipulates
legislation, its use is facilitated by a legal definition of mental disorder,
..abnormal state of mind" can be either "continuous or intermittent"'
that an
presence

It is the

of intermittent mental illness that allows Community Treatment Orders to

used proactively

be

to prevent the deterioration associated with future illness and risk'

This application is supported in case law (Dawson et al', 2003)'

which do not
community Treatment orders have clear mechanisms of enforcement,
a designated
include the use of enforced medication. Patients are required to attend

to assist the
location for treatment and to accept treatment. The police can be called
(Ministry of Health'
patient to attend treatment and may use necessary force to do so
for
2000). Furthermore, staff are authorised to enter a person's place of residence

the

of residence (Simpson
purposes of treatment; although the Act does not determine place

& Brookbanks, 2001). During the first year of a community Treatment order' there

is

judicial reviews at 6
a statutory requirement for three-monthly clinical reviews and
patient can be placed
months and 12 months. Following the second judicial review, the
can direct an
on an indefinite Community Treatment Order. The responsible clinician
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up
outpatient on a Community Treatment Order to inpatient ffeatrnent for

to

14 days

nulliffing
without the requirement to recommence the assessment process and without
one lawyer to
the Order (Ministry of Health, 2000). These conditions have provoked
and potentially
comment that outpatient commitment provides "undoubtedly a powerful

intrusive regime" (Dawson et al., 2003, p.249).

Gonclusion
speculation as to
Consideration of the historical development of outpatient commifment,
an overview
how it works, the ethical positioning related to outpatient commitment and

of

outpatient commitment within an intemational context,

all highlight a common

of
theme: this is the controversy that surrounds the introduction and continued use
outpatient commitment.

At the heart of this conffoversy are three central

questions'

First, is outpatient civil commitment coercive? Second, is the use of outpatient
a relationship
commitment associated with therapeutic outcome? And finally, is there
chapter
berween the subjective perception of coercion and clinical outcome? The next
guides the research
considers the literature that sheds light on these specific issues and

required to progless such understanding within the New Zealand context'
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chapter 12: Literature Review

- Gommunity

Mental Health Services

lntroduction
in mental health
Outpatient civil commitment is one of the most controversial issues
it contributes to
law, because of uncertainty about how it is experienced and about how
a priori
clinical outcomes. As in inpatient services, there is the need to clarifu the

with coercion'
assumption that legal status (in this case outpatient committal) equates
Furthermore,

it is necessary to focus on those factors other than legal

influence perceptions

of coercion. An

understanding

of

status that may

coercion as a dependent

variable (i.e. what makes people feel coerced) is a prerequisite to understanding
(i'e' whether and
coercion as an independent variable in relation to therapeutic outcome

how coerced outpatient treatment is effective in producing therapeutic outcome)
(Monahan et al., 1995; Winick, 1997a)'
focused
Yet research on outpatient commitment has largely bypassed this necessity and

benefit'
on the consideration of whether outpatient commitment produces therapeutic
variable
The consideration of outpatients' perceptions of coercion as an independent

of
impinging on this relationship is subsumed within the research and requires a degree
The
extraction. The intent of this chapter is to outline and critique this research'
is to determine
discussion initially focuses on the primary aim of the research, which

if

emphasis is given
outpatient commitment produces therapeutic outcome' Considerable

of
to a discussion of the two randomised clinical trials, which consider the influence
oupatient commitment as an independent variable. However this critique

of

the
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research on the efficacy

outpatients' perceptions

of outpatient commitment requires a specific discussion of

of coercion. This

specific research questions required

discussion

is pivotal in determining the

to further the understanding of

outpatient

commitment in the New Zealand context, and to clarifu the methodology that needs to
be applied in addressing these questions.

Does outpatient commitment result in therapeutic outcome?
Naturalistic and quasi-exper:mental studies
The United Sfates
Given the speculation as to how outpatient commitment works, the obvious question is
does

it work? The first generation of studies addressed this question through descriptive

naturalistic research methodologies, which considered different models of outpatient
commitment in a variety of state jurisdictions in the United States in the 1980s and

I990s.

These studies reported what happens under the usual application

legislation and have been comprehensively critiqued

in

of

the

several literature reviews

(Dawson et al., 2003; Hiday, 2003b, 2003c; Lovell, 1996; O'Reilly, 2001; Simpson,
2003a; Swartz

& Kaplan,

& Swanson,2002;

Swartz, Burns, Hiday, George, & et al., 1995; Torrey

1995).

Descriptive research focused on the clinical endorsement of new models of outpatient

civil commitment. In North Carolina, there were initial indications that outpatient
commitment was poorly utilised as a treatment option due to lack of knowledge of the
processes

by both clinicians and adminisffators, lack of enforcement provisions in the

legislation and professional concerns over liability

if the least restrictive alternative of

involuntary outpatient ffeatment was chosen, yet harm occurred to self or others (Miller

& Fiddleman, 1984). These concerns were supported by a nation wide survey of mental
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of' lack of
health directors and state attorneys-general, which showed under-utilisation

(Miller, 1985). However, a
knowledge of, and disinterest in, outpatient commitment
in the
follow up survey of mental health directors in l99l indicated general increases
Conversely earlier
knowledge and utilisation of outpatient commitment (Miller, 1992)'

know what outpatient
survey interviews of consumers indicated they either did not
(Scheid-Cook,
commitment was, or felt it was a less coercive option to hospitalisation
1993 ).

of
The research direction turned to determining the outcome of the application
hospital or length
outpatient civil commitment with an emphasis on readmission to

of

(1982) concluded that a
stay in hospital as the outcome measures. Hiday and Goodman
sample of outpatients under outpatient

civil commitment in North Carolina had low

rates of rehospitalisation, though there was an absence

determination (Hiday

& Goodman, 1982). Similarly,

Massachusefts who received

wo

periods

of a comparison group in this

a case study of three patients in

of outpatient commitment

separated

by

a

during
period of voluntary outpatient treatment, highlighted less hospital readmission
periods of outpatient commitment (Geller, 1992)'

in several studies
The attempt to clariff the benefits of outpatient commitment resulted
This design focused
adopting a pre-test, post-test quasi-experimental research design.
the inhoduction of
on samples of patients comparing outcome measures before and after

measufes were
oupatient commitment statutes. Again the standard outcome

of which served as
readmission rates to hospital and length of stay in hospiUl, both
method was
proxi-indicators of relapse of mental illness. ln columbia, this research
applied to all patients flom one service

(N:

42) placed under the new statute in 1983

(Zarrti& deVeau, 1986). In North Carolina, it was applied to outpatients between

1985
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and 1988 (N: 179) following outpatient comlnitment reform

Nygard, 1990).

ln ohio, it

was applied

to

outpatients

in

1983 (Fernandez &

(N : 20) following

the

(Munetz, Grande, Kleist'
introduction of a preventive model of outpatient commitment

& Peterson. 1996) and with outpatients

(N: 8l) following

the introduffion of a similar

model of outpatient commitment in lowa (Rohland, Rohrer. & Richards,2000)'
independent
other studies attempted to develop quasi-experimental designs, which used

year' In Tennessee' the
comparison groups. Both groups were followed up for at least a
sample involved

all people in a service on outpatient commitment from mid l98l'

participate in
Comparison was made with a sample group from a hospital that did not
outpatient
oupatient commitment (Burnsten, 1986). ln North Carolina, a sample on

in 1983
commitment. post-introduction of a preventive model of outpatient commitment

(n

=

114), was compared

with those voluntarily hospitalised and persons discharged

&

instead of being involuntarily hospitalised (Hiday

Scheid-Cook, 1987)' In Arizona'

the outcome of those under outpatient commitment after its introduction

in

1983 were

commitment (Van
compared with a matched group before the introduction of outpatient
Putten, Santiago,

& Berren, 1988). ln Nebraska,

model of outpatient commitment
(each of n

:

(t?: l8)

those on a least restrictive alternative

were compared with three comparison groups

18) based on legal status and matched for diagnosis (Wood

&

Swanson'

(n=
1985). In a study in Massachusetts, those people on outpatient commitment

19)

and by the
were matched with a comparison group based on gender, age, diagnosis

quarter

of the year they were first

involved

in

treatment (Geller' Grudzinskas'

McDermeit, Fisher, & Lawlor, 1998).

significantly
The findings of these studies were equivocal. Although most indicated
those on outpatient
lower rates of hospital readmission or length of stay in hospital for
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(Burnsten, 1986; Geller et
commitment, some studies found no significant difference
later studies' the model
al., 1998; Hiday & Scheid-Cook, 1987, 1989). In each of these

for the findings that the
of outpatient commitment was seen as providing an explanation
length of stay in hospital'
legislation had no significant impact on re-hospitalisation or

In the

Tennessee study (Burnsten, 1986), the model

described as

a 'hybrid model', which

of outpatient commitment was

focused on conditional release, but with the

Failure to find
authority to determine release being a judicial not clinical decision'

a

(Keilitz' 1990)' In the
positive outcome was seen as being derived from this anomaly
Massachusetts study, the model

of outpatient commitment focused on

guardianship'

rather than
This legislative framework used a competency standard for its application

a

North Carolina
criteria that includes risk to self or others (Geller et al.' 1998). In the
case,

no significant difference between those on outpatient commitment and

the

preventive model
comparison group was viewed as a positive outcome, given that the

of

illness' This
outpatient commitment in this state focuses on those with serious mental
application
group comprised of traditionally high users of mental health services and the

of outpatient commitment was

seen as reducing their pattems

of hospitalisation in line

with other mental health service users (Hiday & Scheid-Cook, 1987, 1989)'

Australia and New Zealand
commitment
In Victoria Australia, descriptive research on the application of outpatient
Boards plus
over a three-month period used data obtained from Mental Health Review
cases (10% of all
seven in-depth interviews with outpatients. The study involved 130

people on outpatient commitment in Victoria at that

time)' Of these' 73o/o had a

with 80% receiving
diagnosis of schizophrenia and the majority was over the age of 40,
support from families. Of the sample

, g8o received compulsory medication and in the

dissatisfaction
interviews concerns were expressed over dissatisfaction with medication,
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with the side effects of medication and dissatisfaction with lack of involvement in
decision-making concerning medication. The majority

of patients (80%) were on

outpatient commitment for the maximum time allocated, which lead to an expression of
concern that the process was being over prescribed to ensure compliance with treatrnent
(especially medication) (McDonnell & Bartholomew, 1997).

Outpatient Commitment was introduced to Western Australia with the Mental Health

Act 1997. A study was undertaken to consider the effect of this introduction on services
as measured by readmission rates

to hospital, length of stay in hospital and outpatient

contacts within a follow up time

of one year. A total of 228

cases

of people

on

outpatient commitment between November 1997 and November 1998 were matched

with a comparison group of hospital discharges controlling for socio-demographic
variables, clinical variables and psychiatric

history. Both groups had

reduced re-

admission rates and length of stay in hospital. Those on outpatient commitment had

significantly more contact with outpatient services as would be expected (Preston,
Kisely, & Xiao, 2002).

A retrospective evaluation of oufpatient commitment in New South Wales considered
readmission rates of all patients on outpatient commitment from 1994

person was matched

to 1998.

with a patient discharged from hospital without

Each

outpatient

treatment. Matching was undertaken on the basis of gender, age (within 5 years),
number of previous hospital admissions and admissions within l2 months of the person

being placed on outpatient commitment. There was no significant difference in
readmission rates between the two groups, or in the year prior and year following the

introduction of outpatient commitment for those under the Act (Vaughan et al., 2000).
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place for 12 years'
In New Zealand, despite Community Treatment Orders being in
the goal of the legislative
evaluative research on their effectiveness is sparse. Although

patients through the
reform was to reduce the length of stay in hospital of committed
use of Community Treatment Orders (Dawson

&

Romans, 2001)' the effectiveness

of

survey of all people on
the provision has not been assessed. A retrospective descriptive

from 1992 to 1998 (N=
Comrnunity Treatment Orders in the southern region of Otago
compulsory outpatient
269) indicated a short-term and long-term pathway for those on

ffeatment. The short-term pathway involved approximately

20o/o

of cases and included

one year' In the
people discharged fi-orn the community Treatment order in less than

year' These oupatients
remainder of the cases, the Order was applied for greater than a
and to have
were more likely to have alcohol problems, a diagnosis of schizophrenia

displayed recent aggression (Dawson

&

Romans' 2001)'

It

appears that the legislation

treatment of those
was being used in a preventive capacity in regarding the long-term

with

a serious mental

of
itlness. This research also included a small convenience survey

psychiatrists attending

a conference in New Zealand (N : 55) who indicated

that

they
clinicians believed that Community Treatment Orders were effective because

(Dawson
enabled clinicians to focus on compliance witlt medication

&

Romans' 2001)'

in a preventive
These frndings provide evidence of the use of outpatient commitment
capacity.

Critique of naturalistic sfudies
naturalistic and
There are substantial methodological limitations in the use of these
the selection
quasi-experimental research designs. There is. firstly, poor definition of

groups' Selection
criteria used for the people in the outpatient commitment sample
bias to impact on
criteria are important in order to determine the potential for selection
and not randomly
the results of the study. Furthermore. sample groups are often small
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social
determi'ed. potential confounding variables including clinical, demographic,
considered at all (Hiday' 1996b)'
and contextual variables are poorly operationalised. if

Service characteristics are often unspecified

with limited indication of

service

case management)'
availabilify, frequency, intensity or type of service (for example

from the effect of legal
Such information is vital to determine the effect of treatment
et al', 1995)'
status on the outcome measure (Munetz et al.. 1996: Swartz
the sample acts as its
Many of the studies rely on pre-test and post-test designs, where
regression toward the
own comparison. This methodology introduces tlre possibilify of

they have high
mean (that is patients are placed on outpatient commitment because
to maintain this
hospital utilisation and probability alone indicates that they are unlikely
comparison groups
extreme position over time) (O'Reilly, 2001). When independent
These studies also
were used, these were often poorly matched (Appelbaum, 1986)'
data is
rely on retrospective data collected from files' The quality of such secondary
the primary
variable and depends on the ability and reliability of the person entering

rely on a nalrow definition
data (which cannot be determined). Most of the studies also
in hospital'
of outcome, which focuses on hospital readmission rates or length of stay
questionable given
Finally, the ability to compare outcomes from different studies is
models of outPatient
that the jurisdictions of different states and countries use varying
commitment (Gerbasi et al., 2000).

Randomised clinical trials
clinical trials with
As with the first generation studies, the intent of the two randomised
the impact of
outpatient commitment as the independent variable was to determine
studies considered
outpatient commitment on therapeutic outcome. Howevero both

patients' perceptions

of

coercion as part

of their

outcome measures' This gives
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in New Zealand to further
important insights into the direction that research should take
an understanding of outpatient commitment'

The Duke Mental Health SfudY
in the first generation
The prominence of the focus on the North carolina legislation
which focuses on random
studies flows through into second-generation research'
commitment
clinical trials. One of the two randomised clinical trials using outpatient

as

referred to as the Duke
the independent variable was undertaken in this state and is

was developed and
Mental Health Srudy after the university at which the research
undertaken.

from 1993 to 1996
This randomised clinical trial was undertaken in North carolina
commitment
following the introduction in this state of a preventive model of outpatient
mental illness
in 1985. This preventive model focuses on engaging those with serious
those who are under
in therapy and has the ability to enforce the process by transporting

outpatient commitment

to a communify mental health centre, if they miss

three

Swanson, Wagner' Borum'
consecutive appointments with the service (Swartz, Hiday,

& Burns,

1999a:,Swartz, Swanson, Wagner, Burns, Hiday'

The sample participants in the study (N

:

& Borum' 1999b)'

331) were determined by a diagnosis of a

and/or treatment services' a
serious mental illness, past non-adherence with treatment

history

of

decompensation accompanying non-adherence, associated

decompensation and resulting hospitalisation

risk during

in the previous two years' The total

randomly allocated to having
sample were offered case management services and then
outpatient commitment (n

= 129), or not having this legal framework in place

(n:

135)'

extended beyond this
The outpatient commitment was limited to 90 days but could be
was not applied'
time framework if required. At the point of extension, randomisation
200

was based on clinical
Proceeding with outpatient commitment beyond the 90 days
a sub-group who were at
decision-making. ln the total sample, there was also identified
year
high risk of violence based on assaults over the previous

(n= 67)- This

group was

control group under
not randomised but included in the study as a non-randomised
262remained in the study over
ourpatient commitment. Of the initial 331 participants,

these' 102 were in the
the one-year follow up from the time of randomisation' Of
group, and 46 in the control
oupatient commitment group, 114 in the standard control
group of those with a recent violent history (Hiday, 2003c)'

interviewed prior to
Each person in the study and a collateral farnily member were
randomisation, and at four, eight, and twelve-month intervals following

it'

The design

including demographic
also accounted for a range of potential confounding variables
substance abuseo insight
variables, illness history, clinical status, medication adherence,
and history of violence (Swartz et

al', 1999b)'

Hospital
The study was designed to measure a range of treatment outcomes'

for illness
readmissions and length of stay in hospital remained as a proxi-measurement
arest rates' incidents
relapse. Violent behaviour (assault and/or threat with a weapon),

of victimisation, and homelessness were all

determined by personal interviews and

rates were also
collateral interviews with participants and tarnily members' Arrest
was determined
clarified by public records and case managers' reports. victimisation
as measured on
by reported events alongside the participants' perceived vulnerability

a

using a composite
7 point scale (Hiday, 2003c). Compliance outcome was measured
adherence scale of

scheduled

visit

2l

and
items including adherence to oral medication, depot injection,

attendance (swartz, Swanson, wagner, Burns,

Consumer perceptions

&

Hiday, 2001b)'

of their quality of life were also considered as an outcome
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measure by using the Lehman Quality

satisfaction

of Life lndex' which is a 7 point scale covenng

with social relationships, daily activities, finances, living situation' and

global life satisfaction (Swanson, Swartz, Elbogen, Wagner,
perceptions

& Burns, 2003)'

Patients'

of coercion were measured using a modified version of the MacArthur

Perceived Coercion Scale (Swartz, Wagner, Swanson, Hiday,

participants were asked to reflect on the process

&

Bums, 2002) and

of outpatient commitment at

the

completion of the studY.
admission rates
No significant differences were found in univariate analysis of hospital

and length

of

the
stay comparing the intervention and control groups' However'

researchers chose to analyse the results between those on

civil commitment for

less than

greater than 6 months and
6 months with the control, or those on civil commitment for
had statistically
the control group. Those undertaking sustained outpatient commitment

fewer re-admissions, and days

in

hospital compared

to the control group

when

involvements
combined with high intensity service involvement (averaging 7 service
per month) (swartz, Swanson, Hiday, wagner, Bums,

& Borum, 2001a; SWartz et al"

1999b).

also significantly
Risk of violence in the form of assault or threat with a weapon was
service engagement in
reduced by sustained outpatient commitment and high intensity

comparison with the rates

of violence in the control group' This

sustained group

in violence' Multi-variate
included those non-randomised because of past involvement
commitment'
logistic regression showed the significance of a combination of outpatient

regular service engagement, improvement

in alcohol and drug abuse management'

this regard (Swanson'
social support and age over 40 as having predictive value in
Swartz, Borum, Hiday, Wagner, & Burns.2000)'
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Reduction in the risk of violent behaviour through sustained oupatient commitment was

the mediating factor in regard to differences in rates of arrest befween this group of
people and the control

group. No significant difference was found in arrest

rates

between the initial randomised sample groups. However, a sub-group of those having at

least nvo psychiatric hospital admissions and at least one arrest, police pick up or

involvement

in

assaultative behaviour

in the year prior to admission (dual system

recidivists) was separately analysed. Arrest rates were significantly reduced for this
sub-group when they received outpatient commitment for greater than 6 months. The
study indicates that there are three factors which predict the likelihood of arrest in those
people with serious mental illness. These factors were alcohol and/or substance abuse,

medication non-adherence and past violent behaviour. The srudy highlights the
potential for oupatient commitment to be used as an intervention to prevent arrest for
those with serious mental illness (Hiday, 2003a; Swanson, Borum, Swartz, Hiday,
Wagner, & Burns,200l).

Those under sustained outpatient civil commitment for greater than

6 months had

greater adherence to both taking medication and keeping appointments. This was
measured by a composite adherence scale of

oral medication
attendance.

adherence, adherence

It is suggested

2l

items including questions concerning

to depot injections and scheduled

visit

that this outcome is a mediating factor in the determination

of other outcomes, including reduced hospital admission (Swartz et al., 2001b).
Outpatient commitment was associated with
homelessness

a significant decrease in the risk of

only during the first 4 months of outpatient commitment and only with

those participants with severe functional impairment as determined by their Global
Assessment

of Functioning score. During this four months, outpatient commitment
PHILSON LIBRARV
Faculty

0l Medicine & llealth Scislct
Park Road, Grafton
AUCKI.AND
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alone did not reduce the effect on homelessness but needed to occur in conjunction with

alcohol and drug abuse management, treahnent compliance and frequent engagement
with services (Compton, Swanson, Wagner, Swartz, Bums, & Elbogen,2003).
Those on outpatient commitment were less likely to be victims of violence and non-

violent crime compared to the control group and this increased the longer the person
was subject to the legislation. This effect was also mediated by medication compliance,

reduced substance abuse and reduced violent behaviour (Hiday, Swartz, Swanson,
Borum, & Wagner, 1999).

Quality of life measurement was undertaken at baseline zurd at 12 months. Those on
prolonged outpatient commitment had a significantly improved quality of life at one

year. Logistic regression indicated that this was mediated by treatment

adherence, and

subsequent symptom reduction (Swanson et al., 2003).

Although the effects of outpatient commitment on the above outcomes were generally

positive, this needs to be viewed alongside the patients' perceptions of what was

occurring. There were sub-groups in the sample who experienced high levels of
coercion as measured on the Perceived Coercion Scale. These included those groups

who were neither married nor cohabitating, had lower education levels, had reduced

insight with lower global functioning and those frequently reminded
consequences of treatment non-adherence by case managers.

of

the

It is significant to note

that those on longer outpatient commitment had higher levels of perceived coercion.
There was a positive correlation between length of time on outpatient civil commitment
and the measure of perceived coercion (Swartz et al., 2002).

In continuing the need to consider beneficial outcome alongside how the outpatients'
viewed the experience, participants were asked about their satisfaction with outpatient
204

commitment at the end of the study (one year following randomisation). The 'thank

you' theory postulates that patients initially unhappy and dissatisfied with being under

civil commitment will

express satisfaction in retrospective reflection when they are well

(Stone, 1975). There was no evidence of this perception in the study. Most people did
not atffibute benefit to outpatient commitment, believed outpatient commitment did not
improve treatment adherence and rejected the need for its continuance. Patients stated
that therapeutic benefit was undermined by the legislation's coercive effects in that it

infringed on personal liberties and dignity, damaged the therapeutic relationship and
drove people away from services. Participants in the study who experienced high levels

of perceived coercion were unlikely to endorse outpatient commitment. However, those

who acrually did achieve therapeutic outcome from outpatient commitment were more

likely to attribute the benefit to outpatient commitment (Swartz, Swanson, & Monahan,
2003b).

Although this study is presented as a randomised clinical trial, there are limitations of

the study associated with the process of randomisation. The length of time on
outpatient commitment was not randomised nor was the inclusion of the participants

who had a history of assault within the previous twelve months prior to

the

commencement of the study. There was no significant difference between involuntary
outpatients and the controls with regard to the majority of outcome measures during the

time over which randomisation was applied. The determination of significance was
based largely on a complex adhoc analysis

of those on outpatient commitment for

greater than six months, based on comparison groups analysed at the time when the
influence of randomisation had ceased (Appelbaum, 2001: Dawson et a1.,2003; Mclvor,

2001; Segal,200l; Szmukler

& Hotopf,200l). This introduces

selection bias into the study (Swartz

the potential for

a

& Swanson.2002\.
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Furthermore, the Duke Mental Health Study's significant findings occurred within the

context

of service enhancement in the form of

case management.

It is therefore

impossible to determine if it was outpatient commitment or enhanced service provision
that contributed to the outcome (Hiday, 2003b).

The Bellevue study

The second randomised clinical trial involved a three-year pilot study, which
commenced

in

1994 at Bellevue Hospital

in New York, to consider the efficacy of

proposed new outpatient commitment legislation prior to its introduction into the state

of New York.

As with the Duke Mental Health Study, this randomised clinical trial targeted

those

people with serious mental illness who experienced revolving-door readmission through

inpatient mental health services. Of a total of 301 referrals to the study, only 142 were
either eligible for, or consented to, participation. These participants were randomised to

either outpatient commitment and enhanced community services (n
degree ofenhanced services alone

(n:

:

78), or the same

64). Enhanced services involved on-going

case

management, a priority for supportive housing and outpatient ffeatment. Three types

of

case management systems were implemented. Participants received either supportive
case management whereby services were brokered

with the outpatient at meetings every

two weeks, intensive case management where the frequency of contact was weekly, or
assertive community treatment where

a multi-disciplinary team was involved

treatment and care (Steadman, Dennis, Gounis, Hopper, Roche, Richmond,

&

in

Veysey,

1999; Steadman, Gounis, Dennis, Hopper, Roche, Swartz, & Robbins,200l).

Each person in the study was interviewed prior to randomisation and at one month, five
months and eleven months followine their entrv into the study. Access to clinical files
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also occurred at these times. The design was developed

in consultation with

the

researchers responsible for the Duke Mental Health Study and included a consideration

of a similar range of potential confounding variables. Outcome measurement focused
on re-admission rates to hospital and length of stay in hospital, arrest rates, symptom
presentation, qualiry of life measurelnent, the measurement of treatment non-adherence
and the measurement of perceived coercion experienced by the outpatients (Steadman et

al., 1999; Steadman et a1.,2001).

The Bellevue study found that there was a reduced length of stay in hospital
measured by a median number

as

of days hospitalised for those participants who were

assigned outpatient commitment. However, the median number of 43 days in hospital

for the intervention group as compared to

l0l

days for the control group was not

size. Similarly there was no

statistically significant due to an inadequate sample
significant difference on the measurements

of arrest

rates, quality

of life,

symptom

reduction, levels of treatment compliance or level of perceived coercion (Steadman et
al." 1999; Steadman et a1.,2001).

Critique
This study has a number of significant methodological concerns. The numerical
difference between those initially referred to the study and those actually accepted,
opens the sampling

to criticism of selection bias. This discrepancy was due to

a

sampling criteria which excluded those with a history of violence, decisions to divert
some referrals to inpatient services, and clinicians withdrawing initial referrals to the

study for reasons that were poorly understood. The sample size was also not large
enough to test interactions between variables and sub-group analysis, as was undertaken

in the Duke Mental Health Smdy (Hiday, 2003b,2003c).
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Despite the process of randomisation, those with co-morbid substance abuse were more

often selected into the intervention group. The blinding of the randomisation in this
study was not feasible as a crucial aspect of being under outpatient commitment, is that

people know that there are implications for ffeatment by being under the legislation.

However, there was confusion among the sample as

to who had

been assigned

outpatient commitment and who had not (Hiday, 2003b; Steadman et al., 1999).
Furthermore, participants received a complex array of case management options, which

were not standardised and the level of enhanced services (including secure housing)
rnay

rival legal coercion in accounting for positive effects (Steadman et al., 2001).

There were also limitations in the study due to the unfamiliarity of the state of New

York with outpatient commitment legislation. The process of civil commitment was
new, whereas in North Carolina the community mental health structure had ten years

experience

in the development of

services

to

accommodate

civil

commitment.

Similarly, there was clinical experience with the application of civil commitment in
North Carolina that did not exist in New

York. In the Bellewe

Study, the outpatient

committal process was not fully embedded in either the clinical and social service
structures

of the state (Dawson et al., 2003).

enforcement mechanism

There were difficulties with the

for legislation compliance in the New York

legislation.

Medication could only be forced

in

mechanisms for the transportation

of patients to hospital (Hiday, 2003c; Swartz &

hospital but the legislation did not provide

Swanson,2002).

Gonclusions from the randomised clinical trials
Although this research attempts to confront the complex issues of applying randomised

clinical trial methodology to a legal intervention, conflicting findings and
methodological complications mean that the research does little to diminish the debate
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as to the efficacy

of

outpatient commitment. Rather than informing the "highly

politicized atmosphere" surrounding the controversial debate over outpatient
commitment (Swartz et al., 200Ib, p. 655), the ambiguity in the findings feeds "visceral
responses" from individuals

or organisations that argue either for or against

legislation (Chodoff, 1984; Monahan. Koyanagi. Honberg, Tauriello,

such

& Fitch, 2000,

p.

l0).

of

Opponents

outpatient commitment highlight the inconclusive findings

of

the

evidence as failure to substantiate the efficacy of outpatient commitment. Furtherrnore,

they cite the evidence of the effrcacy of non legal service models

in

achieving

therapeutic outcome for those in the community suffering from serious mental illness,
as indication

of better alternatives (Allen & Smith, 2001; Brown, 2003; O'Reilly,200l).

In this regard, specific

reference

is made to the efficacy of Assertive Community

Treatment (ACT).

ACT is a treatment model of mental health care delivery developed in Madison,
Wisconsin

in the 1960s. This model uses community

based teams

of health

professionals, mobile crisis teams, intensive case management and outreach to treat

difficult to access outpatients with severe mental illness (Dennis & Monahan, 1996).

The multi-disciplinary team provides a full range of medical, psychosocial

and

rehabilitative services, which are taken to outpatients. Clinical support is offered
twenty-four hours a day, seven days a week over a long time framework. Low case

load numbers allow high frequency patient-clinician engagement (McGrew, Bond,
Bietzen, McKasson, & Miller, 1995).

Randomised clinical trials measuring the efficacy of ACT indicate the potential of the

model to reduce hospital readmission rates and length of stay in hospital, to improve
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levels of functioning, improve compliancy and improve patients' perceptions of their
quality of life (Bond, Witheridge. Dincin, Wasmer, Webb, & Graaf-Kaser, 1990; Bums

&

Santos, 1995; Drake

&

Burns, 1995; Essock

Santos, Hawkins, Julius, Deci, Hierst,

& Burns,

& Kontos,

1995; Gerbasi et al.,2000;

1993).

Although the opponents of outpatient commitment cite this research as indicative of the
benefit of service innovations that can function independently of legal coercion, the
literature on ACT acknowledges that the service model is health professional directed
and therefore potentially paternalistic and coercive. How this coercion is viewed by
outpatients and how such perceptions

of coercion relate to the therapeutic outcomes

achieved remains poorly understood. Furthermore, ACT has been adapted in a variety

of contexts since its inception in 1960. It is questionable whether much of the research
is talking about the same model of treatment (Davis, 2002: Diamond, 1996; McGrew et

al., 1995; Petrila et al., 2003; Taube, Morlock, Bums, & Santos, 1990; Thompson,
Griffith, & Leaf, 1990).
Conversely, proponents

of outpatient commitment highlight that all data is imperfect

and that the most comprehensive research to date (the Duke Mental Health Study) is at
least suggestive of the efficacy of outpatient commitment for those with serious mental

illness (Appelbaum, 2001). Even some opponents concede that outpatient commitment

is probably helpful for a small group of patients (Stein

&

Diamond, 2000). Howevero

the evidence for efficacy remains confined to a preventive model of outpatient
commifinent within the state of North Carolina. The findings are hardly generalisable
across

jurisdictions, to different legislative frameworks, demogtaphic mixes and service

delivery systems (Dawson et al., 2003). The findings are indicative of the need for the
research to be replicated across a variety ofjurisdictions.
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Patients' perceptions of coercion
The randomised clinical trials highlight the need to clariff the relationship between

of coercion. Geller

therapeutic outcome and patients'perceptions
hypothesized that

a

degree

of coercion

maybe

a

(1991)

necessary component

in

has

using

outpatient commitment to attain therapeutic outcome. The need for patients to perceive
some coercion in order for therapeutic outcome to be achieved appears equivocal from

the findings of the randomised clinical trials.

ln the case of the Duke Mental

Health

Study, those under sustained outpatient commitment perceived a gteater sense of
coercion but had greater adherence to both taking medication and keeping service
appointments and hence beneficial outcome generally (Swartz et al., 2001b). Ln the

Bellewe Study, perceived coercion at the time of hospitalisation was associated with
self-reported treatment adherence at the one month follow up but not at subsequent
interviews at five months and eleven months, leading the researchers to conclude that

patients' perceptions
Steadman,

&

of

coercion were "incidental

Robbins, 2003,

to treatment adherence"

p. 399). However, it is

(Rain,

conceded that there were

difficulties with the lack of enforcement mechanisms fbr compliance in the New York
legislation. This occurred to the extent that patients believed that if they did not comply

with the requirements of the legislation then nothing would be done (Hiday, 2003c;
Swartz

& Swanson, 2002).

Although a degree of perceived coercion
commitment, what degree

is a

component

of

effective outpafient

of coercion constirutes the correct tincrure is not known

(Hiday, 1996b; Monahan et al., 1996; Swanson et al., 1997: Swartz et al.,

1999b;

Winick, 1997b). Excessive coercion should be avoided due to the possibility of long

term patient resentment despite therapeutic outcome (Monahan et 81.,
Conversely, the absence

1995).

of coercion in the presence of outpatient commitment may

2rl

explain the failure of therapeutic intent (Hiday, 2003c; Rain et al., 2003; Simpson.

2003a; Steadman

et al., 1999;

Steadman

et al., 2001). Given that

outpatient

commitment is efficacious through its ability to coerce treatment adherence, then it

would be expected that those under outpatient commifment would experience a higher
level of coercion than others receivine voluntarv treatment in the community. In the

Duke Mental Health Study, ouputi".nt, receiving sustained preventive ou,puri.n,
commitment had a mean score on the Perceived Coercion Scale

significantly greater than the mean score of the control group (M
Swanson, Borum,

& Wagner, 2002a. p. 128). Furthermore,

:

of 2.1 which

was

1.3) (Hiday, Swartz,

given that outpatient

commitment occurs in the least restrictive environment, we would expect the levels of
coercion to be lower in the community than in inpatient mental health services and this
appears to be the case (Hiday et a1.,2002a).

There is speculation that patients' expressions of ambivalence (that is, recognition of
beneficial as well as unwanted aspects of outpatient commitment) maybe an indicator

that the necessary level

of

coercion has been achieved

to facilitate a

therapeutic

outcome (Dawson et al., 2003). In the Duke Mental Health Srudy, of those awaiting the

application of outpatient commitment

(// : 306), more than

80% were aware of the

requirements of the order to keep appointments with mental health services and to take

medication as prescribed. This majority also believed that people on ouQatient
commitment were more likely to keep appointments, take their medication and stay out

of hospital (Borum, Swartz, Riley, Swanson, Hiday, & Wagner, 1999). However, the
majority of the same participants after undergoing a period of outpatient commitment
were unlikely to endorse the use of outpatient commitment or concede that the order
had therapeutic benefits (Swartz et al., 2003b). Yet in a separate study by the same
researchers, outpatients with serious mental illness were

willing to accept outpatient
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commitment

in

order

to avoid the perceived

hospitalisation, involvement

in

negative consequences

violence and involvement

relationships (Swartz, Swanson, Wagner, Hannon. Burns,

together, these findings are suggestive

of

in

of

inpatient

negative social

& Shumway,2003c).

ambivalence i.e.

a

recognition

Taken

of

both

beneficial and unwanted aspects of outpatient commitment.

Furthermore, little is understood about the processes, which assist in maintaining the
correct level of coercion and sustaining the level over time. tn the absence of objective

coercion, the court order mandated by a legal authority may serve to convince the
patient that they must comply with treatment (Knoedler, 1988; Munetz et al., 1997;
Swartz et al., 2002). Patients' perceptions of coercion increase with the frequency of

case manager's verbal reminders

of the consequences of

non-adherence during

outpatient commitment (Swartz et al., 20AU. lt is suggested that the use of persuasion

is crucial in providing a leverage to treatment adherence (Stefan, 1987; Wilen Berg &
Bonnie, 1996).

In

inpatient settings, process variables involving force

or threat

increase patients'

perceptions of coercion, while the use of persuasion, inducements and procedural justice

diminish a sense of coercion (Hoge et al., 1997:Lidz et al., 1995). Little is known about
the influence of these factors in outpatient settings.

There appears to be a fine balance berween determining when coercive practice is
required and when

it is over used (Hiday, 1996b). There

consider coercion as

a dependent

remains an obligation to

variable within the community setting, as

a

prerequisite to determining the therapeutic outcome of oupatient commitment within a
given jurisdiction. Perceived coercion must be considered conceptually as a separate
variable in a model of outpatient commitment (Monahan et al., 1996; Swanson et al.,
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1997: Winick, 1997b), as the role of coercion in the process of outpatient commitment

remains poorly understood (Draine, 1997).
perception

of

lt is this need to consider patients'

coercion as a dependent variable

in regard to the use of

outpatient

commitrnent in the New Zealand context that is the focus of the research in this section

of the thesis.

Conclusion
Outpatient civil commitment is one of the most controversial issues in mental health law
because

of uncertainty about how it is experienced and about how it contributes to

clinical outcomes. This debate is informed by inconclusive yet suggestive evidence

from the findings of one of only two randomised clinical trials using outpatient
commitrnent. The Duke Mental Health Srudy found sustained outpatient commitment
led to fewer re-admissions and reduced length of stay in hospital (Swartz et al., 2001a;
Swartz et al., 1999b), reduced risk of violence (Swanson et al., 2000), lowered arrest
rates (Swanson et a1.,2001) and lowered likelihood of victimisation (Hiday, Swartz,
Swanson, Borum,
adherence

& Wagner, 2002b). These benefits are achieved by a greater

to taking medication and more frequent contact with service providers

(Swartz et al., 2001b). Such outcomes are also accompanied by higher levels of
perceived coercion (Swartz et al., 2002).

Little is known about what

degree

of coercion constitutes the correct level of perceived

coercion, indicators that the necessary level

of coercion

processes that support this level being sustained over

has been achieved and

time. This lack of knowledge

is

indicative of the need to consider perceived coercion as a dependent variable within the
community setting.
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The aim of this study is to determine the level of coercion perceived by those under
outpatient commitment in New Zealand. The experiences of those under Community
Treatment Orders are compared

with those outpatients in the community receiving

voluntary treatment. Emphasis is given to consideration of the presence of ambivalence

in regard to patients' perceptions of coercion. Furthermore, the central role of process
variables is explored to determine their impact on patients' perceptions of coercion.
These process variables include the use of procedural justice, the use of persuasion and

inducements, and the use

of threat and force. Finally, the research findings from

inpatient studies reported elsewhere in this thesis indicate the need to consider the role

of expectations about the use of civil commitment, rather than just the experience itself.
These findings

will

be considered in relation the use of Community Treatment Orders.

The same methodological concerns apply to the research design within the community
context as occurs within studies of coercion in inpatient services as outlined in Chapter

3, p. 36. The ideal would have been to replicate the Duke study in such a way as to
enable an in-depth analysis

of perceived coercion, but also to have considered the

impact of coercion on therapeutic outcome. However, for ethical and legal reasons, it is

not possible to undertake such a randomised clinical trial within the New Zealand
context. Although the beneficial outcome of outpatient commitment in New Zealand
remains unsubstantiated, there exists a prior research need before determining efficacy.

This relates to the need to consider patients' perceptions of coercion as an dependent
variable within the community setting (Draine, 1997; Swanson et al-, 1997; Winick,
1997a). This is the research need that this thesis addresses. Therefore a cross-sectional
comparison study was designed comparing the perceptions of coercion of voluntary and

involuntary outpatients.

2t5

Chapter 13: Methodology - Gommunity Mental
Health Seruices

Aims
The primary intent of this third study was to determine the impact of the use of
Community Treatment Orders in New Zealand on patients' perceptions of coercion.
The null hypothesis of this research is that "there is no significant difference in the
perceptions of coercion between patients who are under a Community Treatment Order

for less than one year and those receiving voluntary treatment from communiry mental
health services".

Furthermore, it is speculated that the presence of ambivalence maybe an indicator that

the necessary level of patients' perceptions of coercion has been reached to achieve
therapeutic intent (Dawson

determine

et al., 2003). A second aim of this research was to

if the levels of coercion perceived

are accompanied by

a sense of

ambivalence.

The research was also designed to enable the testing of other hypotheses arising from
themes in the literature on outpatient commitment. [t is known that in inpatient settings,
process variables involving force or threat increase patients' perceptions

of coercion,

while the use of persuasion, inducements and procedural justice diminish a sense of
coercion (Hoge et al., 1997: Lidz et al., 1995). However, little is known about the
influence of these factors in outpatient settings.

This study considers the relationship between negative pressures (primarily the use of
threat and force) and patients' perception of coercion during oupatient commitment.
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The null hypothesis is that "there is no significant relationship between patients'
perceptions of negative pressures, and perceptions of coercion-. for patients receiving
treatment in communiw mental health services."

The research also considers the link between positive pressures (primarily the use of
persuasion and inducements) and patients' perception

of coercion during outpatient

commitment. The null hypothesis is that "there is no significant relationship between
patients' perceptions of positive pressures and patients' perceptions of coercion, for
patients receiving treatment in community rnental health services."

Furthermore, this study considers the relationship between patients' perceptions

of

procedural justice and patients' perceptions of coercion. The null hypothesis is that

"there is no significant correlation between patients' perceptions of procedural justice
and patients' perceptions of coercion, for patients receiving treatment in community
mental health services."

Finally the research findings from admission to inpatient services and admission to
forensic mental health services in this thesis indicate the need to explore the role
expectations rather than just the experience

of legal coercion itself

of

(see Chapter 6, p.

96). Specific consideration is given to considering the role of expectation in relation to
patients' perceptions of coercion during oupatient commitment.

Research design
An empirical cross-sectional comparative research design was developed to assess the
perceptions of coercion of outpatients on Community Treatment Orders for less than

one year.

A cut-off point of one year

was considered because after this time the

Community Treatment Order becomes an indefinite Community Treatment Order with
associated changes in legal process (Bell

& Brookbanks, 1998). This

design compares
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the perceptions

of

comparison group

those outpatients

of

a

outpatients receiving treatment voluntarily from community

mental health services.
study,

on Community Treatment Orders, with

ln considering the selection of the samples in a comparison

it is imperative that the samples

are comparable (Hennekens

& Buring,

1987).

The comparison group was matched to those outpatients on Community Treatment
Orders on the basis

of ethnicity, gender, age (plus or minus five years), primary

diagnosis and being under the care and ffeatment

of the same Community

Mental

Health Centre.

Ideally a randomised clinical trial would have been the desired approach in testing the
primary relationship of the independent variable of legal status to the outcome variable

of patients' perceptions of coercion. However, the random application of Community
Treatment Orders within the New Zealand context

is not possible, since such

randomisation could possibly constitute a breach of legal obligations to treat implicit in
the mental health legislation. Furthennore,

it is ethically unjustifiable given that if

person meets the requirement for outpatient commitment, failure to implement

it

a

may

lead to adverse consequences involving that person's mental health status and/or harm
to him/herself or others (Dawson

&

Romans, 2001 ).

Therefore, this quasi-experimental design focused on developing a comparison group

without the use of randomisation. This comparison study was cross-sectional in its
temporal application, and confined the measurement

of the outcome variable of

patients' perceptions of coercion to a time when the patients were most involved in
decision-making processes, which would have heightened perceptions of coercion. This

was at the time of the Clinical Review for the sample of patients on Communiry
Treatment Orders, and following the most recent visit to the psychiatrist

for

those
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outpatients receiving voluntary treatment. Clinical Reviews are a statutory obligation

under Section 76 of the Mental Health (Compulsory Assessment and Treatment) Act

1992. These Reviews take place at three-monthly intervals during the first year of
Community Treatment Order.

At 6 months and

a

12 months. the Clinical Review is

followed by a Judicial Review in which the clinical team needs to justiff to a judge the
reasons for maintaining the outpatient on a Community Treatment Order.

At

the time

of

the Clinical review, decisions are made to discharge or continue the Order (Bell &
Brookbanks, 1998).

To date no cross-sectional comparison study has been undertaken in relation to the use
of Community Treatment Orders in the New Zealand context.

Interview schedule
The Outpatient Treatment Survey Questionnaire on Patients'
Perceptions of Coercion and Procedural Justice

A sffuctured interview schedule called the Outpatient Treatment Survey Questionnaire
on Patients' Perceptions of Coercion and Procedural Justice (see Appendix l0)

was

developed for this study. The skeleton of the interview schedule was comprised of a

modified version

of the MacArthur

Admission Experience Survey Short Form

I

(MacArthur Foundation Research Network on Mental Health and the Law, 1998), and
adapted to apply to the oupatient setting rather than the inpatient context for which it

was developed. This process of adaptation

Survey content was also used

of the MacArthur Admission

Experience

in both the Duke Mental Health Study (Swaru &

Swanson, 2002) and the Bellevue Study (Steadman et al., 1999).

The original MacArthur Admission Experience Survey (MAES) contains the items
required

to

undertake the psychometric measurement

of

patients' perceptions of

coercion using the Perceived Coercion Scale. A full account of this measure is given in
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Chapter 4, p.

59. The Perceived Coercion

Scale was initially developed for inpatient

services but was modified for use in the oupatient setting by merely changing reference

to inpatient settings to reference to outpatient services. This modified version was used

in both the Duke Mental Health Srudy (Swartz & Swanson,2002) and the Bellevue
Study (Steadman et al., 1999). This modified version was used in this questionnaire.

The MAES also has specific items designed to elicit responses to patients' generalised
perceptions

of the use of negative

pressures and positive pressures. The negative

pressure items involved the following statements

to which the participant gives a

yes/no/don't know response:

People force me into being treated (force).

People threaten me to make me be treated (threat).

A specific item was added with reference to the use of the mental health legislation

as a

threat:

People threaten me with the use of the mental health acl to make me be treated.

The positive pressure items involved the following statements to which the participant
gave a yes/no/or don't know response:

People try to talk me into being n'eated (persuasion/.

People offer or promise me something to make me be treated (inducement).

The MAES also contains items that elicit a yes/no/don't know response to a range of
emotions that the patients

felt in relation to their most recent involvement with
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treatment providers. These cover the emotions of feeling angry, sad, happy, relieved,
confused and frightened. These were also included in the interview schedule.

Measurement of procedural jusfice
The concept of procedural justice lacks a validated psychometric measure to enable it to

be considered as a construct comprising of distinct yet inter-related aspects. To date,
studies have considered a limited number of aspects of procedural justice

in order to

determine a possible measure of the phenomenon. For example, Lidz (1995) considered

five aspects of proceduraljustice, these being the patients'perceptions that they had the
opportunity to have their say during the decision making process (voice), patients'
perceptions

of

to

whether what they say has been listened

and taken seriously

(validation), whether they believe they have been treated fairly (faimess), whether they
feel they have been treated with respect (respect) and whether they feel they have been
treated with genuine concern (motivation).

Studies described in this thesis were guided by the literature

in considering a broad

approach to aspects that might constitute procedural justice. Apart from those aspects

of procedural justice identified above, aspects of procedural justice include:

.

People believing that the decision-making process

is free from bias and

deception (Rohl, 1997; Schmidt, 1997: Wasserman, 1997\.

r

People receiving clarification

of the reasons for

outcome decisions and

clarification of the appeal proceedings in place (Rohl, 1997; Schmidt, 1997;
Wasserman, 1.997).

r

People receiving accurate and relevant information concerning the decision
making processes (Lind et al., 1990; Rohl, 1997).
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o

People acknowledging the positive personal qualities of the authorities involved

including freedom from vested interest and focus on the well-being of the
participant (Lind, Tyler, & Huo, 1997; Lind & Tyler, 1988; Wassennan, 1997).

To measure the patients' perceptions of procedural justice, questions were asked about
all of the aspects identifred above in relation to decisions about outpatient treatment (see

Table 16). A question on deception (the antithesis to faimess) was also asked and
reverse scored
responded

to the aspects of procedural justice. For each item, the participant

with all the time, most of the time, sometimes, not much, or not at all.

Responses were scored from 5

to I in the order outlined. A principal

components

analysis was undertaken to compute a single variable to measure the concept, which
would be the best combination of the aspects.

There were

l3

aspects

of procedural justice identifred in the literature (see Table l6).

Three aspects were excluded from the principal components analysis based on missing
values from between 12 and 16 in each case (see Table 16, numbers 7, I I and 13).
These missing values appeared to relate to lack of understanding of the questions asked.

These aspects focused on the bias of the process. the personal bias of the individuals

involved and knowledge of review/appeal processes following decision-making. The

first principle component weighted the aspects equally, and although analysis only
explained 460/o of the variance, the high Cronbach alpha score (0.88) suggested that

combining the items and using the average of the items as a measure of procedural
justice had internal consistency. This measure yielded a score ranging from
with the higher score indicating

a

I

and

5

higher perception of procedural justice.
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Table 16.

Items asked about aspects of procedural justice

Aspect
I have enough of a chance to say what I want about my treatment (voice).
Those involved in my treatment really listen to what I have to say (validation).
The decisions made about my treatment are fair and just (fairness).
Those involved in my treatment do so out of concem for me (motivalion).
Those involved in my treatment treat me with respecl (respect).
Those involved in my treatment provide me with enough information about what is
happening (information).
Those involved in my treatment are free hom bias.
Those involved in my treatment treat rne t'airly.
Those involved in my treatment have my best interests at heart
Those involved in my treatment are working lbr my well-being.
The way that decisions are made about my treatment is free from bias.
Those involved in making decisions about my treatment give me the reasons for the
decisions being made.
There is a way by which I can objecl to the decisions made about my treatment.
Those involved in rny treatment try to trick me, lie [o me, or fool me into being treated

I
2
J

+
5

6
7
8

9

l0

lt

t2
l3

l4

(deception).

Descriptive and confounding data
Data on demographic variables, and clinical variables were obtained from

the

ouQatients during the interview process. No cross validation of this data was deemed

necessary. Demographic variables included gender, age, ethnicity, marital status,
educational achievement, religion, employment,
household

living ilrangements and

income. Clinical variables included crurent primary

annual

diagnosis; past

experience of psychiatric hospitalisation; past experience of committal; past experience

of prison and/or involvement with forensic mental health services; current alcohol or
substance abuse issues; current involvement

in a variety of

treatment approaches;

current service access; and the patients' belief that they suffer from a mental illness and
need treatment (insight).

For those on a Community Treatment Order, the length of the time on the order in
months was deterrnined, the outcome of the curent review process (i.e. whether the
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person was to remain on the order or discharged fiom it) and their recent involvement

with the legal profession, were all determined.
"Understanding a person's perceptions

of coercion requires an understanding of

the

knowledge and beliefs on which these perceptions are based" (Borum et al., I999, p.

1489). Understanding was directed to determining

if

patients were aware

of

mandatory requirements of being under Community Treatment Orders. A response

the

of

yes/no/don't know was elicited for the following items:

Outpatient Communitl, Treatment Orders require people

to make appointments for

treatment.

Outpatient Communillt Treatment Orders require people

to take

medication

as

prescribed.

Beliefs about Community Treatment Orders were determined by developing items,

which were directed at ascertaining patients' views of the efficacy of Community
Treatment Orders and what they believed would happen

if they refused

treatment. A

response of yes/no/don't know was elicited from the following items:

People under Community Treatment Orders are more likely to keep their appointments
at the mental health centre.

People under Communilv Treatment Orders are more likely to take their medication.

People under Community Treatment Orders are more likely to stay out of hospital.

Will someone make you go to hospital ,f you do not have treatment?

l(ill

someone involuntarily admit you to hospital

if you do not

have treatment?
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Will someone notifit the police or a judge if you do not have treatmenl?
The research findings from inpatient srudies in this thesis indicate the need to consider

the role

of

experience

expectations about the use

of civil

itself, ln order to better understand

commitment rather than just the

the role of expectation in regard to

patients' perceptions of the actual process of civil commitment, this interview schedule

included direct questions about outpatients' expectations

of having control over the

major decisions that atTect their lives:

Before beginning treatment in lhe commttnih, did vou expect to have control over the
major decisions in vour life2

Currentlv do you expect to have control over the major decisions in your life?

The items related to specific issues under consideration were scattered throughout the
schedule to avoid responses to one item cueing the respondent into subsequent items on

the same field of interest. The schedule was designed to take approximately 15-20
minutes in order to minimalise the impact on people's time constraints.

Sampling
Services sampled.
The Auckland District Health Board is a health provider servicing approximately
390,000 urban dwellers

in the cenffal and eastern

areas

of Auckland, New Zealand

(Human Resources Department,

2004). This District Health Board has three

community mental health centres

for the adult population in the central area of

Auckland and one community mental health centre servicing the eastern areas of

Auckland. The three cenfres in the central Auckland area are Taylor Community
Mental Health Centre. St Lukes Communitv Mental Health Centre and Cornwall House
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Community Mental Health Centre. Participants in this study were drawn from these
three community mental health centres, for convenience reasons of ease of access.

The Auckland District Health Board also manages specialty community mental health
services for the elderly, and children and adolescents. Both these services manage
outpatients under Community Treatment Orders. These ou$atients were not considered

for the study.

Sample size
The number of participants in the study was determined by undertaking the same power

analysis as outlined

in section one of the study (see Chapter 4, p. 64\. The

result

determined the need to survey sixty-nine involuntary outpatients attending their Section
76 Clinical Review under a Community Treatment Order, and compare the results with

sixty-nine outpatients receiving voluntary treatment from the same services (N=138).

Inclusion and exclusion criteria.
From December 2000, every outpatient attending their Section 76 Clinical Review at
the three community mental health centres was eligible for inclusion in the study, until
the sample size of outpatients under Community Treatment Orders was reached. Then,
each participant on the Order was matched with a voluntary outpatient from the same

service. The final participant interviewed was a voluntary outpatient who completed the
survey in June 20A2. This was l8 months after data collection began, rather than the 12
months anticipated to gather the data.

The exclusion criteria for participation in the srudy were patient refusal to

consentn

patient incompetence to participate as determined by the patient's responsible clinician
and primary nurse, and inability to locate the patient due to unit procedures (systems

enor). lf

a patient was

initially deemed to be incompetent, they were reconsidered for
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the study at the time of their subsequent Clinical Review. At that time, competency was

reassessed. Multiple assessments of competence were sought because of the variable
nature of competency when people are experiencing a mental illness (Coverdale, 1996).
Systems error refers to a variety of service related reasons, which result in missed cases'
These reasons were outside of my

in

control. In this study these reasons related to changes

appointment times without me being informed; people failing

to attend their

appointments; outpatients failing to comply with the statutory requirement to engage

with services; outpatients being discharged to other District Health Boards; and, in one
instance, an outpatient living in a massage parlour and the case manager deciding that

it

was inappropriate for me to attend the Review which took place at her residence.

If

people could not be located within one week of their Clinical Review or appointment

with the psychiatrist, then they were excluded from the study to avoid the potential for
recall bias. They wereo though, reconsidered forparticipation in the study. if they could
be located at the time of subsequent Clinical Reviews or appointments.

Of the total eligible persons (n:210). nine percent (r

:

consenr (i.e were considered incompetent) and 14%
because

of service

informed consent

processes outside

l9) could not provide informed

(n:

30) could not be located

of my control. Of the consumers approached for

(r = l6l ), l4yo (n:23)

refused consent. The overall response rate

those able to be contacted or able to be involved in informed consent was 8604

of

(N:

138). No inducements were provided to participants for their involvement in the study.
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Analysis
The data were analysed using SPSS, version I 1.5 (SPSS Inc, 2003). The distribution

of

participants by the outcome measure of perceived coercion was positively skewed (see

Figure

l0).

However given that the validity

affected only slightly
parametric analyses

by

of t

tests and analysis of variance are

even considerable deviations from normal dishibution,

of the data were undertaken (Zar, 1996). Categorical

variables

were used to create groups that could be compared on any differences in their ratings

of

perceptions of coercion. Continuous variables were correlated with scores of patients'
perceptions of coercion using Spearman's rho, because of the aforementioned positively
skewed nature of measurements of the outcome variable. Pearson's Chi-squared test

of

association was used to compare differences in the distribution of categorical variables

between involuntary and voluntary outpatients. Hierarchical regression analysis was
undertaken on the total number of participants to determine the association

of

legal

status with perceived coercion in relation to other variables.
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Distribution of scores on the Perceived coercion scale for
outpatients

Figure 10.
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Perceived Coercion Scale

Procedure
The feasibility of obtaining the number of participants required for the study was
determined by contacting the Medical Records Department of the Community Mental

Health Services at the Auckland District Health Board. Before undertaking the study, it
was determined that approximately 240 people in the District Health Board were on

Community Treatment Orders. A decision to proceed took into consideration that not

all of these outpatients would be treated in the participating services, that many would

be on indefinite Community Treatment Orders (greater than 12 months) and the
prediction of a non-response rute of 40o/o- Taking these factors into consideration, it
was plausible to predict that

it would take approximately twelve months to enlist

the
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of the
outpatient sample, given that the interview needed to take place just after the time

Clinical Review.

A meeting was held in each of the services explaining the research. An

agreement was

to undertake a staff development training

session on the

findings of the research and the implications for clinical practice'

A flyer of the

made with each service

(see
overview of the research proposal and the research process was sent to all staff

Appendix 7). This flyer was also sent to new staffduring their orientation'
The appointments for Clinical Reviews were made at the time of the preceding Review
and the appointments were monitored through the medical records co-ordinator of each

service. A print-out of the Clinical Review appointments was obtained from the
medical records co-ordinator at least a month in advance. Co-ordinators were requested
to contact the researcher of changes in the appointment schedule.

At the time of the appointment, the outpatient's responsible clinician and

case manager

were consulted to determine the outpatient's competency to give informed consent.
Both clinicians were approached because although blanket decisions by the responsible

clinician can be made regarding the patient's presenting level of competence, it is the
case manager who

is

aware

of the moment by moment changes, or

stresses that

determine the suitability of approaching the patient at any given time.

Even

if

the patient was deemed to be competent,

I

was not permitted to directly

approach the person about their involvement in the research. This was determined by

the Auckland Ethics Committee. The prospective participant was asked by the
psychiatrist or the case manager if they were willing to meet me. If the person agreed, I
gave the person a written information sheet (see Appendix 6), verbal information about

in
the contents of the sheet, and answered queries about the research and participation
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the research.

lf

of

required, the prospective participant was offered the option

an

interpreter. During the study, an interpreter was required on one occasion'
The outpatient was given the option of considering the information before making

a

decision to consent. Following this process, the informed consent form (see Appendix
3) was signed in the witness of the psychiatrist or case manager,

if

the person agteed to

be in the study.

Once informed consent was obtained, the Survey was undertaken.

All

surveys were

conducted by me during face-to-face interviews in a private location within the service.

at clinic locations, or at a place of convenience determined by the participant. Prior to
asking the items, I reiterated that information given by the participant was confidential;

that panicipation did not affect treatment; and that the participant had the right to
terminate the interview at anytime.

ln

regard to the individual items

in the

survey

schedule, participants were informed that there was no right or wrong response and that

the responses should be based on the most recent involvement with the service i.e' the

Clinical Review for those outpatients on a Community Treatment Order and the most
recent appointment with the psychiatrist for voluntary outpatients. During the interview
process, the person was given the option of having a support person(s) of their choosing

in attendance. The majority of participants chose to complete the interview alone-

At the completion of the interview, the case manager was informed accordingly'
participants were also asked

of the research. A

if

number

The

they would like to receive a written copy of the findings

of patients (n : 23) requested this overview'

These

participants consented to their address being obtained at the completion of the study, in
order that an overview of the findings could be posted to them'

23r

Ethical approval and Treaty of waitangi obligations
to the
Ethics approvat was granted on July 3, 2000 until March 31,2002. An extension
ethics approval for one year was granted on October 16, 2001 (see Appendix I

I

l)'

was aware of the over representation of Maori within community mental health

services. Advice on the research and the involvement of Maori in the research was
ServicEs
sought from Barry Bublitz, the then Service Manager of Maori Mental Health

at the Auckland District Health Board (see Appendix
requirement

l2).

This process was

for ethics approval through the Auckland Ethics committee.

expressed to the managers

I

a

also

of the community mental health centres the request to work

with cultural advisers in the services when approaching Maori patients'
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Chapte

r 14: Results - Community Mental Health
Services

lntroduction
This chapter firstly outlines the socio-demographic and clinical profile of the total
number of participants in this cross-sectional comparative study. A comparison is then
made between the legal status samples on the basis

of key variables. This analysis

is

important in order to determine statistical differences that might need to be considered

in further analyses, even though matching of the samples was undertaken (Hennekens &

Buring, 1987). The analysis then addresses the aims of this study primarily to
determine the impact of the use of outpatient commitment on patients' perceptions

coercion during the first year

of

of

outpatient commitment. Other aims are then

systematically addressed through an analysis of the data. These involve determining the

role of a number of demographic and clinical variables; the influence of

process

variables involving force or threat (negative pressures); the impact of positive pressures

(inducements and persuasion) and procedural justice on patients' perceptions of

coercion; and the relationship between an understanding
Community Treatment Orders and patients' perceptions

of, and beliefs

about,

of coercion' The role of

a
expectation in relation to perceived coercion is also considered. Using these findings,

linear regression was undertaken to determine the variables that have predictive ability

in relation to the outcome variable of perceived coercion. In conclusion, the findings
are related back to the null hypotheses stated at the beginning of Chapter

13'p' 216'
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Demographic characteristics of participants.
Ages of participants ranged from 19 to 73 years old (M = 39.5, SD = 12.3) (see figure
I I ). There were more males (56.50/0, n

Figure

ll.

= 78) than femal

es (43 .5o/o, n

= 60).

Histogram of age of outpratients
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Fifty-eight percent of participants (n = 80) were of European background, while 17% (n

-

24) were Maori (the indigenous people of New Zealand). The percentage of Maori

participants wzts similar to the percentage of Maori in the total residential population in

the 1996 census (16%) (Statistics New Zealand, 1997). Nineteen percent of participants
(n

=

26) were from Pacific Island cultures, four percent (n

= 6) identified

as Asian and

two participants (1.5 %) were recent immigrants from Middle Eastern countries

(see

Figure 12). Seventeen percent (n = 23) were married or living with a partner; lTVo (n =
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24) were divorced, separated or widowed; and 66%
current residential alrangements, l5olo (r

family or friends and 30% (n

:

:

(n:91)

were single' ln considering

20) lived alone,55o

(n:76)

lived with

42) in boarding houses or structured living

environments.

Figure

12.

Pie chart of ethnicity of outpatients

Other

Thirty-four percent (n

:

47) had not gained the initial state educational examination'

which in New Zealand is sat at the end of year I I of formal education. Twelve percent

(n : 16) had

attended

participants (n

:

a tertiary

educational

institution. Seventy-five percent of

104) were currently unemployed. This was reflected

incomes with 88% (n

:

in low annual

12l ) earning less than NZ$20,000 per annum.

of the
There were no data in the services concemed to determine the representiveness
sample.
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Glinical characteristics of participants
Of the services attended, 42% (n: 58) were receiving treatment at St Lukes Mental
Health service, 33% (n

:

46',)

at Cornwall House and 25 % (n

:

34) at Taylor

650/o of
Community Mental Health Centre. In considering major clinical variables.

participants (n

:

90) stated that they had a diagnosis that fell into the DSM-IV

a mood
diagnostic category of a thought disorder and 35o/o (n = 48) into the category of

disorder. Thirty percent (n

:

42) stated that they had current co-existing alcohol or

substance problems. Eighty-seven percent (n

psychiatric hospital, with

73o/o

(n

:

120) had previous admissions

: l0l ) having been involuntary

to

a

admitted to hospital in

the past.

Participants gave multiple responses to their involvement

in a range of therapeutic

o/o,134
approaches. The most common ones being medication (97
psychothera py (49'/o,68

percent

(n:98)

of

138 responses);

of 138); and psycho-education (58yo,80 of 138)' Seventy-one

of the participants believed they had a mental illness andTSYo

(n:

107)

that they needed treatment.

Gomparison between involuntary and voluntary outpatients
SociodemograPhic variables
In considering the selection of the samples in a cross-sectional comparison study' it

is

the
imperative that the samples are comparable (Hennekens & Buring, 1987)' Although

gender
two samples were matched on the key socio-demographic variables of ethnicity,
the
and age (plus or minus five years), a significant difference was found between

variable
involuntary and voluntary outpatients on the basis of the socio-demographic

of

to
employment. Involuntary patients were more likely to be unemployed and less likely
be students (see Table

l7).

There was no significant difference between the groups on
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and
the basis of marital status, educational achievement, religion, living alrangements

annual household income.

Clinical variables
In considering key clinical variables, the samples were matched for primary diagnosis
and service attending. There were the same number in each sample who acknowledged

cuffent alcohol and substance issues (n

:

2l 30Vo for each sample)' The involuntary

'

and
outpatients were significantly more likely to have had a past admission to hospital

were less
for that admission to be involuntary. Furthermore, the involuntary outpatients

likely to believe they had a mental illness and less likely to believe they required
medication. In regard to the overall emotional response to their treatment, the majority

of involuntary outpatients did not feel angry 05%) or sad (56.5%)' Yet involuntary
outpatients were more likely than voluntary patients

to feel

these emotions and

conversely less likely to feel huppy or relieved (see Table 17)' There was no significant

difference befween the groups on the basis of the clinical variables of past experience

of

prison and/or admission to forensic psychiatric services'

Description of legal status for patients on Community Treatment
Orders.
All of the involuntary patients (n = 69) had been on a Community Treatment Order for
less than

^

year. Forty-six percent

less than 3 months, 25%
and I7o/o

(n:

(n:

17)

(n:

32) had been on a community Treatment

order

from 3 to 6 months,l|Yo (n = 8) from 6 to 9 months

lZ) from 9 to 12 months. Of the involuntary sample, 52% (n = 36) had

recent contact with legal professionals and 17% (n

:

12) were discharged from their

legal status as an outcome of the most recent Clinical Review.
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Table

17.

Significant differences in variables between involuntary outpatients
and voluntary outPatients
lnvoluntar.v outPatients
(n = 69\

Characteristics

VotunttryoutPatients Value'

P value

(n = 69)

Socio-demographic variables
Current employment
UnemPloYed

Employed
student

b

8.5

.02

75
25

t6.4

<.001

5l

35.5

<.001

6.9

.009

12.0

.001

t6.4

<.001

5.5

.02

l1.9

<.001

59
9

8s.5

45

65

l3

l8

26

I

1.5

6

9

68

98.5

52

I

1.5

t7

Clinical variables
Past adrnission to hosPital

Yes

No
Past involuntary admission to hospital

Yes

66

96

No
Do you believe you have a mental illness

J

r+

35
34

Yes

42

6l

56

11

39

l3

8l
l9

45
24

65
35

62

90

Yes

l7

25

I

1.5

No

52

IJ

68

98.5

30
39
30

43.s
56.5
43.5

t7
50

25
75
72

No
Do you believe you require treaEnent
Yes

No

Emotional response to treatment

Angry

Sad
Happy

Yes

No
Yes

49

l0

52

39
39

56.5
56

l9

28

56

.002

30

l3

8l
t9

9.8

44

Yes

J+

49

2l

5.1

.02

No

35

5l

48

30
70

Yes

29

42

l0

14.5

t2.9

<.001

No
Threat with use of the mental health act

40

58

59

85.5

Yes

7)

5Z

7

l0

9.8

.002

No

4'l

68

62

90

Relieved

No
Yes

No
Positive pressures

Persuasion

Negative pressures

Force

a

b

pearson Chi-square

df :2.

(d/: I unless otherwise specified).
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Perception of negative pressures and positive pressures
is
Objective coercion in the form of the use of physical force to bring about compliance

not permitted during Communiry Treatment Orders' The majorify of involuntary
of a
outpatients (58%) did not feel forced into treatment or believe that the application

(68%)' Yet
Community Trearment Order had been used to threaten them into treatment
being
involuntary outpatients were more likely than voluntary outpatients to sense

forced into treatment (see Table

l7).

Although there was no significant difference

between the groups in the number of people who perceived that they were threatened

into being involved in treatment (involuntary oupatients n
outpatients

lt:

: 9, l3%; voluntary

5,7olo), involuntary oupatients were more likely to believe that the use

of the mental health act had been used to threaten them into treatment (see Table l7)'
There was no significant difference between the groups on perceptions of the use
inducements during the outpatient treatment process (involuntary outpatients n

:

of

20,

29%; vOlUntary Outpatients n : 16,23o/o). However, involuntary outpatients were more

likely to experience the use of persuasion by mental health professionals during
treatment process (Table

l7). There

the

was no significant difference between the samples

in the perceptions of procedural justice. Both samples experienced high scores on the
measurement

of

perceived procedural justice, which has

(involuntary parients M: 4-3, SD .57; voluntary patients

a maximum score of

5

M: 4.4, SD = .54).
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Understanding of, and beliefs about, Community Treatment Orders
..Understanding a person's perceptions

of coercion requires an understanding of

the

1999, p'
knowledge and beliefs on which these perceptions are based" (Borum et al',

l4S9). lnvoluntary outpatients were significantly more likely to know that Community
take their
Treatment Orders require people to engage with mental health services and to

medication as required. Voluntary outpatients appeared to have a limited understanding

of

Community Treatment Orders as indicated by the 'don't know' responses to

questions concerning the requirements

of Community Treatment Orders for

engagement and medication adherence (see Table

service

l8)'

Considering their own treatment, involuntary outpatients were more likely than

voluntary oupatients to believe that rejection of treatment would lead to adverse
of the
circumstances specifically hospitalisation, involuntary admission and notification

police/judiciary. Despite these concerns, involuntary oupatients were more likely than
voluntary outpatients to view Community Treatment Orders efficaciously' believing
that people on Community Treatment Orders are more likely to engage with services'
take medication and stay out of hospital (see Table

l8)'
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Table 18.

Significant differences between involuntary outpatients and
voluntary outpatients in knowledge of and beliefs concerning
Community Treatment Orders
InvoluntarY outPatients

Characteristics

(n=

691

P velue

VoIuntary outPatients
(n = 691

noh

Knowledge of Orders
Requires people to engage with services
Yes

50

No

l6

23

20
2

J

4

47

3
68

67

97

26

38

Don't know

73

Requires people to take medication

Yes

No
Don't know

29

I

1.5

I

I

1.5

42

6l

l9

27

62.5

<.001

s7.2

<.001

37.8

<.001

40.0

<.001

4t.4

<.001

1.5

Views concerning eflicacy of Orders
People are more likely to engage with
Yes

services

Don't know
People are more likely to take
Yes
No

Don't know
People are more likely to stay out

hospital

44

64

46

67

l9

27.5

15

11

6

ll

44

63.s

l8

26

ll

No

medication

6

9

9

7l
l6
l3

49

8

of

9

Yes

i1
+t

68

No
Don't know

l3

t9

5

9

r3

46

67

48

'r)

<.001

47

32
68

lg.6b

2l

70
30

46

67

t5

28.20

<.001

23

33

54

22
78

48

70
30

l8
5l

26
74

26.

lb

<.001

Ferceived consequences of rejection of

their treatment

Hospitalisation Yes
No/ Don't know
Involuntary admission
Yes
No/ Don't know
Notifi cation of police/j udge
Yes

No/ Don't know
&

pearsoo cni-squatE

b

df= I

(df=2,

2l

unless otherwise specified)
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Relationship between legal status and patients' perceptions of
coercion
The maximum score on the Perceived Coercion Scale is
had a mean score of perceived coercion sf 2.52

had a mean score

of

1.06

(SD:

5. The involuntary

1.7), while voluntary ouFatients

(SD: 1.3). There was a significant difference between

samples in relation to the dependent variable of perceived coercion

p

:

outpatients

the

(t = 5'6' df = 125'4'

<.001), with the involuntary ouFatients having a statistically higher perception

of

coercion.

a minimum
The distribution for volunkry outpatients was positively skewed toward
score on the Perceived Coercion Scale

of 0, while the distribution for

involuntary

who scored
outpatients was relatively even over the scale. There were 15 participants
one of these
the maximum value on the perceived Coercion Scale of 5, however only
was a voluntary outpatient (see Figure l3)'
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Figure 13.

Clustered bar chart comparing scores on the Perceived Coercion
Scale for involuntary and voluntary outpatients
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Influence of mediating variables on patients' perceptions of
coercion
Socio-demograPhic variables
relationship
tn considering demographic variables, only marital status had a significant

with patients' perceptions of coercion. The variable of marital status had

three

widowed and
categories. These were married/living with a partnero divorced/ separated/

with
single. Marital status was dichotomised to consider the relationship benveen those
a present parmer and those

without a present partner' Those outpatients with a present

(see Table 19, p'
partner experienced significantly less coercion than those without

24g). However, in both the samples. the mean score on the Perceived Coercion Scale
was less than or equal to 2.
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Clinical variables

In

considering clinical variables, past involvement

hospitalisation

with inpatient psychiatric

or penal institutions related negatively to patients' perceptions of

(see Table
coercion, but not past admission to forensic psychiatric hospital

l9)'

Those

who had past experiences with psychiatric hospital admission or imprisonment
perceived significantly higher levels of coercion than those that did

not' In relation

to

past
two institutions (past history of admission to forensic psychiatric hospital and

was higher than that
experience of imprisonment), the mean score of perceived coercion

experienced

by

outpatients under Compulsory Treatment

Orders' As

previously

voluntary
indicated, involuntary outpatients were significantly more likely than
outpatients

to have had a past admission to hospital and for that

admission

to

be

involuntary. However, they were not more likely to have been admitted to a forensic
psychiatric hospital or to have been imprisoned.

In considering emotional responses to the process of outpatient treatment, emotional
responses appear

responded

to be indicators of

perceived

coercion' Those outpatients who

to the process by feeling sad, angry, confused or

frightened were

than those
significantly more likely to experience higher levels of perceived coercion
emotional
who did not experience the emotion. Conversely, those who experienced the

lower levels
response of feeling happy or relieved were more likely to experience
coercion than those who did not experience the emotion (see Table

of

l9)- As already

outpatients to feel
indicated, involuntary outpatients were more likely than voluntary
angry or sad, and less likely to feel happy or relieved (see Table l7).
and/or
There was no association between primary diagnosis, and current alcohol
substance abuse,

with patients' perceptions of coercion. However, those who did not

treatment were
believe that they had a mental illness or did not believe they required
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statistically more likely to perceive higher levels

of coercion

(see Table

l9)'

As

previously indicated, involuntary oupatients were less likely than voluntary oupatients
to believe they had a mental illness or required medication (see Table l7)'

Involuntary legal status and patients' perceptions of coercion
association
When involuntary outpatients were analysed alone, there was no significant

with length of the time on the Order and score on the Perceived Coercion
(involuntary outpatients less than six months

greaterthansixmonths

M:2-5,SD

:

Scale

l'7; involuntary outpatients

M=2.6,SD:1.9:t :.24.d.f:67,p:.81).

Furthermore,there

on the
was no significant difference befween contact with the legal profession and score

Perceived Coerciott Scale (involuntary outpatients with contact M -- 2'6,
involuntary outpatients without legal contact

M:

2.4, SD:2.0;

t

SD: l'5i

= .45, df : 60'3,

p:

of
.66); and between the outcome of the Clinical Review and patients' perceptions
coercion (involuntary outpatients discharged from the Community Treatment Order

M:

2.5, SD: 1.8; involuntary outpatients remaining on the Community Treatment Otder M

=2.5,,SD: L5 t :.05,df= 18.l ,P:

.96).

Negative pressures
There were three items in the interview schedule concerning patients' perceptions

of

negative pressures during oupatient treatment. These required dichotomous responses
as to whether the outparient

felt forced into treatment, whether they felt threatened into

health
treatment and specifically whether they felt threatened with the use of the mental
pressure
act into being involved in treatment. In all areas, those that felt the negative

were more likely to feel coerced than those who did not experience the negative
pressgre. In all cases, the mean score on the Perceived Coercion Scale was relatively

high when compared with all of the other variables analysed (see Table

l9).

As

previously indicated, involuntary outpatients were more likely than voluntary
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the use of the mental
outpatients to sense being forced into treatrnent ancl to believe that
health act had been used to threaten them into treatment (see Table

l7)'

Positive pressures
patients' perceptions
There were two items in the interview schedule, which focused on

of

positive pressures. These involved the perception

encourage the outpatient

to

to

of being made promises

to be involved in ffeatment (inducements) and the use of

influence being involved

persuasion

in

order

perception

of

inducements had

Perceived Coercion Scale,

in

treatment (persuasion)' The

no significant relationship with the score on

but those who perceived the use of persuasion

the

were

who did not
significantly more likely to perceive higher levels of coercion than those
perceive they were being persuaded (see Table

l9).

As indicated earlier, involuntary

outpatients were more likely than voluntary outpatients

to

of

experience the use

(see Table
persuasion by mental health professionals during the treatment process

l7)'

Procedural justice
In the studies undertaken in inpatient settings in this thesis, there is a strong negative
Coercion
association benveen aspects of procedural justice and scores on the Perceived

justice was
Scale. In the outpatient context, a continuous measurement of procedural

justice and the
developed, which showed a negative correlation between procedural
outcome measure

of perceived coercion. However, the r., value indicates that this

negative correlation is weak (r'

: -' 296' p:

<'001)' As indicated earlier' there was no

procedural justice' with
significant difference between the samples in the perceptions of
procedural
both samples experiencing high scores on the measurement of perceived

justice (involuntary patients
1.5, df

:

136,

p:

M:

4.3,SD .57; voluntary patients

M:4'4, SD: '54; t: '

.13).
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Understanding of, and beliefs about, Community Treatment Orders
Understanding

of Community Treatment Orders was ascertained by determining if

participants were aware

of the mandatory

requirements

of being under Community

In
Treatment Orders (specifically of having t0 engage with services and treatment)'

of
both cases, this awareness did not significantly relate to patients' perceptions
coercion.

items'
Beliefs about Community Treatment Orders were determined by developing

would
which were directed at ascertaining participants' views about what they believed
happen

if

they refused treatment and their beliefs about the efficacy of Community

that those
Treatment Orders. Views about efficacy considered whether people believed

their
on Community Treatment Orders were more likely to attend appointments' take

to patients'
medication and stay out of hospital. Having these beliefs did not relate
with the
perceptions of coercion. However, beliefs about the consequences associated
rejection of treatment did relate to patients' perception of coercion. Those outpatients
or
who believed that rejection would lead to hospitalisation, involuntary admission
levels of
notification of the police or a judge, where all more likely to experience higher
perceived coercion than those that did not believe in such consequences (see Table

l9)'

ranged
For those who perceived each of the consequences. the mean level of coercion

from berween 2.1 to 2.4 (see Table

l9).

As indicated before, involuntary oupatients

would
were more likely than voluntary outpatients to believe that rejection of ffeatment
lead to these circumstances.

The role of exPectation
expectation
There is speculation in the research on patients' perception of coercion that

may modiff the experience of perceived coercion, and that the existing empirical
the expectation
methodology which focuses on the experience of admission rather than
247

(Hiday et
of the experienc€, may need to Eke the role of,expectation into consideratioa

al., 1997). Therefore, stucturd queStions about participants"

'expeo'tations

of, having

major decisiors that affeet fieir lives, both prior to their communiSr

conasl

h€affient and aurrently &rring it, were asked.

for those who
There was no significarm diffmense (but a trend to'ward signifieance)
prio.r to cur-rent treatmef,t
expected to have con6ol over the major decisions in their life
(see Tabne

D).

There wa$ no sirgnifieant differerice betwocn those currently expecting

to have cnntrOl of the major decisions in their life and thoseuot
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comparison of variables with scores of patients' perceptions

Table 19.

of coercion
Variables (N = I
Demographic variables
Marital status

SD

t value"

value.

-3.5

.001b

3.0

.004

3.9

<.001

2.2

.03

1.8

.07

3.2

.002

2.5

.01

partner
Without a partner

23

1.0

l.l

ll5

2.0

t.7

Yes

t20

2.0

1.7

No

l8

0.7

1.3

Yes

I0l

2.1

t.7

No

5l

Yes

0.9
2.7

1.4

l5

No

r23

1.7

1.6

Past forensic hosPital

Yes

2.6

1.8

Angry

Yes

l4
t24
l8

With

a

Clinical variables
Past admission
Past involuntary hosPital
Past time spent in Prison

No

Sad

Happy
Relieved

Insight treatment

1.6
1.6

120

1.6

47

2.3

1.8

No

9l

1.5

1.6

Yes

t.3

r.5

4.3

<.001

No

80
58

2.s

Yes

95

1.4

t.7
t.6

4.0

<.001

No

43
34

2.6

1.6

2.2

.03

2.0

.045

-3.0

.003

-3.2

.002

3.9

<.001

2.6

.01

3.2

.002

2.0

.04

1.3

.t9

104

Yes

lnsigbt illness

t.7

Yes

No
Frightened

1.7

2.9

No

Yes

Confused

)a
1.6

z.J

1.6

1.6

t.7

No

r06

Yes

98

1.5

1.6

No

40

2.5

1.8

Yes

107

t.6

t,7

No

3l

2.6

1.6

Yes

2.6

t.7

No

39
99

1.5

1.6

2.9

2.O

No

t4
t24

1.7

1.6

29

2.7

t.6

No

109

1.6

1.6

Yes

))

1')

1.7
1.6

Yes

Threat

Threat (mental health act) Yes

Positive pressures
Persuasion
lnducements

No

83

1.6

Yes

36

1.5

1.5

No

102
138

1.9

1.7

2.1

1.6

No/ Don't know

70
68

t.4

t.7

Yes

6l

2.4

1.7

77
66

1.3

1.5

2.2

1.7

No/ Don't know

'72

t.4

1.6

Yes

79

2.0

t.8

1.5

1.5

Procedural justice
Consequences of rejection of treatment

Hospitalisation

lnvoluntary admission

Yes

No

Notify police/judge

Yes

Expectation
Expectation prior

No
a

lndependent sample t tests

b

df: Ms
df: tte

c

d

1.8
1.6

Negative pressures
Force

1.9

59

(d= 136 unless

-.296d

<.001

2,7

.009

4.2

<.001'

3.1

.002

1.9

.06

otherwise stated)

Spearman's r/ro
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Regression analYsis
of participants to
General linear regtession analysis was undertaken on the total number

in relation to other
determine the association of legal stams with perceived coercion
groups that
potential confounding variables. Categorical variables were used to create

of coercion' All
could be compared on any differences in their ratings of perceptions
Table 19) were
variables with a p value <.2 in the univariate analyses (all variables in
considered for the linear regtession model.

there was the
These variables were divided into like subsets acknowledging that
they might
potential that variables within each subset to be associated to the degree that

Phi co-efficient
affect the stability or validity of the regression model. Therefore a
measure

of association (/) was considered between subset variables' Decisions were

the strength of the
made to include or exclude variables on the basis of this analysis,

to the literature on
association of the variable with the outcome variable and reference
the findings from previous studies.

In considering demographic variables, marital status was dichotomised to consider

the

present partner'
relationship between those with a present partner and those without a
(see Table 19),
Given the association of this variable with perceived coercion

it was

based on legal
included in the analysis. ln the initial comparison between the samples

status, involuntary outpatients were more likely

to be

unemployed than voluntary

and perception
outpatients. However, as there was no association between employment

of coercion, this variable was not included in the analysis.

With clinical variables, the association was considered between past psychiatric
and past
hospitalisation, past involuntary admission, forensic psychiatric admission

imprisonment. Of these variables, past involuntary admission was most strongly
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associated with the outcome variable (see Table

l9). Furthermore,

association of this variable with past psychiatric hospitalisation

weak association with past forensic psychiatric admission
association with past imprisonment

(Q:

.16,

(Q:

there was a strong

'64' P

:

<'001)'

a

(Q:'20,p = '01) and no

p: .06). Therefore past involuntary

There was also a moderate
admission and past imprisonment were kept in the analysis'
that they needed
association between belief that a person had a mental illness and belief

medication

(Q: .54,p: <.001).

Belief that the person had a mental illness was less

from the
strongly associated with the outcome variable (see Table 19) and excluded
in their
analysis. Finally, those who expected to have control over the major decisions

life prior to current ffeatment showed a ffend toward significance compared to
who did not experience such conffol (see Table

l9).

those

Therefore this variable was also

retained in the analYsis.

The emotional responses to treatment can be divided into positive and negative
Of
emotions. Negative emotions included feeling angry' sad, confused and frightened'
(see Table
these, feeling angry was most strongly associated with the outcome variable

l9). Feeling

angry also had a moderate association with feelin g sad (Q: '40, P

and frightened

:

.23,

(/=.35.p:

<'001)

<.001), and was weakly associated with feeling confused

p = .007). Positive emotional

Strongly associated

:

(Q: .6,p:

responses

(/

of feeling happy and relieved were

<.001), and feeling happy was more strongly associated

with perceived coercion (see Table

l9).

Therefore feeling angry and feeling happy were

retained in the analysis.

entities in
The negative pressures of perceived force and threats are treated as distinct
the literature (Hoge et al., 1997;Lidz et al., 1995) and although they were associated

:

.32,

p=

<.001) they were both retained. The general perception

(/

of threat was
25r

health act
moderately associated with the specific threat of the use of the mental
.47,

<.001), therefore the latter was excluded from the

p:

perceptions

of what would happen if

alalysis' Of

(Q:

patients

treatment was rejected, the perception of

variable (see
involuntary admission was most strongly associated with the outcome
Table

l9).

As involuntary admission was sffongly associated with hospitalisation

(/:
(/

the judiciary
.73, p: <.001 ) and moderately associated with notification of police or

=

.48,

p

:

<.001), the laner fwo were excluded from further analysis.

subset' The
Finally positive pressures and procedural justice were considered in the one
in
positive pressures of persuasion and inducements are considered as distinct entities
weak
the literature (Hoge et al., 1997; Lidz et al., 1995) and although there was a
association between them (@ :

'22,p

:

no
'008)' they were both retained' There was

correlation
correlation between proceduraljustice and inducements and a weak negative

with persuasion

(/ : -.17,p =.04).

There was a weak correlation between procedural

justice and the outcome measure of perceived coercio1 (r", :

-.

296,

p:

<'001)'

Therefore procedural justice was included in the multiple linear regtession

in inGiven that procedural justice has featured strongly in linear regression models
patient services (Cascardi

&

Poythress, 1997; Hiday et

al',

1997)' the interaction

between legal status and procedural justice was initially included

in the model

to

with
investigate whether the effect of procedural justice on perceived coercion differed
in the
legal status. However as this interaction was not significant, it was not included
finalmodel.

of
Of the 13 variables entered into the model, only legal status and the emotional state
feeling happy reached significance in the model, which accounted for only

28o/o

of the

variance (see Table 20).

15)

Table

Regression analysis of perceived coercion for all patients'

20.

Variables in final step".
Constant
Legal status

1

i

.02
.04
.04

nvolmttarl')

Feeling happy (ue.r)

u

Adjusted

r'

= .28

This finding is in
The measurement of procedural justice did not reach significanceconfrast to the findings elsewhere

in this thesis' [n

section one in acute inpatient

significant
psychiatric services, aspects of procedural justice (voice and validation) were
voice and
in the liner regfession model. In section two in tbrensic psychiatric services,

with voice
validation were also significant in the liner regression model. Re-analysis
these variables did
and validation as the measurements of procedural justice found that

not reach significance in the resulting model in the community setting'
perceived by
Therefore legal status is an important variable in considering the coercion

consumers
perceptions

in the outpatient setting. Furthermore, unlike inpatient
of force and especially

services where

procedural justice have a strong relationship to

predicting perceived coercion, these variables did not reach significance

in

the

community sample.

Summary.
of Community
The primary intent of this study was to determine the impact of the use
of this study reject
Treatment Orders on patients' perceptions of coercion' The findings
perceptions of coercion
the null hypothesis that "there is no significant difference in the

than one year
between patients who are under a Communify Treatment Order for less
health
and those receiving voluntary treatrnent from communiry mental

seryices"' The
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perceived by outpatients
importance of legal status i1 determining the level of coerciou
analysis'
in this study was also supported by the hierarchical regression

Dawson et al. (2003) have speculated that the presence

of ambivalence maybe an

has been reached
indicator that the necessary level of patients' perceptions of coercion

if the levels
to achieve therapeutic intent. An aim of this research was to determine
coercion perceived were accompanied
outpatients were more tikely

by a

sense

of ambivalence'

of

lnvoluntary

to be angry about their treatment, feel forced

and

with treatment rejection
threatened, and perceive detrimental consequences associated
police/ judiciary'
including involuntary inpatient admission and the involvement of the
Treatment
Yet when they were asked their views concerning the efficacy of Community

orders, they were more likely
engagement

with

to

espouse

services, compliance

the associated benefits

of

increased

with medication and prevention of

hospitalisation. It is suggested these contradictions are indicative of ambivalence'
arising
The research was also designed to enable the testing of other null hypotheses
the
from themes in the literature on outpatient commitment' This study considered

force) and
relationship between negative pressures (primarily the use of threat and
findings rejected
patients' perceptions of coercion during outpatient commitment' The
patients'
the null hypothesis that "there is no significant relationship between
perceptions of negative pressures and perceptions

of coercion, for patients receiving

the use
treafinent in community mental health services." When outpatients experienced

legislation'
of force, threat and specific threat in regard to the use of the mental health
they perceived higher levels of coercion'

the use of
This study also considered the link between positive pressures (primarily
persuasion and inducements) and patients' perception

of coercion during outpatient
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relationship between
commitment. The null hypothesis was that "there is no significant

coercion' for
patients' perceptions of positive pressures and patients' perceptions of
patients receiving treatment

in community mental

health services'" The findings

rejected this null hypothesis only in regard to the perception

of

persuasion and not

were more
inducements. Those outpatients who experienced the use of persuasion
likely to perceive higher levels of coercion'
of procedural
This study also considered the relationship between patients' perceptions

is no
justice and patients' perceptions of coercion. The nult hypothesis is that "there
justice and patients'
significant relationship between patients' perceptions of procedural
mental health
perceptions of coercion, for patients receiving treatment in community
the variables
services." This null hypothesis was rejected but the relationship between
was weak.

to
Finally, the research findings from admission to inpatient services and admission
about
forensic psychiatric hospital indicate the need to explore the role of expectations
There was no
mental health services rather than the experience of legal coercion itself-

association between expectation

of control over the major events in one's life and

patients' perceptions of coercion during outpatient commitment.
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chapter 15: Discussion

- Gommunity

Mental

Health Services

Community Treatment Orders in a preventive capacity
to function as
Outpatient commitment in New Zealand is not specifically designed

a

who have
preventive measure by targeting patients with serious mental illnesses

a

door readmissions
history of non-adherence with medication and a pattern of revolving

(Lamb & Weinberger'
to hospital, as occurs in some jurisdictions in the United States
is being used
2000). However, there is evidence from this research that the legislation

from serious
in this capacity. lnvoluntary patients in this srudy predominantly suffered
admission to
mental illness, were statistically more likely to have had a past involuntary

mental illness and did
hospital, and were more likely to believe that they did not have a

in Otago'
not require treafinent. This supports similar findings in research undertaken
(Dawson &
which indicates that outpatient commitment is used in a preventive capacity

Romans,2001).
Orders in
Although there is case law which supports the use of Community Treatment

a

explicit
preventive manner (Dawson et al., 2003), it is important that this intent is made

of the
within the legislation and in guidelines, which assist the implementation
and the
legislation in order that all major stakeholders (patients. families, clinicians

for policy
legal profession) understand this intent. This is an important consideration
commitment in
development in any proposed amendments to, or reform of, outpatient
mental health legislation in New Zealand.
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Outpatients' perceptions of coercion
Geller (1991) has hypothesised that

a tincture of

coercion maybe

a

necessary

outcome' Although a
component in using outpatient commitment to attain therapeutic
commitment' the degfee
degree of coercion maybe a necessary component of outpatient
coercion should
of coercion that constitutes the correct tincture is not known. Excessive
despite therapeutic
be avoided due to the possibility of long term patient resentment,

in the presence
outcome (Monahan et al., 1995). Conversely, the absence of coercion

of

(Hiday, 2003c)' Given
outpatient commitment may explain failure of therapeutic intent
treament
that outpatient commitment is efficacious through its ability to coerce
adherence,

it

would be expected that those under outpatient commitment would

treatment in the
experience a higher level of coercion than others receiving voluntary

community. Furthermore, given that outpatient commitment occurs in the least
lower
resffictive environmentn we would expect the levels of coercion to be

in

the

community than in inpatient mental health services (Hiday et al., 2002a).

is
In this study, legal status in the form of being on a Communiry Treatment Order
good indicator of the level of coercion an outpatient

will experience'

a

Involuntary

voluntary outpatients'
outpatients did experience higher rates of perceived coercion than
coercion
This level of coercion was modest and somewhat lower than the levels of

experienced

by involuntary patients admitted to acute mental health

services and

given that the
forensic mental health services in this study. This is understandable

for
philosophical underpinnings of outpatient commitment in New Zealand advocates
treatment

in the

least restrictive environment as a means

of limiting the impact of

to
compulsory treatment on the human rights of those people subject

it.

However' this

Predictions
is not a study designed to determine the efficacy of outpatient commitment'
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on therapeutic intent remains
as to the impact of this modest level of perceived coercion
speculative until such outcome studies are undertaken'
is relatively low, it
As stated, although the level of coercion for involuntary outpatients

outpatients' Coercion
remains significantly higher than that experienced by voluntary
legal coercion and coerced
exists on a continuum from none to high; and exists as both
services
voluntarism. Coerced voluntarism is not uncommon within acute in-patient

(Lovell, 1996). Coerced voluntarism in acute psychiatric inpatient settings is supported
section of this
by the findings of coercion in inpatient psychiatric services in the first

the Perceived
thesis. However, given the positively skewed distribution of scores on
community-coerced
Coercion Scale for voluntary outpatients. there is little evidence of
give some indication
voluntarism in this study. This is a desirable finding, which would

that voluntary ffeatment in the communiry is entered into on the basis

of informed

consent.

Indicators of perceived coercion.
The role of ambivalence.
(that is, recognition
There is speculation that patients' expressions of ambivalence

of

maybe an indicator
beneficial as well as unwanted aspects of outpatient commitment)
therapeutic outcome
that the necessary level of coercion has been achieved to facilitate
provides
(Dawson et al., 2003). Within the New Zealandcommunity context, this study

by ambivalence'
evidence that the modest level of coercion experienced is accompanied
treatment, feel forced
Involuntary outpatients were more likely to be angry about their
treamrent
and threatened, and perceive detrimental consequences associated with

of the police/
rejection including involuntary inpatient admission and the involvement
judiciary. Yet when they were asked their views concerning the efficacy of Community
the associated
Treatment Orders, involuntary oupatients were more likely to espouse
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benefits

of

prevention

increased engagement

of hospitalisation. Although a relatively low level of

accompanied

outcome

with services. compliance with medication

by

ambivalence. the relationship

in New

and

coercion is

of this combination to beneficial

aS in
Zealand remains unsubstantiated' This research serves

consideration before such
independent exploration of the role of coercion; a necessary

clinical outcome research is undertaken.

Socio-demographic and clinical indicators
socioThe international literature highlights that there is little indication in the

demographic

or clinical profile of patients as to who may or may not experience

that they
coercion. ln this study, there is an indication that those that did not believe
(i.e. those who
had a mental ill'ess or did not believe they needed to receive treatment
common sense' given
lacked insight) were more likely to feel coerced. This is intuitive
does not believe is
that a person is likely to be opposed to an intervention that he/she
required.

would
It is similarly common sense that emotional responses to the process of treatment
on
give an indication of the level of coercion perceived' In this study' outpatients
treatment process were
Community Treatment Orders who were angry or sad about the

who were happy
more likely to experience higher rates of perceived coercion and those
coercion'
or relieved were more likely to experience lower rates of perceived

How is the level of coercion attained and maintained?
therapeutic
Given that a certain degree of coercion might be necessary in attaining
coercion is determined
outcome, it is important to consider how the colrect amount of
and then sustained.
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The role of the legislative framework

the outpatient
This leads to the obvious need to consider what is specific about
coercion? community
legislative framework that assists in creating this sense of modest

of objective coercion'
Treatment orders do not allow forced medication. ln the absence
has been suggested that the
treatment compliance relies on subtle means of coercion. It

court order itself may serve as a

'bluff

convincing the patient that they must comply

Swartz &
with treatment or force will avail (Knoedler, 1988; Munetz et al', 1997;
swanson, 2002'). This 'Judicial intimidation" only works
assumes that the

Regardless

clinicians

if

the patient "mistakenly

judge's order must be obeyed" (Stefan, 1987, p. 295).

of this

for
assumption, there remains an ethical and legal obligation

to inform the patient

about the processes

of

outpatient commitment'

Patients are
Community Treatment Orders have clear mechanisms of enforcement'
accept treatment' The
required to attend a designated location for treatment and to
necessary force
police can be called to assist the patient to attend ffeatment and may use

enter a
to do so (Ministry of Health, 2000). Furthermore, staff are authorised to
clinician can
person's place of residence for the purposes of treatment' The responsible
treatment for up to l4
direct an outpatient on a Communiry Treatment Order to inpatient

process and without
days, without the requirement to recommence the assessment

of
nulliffing the Order (Ministry of Health, 2000). Patients must be aware
requirements of the Orders and possible consequences

the

if they refuse such requirements'

whether it engenders coercion or not.
aware of the
In this study, involuntary outpatients did have such knowledge, and were
consequences

of

a

if they

indicative
refused the requirements. The later understanding was

higher sense of perceived coercion.
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of coercion maybe
It is reasonable to assume that the potential for excessive perception

in New Zealand'
offset by the philosophical underpinnings of outpatient commitment
environment as a means
The legislation advocates tbr treatment in the least restrictive

of

people subject
limiting the impact of compulsory treatment on the human rights of those

to

it.

upholding these
The advocacy role of the legal profession is seen as crucial in

perceptions of
rights. Yet in this study, there was no significant difference in the
their outpatient
coercion of those who had recently seen a legal professional concerning
research, which considers
treatment and those who had not. There is a need for further

detail' in order
legal due process regarding Community Treatment Orders, in systematic
to determine its impact on coercion.

longer
It is significant to note that in the Duke Mental Health Study in the united States,
to the extent that
outpatient commitment resulted in higher levels of perceived coercion
to achieve
it is suggested that prolonged application greater than six months is required

the level of coercion necessary to achieve therapeutic intent (Swartz et

al"

2002)'

was no such correlation
However. in the context of this study in New Zealand, there

between length

of time on

outpatient

civil commitment and the

measurement of

perceived coercion.

The role of Process variables
Negative Pressures
threat increase patients'
In inpatient settings, processes of interaction involving force or
procedural justice
perceptions of coercion, while the use of persuasion, inducements and

diminish a sense of coercion (Hoge et al., 1991;Lidzet al., 1995).

of the
Given the already mentioned awareness of those on outpatient commitment
consequences

if they refused treatment, it is understandable that they perceived

a degree

261

clear from this study
of force and associated coercion. However, it is not completely

as

stated' Community
to the source of this feeling of being forced into ffeatment' As
number of involuntary
Treatment Orders do not allow forced medication' A significant

and this experience was
outpatients had previous involuntary admissions to hospital
associated with higher rates of perceived coercion'

It

may have been that those with

forcibly detained or recall
past involuntary hospitalisation may have had recall of being
OuFatients may
of events involving the use of mandated force in inpatient settings'
in the community setting'
have erroneously believed that similar action was mandated

they did not comply.

If so, further education is required to

if

overcome this

misperception.
is not excessive and
More important, is that the degree of force and associated coercion

therefore possibly counterproductive

to the therapeutic intent'

Excessive levels

of

in this study' However'
coercion associated with a perception of force were not evident
they felt that they had
there is concern that a small minority of outpatients indicated that

been threatened with the use

of the mental health act to bring about treatment

sense of perceived
compliance. This occulrence was associated with a relatively high

an unethical'
coercion. The use of compulsory treatment as a threat is clearly

if not

Clinicians
illegal practice, given the philosophical underpinnings of the legislation'

to prevent
need to be aware of this perception and act accordingly

it'

As with all

negative pressures, the use of threats should be avoided'

Positive Pressures

is crucial in
With outpatient commitment, it is speculated that the use of persuasion
providing a leverage to treatment adherence (Stefan, 1987; Wilen Berg

& Bonnie'

settings has no
1996). Its use is suPPorted on the grounds that persuasion in inpatient
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of persuasion
significant impact on patients' perception of coercion' The experience
which had little
was a common occulrence for involuntary outpatients in this study'

the levels of
impact on patients' perceptions of coercion. However, even though
coercion associated with the use

of

persuasiotr

in

outpatient treatment were not

rate than that experienced
substantial, the rate of coercion was at a significantly higher
indicated
by those who did not experience persuasion. Furthermore, research has

of case managers'
outpatients" perceptions of coercion do increase with the frequency
commitment
verbal feminders of the consequences of non-adherence during outpatient
be counter
(Swartz et al., 2002). As with verbal reminders. the use of persuasion might

productive and its judicious use is recommended'

As in inpatient settings, the use of

inducements has

no bearing on

outpatients'

person being
perceptions of coercion. The focus on the use of inducement is on the

better off

if they accept treatment (Monahan

et

al', 1996)' and its use appears to be an

acceptable means of encouraging treatment.

Procedural iustice
of procedural
The results of this srudy support the findings that patients' perceptions
justice have a significant impact on regulating patients' perceptions of coercion'
a person's social
lnvolvement in the process of procedural justice gives recognition to
and a sense of
standing, and reaffirms psychological feelings of self esteem, self-worth

personal security (Tyler,

lgg2). As with

patients

in

inpatient settings' outpatients

possible (Monahan et
should be included in processes of decision-making as much as

yet
al., 1996). In this study, procedural justice modified the sense of coercion'

there

was no significant difference in the level of coercion perceived by outpatients
who were retained on
discharged from the Order following a Clinical Review and those

it.

more concerned
This finding supports the theory that in decision-making people are
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about their involvement in the decision-making process than the final decisions that are
made (Lind

& Tyler,

1988).

The role of expectation.
There is speculation in the research on patients' perception of coercion that expectation

may modiS the experience of perceived coercion, and that the existing empirical
methodology, which focuses on the experience of admission rather than the expectation
of the experience, may need to take the role of expectation into consideration (Hiday et

al., 1997). Therefore, structured questions about patients' expectations of

having

control over the major decisions that affect their lives, both prior to their community
treatment and currently during it, were asked.

Given that there was no significant relationship between expectations about having
control of the major decisions in their life and outpatients'perceptions of coercion but a
trend toward significance, the role of expectation remains inconclusive. There remains
the need for further research that needs to focus on determining factors that influence

the role of patients' expectations. This process has been initiated with a study that
considered the contributions

of

locus

of control (Cascardi &

Poythress, 1997).

However, the process needs to include exploration of the contribution of catastrophic

life circumstances such

as

physical and sexual abuse. and a more detailed understanding

of the physical and socio-culrural environments from which people come. This process
should include qualitative methodology and may determine the need to modiff existing
empirical measurement.

Pf{tLsor{ LtBRArt'
Faculty of ft4dicine & ]hffi Sdom
Park Road, Glrafton
AUCKI.AND
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Limitations of the research
part of the difficulry of undertaking this research is separating the effects of legal
forms of both formal and
coercion as embodied in outpatient commitment from other
et al., 1997)'
informal coercion (Draine, 1997; Gerbasi et al., 2000; Swanson

The imPact of the familY
given that careln regard to informal coercion, the family is a significant consideration,
patients in the
givers (primarily the family) are pivotal in the ongoing treatment of
a present partner acted
community (Hiday et al., 2002a). This study found that having
experienced
as a protective factor, in that outpatients with such a relationship

who did not presently have
significantly lower rates of coercion than those outpatients

beyond the primary
such a relationship. However, collateral relationships extend
partnership

to nuclear and in some cases

extended family relationships' Little is

positive interaction and
understood about interaction within families and how both
negative interaction (such as criticism

or nagging) may impact on perception of

light on this issue' Given the
coercion (Lovell, 1996). This research did linle to shed
New Zealand society'
complexity of family relationships within the culrural context of
a research priority'
the impact of family on patients' perceptions of coercion remains

Formal social mechanisms
Outpatient commitment is only one

of several social and legal

ensure that individuals access and remain

mechanisms used to

in treatment (Monahan et al., 2003; Petrila et

mechanisms
al., 2003). There is increasing recognition of the use of formal social

as leverage to
including social welfare agencies and criminal justice mechanisms
achieve treatment objectives.

ln the United states,

social welfare agencies control

mental illness' through
social welfare payments to those people experiencing a serious
distribute social welfare benefits
the use of legally appointed fepresentative payees who
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contingent on treatment compliance. Social welfare agencies are also responsible for
assessing those suffering from serious rnental illness

for special housing needs

and

allocating housing accordingly. Furthermore, legal mechanisms impact on the lives

those with serious mental ilhress through the use

of

of

probation requirements,

diversionary mechanisms including specialty court interventions and the use of advance
directives (Monahan, Bonnie, Appelbaum. Hyde, Steadman, & Swartz,200l).

There is little evidence as to the prevalence of such leverages, yet alone the impact

these mechanisms, on outpatients' perceptions

outpatient commitment

or in

conjunction

of

of coercion (either independently of

with it) (Monahan et al., 2001).

One

descriptive study in the State of Florida indicated that the exposure of those with serious
mental illness to such mechanisms was minimal. In two separate samples of 688 people

and I l3 patients with serious mental illness, the majority reported never experiencing
any community mandates (82% in the first study and

54%o

in the other) and only a small

percentage had experienced more than one mechanism (8% and

6 % respectfully)

(Christy, Boothroyd, Petrila, & Poythress, 2003 ).

The role of social welfare agencies
Yet in the United States, third party money management for those people with serious
mental illness has proliferated in the last

l0 years. Most of

these legal mechanisms

involve family members in the role of representative payees who manage the patient's

income. In a survey of 240 patients with a serious mental illness awaiting oupatient
commitment, 4l% of the participants were involved in third party money management.

Half felt uncomfortable with the arrangements, though those with family members

as

representative payees reported having enough money to cover expenses when compared

to those participants who had a representative payee who was a non-family member
(Elbogen, Swanson, & Swartz, 2003a). Furthermore, in an analysis of the Duke Mental
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Health Study data, consideration was given as to the effect of combined outpatient
commitment and money management through

a representative

payee on patient

perception of coercion with persons with serious mental illness. Those involved in both
processes experienced significantly higher levels of coercion than those involved in one.

Both legal mechanisms positively affected adherence to treatment, but when used
together increased the perceived coerciveness of the treatment (Elbogen, Swanson, &
Swartz,2003b).

Coupled with the low annual income

of

those with serious mental illness

is

the

difficulty experienced in meeting the cost of market rentals for accommodation. Such
people require access
programmes

to publicly funded housing. In the United

States, housing

for people experiencing a mental illness require people to engage in

treatment to be eligible for housing. Little is understood about the impact of the use

housing as a leverage on outpatients' perceptions of coercion. though

of

it is speculated

that the threat that one may either not attain or loose stable housing has a powerful
effect on consumer choice and self determination (Allen, 2003; Monahan, 2003).

The majority of outpatients in this study were unemployed and receiving a social
welfare payment. Little is understood about how these payments are distributed and
whether there is the potential for such payments to be used as leverage for treafment. In

New Zealand, health and social welfare agencies often broker housing for people
experiencing a serious mental

Property Rights

Act

illness. Furthermore, the Protection of Personal and

1988 enables guardianship which can be used

to regulate

the

financial resources and housing requirements of persons with serious mental illness
(Be11,2003). Little is known about the prevalence of these processes among outpatients
or the impact they have on outpatient commitment.
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The role of legal mechanisms
Similarly, the impact of legal mechanisms such as the use of advance directives, the use

of probation and the use of specialty courts (mental health courts, and drug and alcohol

courts, which consider lenient disposition from the criminal justice system in
association with treatment participation) are poorly understood.

There

is limited

research that informs the role

of advance directives.

Advance

directives refer to patienrclinician treatment agreements made when a patient is well, as

to how they are to be ffeated when they are unwell. Choice is therefore made when
illness is in remission and the patients' autonomous decision-making ability maximised.

lnformed consent is given for action to be taken when an exacerbation of illness occurs

(Lovell, 1996; Miller, 1999). In some

cases, the person may appoint an agent who

makes decisions when autonomous decision-making is compromised through illness
(Srebnik, Russo, Sage, Peto,

coercive alternative

to

& Zick,2003). Advance

directives are proposed as a less

outpatient commitment through their ability

engagement, encourage compliance and improve continuity

to

assist

of care (Srebnik et

al.,

2003). The opportunity to develop advance directives exists in all states in the United
States, and fifteen states have legislation that mandates their use (Monahan, 2003).

In a survey of 303 adults with a serious mental illness in the United States, it was found
that 53o/o were supportive of the concept.

ln a logistic regression to

determine the

characteristics of those who supported advance directives as opposed to those who did

not, patients were more likely to be supportive when their case manager was in favour

of the idea, when they were diagnosed with major depression, and when they did not
have experience of hospitalisation or outpatient commitment in the previous two years.

It

appears from this study that those with the greatest need

directives (i.e those with a diagnosis

for the use of

advance

of schizophrenia, multiple hospitalisations

and
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outpatient commitment) are less interested in their application (Srebnik et al., 2003).

There

is some indication that

advance directives are under-utilised as

a

treatment

altemative, so it remains difficult to determine their impact (Hiday, 2003c).

New Zealand is fast adopting advance directives. albeit in a form which is not legally
mandated (Lynam-Smith,200l). Furthermore, there are a number of legal innovations

such as drug and alcohol courts being trialled

in New

Zealand directed toward

enhancing treatment and diverting people from the criminal justice system (Simpson,
2003a).

The potential for these processes to impact on outpatients' perceptions of coercion has

only been highlighted in the literature following the undertaking of data collection for

this research; these potentially confounding variables were not factored into this
research. Any future research on coercion in the community will need to take these
developments into consideration.

Research methodology
This study needs to be considered in the light of methodological limitations. The scale
developed

for the measurement of procedural justice is rudimentary and lacks the

comprehensive testing required to determine its validity and

foundations toward the development

considered

in

reliability. Hopefully,

the

of such a tool undertaken in this study will

furure research. Furthermore,

in

considering

a range of

be

potential

confounding variables, there is often the artificial reduction of complex phenomena to
restrictive responses to aid analysis. This has the potential to oversimplify the findings.

Although the response rates in the study were satisfactory, there remains a minority of
oupatients who are difficult to access for the purposes of research. From anecdotal
evidence, there is an indication that these outpatients are often those who are actively
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pursued by community mental health services
outpatient commitment.

in order to meet the requirements of

lt is inruitive to speculate

that these people may have high

levels of perceived coercion. Furthennore, randomisation of outpatient commitment
was not feasible in this study. Construction of a comparison group relied on matching

on the basis of a limited number of prioritised variables. These difficulties add to the
potential for selection bias in this study. This research was also undertaken within a

distinct geographical location

in New

Zealand, and

little is understood as to

the

representativeness of the sample to the wider context of users of mental health services

in the country.

These methodological issues are reflective

of the design difficulties in similar research

internationally (Hoyer,1999; Monahan et al., 1995). Furthermoreo there is difficulty in

replicating these studies to determine the external validity

of the findings.

These

difficulties relate to changes in the legislation within a given context over time and
differences in the models of legislation developed between jurisdictions (Draine, 1997).

Such complex difficulties could result in research inertia. The research in this area
needs to proceed recognising the limitations that

will

always exist with research on

outpatient commitment (Gerbasi et al.,2000).

Finally, within the New Zealand context, we can only speculate as to the effect of
patients' perceptions

of coercion on clinical outcomes as research has not been

undertaken, which considers the application of outpatient commitment in relation to

clinical outcome. Furthermore, little is known about the outpatients' experiences of
Community Treatment Orders beyond one year, given the decision to confine this study

to consideration of the perceptions of coercion of those outpatients on Community
Treatment Orders for less than a vear.
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Conclusion.
Despite Community Treatment Orders being in place for twelve years in New Zealand,
there is little researclr that informs the implementation of these Orders. This study has

enabled exploration

of the impact of legal coercion on

outpatients on Community

Treatment Orders for less that a year. Randomised clinical trials have suggested that

oupatient commitment can result in beneficial outcomes. It appears that consumers'
perceptions of a degree of coercion, is a vital component of this success, though the
level of coercion required to achieve therapeutic outcome is poorly understood.

Although the beneficial outcome of outpatient commitment in New Zealand remains
unsubstantiated, there exists a prior research need before determining

efficacy. This

relates to the need to consider patients' perceptions of coercion as an dependent variable

within the community setting (Swanson et al., 1997; Winick, 1997b), as the role of
coercion in the process of outpatient commitment is little understood (Drain

e,

1997).

This research goes some way toward fulfilling this need.

This srudy is the first in New Zealand that empirically explores the levels of perceived
coercion of outpatients.

It also explores the possibility of patients holding contrasting

views to outpatient commitment, and
indicator that the degree

it is suggested that this ambivalence is an

of coercion is sufficient. As in

inpatient psychiatric services, patients' perceptions
important impact on regulating patients' perceptions

of

studies

of admissions to

procedural justice have an

of

coercion during outpatient

commitment. This study also highlights a number of factors that should be taken into
consideration in future research. Foremost amongst these is the role

of

persuasion,

force and threat in regulating patients' perceptions of coercion and the effect this has on

clinical outcomes.
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Although the application of outpatient commitment within the New Zealand context
appears devoid

of

controversy apparent

internationally (Dawson

&

in

the use

of

outpatient commitment

Romans, 2001), there are international initiatives that could

spark a rigorous debate on the use of outpatient commitment in the future. In the United

States, sixteen states have passed laws involving preventive

civil commitment for

sexually violent predators released from prison (La Fon4 2003).

involuntary treatment except

in Texas where

All involve

inpatient

for

sexually

outpatient commitment

violent predators was established in 1999 (Meyer et al., 2003). Depending on the
success

of such initiatives, it is reasonable to predict that the extension of outpatient

fieatment maybe considered for sex offenders in New Zealand. It is important that the
debate about the expansion of oupatient commitment is informed. This study goes
some way to providing the research required to make informed constructive decisions
regarding reform of mental health legislation.
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Chapter 16: Glinical Guidelines for Civil
Commitment

lntroduction
This thesis has focused on determining patients' perception of coercion during three
important stages of the process

of civil commitment - namely admission to acute

inpatient psychiatric services, admission to acute forensic psychiatric services and
outpatient civil commitment during the first year of use. Emphasis has been placed on
three discrete studies, though the intent has been that each study flows into and informs
the research that follows.

It is now timely to conclude the thesis by presenting an overview of the findings and to
reiterate that the findings

of the

discrete studies have been primarily discussed in

relation to the statistical significance arising from quantitative analysis. Given that this
thesis is

in clinical psychiatry, it is important in the overview to highlight what is

clinically significant in conjunction with what is statistically significant.
Therefore, the intent is to suggest how this research assists the daily practice of mental
health professionals working alongside mental health patients. Clinical problem solving

requires a) the application of best practice options evidenced by sound research b) an
approach to practice which is cognisant of legal responsibilities under mental health and

associated legislation and

c) the underscoring of practice with ethical

reasoning.

International evidence is accumulating that has the potential to guide clinicians in
implementing civil commitment. This thesis adds to and reinforces this understanding.
However, this understanding remains partial and therefore uncertain; a not uncommon
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notion in clinical practice. As stated "decision-making in a state of uncertainty is, of
course, the lot (and the art) of the clinician" (Simpson.2003a, p. a83). However, in the

light of this uncertainty, it is important to consider the extent to which the state of the
present evidence is informed by both legal requirements and ethical reasoning. Thus,

the intent of this chapter is to firstly present the state of the evidence and secondly
explore legal requirements and ethical reasoning that supports the evidence.

Vignette.
Given that the intent of this chapter is to inform clinical practice, the central issues
under consideration are framed within the context of a hypothetical clinical vignette:

old.

He comes fiom a loving but not very available

family. He did well at school, in

studies, sport and socially, but never seemed to

George is nventy-three years

succeed at tertiary studies. He declined

in his ability to care for himself and developed

ideas that he had discovered a new mathematical theorem, and had direct contact

with

God. His family grew increasingly concerned for him and when he was aged twenty
asked that he be assessed by mental health services. He received

a diagnosis of

schizophrenia, was offered treatment but refused it and was lost to follow up.

Over the last 3 years he drifted from flat to flat, and worked a little as a labourer and
abused cannabis and was arrested by the police

for minor public order offences. When

his father became involved in trying to engage him with treatment, he

became

increasingly suspicious of the motivation of his father and police, believing his father
was evil and that the police were his agents. He threatened to

kill his father if

the police

contacted him again and refused any further contact from his family.

274

This vignette presents problems confronted by people with serious mental illness. A
promising life is intemrpted, self care declines, the person's capacity to competently
understand the motivations

of others to help is compromised and relationships with

family suffer. Potentially useful treatment is spumed, the wrong psychoactive
substances chosen

and risk to others emerges. Since the process of

deinstirutionalisation, an identifiable group of patients has emerged with difficult to
treat conditions, whose problems are more severe, or take longer to resolve, than those

patients commonly

in mental health services. They are frequently young men, of

minority ethnicity and suffer co-morbid mental illnesses. They often have poor
engagement with services and are non-compliant with medication.

The crucial question is how do clinicians respond to the needs of such people, when
they present to services (often late and very unwell), when they present via judicial or
correctional services and when they require care and treatment after they leave inpatient
services (sometimes when they are still unwell)'? One solution involves the use of civil

commitment. However, its use is contentious and leads to vexing questions. However
does

civil commitment work? How is it experienced by patients? How can clinicians

deliver

it in

Consideration

an acceptable and respectful manner to achieve maximum benefit?

is now given to the

research that provides some answers

to these

questions.

Does civil commitment work?
No randomised clinical trials assessing the utility of civil commitment in psychiatric
emergencies have been undertaken. Attempts

to randomly

allocate patients to

compulsory admission have failed for reasons of clinicians feeling that the risk is too
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important a decision to subject

it to randomisation (Zwerling et al., 1978). There are

some quasi-experimental comparison srudies, the findings of which are equivocal (see

discussion Chapter 3, p.

5l).

This lack of evidence limits an understanding as to

whether acute compulsory admission improves clinical outcomes or reduces the risk

of

harm.

There have been two controlled, randomised studies of outpatient commitment which
have provided inconclusive, but suggestive, findings (see discussion in Chapter 12, p.

199). The Bellevue Srudy found that there was a reduced median length of stay in
hospital for those patients who were assigned outpatient commitment, but that this
reduction was not statistically significant. Similarly, there was no significant impact

from the use of outpatient commitment on arrest rates, quality

of life, symptom

reduction or levels of treatment compliance (Steadman et al., 1999; Steadman et al.,
2001).

The Duke Mental Health Study is more suggestive of outpatient commitment being
efficacious (Borum et al., 1999; Swanson, Borumo Swartz,

&

Hiday, 1999). Those

patients who received prolonged involuntary outpatient treatment (greater than 180
days) had significantly reduced rates of violent behaviour and reduced readmission rates

to hospital and length of stay in hospital. The researchers suggest

involuntary

outpatient treatment appeared to achieve this benefit by addressing substance misuse,
medication adherence and regular engagement with services. Although these findings

are contentious, this research is at least suggestive

of the efficacy of

outpatient

commitment for those with serious mental illness (Appelbaum, 2001).
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How is it experienced by patients?
There

is

some suggestion that potential efficacy

is offset by patients'

negative

experiences of civil commitment as coercive. That the application of civil commitment

(legal coercion) automatically leaves patients with a sense of being coerced to the extent
that it creates a sense of mistrust and alienation, which leads to long term resentment of,

and disengagement with, mental health services (Gardner et al., 1993; Monahan et al.,

le95).

Within the last decade, a number of studies have investigated the a priori assumption
that legal status equates with patients' perceptions of coercion by measuring the levels

of coercion of patients who have recently undergone compulsory hospital admission
(see Table

l, p.43).

The results of these studies indicate that many patients experience

psychiatric hospital admission as coercive. They found that legal status is only a blunt

index in indicating whether a patient being admitted to hospital experienced coercion.
Some voluntarily admitted patients found the process

of admission

coercive, and a

sizeable minority of involuntary patients found the process non-coercive.

The findings of this thesis within the acute psychiatric services and forensic psychiatric
health services in New Zealand support the notion that legal status is only a broad proxy

for the level of coercion patients' experience, as some voluntarily admitted patients
found the process of admission coercive, and some involuntary patients found the
process non-coercive. Broad proxy means that legal status gives a gross indication

of

the level of coercion a patient may experience rather than a definitive projection.

Comparison between the findings of the three studies in this thesis needs to be cautious,

given that the studies occurred in different locations at different times. However,

a

broad comparison between the findings cognisant of the discrete nature of these studies
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is of clinical relevance. The highest mean level of coercion in the three studies was
experienced

by

admissions

to forensic

psychiatric services closely followed by

admissions to acute general psychiatric services.

ln comparison, the level of coercion

experienced by involuntary outpatients appeared modest. This is understandable given

that the philosophical underpinnings of outpatient commitment in New Zealand
advocates for treatment in the least restrictive environment, which has a lesser degree

of

intrusion on personal liberty.

The level of coercion experienced by involuntary oupatients was only marginally above

that experienced by voluntary inpatients, though

it

was statistically higher

than

voluntary outpatients (the sample based on legal status that experienced the lowest
levels of coercion). The level of coercion experienced by voluntary inpatients requires

specific comment, given that voluntary admission should be initiated on the basis on
informed consent and thus be coercion free. Coerced voluntarism is not uncommon

within acute in-patient services (Lovell, 1996). In this thesis, the experience of coerced
voluntarism related in part to a group of voluntary admissions whose legal status was
changed to involuntary status within a week of being admitted to hospital. This is a

group of patients who may feel dissatisfied that their initial consent to treamsent was

overridden. Such changes may be unavoidable but clinicians need to be aware of the
coercion experienced as a result. ln the community, there was little evidence of coerced

voluntarism. These findings give some indication that voluntary treatment in the
community mental health services is entered into on the basis of informed consent, as
one would expect.
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How can clinicians best deliver civil commitment
Assessing who is coerced
Regardless of where perceived coercion occurs, there remains a clinical obligation to
assess when

it is evident and intervene so that its impact is limited.

This clinical

responsibility is made difficult in that there is minimal indication in the demographic or

clinical profile of patients as to who may or may not experience coercion.

With regard to demographic characteristics there is some indication that patients with

a

high level of education experience a greater sense of coercion during the admission
process (Cascardi

&

Poythress, 1997; Hiday et

al., 1997\. These findings

were

strengthened by similar findings in the inpatient psychiatric services in New Zealand.

lt

is posrulated that this relates to expectation of the event of civil commitment and not
necessarily the experience of the event

itself.

Better-educated people are likely to be

more autonomous in their daily lives and experience a greater loss of autonomy or
control on being compulsorily admitted to inpatient psychiatric services.

This does not imply that clinicians should attend only to those who experience a high
level of autonomy in their daily lives in ameliorating against the experience of coercion,

but should assess the role of expectation as well as the experience of admission. So

called 'disadvantaged' groups including ethnic minorities, indigenous peoples, and
those from low socio-economic groups do not register as being as coerced during the
process of involuntary hospitalisation. However, people in these disadvantaged groups

may not experience the same sense of autonomy in their daily lives compared to those

from other groups. Their anger, disempowerment, and associated sense of helplessness
may be broader than the actual event of civil commitment. These are groups of people

who often have poorer treatment outcomes and service non-engagement. ln the New
Zealand context, Maori and Pacific Island peoples' re-admission rates are increasing at
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a time when the rate of Pakeha (the majority culture of European background)

is

decreasing (Te Puni Kokiri, 1993). ldentification of coercion in relation to such group
membership requires clarification of the specific context within which the sense of lack

of autonomy occurs.

In

considering clinical factors during assessment, diagnosis

or past admission to

hospital appear to relate little to the level of coercion experienced. Rather

it is the

emotional state at the time of admission or treaunent that gives the greatest indication

of

patients' perception of coercion. Those patients who are angry are more likely to feel
coerced, while conversely those feeling happy or relieved are more likely to feel less

coerced. This relates to whether patients are being admitted to psychiatric inpatient
services, being admitted to forensic psychiatric services or receiving treatment in the

community.

Objective coercion (in the form of the controlled use of physical force to bring about
compliance) is permissible during the assessment phase of civil commitment in New
Zealand

law. It is intuitive to speculate that such coercive events as physical resffaint,

seclusion, the use of handcuffs during transfer to hospital, and the presence of the police

or corrections staff would automatically be experienced as coercive. However, this is
not the case and coercive events apart from police involvement do not explain the levels

of coercion perceived in the New Zealand context. Police involvement during the
admission process should alert clinicians that patients may feel more coerced.

Given the lack of demographic and clinical factors that are associated with perceived
coercion, there is some value during the assessment process in determining the presence

of coercion through screening. The Perceived Coercion Scale consists of five items,
which takes approximately five minutes to administer and provides a reliable

and
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validated lneasure of a paiient's perception of coercion. (Gardner et al., 1993). This tool
although designed for research purposes could constitute a useful clinical measure.

Avoidance of negative pressures.
The assessment of patients' perceptions of coercion incorporates an ethical and moral
obligation to consider evidenced-based management strategies, which reduce this sense

of coercion. As stated, feelings of coercion cannot be fully explained by identifiable
incidents that occur throughout the admission and treatment process. Rather they relate
to the total experience of civil commitment. This includes the processes of interaction
between patients and clinicians.

The pattern of communication adopted by the clinician is crucial in this regard. Patterns

of communication that have been shown to significantly increase patients' experiences

of coercion are those based on the use of threat and force. The use of
leads patients

to feel that the

consequences

for them will be worse

these pattems

if

they resist

hospitalisation and treatment (Hoge et al., 1997: Lidz et al.. 1995). The impact that
perceptions

of force and threat have on perceptions of coercion is marked and

is

reinforced by the findings of this study. Therefore situations where these perceptions
arise should be avoided whenever possible.

However, situations do arise when forceful actions are deemed necessary.
situations a perception

of coercion can be expected and unavoidable.

ln such

Considerable

clinical skill is required to initiate effective interpersonal communication methods that
can be used in these difficult situations.

ln

such unavoidable circumstances,

it is

imperative that perceived coercion is evaluated and managed reffospectively through
debriefing.
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Enhancement of positive pressures
Persuasion is the most common approach to communication used in acute mental health

care settings (Harris

& Morrison, 1995): along with prornises,

patients being befter

off if they accept admission. The use of both persuasion and

promises do not impact on the experience

of

persuasion focuses on

coercion, and constifute acceptable

communication patterns during civil commitment in inpatient services. However in this

thesis. the use

of

persuasion

in the community

context was associated with

a

significantly higher rate of perceived coercion and its judicious use is recommended.

With 'disadvantaged groups' within society, innovative management strategies outside
of the clinician-patient, therapeutic relationship may be required. In the Maori context,
management strategies involve seeing the whanau (family) as the unit

delivery, and not the individual patient (Durie, 1998; Simpson

of

service

& Tapsell, 1999).

lnnovative management strategies are required, which acknowledge the social and
cultural systems to which people belong.

Procedural justice
Intemational research has found that including patients

in

proceedings that are

experienced as fair and just (procedural justice) have a marked impact on patients'
perceptions

of coercion during civil commitment (MacArthur Foundation Research

Network on Mental Health and the Law, 1998). These studies have found an inverse
correlation between patients' perceptions of aspects of procedural justice and patients'
perceptions
associated

of coercion. Higher levels of perceived procedural justice are strongly

with lower levels of the negative feelings of coercion. Therefore

the

application of these principles is important irrespective of legal starus. This research
categorically supports these findings, though there

is some indications

procedural

justice has an impact that is more crucial at the time of admission to hospital, than in the
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context of on-going community care and treatment. when long term continuity of care is
evident.

Procedural justice places obligations on health professionals to include patients in fair

decision-making processes (Lidz et al., 1995). The experience of procedural justice is
multi-faceted and includes three distinct components: a perception by patients that the
decision-making processes are

fair and just, that they are actively included in

the

processes, and that professionals or authorities involved exhibit personal qualities that

& Tyler,

are congruent with the intent of the processes (Lind

1997; Tedeschi

&

Felson, 1994: Tyler,

procedural justice gives recognition

1992).

1988; Rohl

Involvement

of a person's social

&

Machura,

in the process of

standing, and reafftrms

psychological feelings of self-esteem, self-worth and a sense of personal security (Tyler,
t992).

The first component of fairness and justice requires the processes of civil commitment

to be ffansparent, consistent and free from bias, through equal representation

and

consideration of all the parties involved. The reasons for outcome decisions need to be

clarified and appeal proceedings evident (Rohl, 1997; Schmidt, 1997; Wasserman,

L997). Accurate and relevant information must be given concerning these

processes

(Lind et al., 1990). The second component concerning active inclusion in the decision-

making processes involves patients being able

to voice their concerns

either

independently or by having sufficient opportunity to brief those professionals who

represent their interests (Schmidt,

1997\. Voice must be

accompanied

by

the

experience that what is said is taken into consideration in the decision-making process

(validation). The third component concerning the personal qualities of professionals or
authorities includes the ability to exhibit genuine concem, respect, freedom from vested
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interest, and a focus on the well-being of the patient (Lind et al., 1997; Lind & Tyler,
1

988; Wasserman, 1997\.

Clinicians are ethically obligated to observe proceduraljustice principles to reduce and

minimize patients' perceptions of coercion. Within the New Zealand context, this
research indicates

that procedural justice principles are usually

successfully

implemented but there is also a need for improvement. The majority of those patients

involved in the research experienced respect, genuine concern and fairness, in the
decisions made to admit them to hospital and in the community concerning decisions
about their treatment. This is a credit to those health professionals involved, given the

acuity of illnesses, the requirement of legislation to initiate compulsory assessment and
treafinent, and in some cases the coercive nature of the environment that preceded civil
commitment.

However, this research suggests almost half

of the involuntary inpatients did not

perceive voice or validation during the admission process. Voice and validation are
conveyed by clarity in communication, listening with intent, and then making decisions,

which validate the process of open, constructive dialogue. Professional development
through post-graduate education or clinical supervision is needed to assist health
professionals to develop the advanced interpersonal communication skills required in
complex situations during the implementing of civil commitment.

In

adherence

to the principles of procedural justice, there is also an obligation on

clinicians to give adequate information about the processes patients are involved in
during civil commitment. Despite this obligation, there is a perception by patients that
clinicians fall short in this responsibility. This perception may relate to the depth of
information; the frequency of which information is given during the potentially stressful
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admission process: and the mode of information transmission in relation to individual

patient learning styles and pattems

of illness. There is certainly a need for

health

professionals to regularly evaluate the ability of patients to retain information given.

The over representation of Maori and Pacific Island peoples in mental health services in

New Zealand (Te Puni Kokiri, 1993) and the obligation of mental health services in
New Zealand to implement the principles of the Treaty of Waitangi in service provision

(Mental Health Commission, 1998), highlight the need for the integration of culturally
specific expertise in enhancing procedural justice principles. Education and supervision
to enhance procedural justice should involve expertise that facilitates understanding

of

culturally specific communication pattems

It is suggested that the link between perception of procedural justice and perception of
coercion is so conclusive that there is a need to consider experimental research which
enhances procedural justice

in

order

to

reduce patients' perceptions

of

coercion

(MacArthur Foundation Research Nenvork on Mental Health and the Law, 1998). A
word of caution is necessary in proceeding at such a pace. The concept of procedural
justice lacks a measure to enable it to be studied as a dependent variable in its own right
(Bora, 1997; Rennig. 1997). There is a danger that an enthusiasm over the potential for
evidence-based clinical guidelines

in the application of procedural justice

principles

during civil commitment may bypass the rigorous academic research still needed to

clariff the practical application of

the concept.
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Legal responsibilities.
The intent of the legislation
Given that the evidence-based knowledge required to develop clinical guidelines is still

evolving,

it is important to consider the extent

that the legal framework

commitment supports the clinical obligation to diminish

a

sense

of

of

civil

coercion and

enhance procedural justice.

The New Zealand Mental Health (Compulsory Assessment and Treatment) Act 1992
espouses treatment

in the least

restrictive environment with the presumption that

committal should ideally be initiated in the community (Bell, 2003; Mclvor, 1998).

Broadly the least restrictive alternative "requires that treatment should be no more
harsh, hazardous, intrusive,

or

restrictive that necessary to achieve legitimate

therapeutic aims" (Keilitz et al., 1985, p. 692). This philosophical underpinning of the

current New Zealand legislation can be viewed as a means of limiting the impact of
compulsory treatment on the human rights of those people subject to

it i.e. its overt

intent is to diminish objective coercion and the corollary of subjective coercion.

In the United

States, a further model

of civil commiftnent

has evolved which targets a

sub-group of people suffering from chronic and serious mental illness. This population

was seen as re-cycling through a process of admission to hospital, release into the
community, non-compliance with treatment services, de-compensation of mental health
status, associated risk of harm to self or others and subsequent re-admission to hospital

(the revolving door syndrome).

In response, a model of outpatient commitment evolved referred to as preventative
outpatient commitment that targets the prevention of illness relapse of those persons

with serious mental illness. This contentious model is based on altering the comminal
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standards from an emphasis on current presentation of mental illness and imminent risk

of harm, to

standards based on a history

of previous patterns of mental illness

and

associated risk of harm to self or others. This model has been criticized on the basis that

this change in the committal standards usurps the ethical value placed on the patient's
autonomous decision-making ability (see Chapter

1

l, p.177).

Although the preventive model is not clearly articulated in the current legislation in

New Zealand, its use is facilitated by a legal definition of mental disorder, which
stipulates that an "abnormal state of mind" can be either "continuous or intermittent". It

is the presence of intermittent mental illness that allows Community Treatment Orders

to be used proactively to prevent the deterioration associated with future illness and

risk. In this study it

appears that some participants were subject

to

Community

Treatment Orders as a preventive measure. However, there is little evidence that this
approach was perceived coercively and therefore compromised the intent of diminishing
coercion through treatment in the least restrictive environment.

Procedural justice
Given the evolving evidence of the value of implementing procedural justice within the

ethically fraught domain

of civil

commitment,

it

appears necessary

for

health

professionals' obligations to use procedural justice to be reinforced as responsibilities
embedded

in mental health legislation. Whether by design or good fortune, this

already occurred

in the New

Assessment and Treatment)

has

Zealand context. The Mental Health (Compulsory

Act 1992 emphasizes fairness through patients' rights to

legal representation, review and appeal mechanisms, and the appointment of
independent lawyers to oversee the intent of the Act (Betl

& Brookbanks, 1998). There

is also an explicit obligation on health professionals to provide information concerning
these processes (Department of Health, 1992\. Voice and validation are emphasized
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through the obligation on health professionals to attempt to gain informed consent
throughout the processes of involuntary assessment and treatment (Bell, 1992; Bell &
Brookbanks. 1998), and respect is emphasized with regard to patients'cultural identity,
language, and belief systems (Department

of Health, 1992). These responsibilities

apply to whether civil commitment occurs within the context of general inpatient
psychiatric services, forensic psychiatric services or in the communify.

Ethical justification
Given the evolving evidence for the implementation of procedural justice during the
process

of civil commitment, grounds for its application should be underscored by

reference to ethical considerations. As mentioned before, patients have the right to

autonomy (freedom of choice in decision-making) concerning their own well-being
(Mackay, 1990). This places obligations on health professionals to foster this right even
in circumstances in which this right can be ultimately wavered (as in civil commitment).

The emphasis on voice, validation and information-giving in the principles of
procedural justice

is to enhance patients' decision-making

capaciry and autonomy.

Application of procedural justice is therefore ethically justified by this intent.

Furthermore, procedural justice emphasizes
professionals involved

the personal qualities of

in the decision-making process.

health

These qualities include the

ability of the health professional to convey genuine concern, respect, and freedom from
vested interest. ln doing so, proceduraljustice places value on the relationship between

clinician and patient, and adds an emotional dimension to a rights-obligation framework

of ethical

reasoning, which traditionally values cognitive reasoning with emotional

detachment (Beauchamp

& Childress,

1994).
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Justification for the emphasis on the qualities exhibited by the health professional in
applying procedural justice is provided with reference to an 'ethic of care' (Beauchamp

&

Childress, 1994). The ethic of care is a theory of moral reasoning, which places

value on the quality of interpersonal relationships and the human attributes required to

sustain this relationship. Caring

in this context refers to "care for, emotional

commitment to, and willingness to act on behalf of. persons with whom one has a

significant relationship" (Beauchamp

& Childress,

1994,

p. 85). The interpersonal

relationship requires compassion, care, concern, respect, kindness, and empathy, which
fosters

trust. Within this framework, the expression of emotion is viewed as morally

correct behaviour rather than an impediment to moral reasoning.

Procedural justice brings both

a rights-obligation framework and an ethic of

care

framework to moral reasoning. ln doing so, it appears to be an ethically valid response

to the need to diminish patients' perceptions of coercion during the implementation of

civil commitment. Proceduraljustice principles

are an embarrassingly simple means

of

lessening the impact of coercion, and intuitively increasing the potential for beneficial
patient outcomes during compulsory treatment (Hopper, 1996)

Conclusion
Civil commitrnent remains a vital component of the treatment of those with

serious

mental illness. Civil commitment involves a process and is not a discrete event.
Furthermore,

in

accordance

environment, the process

with the model of treatment in the least restrictive

of civil commitment extends beyond involuntary inpatient

treatment into community based treament programmes. The process also extends into

voluntary therapeutic relationships that occur outside of the legal parameters associated

with civil commitment, but in which civil commitment might become a management
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strategy when the patient has other illness episodes. However, the findings of this study

indicate that the issue
consideration of

of coercion experienced by patients is greater than a mere

civil commitment. There are formal and informal social mechanisms

and other legal processes that influence the experience.

Although knowledge of the effect civil commitment has upon patients and its efficacy
may be limited, some early results now position us to be able to apply evidence-based

principles to its application. It is clear that the process, along with hospitalisation for
mental illness in general, can generate powerful feelings for patients and these need to

be understood and sought in every case. Furthermore,
processes can be implemented

sense

of

I

have shown how clinical

in order to reduce the negative feelings by enhancing

a

procedural fairness. Incorporating patients' views regarding compulsory

treatment into future treatment planning would also seem a valuable step to take.

In the

absence

of

evidence-based criteria during the admission phase, grounds for

universal guidelines concerning the application

of

practice principles must be

underscored by reference to legal requirements and ethical considerations. Thus, the

following approaches to clinical practice during civil commitment are recommended
based on the evidence indicated, legal requirements and ethical reasoning: first, inform

the patient as much as possible in the emergency circumstances about the issues and the

options that are being considered. Persuasion is not associated with the experience

of

coercion unlike the use of threat or force, but its judicious use needs to be considered
during outpatient commitment. Second, give the patient the oppornrnity to express their

views and treat them with respect even should the patient's preferences be overridden.
Third, maintain an awareness of the type of feelings the person may have and their need
to feel informed and involved in the decision-making processes that continue under civil
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commitment. Encourage a climate within the inpatient setting, where a patient is well
informed and their feelings about admission and treatment can be aired and worked

through. Last, later in the clinical process, review with the patient their feelings
attitudes regarding the application of

and

civil commitment. It may well be possible to

establish an agreement regarding the application

of civil commitment during future

illness episodes.

However,

it is fair to

say that innovative attempts to balance utilitarian

and

in the development of legislation, are stronger

than

deontological moral viewpoints

similar attempts in clinical practice. Accordingly, there is a need to be guided by
approaches in the

law. Legislation should be seen not as an adversarial challenge but as

a potential means of extending the realms of present practice. The ideal of merging
evidence-based best practice, ethics and the law to determine management strategies

during the process of civil commitment is complex and challenging. However, one
common theme emerges in regard to all three approaches. The enactment
commitment ultimately allows
assessment and treatment

of

a 'doing to'

approach

people experiencing

to clinical practice,

of civil

whereby

a mental illness can be forced.

However, throughout the implementation of civil commitment, the law, evidence-based
practice and ethical reasoning all emphasize a 'doing with' approach to practice. This
emphasis must be constantly at the forefront

of any clinical approach to compulsory

treatment and care.
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the Thesis
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McKenrra B.G., Simpson A.l.F. and Coverdale. J.H. (2004). Outpatient commitment
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2003

Outpatient commitment in New Zealand: A comparison study. 28th
International Congress on Law and Mental llealth. Sydney,
September.

2003

Patients' perception of coercion: practical solutions to a complex problem.
Earth, Sky and No 8 Wire. Australian and New Zealand College of
Mental Health Nurses zgth International Conference. Rotorua.
September.

2000

Patients' perceptions of coercion on admission to forensic psychiatric
hospital: The role of expectation. 25th Anniversary Congress on Law
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293

2000

What is the role of procedural justice in civil commitment? Australian
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Zealand College of Psychiatry. New Zealand Conference. Dunedin,
September.

t999

Patient perception of coercion on admission to acute mental health
services. The Celebration of Scholarship Conference. School of
Nursing and Midwifery. Auckland Institute of Technology.
Auckland, July.

999

The pivotal role of procedural justice in relation to patient perception of
coercion on admission to acute inpatient services. 24th International
Congress on Law and Mental Health. Toronto, Canada. June.

t999

Patients' perception of coercion in relation to voluntary and involuntary
admissions to acute psychiatric services. 24th International Congress
on Law and Mental Health. Toronto. Canada. June.

t999

Patients' perception of coercion: a comparison between admission to
general and forensic mental health services in New Zealand. The

I

International Forensic Mental Health Conference. Melbourne.
Ausffalia, October.

r999

Patients' perception

of

procedural justice:

a

comparison between
in New Zealand.
Health Conference.

admission to general and forensic mental health services

The 1999 International Forensic Mental
Melbourne" Australia. October.

1998

Patients'perception of coercion on admission to psychiatric services. The

Annual Meeting of the Forensic Section of the Royal Australia and
New Zealand College of Psychiatry. Coolum, Queensland, Australia,
September.

294

Appendix 2 - Consent Form for Sections 1 and 2
Title of Project: Patients Percention of Coercion on Admission under the Mental Health
(Comnulsorv Assessment and Treatment ) Act 1992 to Forensic and General Mental
Health Services

Brian McKenna

Principal lnvestigator:
Name of Patient or Subject:

Age:

English

I wish to have an interpreter.

Maori

E hiahia ana ahau

ki tetahi tansata hei korero Maori ki

_

years

Yes

No

Ae

Kao

ahau.

Samoan

Oute mana'o e iai se fa'amatala upu.

Ioe

Leai

Tongan

'Oku fiema'u ha fakatonulea,

Io

Ikai

Cook Island

Ka inangaro au i tetai tangata uri reo.

Ae

Kare

Niuean

Fia manako au ke fakaaoga e tagata fakahokohoko vagahau.

E

Nakai

I have heard and understood an explanation ofthe research project I have been invited to take
part in. I have been given, and I have read, a written explanation of what is asked of me, and I
have had an oppoffunity to ask questions and to have them answered. I understand that I may
withdraw from the project at any time and that. if I do, my rnedical care will not be affected in
any way.

I give consent for my Responsible Clinician to allow the researcher to have access to my
medical records for the purposes of obtaining information relevant to this study.
I consent to take part as a subject in this research.
subject

Signed:

In my, opinion consent was given freely and with understanding.

Witness name (please
Consent obtained bv

print)
Name

Date

Witness signature
Sienature
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Appendix 3 - Gonsent Form for Section

3

Title of study:
Patients' experiences of coercion during treatment: A comparison between
involuntary mental health patients in the communit-v and voluntary mental health
patients in the community.
Yes

No

Ae

Kao

Oute mana'o ia iai se fa'amatala upu.

Ioe

Leai

Tongan

Oku ou fiema'u ha fakatonulea.

lo

Ikai

Cook Island

Ka inangaro au

i

Ae

Kare

Niuean

Fia manako au ke fakaaoga e taha tagata fakahokohoko kupu.

E

Naka

English

I wish to have an intemreter.

Maori

E hiahia ana ahau

Samoan

Other languages

ki tetahi kaiwhakamaori&aiwhaka pakeha korero.

tetai tangata uri reo.

to be added following

consultation with relevant

communities.

I have read and I understand the information sheet dated May l. 2000 for volunteers
taking part in the study designed to consider patients' experiences of outpatierrt
treatment. I have had the opportunity to discuss this study . I am satisfied with the
answers I have been given.

I understand that taking part in this study is voluntary (my choice) and that I may
withdraw from the study at any time and this will in no way affect my continuing health
care.

I

understand that my participation in this srudy is confidential and that no material
which
could identify me will be used in any reports on this study. I understand that I can have
a support person with me during the interview if I so wish.

I have had time to consider whether to take oart.
YES/NO

I wish to receive a copy of the results
YES/NO

(full name) hereby consent to take part in this
study.
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Signature (or proxy consent).
Date.

Name of witness.
Signature of witness.

Full names of

Rescarcher:

Brian McKenna.
Contact Phone Number tbr researcher. 307 991 0. Ext 7 163
Project explained by.
Project rolc.
Signature.
Date.

(Note: A cop-r o.l'the consent.fitrm to be retained br participctnt and (in lhe case o.[patienls) a
copt to he placed in the medicol./ile.)
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Appendix 4 - Patient Information Sheet for
Section 1

"Patients Perception of Coercion on Admission under the Mental Health
(Compulsory Assessment and Treatment) Act 1992: a Comparison between
Involuntary and Voluntary Admissions to Acute Inpatient Psychiatric Services".
As a patient in this hospital. you have recently been admitted under the Mental Health
(Compulsory Assessment and Treatment) Act 1992. This law enables assessment and
treatment to take place, even if you do not want it to occur. However, the law requires
that if compulsory assessment and treatment takes place, that it must be done in a way
that is fair and just, and in a way that acknowledges your human rights.

A snrdy is being done in this hospital to try and get patients views as to whether they
feel their assessment and treatment during admission under the Mental Health Act is fair
just, or on the other hand unfairly forced upon them. It is intended to compare the
views of patients under the Mental Health Act and "involuntary" patients. This srudy
also compares the views of patients who come into forensic mental health services (that
is services for people with mental health issues who come into contact with the law),
and general mental health services. The srudy is called " Patients Perception of
Coercion on Admission under the Mental Health (Compulsory Assessment and
Treatment) Act 1992: a Comparison between Forensic and General Mental Health
Services".
and

This srudy is being undertaken by myself as a university srudent, and is supervised by a
senior lecturer at the University of Auckland who is also a psychiatrist.

I would like to invite you to take part in this study. You do not have to take part in it.
Your care will in no way be affected if you do not wish to take part. If you do decide to
take part, you have the right to withdraw that decision at any time.

Taking part in this study involves you answering 'otrue", "false" or "don't know" to l6
questions I will ask you. This survey takes about 20 minutes. I then take the replies
away and compare them with approximately 100 similar surveys I hope to undertake
with other patients.

I will also require your permission to view your file to get information about your age,
culture. diagnosis, and past psychiatric history. This information is confidential to me
and my supervisor, and nobody would be able to identifu you from the study. You have
the right to access the personal information I have about you at any time

I

have deliberately waited a week after you have been admitted to invite you to
participate, in order to allow you time to settle in. I would also need to talk to your
"Responsible Clinician" as to whether you are well enough, and settled enough, to be
involved in the studv.
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I will

grve you tilne to eonsider the invitation, and wiill renrrn in 48 hours to receive
your reply. Xn the meantime if you require any infonnation eontact me:-

Brian MsKe.nna, 3A7.9919 ext ?163, at any time. Just leave a message and I will
contact yon as sooa as possible. Feel free to also talk the decision over with family,

stafr, or any body else Srou choosE. If yotr have any queries or concerns iegarding you
rights as a participant in this research you may contast the Health Advocates Tnrst, ph.
638-9638.
trf you decide to be a partieipant, and would like to how the results o the studyf please
tell me and I will let you know when the study is,completrd early next year,

Many thalkso
Bdan McKenna.
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Appendix 5 - Patient Information Sheet for
Section 2

"Patients Perception of Coercion on Admission under the Mental Health
(Compulsory Assessment and Treatment) Act 1992: a Comparison between
Forensic and General Mental Health Services".

As a patient in this hospital, you have recently been admitted under the Mental Health
(Compulsory Assessment and Treatment) Act 1992. This law enables assessment and
treatment to take place, even if you do not want it to occur. However. the law requires
that if compulsory assessment and treatment takes place, that it must be done in a way
that is fair and just, and in a way that acknowledges your human rights.

A study is being done in this hospital to try and get patients views as to whether they
feel their assessment and treatment during admission under the Mental Health Act is fair
just, or on the other hand unfairly forced upon them. This study also compares the
views of patients who come into forensic mental health services (that is services for
people with mental health issues who come into contact with the law), and general
mental health services. The study is called "Patients' Perception of Coercion on
Admission under the Mental Health (Compulsory Assessment and Treatment) Act
1992: a Comparison between Forensic and General Mental Health Services".
and

This srudy is being undertaken by rnyself as a university student, and is supervised by a
senior lecturer at the University of Auckland who is also a psychiatrist.

I would like to invite you to take part in this study. You do not have to take part in it.
Your care will in no way be affected if you do not wish to take part. If you do decide to
take part, you have the right to withdraw that decision at any time.
Taking part in this sfudy involves you answering "true", "false" or "donot know" to l6
questions I will ask you. This survey takes about 20 minutes. I then take the replies
away and compare them with approximately 100 similar surveys I hope to undertake
with other patients.

I will also require your permission to view your file to get information about your age,
culture, diagnosis, and past psychiatric history. This information is confidential to me
and my supervisor, and nobody would be able to identifo you from the study. You have
the right to access the personal information I have about you at any time

I have deliberately waited a week after you have been admitted to invite you to
participate, in order to allow you time to settle in. I would also need to talk to your
"Responsible Clinician" as to whether you are well enough, and settled enough, to be
involved in the study.
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I will

give you time to consider the invitratior\ and will return in 48 hours, to receive
yourrepily. In the rneandme if you req,uira any information contact me.:-

Brialr MeKenna, 307-9919 ext 7163, at any time. Just leave a message and I will
oonta€t you as soon as possible. Feel free to also talk the decision over with farnily,
staff, or arty body else y.ou e,hoose. If you have any queries or ooncerns regarding your
rights as a participant in this resear,ch you may eontact the Health Advoeates Trust, ph.
638-9638.

If you decide to be a parlicipant, and would like to know the rezults of the study,
tell me and I will let you how w,hen the study is completed early next y'ear.

please

Ivlany thanks,

Brian McKenna.
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Appendix 6 - Patient Information Sheet for
Section 3

Title of the studv:
Patients' experiences of coercion during treatment: A comparison between involuntary
mental health patients in the communiry and voluntary mental health patients in the
communiry.

Introduction.

I

would like to invite you to take part in this study. Your participation is entirely
voluntary (your choice). You do not have to take part in it. Your treatment will not be
affected if you do not wish to take part. [f you do decide to take part, you have the right
to withdraw that decision at any time. You do not have to answer all the questions in
the survey, and you may stop the interview at any time.
About the Studv.

As a patient in this community mental health centre, you will either be receiving
treatment as a voluntary patient or as an involuntary patient under the mental health act.
If your treatment is under the mental health act it means that you can receive treament
even if you do not choose it. However if this occurs, the law requires that treamrent
must be done in a way that is fair and just, and acknowledges your human rights.

This study is being done in central Auckland to try and get patients' views on whether
they think their treatment is just and right, or on the other hand unfairly forced upon
them. We intend to compare the views of patients under the mental health act with the
views of voluntary patients.
The views of 140 patients will be sought. Of these, 70 will be patients under the mental
health act, and 70 patients will be voluntary patients. For those people under the mental
health act we are approaching every patient around the time of their clinical review
because this is the time when they are very aware about how treatment under the mental
health act affects them. Every patient around the time of their review will be approached
to be in the study until we reach the required number. For each participant under the act
who agrees to be in the study, we will approach a voluntary patient from the same
service to also be involved. This person will be of the same sex, culture, and of a
similar age as the person under the act.

Taking part in this study involves you answering a short survey requiring selecting a
response to a number of questions. We will also ask questions about you conceming
such things as age, culture, and living situation, and some questions about clinical
information (like your present diagnosis). tt will take about 30 minutes to complete the

302

survey. It will take place at a place that suits you
your home.

- either at the outpatient clinic or at

and a university student. I am undertaking this srudy as
part of my advanced education. This srudy is being supervised by Dr Sandy Simpson,
and Dr John Coverdale who are both psychiatrists and lecturers.

I am both a nursing lecturer

Benefits and risks,
The use of the mental health act for treatment in the community is new. This srudy will
help health professionals and those developing mental health laws to understand how
patients feel about this happening.

I realise that 30 minutes to answer questions is a long time to concentrate, and that
answering questions with a stranger can be a stressful time. This is why I asked your
key-worker to introduce me today. If you want any support person with you during the
actual survey that is fine. If you decide during the interview that you want a support
person, I will stop the interview until the support person can be arranged. I will report
back to your key-worker briefly following the survey on how I felt the interview went
(not on the detail of what was said).
Further information.

If you agree to participate, information

concerning you is confidential to me and my
supervisors, and nobody would be able to identifu you from the research. You have the
right to access this information I have about you at any time.
This study has received ethical approval form the Auckland Ethics Committee.
In the unlikely event of a physical injury as a result of your participation in this study, you will
be covered by the accident compensation legislation with its limitations. lf you have any
questions about ACC please feel free to ask me for more information before you agree to take
part in this trial.

Feel free to talk the decision over with family (whanau), staff or any body else you
choose. If you decide to participate feel free to bring any support people with you to the
interview (e.g. family, whanau or mental health worker).
I will contact you tomorrow to receive your reply to this invitation.

If you require any further information please contact me :Brian McKenna, School of Nursing and Midwifery,
Auckland University of Technology,
Private Bag, Auckland 1020.

Ph: 307-9910, Ext 7163, at any time. Just leave a message and
soon as possible.

I will contact you as

Or contact my supervisor:-
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Dr Sandy Simpson, Depaitnent of Psychiafiry and Behaviourat Scjenoes,
Universify of AucHnnd,
Ptivate Bag Auckland 1020.
Ph 37 3;7 5i99, Ext'6533.

If

you have any queries or'oon'eerns regarding yo:ru rights as a pa,rticipant in this
research yEu c?n contact the Health Advooatm Trust for their advice (Ph: 0800 555
0s ).
If you decide to be a parlicipant, and would like to know the results of the study, please
tell nae and X will let you know when the shrdy is completed towmd the end ofncxt year
(18 months after the study the study is to begin),

Manythanks,
Your.s sincerely,

Brian McKenna.
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Appendix 7 - Staff Information Sheet for Section

3

My name is Brian McKenna. I am a principal lecturer in the School of Nursing and
Midwifery at the Auckland University of Technology. I also hold a clinical position at
the Mason Clinic. The research outlined below is part of my PhD. The supervisors for
this research are John Coverdale, Sandy Simpson and Rob Kydd from the University of
Auckland. I am presently undertaking this research at the..... Centre, but need to
include other community mental health services in A+ in order to speed up the data
collection process. I am sending you this flyer which outlines the research, and outlines
the data collection process, in anticipation of a meeting with you which is being
determined by your management.

Full project title.
Patients' perceptions of coercion and procedural justice during treatment under the
Mental Health (Compulsory Assessment and Treatment) Act 1992: A comparison
between outpatients under Compulsory Treatment Orders and voluntary outpatients.
Summary
The Mental Health (Compulsory Assessment and Treatment) Act 1992 is a significant
treatment option for people with long term mental illness. The Act allows outpatient
treatment against a person's free will (coercion). The legislation also attempts to off set
perceptions of coercion by placing obligations on health professionals to include
patients in fair decision making processes ('procedural justice').
McKenna, Simpson and Laidlaw (1999) have found that there is a strong relationship
between legal status and patients' experiences of coercion on admission to acute
inpatient services in New Zealand. Furthermore, health professional application of
procedural justice principles acts as a buffer against patients' experiences of coercion.
We know little about the experiences of coercion and procedural justice for patients
under outpatient involuntary treatment. Reliable and validated measures of coercion
and procedural justice will be used to compare the experiences of recent treatment of
involuntary outpatients with that of voluntary outpatients.

I have gained Ethics Committee approval for this study and the approval of the Clinical
Director of Communitv Mental Health Services at A+.

Aims of Project

l.

To describe the experience of coercion and procedural justice during community
treafment.
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2.

To determine differences in the perception of coercion and procedural justice
between involuntary and voluntary outpatients.

3.

To determine a model of prediction for the perception of coercion of long term
outpatients.

4.

To validate a Procedural Justice Scale for use in clinical areas.

Participants
New outpatients within their first year of a CTO from selected community mental health
services in Auckland A+ will be approached to participate in the survey at the time of
their section 76 clinical review. Voluntary outpatients will be matched from the same
services and approached for their participation. Seventy outpatients on community
CTO's within their first year of treatment will be surveyed. A comparison group of 70
voluntary outpatients matched on the basis of primary Axis I diagnosis, service, age
(within 5 years either side), gender, and ethnicity rvill also be surveyed.
Proposed process for approaching participants for the research.
I understand that patients are seen for clinical reviews at predetermined times.

I will ring medical records on a weekly basis to determine the time of the interviews in
the following week. I am not allowed to have the names of the patients. I would
request the name of the key-worker and leave a message with that person that I will be
in the vicinity at the time of the appointment.
I understand that the key-worker is present at the clinical review.
Following the interview, the key-worker will introduce me, explain my role, and ask the
person if they are willing to talk to me briefly about the research.

If they agree then I will give the patient information about the research.
It is not imperative that the key-worker is present during the information session. If the
patient requested the key-worker to be present then that will need to be negotiated with
the key-worker (i.e. I may have to come back at a time that suits those involved).
Information giving takes about l0 minutes.
The patient may choose to give informed consent there and then, or may require time to
discuss involvement with others or think about involvement. In the latter case I will
enter into signing the consent at a time and location that suits the participant.

The consent does require a witness to the person's signature. This can be who ever I
can obtain at the time.
Once consent is obtained then the survey proceeds. The survey will take 20-30 minutes.
The patient has the right to choose a support person. It is then up to me to adjust to this
request. If that person is their keyworker, a convenient time will need to be negotiated
with all concerned.
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At the end of the interview I will make the point of contacting the keyworker just to let
them know the general tone of the interview (i.e leave them a message).
I realise that the service may have specific processes in place for Maori patients. Again
the onus is on me to adjust to these processes.
The matching of voluntary patients would need to be done with the person in charge of
medical records. Initial approach to see potential participants would need to be through
their key worker or therapist.

I realise while this process is occurring key-workers may be waiting around to provide
transport. If there is any way I can prevent causing inconvenience which are within the
policy requirements of the service (like giving people a lift home), then I will be pleased
to assist.

I realise that even though my intent is to minimise inconvenience to staff, my presence
will impact on the service. I would appreciate the opportunity to discuss the feasibility
of the above process with you at your convenience.
Many thanks, -Brian.

3W

Appendix 8 - The Inpatient Suley Questionnaire

ID

I

am nov, going to read ))ou some statements aboul your coming into the hospital this
time. Please answer either'true'or false'to the./bllov'ingstatenrents. Try to answer
each question individually, no matter hov, similar i! mav sound to another. Give I .for a
fi'ue answer.

True

l.
2.
3.
4.
5.
6.
7.
8.
9.

False

I felt free to do what I wanted about coming into the hospital.
People tried to force me to come into the hospital.

I chose to come into

the hospital.

I got to say what I wanted about coming into the hospital.
Someone threatened me to get me to come into the hospital.

It was my idea to come into the hospital.
I was threatened with commitment.
I had a lot of control over whether I went into the hospital.
I had more influence than anyone else on whether I came into the
hospital.

10.

How did being admitted to the hospital make you feel? Did it make you feel:

a.
b.
c.
d.
e.
f.
I

l.

Angry.
Sad

Happy
Relieved
Confused
Frightened

Those involved in admitting me to hospital did so out of concern for me.

12.

Those involved in admitting me to hospital treated me with respect.

13.

Those involved in admitting me to hospital seriously considered what I had to

say.

14.

Those involved in admitting me to hospital treated me fairly.

15.

Did anyone try to trick me, lie to me, or fool me into coming into the hospital?
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(reversed scored).
16.

Those involved in admitting me to hospital provided me with enough
information
what was happening.

about

PATIENT CHART REVIEW
The following information should be collected on everyone who consented to
participate.

1.

Service

I : Forensic

2:

Acute inpatient (Taharoto).

:
2:

Male

3 : Acute inpatient (Te Atarau).

)

Sex

3.

Age

4.

Ethnicity

I

Female.

Speci$ real age (within 1997).

I = Pakeha

: Maori
3: Samoan
4 : Cook Island Maori
5: Tongan
5: Other Pacific Island Cultures
2

7 = Asian

5.

Legal Status

8:

Other.

l:
2:
3:

Sec45
Assessment (Sec I
CTO (Sec 30)

l,

13, l5)

: Married
2: Divorced/Separated

6.

Marital Status I

7.

3: Widowed
4: Single
Education I : Up to and including secondary.
2: Fifth form completed
3 : Higher secondary
4: Tertiary

8. Patient's occupation.
SpeciS
9. Employment status I
2
3

: Full time

: Part time
: Homemaker
4: Student
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: Illegal occupation
6 - Incarcerated
7: Laid off
8 : Disabled
5

9

- Retired

10:

Leave ofabsonce

l1 - Unemployed

12:
13

10.

Sickne-ss

betefieiaryl DFB

= Olher

Residingwith....i...
lf the patient is living wiilr family, this question does notinclude siblings
or children. For exanple, if the patient lives with mother and three
sisters, code 4 - one pfiront.
I = Spouse ornon-rnarital siggifieant other

2: Both pareats
3 - One parent
4: One parent and parentls signifieant other
= Relatives (other)
6, = Friends
5

7

: Foster home

8

- Lives alone

9 = Boarding home

l0 = Group home, staffed community residence, struenrred
residential community

ll=Onstreet

t2: Temporary shelter
13 - State institution
14 = Prissn

11.

Has patient ever beeu involuntarily commi6ed to a psychiaftic hospital?

(not counting this admission)

1:Yes

2:No

12,.

Was patient ever heatod as a4 o-ufpatient (Sec 29)?

1-Yes

2:No

13.

Is this the first admission to (any) psychiatric hospital?

l:Yes

2=No

14.

Suicide preeipitating@admission:

1-Act
2 =Threat
3 : Ideation
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15,

Suicide atteuipts;(previoirs known*)
Actual nunrber.

16.

Violent assaults precipitating this adnission
I =Aet
2 = Threat
3 = Ideation.

17.

Violent assaults (previous knov,r'n)
Actualnrmber.

18.

Was'patient

brou$

to,hospital by polio*w-arden?

I =Yes

2-No

19"

Was, the patient handouffed at atry time during the hospitalisatisn

process?

I =Yes

2:

20.
_

No

Was patientresEained orheld do,ivn by hospital security or any other
OosPt"lpersonnel prior to being admittod?

2:No.

Zl.

Were Ih4 or other medicatio.ne administer,ed to the patient prior to
hoqpitalisation?

I =Ye$

2-No

22.

If'patient involuntary" were trey offered'voluotarlr admission?

1=Yes
,2

23.

=Ns

ddmission diagnosie -Axis l.
Speciff

l:psyehotic
2

24.

25.

- nonasyshotic

Admission diagnosis -.A,xis 2.
I = Cltrster A
2 = Cluster ts
3 = Cluster C
4 - Intellectual rtisability.
Seclusion (this admission only - other than routine night seolusion),
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l:Yes

2:
26.

No

Restraint (this admission only)

l:Yes

2:

FaculU

No

PHILSON LIBRAFY
of Medicine & lloalth Scmot
Park Road, Grafton
AUCKI,AND
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Appendix 9 - Prison variables added to the
Inpatient Survey Questionnaire for Section 2
I.D Number:

l.

Prison admitted from.
I : Mt Eden
2 : Auckland East
3 Auckland West
Other (specifu)

:
4:

2.

rl

:

Past admission to a forensic hospital.

I : Mason Clinic
2 : Oakley

!

3 :Other (speciff):
4: None

3.

Past imprisonment.

!

I =Yes

2:No

4.

Number of past imprisonments.

5.

Most serious offence ever convicted for.
I : Violence against person
2 : Property offence
3: Involving drugs
4: Offence against order
5 = Offence against justice (e.g. breach of bail)

6:
7:
8:

6.

!

Traffic
Other (speciff):
None

Most serious offence currently convicted for/charged with.
I : Violence against person
2 Properfy offence
3 lnvolving drugs
4: Offence against order
5 : Offence against justice (e.g. breach of bail)

!

:
:

6:
7:

7.

Traffic
Other (speciff):

Current prison status.
I Sentenced prisoner
2: Remand

:

!

313

8.

ln a'special uni't in prison prior to adrnission.

tr

l-Yes

2=No
9.

trn

astrip cell (e.g. round roon) prior to admission
I = Yes

I

2=No

10,

Restrained by prison staffprior to admission.

D

1:Yes
2

=No

I t.

Experieneed coercive events ftom other inmates prior to hospital.
1
Physical abuse
2 = Selnral abuse
3 = Tbreats
4 =None,

tr

t2.

Decieion to admit to hospital occurred at the timc of pending release.

tr

:

l:Ye$
2:No
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Appendix 10 - The Outpatient Survey
Questionnaire

Participant ID Number

I
I

I

am now going to read you some statements ahoul your most recenl experiences with
outpatient treatment. Please answer u,helher lhe statements relate to you all the time,
most o.f the time, sometimes, a liltle, not at all (card of possible answers provided). Try
to answer each question individuallv, no matter hov, similar it may sound to another.
Inlerviev,er to circle the response given.

1.

Those involved in my ffeatment do so out of concern for me.
the time: I
Sometimes: 3
Most of the time: 2
Not much: 4
Not at all: 5.

All

2.
3.
4.
5.
6.

People offer or promise me something to make me be treated.

Yes= I

No= 2

Don'tknow:

3

The way that decisions are made about my treatment is free from bias.
All the time: I
Sometimes : 3
Most of the time: 2
:
Not much
4
Not at all = 5.
People force me into being treated.

Yes= I

No= 2

Don'tknow:

3

Those involved in my ffeatment treat me with respect.
All the time : I
Most of the time :
2
Sometimes:
Not much = 4
Not at all: 5.

I chose to be treated.
Yes :l
No:

2

Don't know

=

3

3

7.

Those involved in my treatment really listen to what I have to say.
All the time = I
Sometimes: 3
Most of the time = 2
Not much: 4
Not at all: 5.

8.

Those involved in my ffeatment are free from bias.
All the time: I
Sometimes: 3
Most of the time: 2
:
Not much
4
Not at all:5.

9.

People try to talk me into being treated?

Yes: I

No: 2

Don'tknow:

3
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10.

I

l.

12.
13.

Those involved in making decisions about my treatment give me the reasons for
the decisions made.
All the time: I
Most of the time: 2
Sometimes = 3
Not much: 4
Not at all : 5.
I feel free to do what I want about being treated.

Yes: I

No: 2

Don't

know:

3

Those involved in my treatment treat me fairly.
All the time: I
Most of the time: 2
Not much: 4
Not at all : 5.
People threaten me to make me be treated.

Yes: I

No: 2

Don't know

=

Sometimes:

3

3

14.

Those involved in my treatment are working for my well being.
All the time: I
Sometimes: 3
Most of the time: 2
Not much: 4
Not at all: 5.

15.

Those involved in my treament try to trick me, lie to me, or fool me into being
treated
Sometimes: 3
All the time: I
Most of the time: 2
Not much :
4
Not at all = 5.

16.

I have more influence than anyone else does on whether I am treated.
Yes: I
No: 2
Don't know: 3

17.

Those involved in my reatment provide me with enough information about what
is happening
Sometimes: 3
All the time: I
Most of the time: 2
Not much: 4
Not at all: 5.

18.

I have enough of a chance to say what I want about my treatment.
: I
Sometimes:
Most of the time = 2
:
Not at all 5.
Not much: 4

All the time

19.

3

People threaten me with the mental health act to make me be treated?

Yes: I

No: 2

Don'tknow:

3

20.

The decisions made about my treatment are fair and just.
Sometimes: 3
All the time : I
Most of the time: 2
Not much: 4
Not at all: 5.

2I.

I have more control than anyone else does on whether I am teated.

22.

Yes: I

No: 2

Don'tknow:

3

There is a way by which I can object to the decisions made about my treatment.
Sometimes: 3
All the time : I
Most of the time = 2
Not much: 4
Not at all = 5.
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23.
24.

Those involved in nry treatment have my best interests at heart
All the time:
Most of the
Sometimes: 3
Not much
Not at all 5.

I
: 4

:

time: 2

It is my idea to be treated.

Yes: I

No: 2

Don't know

:

3

General questions

25.

Have you recently had contact with legal professionals (e.g. lawyers, a judge,
the district inspector) concerning your treatrnent since being on your CTO?

Yes: I

26.

Will

No= 2

Don'tknow:3

someone make you go hospital

Yes: I

No: 2

if you do not have ffeatment?

Don'tknow:

27.

Will

28.

Will

29.

Having treatment makes you feel angry?

someone involuntary admit you to hospital

Yes: I

Yes=

I

Don'tknow:

3

No: 2

Don't know

:

3

No: 2

Don't know

:

3

No= 2

Don'tknow:

3

No: 2

Don't know

:

3

Having treatment makes you feel frightened?

Yes: I

35.

Don'tknow:3

Having treatment makes you feel confused?

Yes: I

34.

No= 2

if you do not have treatment?

Having treatment makes you feel relieved?

Yes: I

33

Don'tknow:3

Having treatment makes you feel pleased?

Yes: I

32

No: 2

if you do not have treatment?

Having treatment makes you feel sad?

Yes: I

3l

No= 2

someone notifu the police or judge

Yes: I

30.

3

No: 2

Don't know

:

3

Outpatient CTO's require people to make appointments for treatment?

Yes=

I

No= 2

Don'tknow=

3
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36.

,,

37

Outpatient CTO's require people to take medication as prescribed?
Yes:
Don't know
3

I

;.JJ|;;:ffi::ff:1int
Yes: I

38.

39.
40.

:

No: 2

Cro's

No: 2

are more likely to keep their appointments at the

Don'tknow:

3

People under outpatient CTO's are more likely to take their medication?

Yes: I

No= 2

Don'tknow=

3

People under outpatient CTO's are more likely to stay out of hospital?

Yes: I

No: 2

Don't know

:

3

Before beginning treatment in the community, did you expect to have control
over the major decisions in your life?
Yes:
Don't know = 3

I

No: 2

41.

Currently, do you expect to have control over the major decisions in your life?
Yes:
Don't know
3

42.

Before beginning treatment in the community, did you actually feel you had
control over the major decisions in your life?
Yes:
Don't know
3

I
I

43.

:

No: 2

:

No: 2

Currently do you acrually feel you have control over the major decisions in your
life.

Yes: I

No= 2

Don'tknow:

3

Demographic information.

44.

What community health service are you involved with?
I Central Auckland.
2
West Auckland.

45.

What is your gender?
Male

:
:

l:
2:

Female.

46.

What age do you turn this year (within 2000)?

47.

What culfure do you most identifu with?

: European/Pakeha
2 : NZ Maori
4: Pacific Island (specify)
5 : Asian (specify)
I

6 = Other. (speciff)

48.

What is your current legal status?
Sec29

l:
2:

Sec

3l
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3:
49.

Voluntary

Do you curently live in a partnership relationship with someone?
I klamied/ Living with a partner,
2 - Divorced/SeparatedAMidowed

:

3: SingJe

'50.

What was the highest educatio.na-l lev,el y-ou achieved?
I = U"p to and including secCIndary.
2 = Sehool certifioate
3 : Higher secondary qualification
4: Terti4ry.attendance
5 : Tortiary qualifrcation

51.

S{hat is your current job?

I

- Sttrde-nt

2 : Honremaker/child care
3 -Retired
4 = Unemployed: disabled
5 - Unemployed: able to work
6: Unskilled I manual work
7 = Work supervisor, clerical and skilled crafts
8 - I\{ranageriaUprofessional
9 = Other (specrff)

52.

Who are you currefltly living with?
Alone
2 : Alone with children
3: With p'arther
4 = Farmi,ly/fiiends
5: Boarding houae
6 = Stuctured horuing
7 : On street
8 - Other (speoi$/)

53.

\Uhat is yonr religion?
I = No religion
2 - Christi-an
3 - Other (speciff)

54.

How much,do yo'ra earn a year?
I = $20,000 or less
2 $20,001 to $40,000
3: $40i 01 to $60,000
4 - $,60,0O1 ,o.r' ore

.

l:

:

55.

Have you'e\r€r been admritted to any prychiatric hospital?

Yes=

I

No=

2

Don't know

:

3
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56.
57,

Have you werbeen involuntarily adminod to any psychiatrichospital?

Yes=

I

No= 2

Donttknow-

3

Have you everbeen admitted to a forensic psychiatric hospital?

Yes: I

No= 2

Do.n'tknow-

3

58.

Have you ever spent tirne in prison fo: an offence?
3
Yes:
Don'tknow

59.

Wbat is your current primary diagnosis?
I = Thought disorder.
2 = Mooddisorder
3 : Anxiety disorder
4: Other (specify).

60.
6L.

_l

:

No: 2

Do you have an alcohol sr substanee abuse problem?

Yes: I

No= 2

Don"tknow:3

What are the therapeutic approaches ueed in your treahneut?
I : Medication

2: Psyohotherapry
3: Group therapy
4: Social skills raining
5: Psycho-education
6 - Problem solving skills training
7

I

= Conrnunication s.kills training
- Other (speoiff)

6?..

Do you believe you suffer frommental illness.?
Yes:
Donnt know
3

63'.

Do you believe you need teatmeft?

I

Yes=

1

:

No: 2

No: 2

64. How many months

Don'tknow=

3

have you been on a CTO?

65, lil/hat was the outconre of your clinical review?
I = Stay on the CTO.
2 : Offthe CTO.
3 = Not applicable.

66. Havs you any ofter

cornments you would like to make ab-out your treatment?

67. Would you like to make any other comments about your involvement in decisious
about your Seafir€nt?
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Appendix 11 - Ethics Approvals

NonthHealth
Northern Regional Health Authority
Mnnn Hnuorn A Rahe O Te Raki

9l-95 Ml Eden Roar
Mt €dgn
Privats

24 February 1997

Mr Brian McKenna

I

14 Glenesk Road

I

Piha
Rtrckland 7

g.t 92t,

Welle!tey

5i

Auckland
New Zeatand
Ph:64.9-357 4100
Fax:54.9.157

Dear Mr McKenna
97

/O2I

PATIENTS PERCEPTION OF COERCION ON ADMISSION
UNDER THE MENTAL HEALTH (COMPULSORY ASSESSMENT
AND TREATMENT) ACT rgezz A coMpARISoN BETWEEN
FORENSIC AND GENERAL MENTAL HEALTII SERVICES

Thank you the revised protocol, subject information sheet and the completed statutory
declaration as requested by Ethics Committee Y at the meeting on l2 February 1997.

I am pleased to inform you that the study

is approved until 24 February 199g. It is
certified as not being conducted principally for the benefit of a manufacturer and will
be considered for coverage under ACC.

We wish you every success with the study.
Yours sincerelv

4*.0

(l-**l

Ann Howard
Secretary

Ethics Committees

cc

Research Development Office, Auckland Healthcare

32r

ilOl

Eealth Funding Authority
I{orth

Oftt

9'l-95 Mt Eden Road
l\ih Eden

23 February 1998

Mr B McKenna

Private Bag 9252?
Wellesley Street
AUCKLAND
Naw Zealand

Telephona 09 357 4:100
Facsimile 09 35/ {101

14 Glenesk Road

Piha

Auckland 7

Dear Mr McKenna
97/021

The request for reapproval of the above study was considered by Ethics Committee Y at the
meeting on I I February 1998.
The study is reapproved until 24February 1999.

Yours sincerelv

Sandra Haydon
Ethics Committees

c-q Research Development Office, Auckland Healthcare
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email: sandra.haydon@hfa.govt nz

{Jealth

Fu

nding Authority

Northem

ffice

91-95 Mt Eden Road

Mt Eden

l5 February 1999

Private Bag 92522
Wellesley Street
AUCKLAND

New Zealand

Mr B McKenna

Telephone 09 35't €00
Facsimile 09 35/ €01

14 Glenesk Road

PIHA

Dear Mr McKenna

971021

Patients perception of coercion on admission under the Mental Health
(Compulsory Assessment and Treatment) Act 1992: a comparison between
forensic and general mental health senyiceg

The request for reapproval of the above study was considered by Ethics Committee
on l0 February 1999.

y

at the meeting

The study is reapproved until 24 February 2000. Due to the large December agenda this item was
carried over.
Please ensure that reapproval requests are submitted one month

| /

,.--1
I

't---/

,

prior to the expiry date.

a/
,/'

pandraHaydon

/Administator
Ethics Committees
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Auckland
Ethics Committees
650 Creat

south

Road

Penrose
Private Bas 92522

16 February 2000

Mr Brian McKenna
14 Glenesk
Piha

Road

weltestey street
Auckland
Phone (09t 580 9105
Fax {09) 580 9001
Email : sandra.havdon@hfa.goW.nz

e-mail: pat.chainey@hfa.govt.nz

Auckland 7
Dear Mr McKenna

971021 Patients perception of coercion on admission under the
Mental Health (Gompulsory Assessment and Treatment) Act 1992: a
comparison between for4ensic and general mental health services
Thank you for your Progress Report form and final report, received 15 December
1999.
Ethics Committee Y considered your final report at the meeting held on g February
2000.

The report was approved.
Yours sincerely

,/7

/

fu4Pat Chainey
Adnninist:"ator
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=thics

Auckland
Comn'littees
650 6rear South R.ad
Fe il

rose

private Bag 92522
weilesley street

03 July 2000

ALrckland
Phone (09) 580 9105
Fax (09) 580 9001

Mr Brian McKenna
14 Glenesk Rd
Piha,
,Auckland 1250

Email

: Dat.chaineV@hfa.govt.l'lz

Dear Mr McKenna

20001123 Patients' perceptions of coercion and procedural justice during

treatment
under the Mental Health (compulsory assessment and treatment) Act 1992: a
comparison between outpatients under compulsory treatment orders and
voluntary outpatients.

Thank you for your amendments, received 27 June 2000.
We are pleased to inform you that this study has received ethical approval until 31 March
2002, at which time a final summarised reporV abstract is required io Oe submitted to the
committee for consideration. lt is certified as not being conducted principally for the
benefit of the manufacturer and will be considered for coverage under ACC.
Please note that the Committee grants ethical approval only. lf management approval
from the institution/organisation is required, it is youi responsibility to obtain this.

The first of your yearly progress reports is required by 3 July 2001. Approximately two
months prior to the end of this period you shouid receive a progress repori form that must
be completed and submitted to the Ethics Committee one month before the expirv date.

However,itisyourresponsibilitytoenSurethatayeartyprogressreportffi

Ethics Committee.
The Committee wishes you well with your research. Please inctude the reference number
and study tltle in all correspondence & telephone queries.

Yours sincerely,

i
/,!

/

'
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/
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,./

;4-

Pat Chainey
Administrator
Auckland Healthcare
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Piease include the reference no. and tiile
in all correspondence/telephone calls.

Auckland
Ethics Cornmittees
Deliverv Address:

c/o Ministrv CIf itealth
3rd Floor, Unisys tsuitding
650 Creat SoLtth Rcad, P€nrose
Privare Bag 9252?

16 October 2001

Welleslev Streer

Auckland

pl]one {09) 580 9105
Fax (09) 580 9001

Mr Brian McKenna
Principal Lecturer
School of Nursing and Midwifery
Auckland University of Technology
Private Bag 92 006

!maii I oat_chainey@'moh.govt.nz

Auckland
Dear Mr McKenna

20001123 Patients' perceptions of coercion and procedurat justice during
treatment under the Mental Health (computsory assessment and
treatment) Act

1992: a

comparison between outpatients under

compulsory treatment orders and voluntary outpatients.
Thank you for your Progress Report received on 31 August 2001.
Ethics Committee Y considered this report of this study at the meeting on 10 October
2001.

The study is reapproved subject to the Committee receiving confirmation that Dr
A.l.F. Simpson and Dr J.H. Coverdale are still supervisors for this study and, if not,
who is and the information sheet will need to be changed. ln any case, the correct
Health Advocates Trust no. is required in the information sheet - OSOO 555 O5O
Northland to Franklin. A version no. is also necessary.
Please note the next progress report is due 3 July 2002.

Yours sincerelv

:.t

/)

.'VT \/' (!/i

Ac.

Pat Chainey

Administrator
GC: Auckland DHB
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Please include the reterence no. and study title
in all correspondence/telephone call s.

Auckland
Ethics Comrnittees
Private 8a992522

weilestey street
Auckland
DeliverV Address:

c/o Ministry of Heatth
Floor, Unisys Building
530 6reat South Road, Penrose
3i-cl

Phone (09) 580 9105
Fax r09) 580 900.1

:rnai

|

: par_chainev@moh.govt.nz

13 August 2002

Mr Brian McKenna
Senior Lecturer
School of Nursing
The University of Auckland
PB 92 019

Auckland

Dear Brian

20001123 Patients' perceptions of coercion and procedural justice during
treatment under the Mental Health (compulsory assessment and

1992: a comparison between outpatients under
compulsory treatment orders and voluntary outpatients: PIS/Gons V#2.

treatment) Act

We received your letter of 17 July 2002, advising that following an extension of the data
collection for this research to July of this yeat - this process is now complete.
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analysis of the statistical data and will have an article submitted for review to an
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Appendix 12 - Evidence of mental health provider
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this task without the financial support from the Health research Council.
I
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