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The authors investigated whether
mental health inpatients’ percep-
tions of coercion were associated
with later treatment adherence.
Psychiatric inpatients receiving
acute care at three sites were in-
terviewed during their hospital-
ization and up to five times after
discharge. Patients’ perceptions
of coercion were measured at ad-
mission. Adherence to medication
and clinical treatment was meas-
ured every ten weeks for one year
after discharge. Among the 825
patients who had a perceived co-
ercion score and ten-week follow-
up data and who reported that
outpatient treatment was pre-
scribed, perceived coercion
scores were not associated with
treatment adherence. The au-
thors concluded that perceived
coercion neither increases nor
decreases psychiatric inpatients’

medication adherence or use of
treatment services after dis-
charge. (Psychiatric Services 54:
103–105, 2003)

Coercion plays a highly controver-
sial role in the provision of men-

tal health services. Although debate
about coercion in mental hospital
admission often rests on moral is-
sues, empirical rationales for and
against coercion are frequently in-
voked as well (1). Many patient ad-
vocates believe that coerced treat-
ment is less effective than voluntary
treatment and can even have an-
titherapeutic effects (2). On the oth-
er hand, many mental health care
practitioners feel the need to use co-
ercion to varying degrees in the best
interest of patients who may not be
capable of making their own medical
decisions (3).

The effects of perceived coercion
on patient outcomes and adherence
have important policy implications
and require further research (4). One
study of 123 patients found that the
perceived benefits of hospitalization,
the duration of hospitalization, and
functioning as measured by the Glob-
al Assessment Scale among patients
who perceived high levels of coercion
were similar to those among patients
who perceived little or no coercion
(5). However, another study of 59 pa-
tients found that those who felt that
their admission was coerced were less
likely to take medications, use mental

health center services, or show im-
provement in functioning or symp-
toms over time (6).

In this study we focused on a ques-
tion that Parrish (7), Campbell and
Schraiber (2), and Lidz (4) have
raised: is coercion associated with fu-
ture treatment adherence? We exam-
ined perceived coercion at the time of
hospital admission and explored the
relationship of this perception with
self-reported adherence to treatment
after discharge to the community.
Our data came from a multisite study
of acute psychiatric inpatients who
were interviewed in the hospital and
up to five times in the year following
their discharge.

Methods
Our study involved analysis of data
generated by the MacArthur Vio-
lence Risk Assessment Study, which
has been described in detail else-
where (8). No institutional review
board approval was required for
these analyses, because the data are
now available for public use and void
of identifiers. From mid-1992 until
October 1994, admissions were sam-
pled from acute psychiatric inpatient
facilities at three sites, located in
Pittsburgh, Pennsylvania; Kansas
City, Missouri; and Worcester, Mass-
achusetts. Study participants were
civil admissions, aged 18 to 40, Eng-
lish speaking, and white or African
American, or, in Worcester only, His-
panic. They had been hospitalized
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less than 21 days before recruitment
and had a chart diagnosis of schizo-
phrenia, schizophreniform disorder,
schizoaffective disorder, depression,
dysthymia, mania, brief reactive psy-
chosis, delusional disorder, alcohol
or drug abuse or dependence, or
personality disorder. The Admission
Experience Survey (9) and a number
of other research instruments were
administered to all enrolled patients
(N=1,136).

It was planned that participants
would be reinterviewed five times,
taking part in one interview every ten
weeks during the year following their
discharge from the hospital. The data
analyzed in the study reported here
are from the first interview at ten
weeks after discharge. Patients were
asked a broad range of questions, in-
cluding whether medication or other
outpatient mental health treatment
had been prescribed for them after
their hospitalization and the degree
to which they adhered to medication
and other treatment. 

This study focused on perceived
coercion as measured by the
MacArthur Perceived Coercion
Scale, which was created for the larg-
er study (8) and which consists of five
true-false items in the Admission Ex-
perience Survey: “I felt free to do
what I wanted about coming to the
hospital”; “I chose to come into the
hospital”; “It was my idea to come to
the hospital”; “I had a lot of control
over whether I went into the hospi-

tal”; and “I had more influence than
anyone else on whether I came into
the hospital.” 

Each “true” is scored 0 and each
“false” is scored 1. The scale has been
shown to be psychometrically sound
in that it is closely correlated with
lengthier interview-based measures
of perceived coercion (9) and is stable
over time (5).

Adherence to prescribed outpa-
tient treatment sessions was meas-
ured with a series of questions asking
study participants what kind of treat-
ment had been prescribed for them,
how often they were supposed to at-
tend sessions, and how often they ac-
tually attended. A ratio of the num-
ber of sessions attended to the num-
ber of sessions assigned was calculat-
ed to measure treatment adherence.
Participants were considered adher-
ent if they attended at least 75 per-
cent of their prescribed treatment
sessions.

To measure adherence to pre-
scribed medication treatment, pa-
tients were asked what medications—
if any—they were prescribed and
whether they ever took more or less
medication than prescribed. Patients
were considered nonadherent if they
refused to take prescribed medica-
tion, increased or decreased their
dosages, or did not fill their prescrip-
tions. It should be noted that some
patients reported that no outpatient
treatment sessions or medications
had been prescribed for them. 

Results
An initial interview, including calcula-
tion of a perceived coercion score,
was conducted while the patient was
hospitalized. Of the 1,136 patients
who had initial interviews, 951 took
part in the first ten-week follow-up
interview. Of these 951 patients, 825
had a valid coercion score  and infor-
mation available from the first follow-
up at ten weeks.

Because scores on the Perceived
Coercion Scale during the baseline
hospitalization were bimodally dis-
tributed, they were dichotomized.
Scores of 0, 1, and 2 were classified as
“low perceived coercion” (N=490, or
59.4 percent of the sample), and
scores of 3, 4, and 5 were classified as
“high perceived coercion” (N=335, or
40.6 percent of the sample).

The patients in the high-coercion
group were significantly more likely
to have a primary diagnosis of sub-
stance dependence or abuse and to
be female, white, and involuntarily
admitted and were less likely to have
a primary diagnosis of depression.
Number of prior hospitalizations,
age, and employment status did not
differ between the high- and the low-
coercion groups.

Of the 825 patients who had valid
coercion scores and information
available from the first follow-up at
ten weeks, 27.6 percent (223 of 809)
reported that no postdischarge med-
ication was prescribed, and 34.8 per-
cent (252 of 724) reported that no
postdischarge outpatient treatment
sessions were prescribed.

No significant differences were
found in reported adherence (to med-
ication or outpatient treatment ses-
sions) after discharge between pa-
tients with high coercion scores and
those with low coercion scores. This
remained the case at all five follow-
ups, regardless of whether participants
who reported that no postdischarge
treatment had been prescribed for
them were included in the sample.

As shown in Table 1, no significant
bivariate correlations were found be-
tween perceived coercion at admis-
sion and adherence reported by pa-
tients at the first follow-up. Nor was
perceived coercion a significant pre-
dictor of adherence (to medication or
outpatient treatment sessions at any

PSYCHIATRIC SERVICES � http://psychservices.psychiatryonline.org � January 2003   Vol. 54   No. 1110044

TTaabbllee  11

Pearson correlations between patient characteristics and self-reported treatment
adherence at the ten-week follow-up interview after hospital discharge

Outpatient
Medication session 

Characteristic adherencea adherenceb

Perceived coercion –.034 –.007
Legal status, involuntary .032 –.073
Age .086∗∗ –.060
Race, white –.065 .115∗∗∗

Gender, male .014 .019
Global Assessment 

of Functioning at baseline .001 .016
Prior admissions .043 –.090∗

a Ns ranged from 586 to 605.
b Ns ranged from 472 to 486.

∗p=.05
∗∗p=.04

∗∗∗p=.01



follow-up period) in a regression
model that controlled for the back-
ground variables listed in Table 1.

As a further check, we used a
mixed-model approach, analyzing
each follow-up as a separate case and
allowing multiple observations for
each person. The results based on this
approach generally confirmed the
analyses reported above.

Discussion and conclusions
These data are among the first sys-
tematic data to be reported on the as-
sociations between perceived coer-
cion at the time of hospital admission
and patient adherence to medication
and other treatment after discharge.
In this data set, such associations were
not found. We found no support for
the belief that higher levels of per-
ceived coercion at the time of hospi-
talization lead to future nonadherence
to prescribed mental health care. 

We emphasize that our empirical
findings do not address—and run the
risk of diverting attention from—im-
portant and contested issues related
to the prospective service recipients’
moral rights to decision-making au-
tonomy and human dignity.

Certainly, within the empirical do-
main, we have not measured all po-
tentially relevant outcomes of co-
erced hospitalization, such as the ef-
fects of coercion on patients’ func-
tioning and quality of life or on serv-
ice providers or family members.
There are also limitations to the out-
come measures on which we did fo-
cus: the adherence data were ob-
tained from patient self-reports. This
issue illustrates the need to use, in fu-
ture work, some additional measures
of adherence to medications and oth-
er treatments. Perhaps including
service providers in data collection, as
Steadman and associates (10) did in
their assessment of a New York out-
patient commitment program, would
produce more accurate estimates of
adherence. �
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SSuubbmmiissssiioonnss  IInnvviitteedd  ffoorr  
MMuullttiimmeeddiiaa  RReevviieewwss  CCoolluummnn

In September 2002 Psychiatric Services launched Mul-
timedia Reviews, a quarterly column focusing on inno-
vative applications of multimedia technologies and pro-
grams in clinical, education, and research settings. The
column’s editor is Ian E. Alger, M.D., clinical professor
of psychiatry at New York–Presbyterian Hospital of
Weill Medical College of Cornell University in New
York City. 

Traditional audiovisual programs are being joined
with rapidly evolving virtual-reality computer programs
and with digital video technologies, which bring lead-
ing-edge concepts and applications to education, re-
search, and clinical practice in exciting and challenging
ways. For the new column, Dr. Alger welcomes reviews
of teaching, training, and therapy programs presented
on film, video, audio, virtual reality, and combinations of
these media. Reviews should be no more than 1,600
words and should be submitted directly to Dr. Alger. 

For more information about the new column or to
propose a submission, please contact Dr. Alger by e-
mail at ianalger@aol.com or by mail at 500 East 77th
Street, Suite 132, New York, New York 10162.


